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Girectings from Dr, Shrofl's Charity Exe Hospital!

Please find below atached estimate expenditire of Must Abu Vakar- E/0326/0457

Estimato cosl of troatment
Dr. Shrott's Charity Eye Hespital
Retmahilastoma Surgerios
HNamao Mast Abiu Vakar Atldresal Village shahpur. Distnct: Maradabad
U P - 244402
| Phons;
DEL-P-23-03-140"
MR N Ago/Sex 4 years Male
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Best Regards
. Sima Das
Iircetor

Oculoplasty gind Ocular Onealogy Serviees

DR, SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Malh Road Daryagan|, New Delh-110002 India
Phi- 011-4352 4444, 4352 BA8B, Fax : 011-435286186
E-mall - sceh@sceh net, Website - www sceh net
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