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28 February 2024

Or. Shroff's Charlty Eya Hospital
Delhl Is Now NABH Aceraditad

pear Mr. Tandon
Greetings from Dr. Shroff"s Charity Eye Hospital!

Please find below attached estimate expenditure of Saniya- £/0224/0118

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

Retinoblastoma Surgeries

Name Saniya Address/ | Bengabari, Udalguri, Assam-
784523
Phone:
DEL-G-20-10-2895
MR N Age/Sex 10 years Female
S. No. Treatment Items Cost per No. of Approx. Cost
date Unit unit
1 2024.02.15 Examination under 2000 1 2000
Anesthesia
Total 2000

e

Best Regards
Dr. Sima Das

Director

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 011-4362 4444, 4352 8888, Fax : 011-43528816
E-mall : sceh@sceh.net, Website : www.sceh.net

OTHER CENTRES
ALWAR & BAHARANPUR ¢ MEERUT ¢ LAKHIMPUR KHERI  VRINDAVAN ¢ KAROL BAGH (DELHI)
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