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Dr. Shroff's Charity Eye Hospital

z WE Caring for the community since 1914...

NS
Dr. Shmfs Charity Eye Hospital
A o Delhi is Now NABH Accredited

Dear Mr. Tandon
Greetings from Dr. Shroff’s Charity Eye Hospital!

Please find below attached estimate expenditure of Manindra Soni- E/0224/0115

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name Manindra Soni Address/ 61/37, Rajapt path, mansarovar, jaipur,
Rajasthan-302020
Phone:
DEL-G-22-11-0747
MR N AgelSex 5 years Male
S. No. Treatment Items Cost per No. of unit Approx. Cost
date Unit
1 2024.02.19 Examination under 2000 1 2000
Anesthesia
Total 2000
e
Best Regard
Dr. Sima Das
Director

Oculoplasty and Ocular Oncology Services

- DR. SHROFF'S CHARITY EYE HOSPITAL

)27, Kedar Nath Road Daryaganj, New Delhi-110002 India
th?! 011-4352 4444, 4352 8888, Fax : 011-43528816
E E-mail : scen@sceh.net, Website : www.sceh.net
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