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Grectings from Dr. Shrofl’s Charity Eye Hospital!
Plense find below amached estimate expenditure of Mast Vansh kumar= E/0326/0471
Estimate cost of treatment
Dr. Shroffs Charity Eye Hospital
Retinoblastoma Surgerias
ansh kUmar Address] Ward no - 11, Behind sukhwan
= REEEIA winerria, Purani abadi, Ganganagal
Phone: Rajasthan- 335001
DEL-G-25-08-5847
MR N Age/Sex 4 years Male
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