APPLICATION FORM 


Title of the Training Course:


      

               (To be filled in by the Applicant)

            Please type or write in CAPITAL Letters

1. Personal Data:

Name in full:  ________________________________________________________

Sex: _________________________          Age : _____________________________

Designation: ___________________________    Nationality: __________________

Name and Address of your organisation: ____________________________________________________________________

      ____________________________________________________________________

____________________________________________________________________

City and Pincode: ___________________State: _____________________________

Phone: ______________________            Fax: ______________________________

Email: ____________________________

Permanent Address: 

____________________________________________________________________

      ____________________________________________________________________

 ___________________________________________________________________

 City and Pincode: ____________________  State: __________________________

 Phone: __________________________        Fax: ___________________________

2. Educational (Professional and Technical):

	University/ Institute
	Degree Dip./ Certificate
	Main Subject(s)
	Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


3. Work Experience (start from most recent):

	Name & Address of Organisation
	Position/

Designation/

Title of the job
	Worked
	Year of Experience

	
	
	From
	To
	

	
	
	
	
	

	
	
	
	
	


Description of the present duties and responsibilities:

Name and Designation of the official to whom you report:

4. Languages:

	Languages known
	Can read
	Can write
	Can speak

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


5. Type of Organisation:  Government: ____________   Voluntary: ________________




        Private:         ____________    Other:       ________________

1. Type of Health services offered by the Organisation at present:

· Dispensary/ Hospital for out patients

· Hospital for In-patients: No. of Beds:

· Out-reach programmes for-

· Maternal & Child health Care

· Immunisation

· Nutrition

· Health education

· Basic curative care

· Treatment of communicable disease

· Water supply and sanitation
        

· Size of Population under coverage:

· No.of employee/ workers:

Date: _______________


Signature: ____________________

APPLICATION FORM 

Please type or write in CAPITAL letters

(To be filled by the sponsor)

SPONSORING OFFICER/AGENCY:

Name

: __________________________________________________________

Designation
: ____________________  Nationality: ___________________________

Organisation and Address : _______________________________________________

    


            _______________________________________________





_______________________________________________

            City and Pincode: ________________________________





State: __________________________________________




            Phone: _______________      Fax: ___________________





Email: _________________________________________

Declaration:

_____________________________________________(name of sponsoring agency)

has agreed to sponsor Mr. / Ms. ___________________________________________

working for ________________________________________(name of organisation)

for the ________________________________________Course (name of the course) 

beginning on ________________.  
We undertake to pay IHMP the stipulated course fees for the above mentioned course.

Date: ________________                          Signature: __________________________










Please affix your photograph








