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paat Mr Tandon

Greetings from Dr. Shroffs Charity Eve Hospital!

Please find below attached estimate expenditure of Mast Yusuf Khan- E/0326/0446

Estimate cost of treatment
Or. Shroffs Charlty Eye Hospltal
Retinoblasioma Suriiries

Name Mast Yusuf Khan Address! Jalroli atwar, Rajasthan - 301411

Phona:

AWR-C-25-02-0450

MR N AgeiSuk & yEars Mala

5, No Traatment Items Cost per Unlt Me. of unit Aprox. Cost
date
20260307 ELIA{ Examination 20 2000

under Anesihesial

2 2M126-03-07 Chemotherapy 2500 | 251
3 2026403=10 MEI ARl HE00
Total 11000

Best Regargh
Ubr, Simy Das
Director

Oculoplasty and Ocular Oncology Serviees

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Math Road Daryagan|, New Delhi-110002 India
Phi- 011-4352 4444, 4352 8888 Fax 011-43528816
E-mall : sceh@sceh.net, Website | www sceh net

OTHER CENTRES
ALWAR & SAHARANPUR = MEERUT » LAKHIMPUR KHERI » VRINDAVAN e HARCOL BAGH (DELHI) » MODI NAGAR & RANIKHET



