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2) The assistance from Kosh1ka Foundation 1s only financial in nature The choice of the treatmenVprocedure adv1sed/co-,ducted by the Hospital on the 
patient. 1s based on the arrangement between the patient & the Hospital, and 1s in no way influenced by Kosh1ka Foundation Hence the Hospital will 
assume sole & complete respons,b1tity of the treatment & it's outcome & safety of the patient, and Kost,,ka Foundat,on w II have no role or respons,bd t, 
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Dr. Shroff's Charity Eye Hospital 

Caring for the community since 1914 ... 

31 '' May 2025 

Dear Mr Tandon 

Greetings from Or. Shrol'rs Charity E)C Hospital! 

Pk:.bc find below attached estimate e:-.penditure of Mnst. Myank- E/0525/0063 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

@ 
Or Shroft"s Charity Eye HospaaI 
Deihl IS Now NABH Accred1led 

Name 
Mast Myank Address/ Village-Babu b1gha, Post-Jaga,. 

Nalanda,Bihar-801301 
Phone: 

MRN DEL-C-23-10-2889 Age/Sex 1 year 

S. No. Treatment Items Cost per No. of unit date 
Unit 

08105/2025 
Exammation under l anesthesia 2000 1 

l:3cst Regards 

Dr.Sima~ 

Director 

Total 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816 

E-mail : sceh@sceh.net. Website . www.sceh.net 

OTHER CENTRES 

Male 

Aprox. Cost 

2000 

2000 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRINDAVAN • KAROL BAGH (DELHI) 


