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Aravind Eye Hospital

Cuddalore Main Road, Thavalakuppam, Pondicherry - 605 007

Certificates and Documents to be sent with the application:

(Send only certified photocopies)

1.
Statement of marks of MBBS Examination

2.
Certificate of completion of compulsory Rotary House Surgeons of Internship

3.
Medical Permanent Registration Certificate

4.
MBBS Degree Certificate or MBBS Provisional Certificate

5.
MS/ DO/ DOMS Degree certificates

6.
Certificates of merits, prizes, medals etc. obtained in any subject or extra curricular activity

7.
Service Certificate indicating the details of service put in by the 
candidate in various institutions


The original documents should be brought at the time of the interview

Note: Application Cost - Rs.500

Bottom of Form
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Aravind Eye Hospitals

& Postgraduate Institute of Ophthalmology

Cuddalore Main Road, Thavalakuppam, 

Pondicherry - 605 007

Application for fellowship in

Retina & Vitreous  
                          FORMCHECKBOX 

IOL & Anterior Segment Surgery
  FORMCHECKBOX 

 


Cornea





  FORMCHECKBOX 








Paediatric Ophthalmology

  FORMCHECKBOX 







Glaucoma 




  FORMCHECKBOX 






 






        Orbit & Oculoplasty

          FORMCHECKBOX 




        General Ophthalmology

          FORMCHECKBOX 




(Please tick the appropriate box)

Declaration

I hereby declare that all the information given in this form is true and accurate 

Date:         
Place:        

    Signature
     





Personal Information

	Name:      
	Father’s Name       

	Mailing Address:

	Permanent Address:


	     
	     

	Phone No.:      
	Phone No.:      

	Email ID:       

	Date of Birth:      
	Age:        Sex  FORMCHECKBOX 
  M /  FORMCHECKBOX 
 F


	Place of Birth:      

	District & State of Domicile:       

	OC/BC/SC/ST:       

	Citizen of:      
	Mother Tongue:      

	Marital Status:  

 FORMCHECKBOX 
 Married/   FORMCHECKBOX 
 Unmarried

	Child(ren):      


	


Languages Known: Tick in the relevant column, if you have a working knowledge:

	No.
	Language
	Speak
	Read
	Write

	1.
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Name, designation & address of 3 persons (not related to you), whom we can contact for reference:   

	Name & Designation
	Address
	How does this person know you

	1.      

	     
	     

	2.      

	     
	     

	3.      

	     
	     


Medical Qualifications

1. Basic Medical Degree:

	Examination passed:      

	Institution:      

	Year of passing:      
	Division:      

	Date of registration:      
	M.B.B.S  Registration No:      

	State & Country where registered:      


   Marks Obtained in M.B.B.S: (attach a copy of the mark sheet)

	Sl. No
	Subject
	Max

Marks
	Marks Obtained
	%
	No. of Attempts

	1.
	Anatomy
	     
	     
	     
	     

	2.
	Physiology
	     
	     
	     
	     

	3.
	Pharmacology
	     
	     
	     
	     

	4.
	Pathology & Microbiology
	     
	     
	     
	     

	5.
	Forensic Medicine
	     
	     
	     
	     

	6.
	Eye
	     
	     
	     
	     

	7.
	Social & Preventive Medicine
	     
	     
	     
	     

	8.
	Obstetrics & Gynecology
	     
	     
	     
	     

	9.
	Medicine
	     
	     
	     
	     

	10.
	Surgery
	     
	     
	     
	     

	11.
	ENT
	     
	     
	     
	     

	12.
	     
	     
	     
	     
	     


2. Ophthalmology Residency/Post-Graduation: (attach a copy of the mark sheet)

	Examination passed:      

	Institution:      

	Year of passing:      
	Division:      
	No. of attempts :     

	Date of registration (if applicable):      
	Registration No:      

	State & Country where registered:      

	Brief Note on the Thesis work:     



Career Information

Work Experience

	No.
	Organization
	From
	To
	Designation

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	
	List of Publications:      


	
	Academic Honors:      


	
	Membership in Scientific Societies      

	
	Please state why this fellowship is desired & give the subject of any special or study that you might be interested in doing at Aravind Eye Hospital if the Fellowship is granted:      


	
	What are your ultimate future plans if you are granted the Fellowship at Aravind Eye Hospital?

     

	
	Date available to begin Fellowship:     

	
	Office Use:

 FORMCHECKBOX 
 Selected  FORMCHECKBOX 
 Not Selected

Period:      
To:      
Remarks      
                                                                                       Signature




Affix


Passport size


Photograph


�
�
 








_135916116.unknown

