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Dr. Shr.-::ff‘s Charity Eye Hospital
Retinoblastoma Surgeries
Baby Payal Address/ Prem nagar, Uttar Pradesh- 243005
Phaone:
DEE_-G-ZB{J‘MHSD
AgelSex 5 years Female
Treatment d
ate Items Cost per Unit No. of unit Aprox. Cost
| o - .
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Best Revards
Dr. Sima 1as = r/
Director

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
sceh@sceh.net, Website : www.sceh. net
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