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Dear Mr. Tandon

' Greetings from Dr, Shroff's Charity Eye Hospital!

Please find below attached estimate expenditure of Baby. Veronica Veronica-EI0225/0364

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name: Baby. Veronica | Addrese/ ' | H no, 55, Pocket 6, Rohin
Veronica ol courts, Delhi-110085
~ Phone:
DEL-P-21-09-3637 L. '
MR N _l AgelSex | 3 years Female
5. No. | Treatmenit It=ms Cost per Mo. of unlt Aprox. Coal
date Unit
1 03-02- Examination under 2000 1 2000
2025 Anesthesia
Total 2000

b

Dr. Sima Das
Director

Oculoplasty and Ocular Oneology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan], New Delhi-110002 India
Ph-011-4352 4444, 4352 8888, Fax : 011-43528818
E-mail : sceh@sceh net, Website - www sceh.net
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