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Grectings from D Sheoffs Charity Eye Hospital!

Please find below attached estimate expenditure of Mast. Riyvaz- BEOT24/0103

Estimate cost of treatment
Dr. Shrofi's Charity Eye Hospital

Retinoblastoma Surgeries

Name Mast Riysr Adtress/ H no. 1971, Village Uiata, Haryans
Phaone:
OEL-(3-21-03-4154
MR N AgelSox 3 yoars Male
5 Mo Treabment ioms Cost per Unit Na. ol unit Aprax, Cost
date
1 2024.07.00 ELA{Examination 2000 1 2000
under Anesthesia)
ol Total 2000
LY

Hest Begarts

Dr. Simi Das

Divector

Ocoloplasty and Oeular Oneology Services

DR, SHROFF'S CHARITY EYE HOSPITAL

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

Ph:- 011-4352 4444, 4352 B8EB, Fax : 01143528816
E-mail + =cebfmsoceh.nat. VWebsite - www.scah.net




