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Dear Mr- Tandon

Greetings from Dr. Shroff's Charity Eye Hospital!

Please find below anached estimate expenditure of Baby, Ananya yaday- E0326

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
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Total 250M)
Besl H:gard.'s'
Dy, Simo Das
Director

Oculoplasty and Ocular Oncology Services
DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
PH- 011-4352 4444, 4352 8688, Fax - 011-43528816
E-mall : sceh@sceh net, Website - www sceh net
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