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‘Dear Mr. Tandon

‘Greetings from Dr. Shrofl's Charity Eye Hospital!

Please find below attached estimate expenditure of Mast Abhi Kumar- F/0326/0440

Estimate cost of treatment
Dr. Shroffs Charity Eyo Hospital
Retinoblastoma Surgorios
Mame Mast Abhi Kumar Addrpus Sirss, Gaharwar, Mirzapur, U.F - 231002
Phong
DEL-G-24-01-4579
MRN AgelSeEx 3 years Male
5 Mo Treatment Items Cost par Unit Mo, of umit Aproo. Cost
date
| 2026-03-08 EUAIExumination )il 1 1000
ynder -Aneathesis)
Total 2
Pest Regar
Dr. Sima Das
Iireetor

Oculoplasty and Ocular Oneology Services
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DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryaganj, New Delni-110002 india
Ph:-011-4352 4444, 4352 BBES, Fax D11-43528815
E-mall : sceh@sceh.net, Website - www.scEh, net
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