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By afluina heraundsr, ssgrature of cur Authonsed Soneory for recommending this ceselpstisnt for inancial asssstares from Kashika Eoundafion, we
(Hospital) heraby affirm & accept following:

1) thast we nelther are presently nor will in future svail of financisl assistance from another NGO or any other source, for the same potianticase, 85 we ame:
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nafient, is basad on the arangement between the patient & the Hospital, and Is In no way Influsneed by Keshile Foundation, Hence, tha Hospltal vl
assume selo & complels reeponsibiity of the theatmant & it's outcome & safety of the patient, and Keshiks Foundation will have no mle or respamEibiliny
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Cianing fur tho cormonity sisoe 1822,

v, Shroffe G
Delnl i Now MABH Accredilod

el duly, 2024
Oear M. Tandan
Greetings [rom Dr. Shroff’s Charity Eyve Hospitall

Please find below attached estimate expenditure of Mast. Subhan- E/0724/0] {9

Estimate cost of treatment
Dr Shroffs Charity Eye Hospital
Retinoblastoma Surmgerios
Name Mast Subhan Addressl Tehsil Katghar Moradabad Utiar
FPradesh
Fhone:
DEL-G-22-07-3866
MR N AgefSex 4 years Male
&, No. Troatmant Items Cost per No. of unit Aprox. Cost
dati Umnit
1 2012407 .04 ELA{Examination 2000 1 2000
under Anesthesia)
_ Total 2000
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D, Sima Das
Ihipectoy

Oeuloplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan], New Delhi-110002 India
Ph= 011-4352 4444, 4352 8886, Fax - 011-43528816
Eomall - erahimereh net Website - www.soeh.nel



