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Dear Mr. Tandon
Gréetines from Dr. Shroft™s Charity Eye Hospital!

Plinse Tind below arached estimate expenditure of lyra Bano- EQ724/0124

Estimate cost of treatment
D¢, Shroff's Charity Eye Hospital
Retinoblastoma Surgeries

Mame Ityria Bano Addrass/ Ranapul Faizabad Ultar Pradesh-
224164
Fhone:
CDEL-P-23-10-11480
MR N AgelSex 4 years Female
5. No. Treatment ltems Cost per No. of unit Aprox. Cost
date Unit
i 202407 26 FLA{ Examination 2000 1 2000
under anesthesin)

A Total 2000
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D, Simin Das
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Oreuloplasty and Oeulpr Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Ph:- 0114352 4444, 4352 8888, Fax: 01 1-43528816
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