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31" March 2026

Dear Mr:- Tandon

Greetings {from Dr. Shroffs Charity Eye Hospital!

Please find below attached estimate expenditure of Baby Dua- E/0326/0478

Dr. Shrofs Charlky Eve Hospital
Delhii=Mow NABH Accradiled

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries

under Anesthesia)

Name Baby Dua Address/ Dharm kaata ke samne, Pinagwan
(1273, Mewal, Haryana- 122508
Phone:
DELXGE-25.92-52R81
MR N Age/Sex 1 year Female
5. No. Treatment Items Cost per Mo, of unit Aprox. Cost
date Unit
2026-05-26 ELIA{Examination 2000 20000
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Total

45000k

Best Re g} /

Dr. Sima Das

Mrector

Oculoplasty and Geular Oncology Services

5027, Kedar Nath Road Daryagan|, New Delhi-110002 india
Phi- 011-4352 4444, 4352 BBBB, Fax | 01143528816

DR. SHROFF'S CHARITY EYE HOSPITAL

E-mall : sceh@sceh.net, Website | www, sceh.net
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