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in the matter 
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Dear Mr Tandon 

t. s from Dr ShrofPs Chari'"'-' E,c Hospital! 
Gree mg · •J • 

ti db Jo\\ attached estimate expenditure ofYuvraj- E/J 224/0305 

Please n e 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Dr Shroffs Chanty Eye Hosi: 

Delh IS Nell NABH Accred led 

Name YuvraJ Address/ Village Mubarakpur,Uttar Pradesh-27604 

Phone: 

MOM-G-22-05-0094 

MRN 
Age/Sex 4 years Male 

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

1 2024-12-10 MRI 6500 1 6500 

Total 
6500 

.... 

Bes ,~1 
Dr. Sima Das 

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 • LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR e RAN/KHET 


