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World Health Organization
Collaborating Centre
For Prevention of Blindness



Aravind Eye Hospital
 (Madurai, Coimbatore, Tirunelveli, Pondicherry)




Short Term

Training 

in
Neuro 
Ophthalmology
                                              Name:


Office Use
:
Selected         /   Not Selected     

Period
:
From:
To
:

For International Candidates: 
MCI applied:
Yes: 

No: 




MCI approval:
Yes: 

No: 

Remarks
:





Signature

Application for Short Term Training 

in Neuro Ophthalmology
	Name (Capital Letters) : 

	Contact Address:
	Permanent Address:

	City:
	City:

	Pin Code:
	Pin Code:

	District
:
	District:

	State:
	State:

	Country:
	Country:

	Email:
	Web Site:

	Ph.No: Code: 
Number:
Mobile No.: 
Fax No.:

	Date of Birth: 
Age: 
	Sex :  Male

Female

	Nationality :


Qualification
	No.
	Examination passed
	Institution
	Year of passing

	1.
	MBBS
	
	

	2.
	DO / DOMS
	
	

	3.
	MS / MD Dip.NB (MAMS)
	
	

	4
	Other ophthalmic

degrees
	
	


Present Employment
	Institution:
	
	Designation:
	

	Ph.No: Code:
	Number:
	Mobile No.:
	Fax No.:

	Organization Type
	Private
	Govt.
	NGO

	Nature of Work & Responsibilities:




Work Experience (Past)
	S.No
	Organization
	From
	To
	Designation

	
	
	
	
	


Languages Known: Tick in the relevant column, if you have a working knowledge:
	No.
	Language
	Speak
	Read
	Write

	1
	
	
	
	

	2
	
	
	
	


Contact Information
	Name, address & designation of 2 persons not related to you, whom we can contact for reference

	1.
	Name: 
	Email:

	2.
	Name:
	Email:


Surgical Experience
	No. of ICCE:
	

	No. of ECCE
	

	No. of ECCE with IOL
	

	Are you confident with Operating Microscope
	Y/N

	Others
	


Preferred Month of Training: 
Month: ____________________ Year: _____________________ 
For Sponsor Candidates:
	Sponsoring Organization Name:________________________________________

	Address
: ________________________________________________________



________________________________________________________

	City
: _______________________________
	Pin Code: ___________
	District: _______

	State
: _______________________________
	Country : ___________

	Email 
: _____________
	Fax : _________
	Website : ___________
	Phone: ________

	Financial Support: (please tick)

	Course Fee:
	Accommodation: 
	Food :


For International Participants only:
	Country: ________________________________
	Passport Number:__________

	Address of Embassy / Consulate for Visa: ________________________________________________

__________________________________________________________________________________

	Tel (office): ___________________
	Fax: ________________
	Email: __________________


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 

Aravind Eye Hospital,

1, Anna Nagar, Madurai - 625 020

Tamil Nadu, India

Ph. No.: 91-452-5356 500, 253 7580, 82; Fax: 91-452-253 0984

E-mail: training@aravind.org
Uncompleted Application Forms will be rejected.



Please affix your recent passport size photograph here








