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’ ‘“ Dr. Shiroff's Charity Eye Hospital
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E’EM#;E Caring for the community since 1914.., \ y
""m May 2023 " ; ;
Dr, Shraff's Chaeity Eve Hoapital
Diatni is Now MABH Accredited
Dear Mr. Tandon
Greetings from Dr. Shroff’s Charity Eye Hospital!
Please find below attached estimate expenditure of Arbaaz -E/0523/0003
Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name Arbaaz Address/ 17, Viilage Mubhldinipur, Tehsil Dabarsi, Distriot
Ghaziabad, Uttar Pradesh-201302
Fhone:
DEL-P-21-02-3453
MR N AgelSex 3 years Male
5. No. Treatment date ftems Cost par Unit No. of unit Aprox, Cost
1 MRI { Mahajan) B500 1 6800
062023
2 28-05-2023 ELIA{Examination 2000 1 2000
under Anaesthesia)
! Total 8500 8500
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Best Regards \

D, Sima Das

Director

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Read Daryaganj, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43526816
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