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for which tha saSsSLNce s requestnd
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Dr, Sy Chanty Eye Moo Ll
Dethe I8 Now NABM Actredite s

DB November 2018

Greetings from Dr. Shroff's Charity Eye Hospital!
Dear M. Tandon

Please find below attached expenditure of Chandni:-

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblostoma Surgeries
Supported by Koshika Foundation
’ ‘ Village Chera Khera, Khagaria, Bihar
T q Ph
Namn Chandnl | At?tirl'ssl one 848203
MR N | G18/07/0897 Ape/Sex 2 Yasrs/Female
M 0/0918/0057
Apphcation No
S. No. Treatment date | Items Cost per unit No. of units Aprox. Cost
T 03/09/2018 | . | ‘ ;
X Chemaoth 1 000
£.4/00/2014 wemotherapy 3000

Comuination Under g
3/9/2018 D 1000 1 1000

| ' Anesthesia {(EUA)

} 8/3/2018 Blood Inyestigations 132 1 112
f i 13/9/2018 | CT Orba 3000 1 3000
| - . - - -
| 1/9/2018 | T.T.T( Laser) 345 ! 345
| ] - . »
1/9/2018 | Cryotherapy 1000 1 1000
Enucleation with 2695 1 2695
‘ 22/09/2018 Implant ! |
Tota! | 11772

dest Regards
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Ur Sima I).s')/

Consultant
Dealoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road, Darya Ganj, New Delhi-110 002 India
Tel.: 011-43524444, 43528888 Fax: 011-43528816
E-mail. sceh@sceh net  Website ;| www.scah net

OTHER CENTRES
GURGAON * ALWAR & SAHARANPUR & MEERUT & LAKHIMPUR KHER! , VRINDAVAN



