& September 2019

Greetings from Dr. Shroff's Charity Eye Hospital!

Dear Mr. Tandon

Please find below attached expenditure of Ayush:-

Estimated Cost

Dr. Shroff's Charity Eye Hospital
Retinoblastome Surgeries

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan], New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net

Supported by Koshika Foundation
Gram Malhapur, Post
_ | Faznagar,Tehsil Faridpur,
Name Ayush Address/Phone: District Bareily, Uttar
Pradesh-243503
MR NO. G19/02/2752/ DEL-G-19-07-3423 Age/Sex 2 Years/Male
Koshika Application Y ’, 3 ”' so82
No.
S. No. 'I'tealtmem Items Cost per unit No. of units =~ Aprox. Cost
o 3/8/2019 == . - ==
1 & Blood Investigations 132 2 264
B 26/8/2019 | B
5/8/2019 | A )
& f:ﬁ:\)mauon Under Anesthesia 1000 5 2000
2 26/8/2019 |
3 5/8/2019 | Chemotherapy | 3000 B O 3000
4 5/8/2019 Periocular Topptecaniinjection) 4150 1 4150
5 5/8/2019 Injection Neukine 300 1 300
6 27/8/2019 | Enucleation with Implant 2695 1 2695
- Total 12409
Best Regards
Dr. Sima Da
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(Hospita’) heraby affirm & accept following!
1) that we neither are presently nor wil in future avall of fmancial assistance from another NGO or any ciher source, for the same patientcase, 3s we are
requesting 1o get from Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
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assume sole & compiate responsibility of the treatment 8 ¥'s outcome & safely of the patient, and Koshika Foundation will have no role or responsibility
i the malter.
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