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pr. Shroff's Charity Eye Hospltal

30" Seplember 2024
Diear Mr Tandon
Greetings from Dr. Shrofl's Charity Eye Hospital!

Please find below attached estimate expenditure of Dhruvi- /122510313

Entimate cost of treatment
Dr. Shroff's Charlty Eye Hospital
Name Dhruvl .31, Saini enclave, Vikas Nagar. Uttam
| Nagar, Delhl- 110058
_ DEL-G-26-03-3768

MRN | yest Female
5 No. | Treatment Jems Coal par Ne. of unit Aprox. Cost

date Unilt

;025-12-31 Fxamination under 2000 | 2000

Anesthesia
Total 2000

b

Best wmxﬂ"/

r Sima Dk

Director

Oculoplasty and Oeulur Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan], New Delni-110002 India
Dy 011-4352 4444, 4352 BEES, Fax : 01143528818
E-mall : sceh@sceh.nel Wabsite - www scsh net
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