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Form No. ...........………/ July 2010









Name_____________________________________Age______Sex_____Married/Single_____________
Father / Husband’s Name _______________________________________________________________ 

Address for correspondence______________________________________________________________

____________________________________________________________________________________

Ph. No. ___________________________Mobile________________________Fax ___________________

 E-Mail________________________________________________________________________
A) Educational and Professional Data: (Attach photocopies of mark sheets; pass certificate; internship completion/degree/ registration etc. as proof. In case more than one attempt was taken in any subject, photocopies of the marks sheet of all the attempts should be attached. )

i) MBBS (Year):
  
from  _____________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​to_________________________________











Institution


_________________________ University___________________________      
ii) a) Registration 

 No. ______________________Date ______________________________

Medical Council Name
__________________________

b) MBBS Degree: Date 
_________ _________________University _________________________

iii) CET Passed in year

__________________________ Marks .............../ 360
iv) Post graduation 
      (Diploma/Degree):        
__________________________




Year ___________________ University __________________________

v) Other (house job, work done after acquiring MBBS etc. should be mentioned with dates. Do not attach certificates or photocopies)      




Cont....page 2

B) Extracurricular Activities: — (Mention only important activities and contributions briefly. Do not attach certificates or photocopies)
I certify that all the information provided above is true to best of my knowledge. I am aware that if any willful wrong information or false documents are detected even after a later date, my registration can be cancelled. I am in full knowledge of various rules and regulations as contained in the information pamphlet and shall abide by them. I also understand that in case of any dispute or discrepancy in selection or training the decision of management of CHRC will be final and binding on me. Legal jurisdiction will be indore city only.
Date: -









Signature of Candidate












Name ______________________

For office use

Exam
Marks obtained
Maximum marks
Number of 

Marks

 verified from




extra attempts

out of /.....
originals by

I MBBS
................................ ............................
.........................   

........               ...................


II MBBS
................................ ............................
........................... 

........              ....................

III MBBS
................................ ............................
............................ 

........              ....................
Part I

Part II
……………………………. ……………………………      ………………………….            ………               ………………….
Total
................................  ..........................   ...........................  
............................   ……………….
Checked by 


1)





2)

{2}
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Affix / paste self photograph here & sign across
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