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APPLICATION
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Clinical Observership Program 

in Diagnosis & Management of Glaucoma
Name :  _________________________________________________

Office Use:                  FORMCHECKBOX 
 Selected /   FORMCHECKBOX 
 Not Selected

     Period: 

     To: 
     Remarks: 

  Signature:
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Clinical Observership Program in 

Diagnosis & Management of Glaucoma
Aravind – Zeiss Glaucoma Centre of Excellence





Aravind Eye Hospital

S.N.High Road, Tirunelveli – 627 001
Tamil Nadu, India, Phone: 91-462-2337103
Fax: 91-462-2331633, Email: tvl.training@aravind.org 
www.aravind.org
	Name:
	Father’s Name

Mother’s Name 

	Present Address:

Phone no:

Email:
	Permanent Address: 

Phone no:

Email:

	Email:

	Date of Birth:
	Place of Birth:
	Age:
	Sex    FORMCHECKBOX 
 Male    FORMCHECKBOX 
  Female

	District & state of Domicile
	Citizen:

	Religion: 
	

	Mother Tongue:
	Marital Status: 

	Dependent: (Children) 
	Others 


Qualification
	Examination passed
	Institution
	Year of passing
	Division

	MBBS
	
	
	

	DO / DOMS
	
	
	

	MS / MD /Dip. NB (MAMS)
	
	
	


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, address & destination of 3 persons not related to you, whom we can contract for reference
	

	
	1
	

	
	2
	

	
	3
	

	Brief note on Thesis work: (For MS/MD/Dip. NB passed candidates only)

	

	Work experience (Past)

	S. No
	Organization
	From
	To
	Designation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Present Employment 

	Institution:
	Designation:

	Nature of work & responsibilities: 

	Date available to begin Training Programme:


Clinical experience in Management of Glaucoma
	No. of Glaucoma patients seen annually in your practice
	

	Enumerate most common clinical forms of glaucoma in your practice 
	


Diagnostic facilities for Glaucoma available in your practice 
(Please tick & specify type)
	 FORMCHECKBOX 
 Indirect lenses :   
	 FORMCHECKBOX 
  Gonioscopy:   

	 FORMCHECKBOX 
  Field analyser :   
	 FORMCHECKBOX 
  Lasers :

	 FORMCHECKBOX 
  Microscopes :     
	ONH Imaging


Previous surgical experience in Management of Glaucoma 
(Mention the number annually performed)
	Trabeculectomy :
	

	Combined Procedures:
	

	Laser Procedures
	


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

	Date :


	Place :                                           Signature :


Certificate to be attached with the Completed application form
1.  MS / DO / Dip. NB degree certificate





Please send the filled in form via e-mail / fax / post to the address below:
Course Coordinator [Glaucoma]

Aravind Eye Hospital,

S.N.High Road,

Tirunelveli – 627 001
Tamil Nadu, India,

Phone: 91-462-2337103



Email: tvl.training@aravind.org 
Fax: 91-462-2331633

World Health Organisation


Collaborating Centre


For Prevention of Blindness





�ARAVIND EYE CARE SYSTEM








Please affix your recent passport photograph here








