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,';y;.’ S Caring for the community since 1914

Dr Swwoff's Charty Eye HMotpas
Daini i3 Now NASIM Azcoenten

' March 2019
Greetings from Dr. Shrolf's Charity Eve Hospital!
e M Tandon

lease Lind below attached expenditure of Komal

Estimated Cost
Dr, Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Supported by Koshika Foundation
Chpyan Kaurd Tigri Gaur City
Name Komal Addrcss'/Phonr Road, Chipyan Gautam Buddha
Nagar, Uttar Pradesh 201009
. manNo. | | G1g/0as3358 Age/Sex 2 Years/Female
Wl 0/0219/0113
\gohtation No
Ireatment No. of
S. No. Items \ r g Aprox. Cost
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1 Blood Investigations
| 12/2/2019 | | 132 | 1 132
; 2 13/2/2019 Chemotherapy 3000 ' 1 3000
Examimation Under
0
\ 13/2/2019 Ancsthessa (FUA) 1000 A 199
L Total 4132
dent Reganrd
Cansultant Oenloplasty and Ocular Oncology Services

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