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Dear Mr Tandon
Greetings from Dr. Shroff’s Charity Fye Hospital!

Please find below attached estimate expenditure of Mast Pratik kumar- E/O326/0473

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
MName Mast Pratik kumae Address! Hino - 624, Galina: - 115, A- Bigck
[ Mukandpur, Delhi- 110042
Phone:
DEL-P-25-01-2880
MRN Agel/Sex 2 years Male
S.No. | Treatment Iterns Cost per Na; of uit Aprox. Cost
' date Unilt
1 2026-03-23 ELA{Fxamination JH) | 2000
under Anesthesiia)
Total 2

\
Best Regk

Dr. Sima Das
Director

Oculoplasty and Ceular Oncolugy Seryices

OR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Math Road Daryagan), Mew Delnl-110002 India
Fhi- 011-4352 4444 4352 BBAA, Fax : 011-43528816
E-mail : sceh@sceh. net, Website | www.sceh.nst
OTHER CENTRES
ALWAR » SAHARANFUR » MEERUT o LAKHIMPUR KHER| o VRINDAVAN & KAROL BAGH (DELHI} o MODINAGAR & RANIKHET



