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SN Dr. Shroff's Charity Eye Hospital

é{u;':':_' Caring for the community since 1914...

D' Shpodfs Chanty Eye Hodgetal
Fist May, 2024 Ciaffi is Mo MABH Accrodifed

Dear Mr Tandon
Greetings from Dr. Sheoffs Charity Eye Hospital!

Please find below attached estimate expenditure of Baby Sarvika Chaudhary-L E24/0045

Estimate cost of treatment
Dr. Shroff'e Chatity Eye Hospital
Retinoblastonia Surgores

Mame Baby Sarvika Addrass! Bank colony Knushalpur Maradatbad
Chaudhary Uttar Pradesh
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Oculyplusty and Ocular Oncdlogy Servieds

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India

Ph- 011-4362 4444, 4352 8888, Fax 011-435280816
E-mall - sceh@sceh net, Website | www.sceh.nel
OTHER CENTRES
ALWAR ® SAHARANPUR & MEERUT ® LAKHIMPUR KHERI @ VRINDAVAN ® KAROL BAGH (DELHI)




