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RECOMMENDED FOR ACCEPTENCE 

Dr. CHHAVI GUPTA 
Ai4iunct Consultant, 

culoptasty and Ocular Oncology Servi e _ 
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Dear Mr Tandon 

Greetings from Dr. Shrofrs CharitJ EJc Hospital! 

Dr S rc,ff s Chanty E ye Hosn,ta 

Deihl s N N NABH Arcred,ted 

. . , f , t Ameen: llani,,a- E/ 122410284 

Pl r db / lit I h •d e,fllll'lle cxpend1tU1C O M.is . 
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Estimate cost of treatment_ 

Dr. Shrotrs Charity Eye H~sp1tal 

Retinoblastoma Surg_enes 
--

Name Mast Ameere Hamza 
Address/ Bare,lly, Uttar Pradesh-

234001 

Phone: 

DEL-C-22-01-0229 

MRN 

Age/Sex 3 years Male 

S. No. Treatment 
Items 

Cost per No. of unit Aprox. Cost 

date 

Unit 

1 2024-12-01 EUA (Exam,nat,on under 2000 1 2000 

Anesthesia) 

Total 
2000 

~ 

Bes ,¥ 
Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New De/hi-110002 India 

Ph.- 011-4352 4444, 4352 8888, Fax. 011-43528816 

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

OTHER CENTRES 

ALWAR • SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR e RANIKHET 


