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RECOMMENDED FOR ACCEPTENCE 

air11lii ,,} ll-ff{ *-11~ 

Dr. CHHAVI GUPTA ~-
A ◄ 111nct Consultanc 

optasty ~ Ocular Onco6oV, StnJcos · 
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I I I 31 December 2024 

Dear Mr Tandon 

. ,. Dr Shrofl'8 Clwrity EJc Hospital! 

(,1cct111gs ,rum . 

Dr S~roff~ Charrty Ey~ 1;, Pita 

Dt:lh1 s No11 NAB1; AuJ~d~<,'i 

_ , t· ,h f estimate expenditure of Mast. Kartik Kumar- E/l 224/0288 

/' lease lmd below at a1.: cc 

Estimate cost of treatment 

Dr. Shroffs Charity Eye H~spital 

Retinob/astoma Surg_er,es 

Name 
Mast Kartik Kumar Address/ Village Dhuria,Distnct Shahjahanpur, 

Uttar Pradesh-243205 

Phone: 

DEL-G-23-07-4206 

MR N 

Age/Sex 4 years Male 

S. No. Treatment Items Cost per No. of unit Aprox. Cost 

date 
Unit 

1 2024-12-12 EUA (Examination under 2000 1 2000 

Anesthesia) 

2 2024-12-30 Chemotherapy 2500 1 2500 

Total 
4500 

BestRV 
Dr. Sima Oas 

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 

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

OTHER CENTRES 

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


