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31" March. 2026

Dear Wi Tandan
(ireetings from Dr, Shroff's Charity Eye Huospitall

Please find below attached estimate expenditure of Baby Jikru- E/0326/0440°

—

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
etinoblastoma Surgerie
Name Baby: Jikra Address! | Ganeshpur, post karaiya, Vanpur,
' Laharpur, Sitapur, U.P.- 261 121
Phone:
DEL-G-23-03-8296
MR N AgelSay | Byears Female
S No. | Treatment Ihana Cost par No. of unit Aprox, Cost
date Unit
I3A-03-05 EL A[Examination 200 1 20040
under AncslhEsing
Total 210y |

Best Regards

Dr. Sima Das

Director

Oculoplasty and Ocular Oneology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan), New Delhi=110002 Indis
Ph:- 011-4352 4444 4352 BBBB, Fax : 011-43528814
E-mail ; sceh@sceh.net, Webslte : www.sceh net
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