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Dear Mr, Tandon
Greetings from Dr. ShrofT's Charity Eye Hospital!
Please find below attached estimate expenditure of Alam Ansati- FA0624/0084
Estimate cost of troatment
Dr, Shroff's Charity Eye Hos pital
Retinohlastoma Surgeries !
|
Name Alam Ansan Address( \Ward ne. 09, Hemkund no. 06, Bara. ﬂl
" Simaungadh;Baswanya
Phone:
DEL-P-23-09-5688 : _ |
MR N AneiSex 3 years Male |'
5. No. Troeatment ltems Cost per Mo, of upit Aprox, Cost |
date Unit |
|
1 2024.06.27 Examination urider 2000 1 2000
anesthesia
Total 203
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Dir. Sima Dhas

Director

Oeploplasty and Ocular Oneology Services

DR. SHROFF'S GHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 BBBS, Fax : 011-43528816
E-mall : sceh@sceh.net, Websile : www,sceh.net
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