Institution Name
 Address 

[Email Address]
[Phone Number]
Date:
Subject: Confirmation of Residents Participation in XXXXX Course at Aravind Eye Hospital, Chennai
This is to confirm that the following residents from the [Institution Name], have been granted permission to attend the [Course Name] scheduled to take place from [Start Date] to [End Date] at [Location].
The names of the residents are as follows:
1. Resident Name 1
2. Resident Name 2
3. Resident Name 3
These residents are currently undergoing [year of Residency] in the department and their attendance at this course have been approved as part of their academic development and training enhancement.
We also understand that residents to attend full course and not to be engaged in any other assignments.
We appreciate your support in providing this educational opportunity and trust that they will benefit greatly from this experience.
Please feel free to contact us if you require any further information.
Sincerely,
[Signature]
Prof. [Full Name]
Head of Department
Department of [Department Name]
[Institution Name]

