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J1gr May, 2024
Crear Mr. Tandan

Greetings from Dr. Shroffs Charity Eye Hospital!

Please find below attached estimate expenditure of Mast, Kartik Kumar-E05240032

of 5-I_1rnl'l"i Charity Efe Hosplial
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Estimate cost of treatment
Dr, Shroff's Charity Eye Hospital
Ratinohlastama Surgenias
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Cheuloplisty sod Creular Oneology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
027 Kedar Nath Road Daryagan], New Delhi-110002 Indla

Ph- 011-4352 4444 4352 8888, Fax . 011-43528816
E-mail | sceh@sceh.net, Website - www.sceh.nel
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