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RECOMMENDED FOR ACCEPTENCE 
~ <fi ~ ~ 

Dr. CHHAVI GUPTA UI . \Jlmr v 1\J' 

AdJunct Consultant, 
Jculoplasty and Ocular Oncology Servlc1 s 

Director ~ 
Oc~loplasty an.d Ocular oncoloQ s 

D1~rfut~f&)S{Mfi A~horised Signatory 

1~
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. Dr. Shrofti!tAiaqi!~O- ~ 
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30
th 

November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Baby. Saima Parveen- E/1124/0242 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Dr Shroffs Charily Eye Hospital 
Delhi 1s Now NABH Accredited 

Name Baby Sa1ma Parveen Address/ Mohalla Darbhanga,Bihar-

MRN 

S. No. Treatment 
date 

1 02/11/2024 

Best Reg~ 

Dr. Sima Das 

Director 

DEL-G-19-11-3833 

Items 

EUA(Examination under 
Anesthesia) 

Total 

Oculoplasty and Ocular Oncology Services 

Phone: 

Age/Sex 

Cost per 

Unit 

2000 

DR. SHROFF'S CHARITY EYE HOSPITAL 

846004 

8 years 

No. of unit 

I 

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 

OTHER CENTRES 

Female 

Aprox. Cost 

2000 

2000 
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