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Dr. Sheaft's Charsly Eye Hoapsial

31" Oclober 2024
Dl is Now NABH Aocredilsg

Greetings from Dr. ShrofPs Charity Eve Hospital!

Please find below attached estimate expenditure of Baby. Inaya- E/1024/0208

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgaries
Name Baby. Inaya Address/ Rehmat Nagar, Sir syed
nagar Muradabad Assam-244001
Phone:
DEL-G-22-01-
MR N 21348 AgelSex 5 years Female
5. Mo. Treatment Items Cost per Mo, af unit Aprox. Cost
date Uinit
1 2024-10-110 EUA 2000 1 2000
Total 2000

Best Regards

N\

[ircetor

Oculoplasty and Ocular Oncology Services

DR. 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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