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DELHI MEDICAL COUNCIL

Room No. 368, 3rd Floor, Pathology Block
Maulana Azad Medical College, Bahadur Shah Zafar Marg,
New Delhi-110 002 Telefax : 23234416 Tel. : 23237962
Email : delhimedicalcouncil@gmail.com Website : delhimedicalcouncil.nic.in

Receipt No.
Bank Draft No........cccceevccniecce D€ Date

APPLICATION FORM FOR PROVISIONAL REGISTRATION
1. Name of the Applicant (In block letters)
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6. . Date and Place. of Bl it s b s i e e s e e e A S e e s R o
7. Nationality.
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8. Preliminary Education

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

(Full particulars of matriculation or equivalent examination passed with name of the examining body & year of passing)
9.  Detail of passing Inter-Science/Pre-Medical/10+2 or equvalent examination with name of the examing body &
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10. Name of the Institution where applicant has been selected for practical training

11. Nanie of the Medical College attended. i i s i isovsmmissvasssssss ssissravrmssdsssisss sers thossss s Rt EPbe LN SaERs pin

12. Name of the Medical degree/diploma obtained and University/Licensing body with date, month and year of passing
the finsl MEBRS sxamination With the Roll Mo, ... eeiii i st i

Date.aniiniasiss Signature of the Applicant
DECLARATION

I solemnly affirm & declare that the above entries made by me are correct, and undertake to abide by the Code of
Ethics of Delhi Medical Council and Medical Council of India and by the Rules of Delhi Medical Council.

DAate: o Bteaiv Signature of the Applicant
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