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Dear M Tandon
Grectings from Dr. Shrofl's Charity Eye Hospitall
penditure of Mast. [2ahil Khan- E/0326/0441

Ilease find helow artached estimate ex

Estimate cost of troatment

Or. Shroff's Charity Eye Hospital
Ratinablastama Stirieries
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DEL-G-26-02-3605
MR N AgeiSex 4 years Male
5. Mo, Treatment Itams Cost pur Wo, of undt Aprox. Cost
date Lnit
2026-03-06 Chematherapy 2500 1 2500
Total 25010
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Best Rega
D, Sima Das

[irector
Oculoplasty and Ocular Oneology Services
DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan), New Delhi-110002 India
Phi- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-mall : sceh@sceh net, Weabsite Www.steh. net
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