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28 February 2024

Dear Mr.

Tandon

Greetings from Dr. Shroff’s Charity Eye Hospital!

Please find below

attached estimate expenditure of Md Shifan- E/0224/0103

wra 1ot 87

Dr. Shroff's Cha

rity Eye Hospital

Delhi is Now NABH Accredited

Estimate cost of treatment.
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
i Address/ Kushweshwar Asthan, Mentha, POst Bharna,
fame e Darbhanga,Bihar-848213
Phone:
DEL-G-23-07-2245
MR N AgelSex 2 years Male
v
S. No. Treatment Items Cost per No. of unit Approx. Cost
' date Unit
| ; 20240219 | Chemotherapy 2500 1 2500
|
l %) 2024.02.13 MRI 6500 1 6500
} 3 20240219 | Genetic Test 20000 1 20000
Total 29000
|
|
Best Regard
Dr. Sima Das
Director

Oculoplasty and Ocular Oncology Services

DR. SHROFF’S CHARITY EYE HOSPITAL

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

Phi- 011-4352 4444, 4352 8888, Fax ; 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net
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