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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.comWebsite:delhimedicalcouncil.nic.in

Receipt No. _

Date _

APPLICATION FORM FOR PROVISIONAL REGISTRATION

I. Name of the Applicant (In block letters)

First Name: : Middle Name: Surname: .

Maiden Name (in case of married women) : .

2 . Father's Name : .

3. Gender: Male / Female 0 ••••• 0.0 •• 0 •••••••••••••••••••••••••••• 0 •••••• 0 ••••••••••••••••••••• 0 •••••••••••••••••••••••••••••••••••••••••••••••••••• 000 •• 0.00 ••• 0 •• e •••••••• 0

4. Address (Mai Iing Address) .

Pennanent Address: .

(b) Mobile No. : .(a) Telephone Number: .

(b) E-mail Address: .

Date and Place of Birth : .

National ity .

Prel im inary Education .

(Fu IIparticu lars of matriculation or equivalent examination passed with name of the examining body & year of passing)

9. Detail of passing Inter-Science/Pre-Medical/IO+2 or equvalent examination with name of the examing body &

year of passing .

J O. Name of the Institution where applicant has been selected for practical training

5.

6.

7.

8.

11. Name of the Medical College attended .

12. Name of the Medical degree/diploma obtained and University/Licensing body with date, month and year of passing

the final MBBS examination with the Roll No .

Date . 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 ofIndia and by the Rules of Delhi Medical Council.

Date . Signature of the Applicant

P.T.O.




