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11% March, 2028

Dear Mr. Tandon

Greetings from Dr, ShrofP's Charity Eye Hospitall

Please find below attached estimate expenditure of Mas! Aehan Khan- E/0326/0445

Estimate cost ol treatment
Dr. Shroff's Charity Eye Hospital
Retineblaslionta Suiyerios

I

gemn khan kothwa,

Name Mast Arham Khan Address! Gram sewra, post
Siddharih nagar, U.F- 272182
P
DEL-P-25.12-4459
MR N AguiSeK 2 yoars hate
5. No, Treatmant Mems Coslt por Mo of unit Aprox. Cost
date Uit
1 2026-03-07 ELLAExamination TN M)
under Anesthesig)
! 2026-03-07 Chemotherapy 2500 2540

4500

Total

Best Kegards
br. Sima Das

DNirector

Oculoplusty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 BBBB, Fax : 011-43528816
E-mall : sceh@sceh.net, Website : www sceh nel
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