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Dear Mr. Tandon

Gireetings from Dr, Shroff's Charity Eve Haospital!

Please find below attached estimate expenditure of Baby [iveanichi- B/O326/0450
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Dr. Shroff's Charity Eye Hospital
Ratinoblastoma Surgeries
Name Baby Divyansh Addivss! Fokhnapur. Pipanya. Delni- 262804
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Dr. Sima Das
Drirector

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 BAAA, Fax : 01143528816
E-mall : sceh@sceh nel, Websile : www.sceh.nel
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