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Dear Mr. Tandon

Greetings from Dr. Shroff®s Charity Eve Hospital!

Please find below attached estimate expenditure of Mast. Sufiyan- E/0326/0444

Estimate cost of treatment
Dr. Shroff's Charity Eye Hespltal
Refinoblastoma Syigaries
Name Mast ‘Sufiyan Address! Kutubpur wajidpur, Majbatra,
Saharanpur, U.P - 247232
Phone:
SRE-C-23-04-0321
i BOeiSnK G years Male
S No. Treatment ltems Costpa| Mo of unit Aprox. Cosl
date Unit
2)26-03-06 ELi A{Examination 2000 ] 24
under, Anesthesia)
Tatal 2000 J

Best Regards
P, Sima Das

[Mreclur

Oeuloplasty and Ocular Oneology Serviees

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan), New Delhi-110002 India
ph-. 011-4352 4444, 4352 8888, Fax | 011-43528815
£-mall : sceh@sceh.net, Website - www sceh net
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