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Dr. Shroff's Charity Eye Hospital 

31" May 2025 

Dear Mr Tandon 

Grel'tings from Dr. Shroffs Char-it~ F~\' llospilal! 

fl, ,.,,,rr ~ C:11 .. rny Fytt Ho~µua, 

Uullll 16 Nuw Nl'IJH Acc1 t1<J1to o 

Please:- tind bdo\\ auachcd est 1111:lll' C.\JWndi1u1 t' tif l\ ln,1. 't 11,111' Kh,111 - E/0525/0071 

Estimate cost of troatmont 

Dr. Shroffs Charity Eye Hospital 

Retlnoblostoma Surg_erios 

Name Mast Yusuf Khan Address/ Gulera,V1smasi.Mohammad1.Khen. Ullar 

Pradesh-262804 

Phone: 

MRN AWR-C-25-02- Age/Sex 4 years 

0490 

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

date 
Unit 

Examination 
2000 1 

I OS'05'2025 
under anesthesia 

2 08'05'202.5 Chemotherapy 2500 I 

Total 

Best J<cg'ii)'\Js ✓ 
~ 

Dr. Sima O:i, ,.,J 

Uirector 

Ocult,pla,l_r und Ocular Oucoloiu, ')cnict:~ 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road DaryaganJ, New Delhi-110002 India 

Ph·- 011-4352 4444, 4352 8888, Far : 011-43528816 

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

Male 

Aprox. Cost 

2000 

2500 

-'500 

OTHER CENTRES 

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


