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Dr. Shroffe Charly Eyo Hospital
Dalhi g Now NABH &=radifzd

At July, 7024
Dear Mr Tandan
Greetings from Dr. Shreoffs Charity Eye Hospitald

Please find below atached estimate expenditure of Bahy. Khushi- E/AO724/0002

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastonia Surgeries
Name Bany Khushl Address! W2 | Huts-100,.1J colony
Raghubir ragar, Tagore gardean,
Fhone: Daiki
DEL-G-24-02-5893
MR N AgelSex 3 years Femala
5. No. Treatment It Cost per Mo, of unit Aproy, Cost
date Linit
2024.07.01 Examinition under 2000 1 2000
Anesthesia (EUAY
2 2024 .07.08 Chematherapy 2500 1 2500
_ Total 4500
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[, Sima Das
Direclor

Ouvaloplusty and Ocular Oneology Serviees

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 india
Phe- 011-4352 4444, 4352 §888, Fax : 01143528816
C sl ¢ emakEeral nat Wabsite www.sceh.net



