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D, Shroff's Charity Eye Hosi
/% Hospital

Delhif is Now N

30th June 2024
Dear Mr. Tandon
Greetings from Dr. Shroff’s Charity Eye Hospital!
\ Please find below attached estimate expenditure of Gulaam- E/0624/0090
Estimate cost of treatment

Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries

Wrad -10,bank Begusarai,Bihar-651211

Name Gulaam o 'EAdr_.ires’sI
Phone:
|— DEL-G-22-12-6855 A
MR N | Age/Sex 2 years Male
5. No. Treatment date ltems Cost per Unit No. of unit Aprox. Cost
2024.06.28 EUA(Examination under 2000 1 2000

Anaesthesia)

|

___————-_-_-
Total —’_J_’_/l 2000
.
o ,l'.“.f\
Best Regards ™

Dr. Skma Dus

Director

Oculoplasty and Ocular Oncology Services

' GHARITY EYE HOSPITAL
S Wil Delhi-110002 India

5027, Kedar Nath Road Daryagan), Naw.
Ph:- 011-4352 4444, . 011-43528816
{, Website | WWW.SE

E-mail ! geceh@sceh.ne
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