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Dear Mr. Tandon
1 . ) )

h Greetings from Dr. Shroff's Charity Eye Hospital!
1 Please find below attached estimate expenditure ol Mast Mohd Samar- E/0326/0456

Estimate cost of (reotment
Dr. Shroff'e Chanly Eye Hospital
Retinohlastonm Surgernes

MName Mast Maohd Samar Adiess! CHankarpur, Sahamnpur; WP - 247662
Phone:

DEL-G-23-06-5210
MR N Ao/ Sox § years hale
5. No. Treatment it Cast, per Unil Mo of unit Aprox. Cost

date
1 2026-03=12 ELA{Examnation kL 20000
under Ancsthesi)
| |
Total | 2000

D, Sima Dus

Director

Oeulaplasty and Ocular Ongalogy Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan), New Delhi-110002 |ndia
Ph-011-4352 4444, 4352 8888, Fax : 011-43528818
E-mail : sceh@sceh net, Website | www.sceh net
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