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Dr. Shroff's Charity Eye Hospital 

30'" September.2025 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Anvi- E/0925/020 I 

Estimate cost of treatment 

Dr. Shrotrs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffb Charily Eyo Hoopii.ti 
Dolll11s Now NABHAcor1dll1,d 

Name Anv1 Address/ Gall no. - 5, Sagaravala, Mahalia 
Shivpuri Colony, JagJeetpur, 

Phone: Haridwar, Uttarakhand- 249408 

MRN DEL-G-25-09-3616 Age/Sex 1 year 

S. No. Treatment Items Cost per No. of unit 
date Unit 

I 17/09/2025 MRJ 6500 I 

2 19/09/2025 Chemotherapy 2500 I 

3 22/09/2025 Examination under 2000 I 

Anesthesia(EUA) 

Total 

U, .. th} 

Best Regards 
Oculoplasty ar , J, ., Jr onology services 
Director, Medical Education Department 

Regd. No. 00291 
Dr. Sima Das Dr. Shroff•s Charity Eye Hospital 

Director, Oculoplasty and Ocular Oncology Services 

OR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 

Ph:- 011-4352 4444, 4352 8888, Fax· 011-43528816 

E-mail : sceh@sceh.net, Website : www.sceh.net 
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