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Or. Shroff's Charity Eye Hospital

- ey (Tanng for the comtmuniy siroe 1922,
PR AR,
Sy 2 . Sheoffs Charlty Eye Hosou:
:-”N.ll',' 025 mmmm“ﬁ'gﬂ'—" el
Dear My Tandon SAeONeG
Greetings from Dr. Shroffs Charity Eye Hospital!
Plense find below attached estimate expenditure of Baby, Dipti Dipti-E/0725/0115
Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Baby, Ciptl Dipt Address! Hino: 30 R- 534,5@0 GALL
i - Jahangirpur, Dethj- 110023
Phone:
DEL-G-23-01-2026
MR N AgelSex 5 years Femala
5. Mo, Treatment date Itemns Su;t T Mo. of unit Aprox, Cost
i
1 07/07/2025 EUAExamination under 2000 1 2000
Anesthesia)
Total 2000

Beul Repards
Dir. Sima Das

irector

Oreuluplasty and Oeular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-mall | sceh@sceh.net, Website - www,sceh.net
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