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Management Training for Eye Care                         Programme Managers
February 09 – 22, 2017
                       Application Form - 2017
  


Name: 
Instructions

1. The Application Form

· Write or type clearly in BLOCK LETTERS
· Please Sign and give date of declaration

· Please affix your recent color portrait photograph (passport size) with the completed application. If the application is sent through e-mail, attach  photograph (passport size) in jpeg file format 
2. Question 1: Personal Details

· Preferred mode of communication including the submission of application will be through Email.  Failure to provide email ID, Telephone No or fax could delay in communicating the processing status of your application 

· All course communication will be sent to the email ID/Address quoted in the address for communication and Permanent address will be used as a mode for future communication.

3. Question 4: Sponsoring Information 
In the case of sponsored candidate, nomination form must be filled by the sponsoring authority. The nomination form can be sent directly from the sponsoring official to the admission committee or can be sent along with the application form. 

4. Question 5:  Information for Course Designing
It is mandatory to furnish information for all the questions which will enable us in designing the course content to meet your needs and course expectations
5. Question 6:  For International Participants Only
Correct address of your embassy / consulate need to be furnished to us.  This is to forward a copy of formal visa invitation letter directly to the Indian Embassy in your country once you are confirmed to participate in the course. 
6. The  course medium instruction will be in English
7. Coursework Enquiries:

Contact person
:
Dhivya, Faculty

Address for Communication
:
Lions Aravind Institute of Community Ophthalmology
   


72, K.K. Salai, Gandhi Nagar
       

Madurai - 625 020



Tamil Nadu, India: 0452 - 253 0984
      Email
:
dhivya@aravind.org 
     Phone
:
+91-452-4356 500


      Fax
:
+91-452-253 0984

1) Personal Details
Title   :  Mr.      FORMCHECKBOX 

Ms.    FORMCHECKBOX 


Dr.     FORMCHECKBOX 

 
Name (as in the passport):               
Date of Birth:                                              Sex:  Male   FORMCHECKBOX 
  / Female    FORMCHECKBOX 
      Nationality:                                                                              ​​                         D            D          M          M         Y          Y         
Address for Communication 



  Permanent Address 








Please tick if Same as Address for Communication     
Street
     
Street
     

      

     
City
     
City
     
State
     
State 
     
Country
     
Country
     
Postal Code
     
Postal Code  
     
Phone
     
Phone
     
Fax No
     
Fax No
     
Mobile
     
Mobile
     
*Email
     
*Email
     
      *Mandatory
Qualification:
Educational Qualification: (start from recently completed)

	Degree / Major
	College/University & Location
	Duration in Years
	Year of Passing

DD          MM          YY

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Additional Qualification (courses and programmes attended)

	Course Description
	Date

DD      MM       YY
	Duration

	     
	     
	     

	     
	     
	     

	     
	     
	     


Have you attended any courses at Aravind Eye Care System?

	Course  Attended
	Period 

	
	From

DD             MM           YY
	To

DD                MM            YY

	     
     
	     
     
	     
     


Language Proficiency: 

Knowledge of English:     Speak    FORMCHECKBOX 

Read    FORMCHECKBOX 


Write   FORMCHECKBOX 

List other languages known:

1)        
2)        
3)        
2) Professional Experience 

Employment Record: List positions held during the last 5 years, beginning with present position

	Name of the Organisation
	Title or Position
	Period

	
	
	From

DD     MM     YY
	To 

DD     MM     YY

	     
     
     

	     
     
     
	     
     
     
	     
     
     


3) Organization Details:

Organization Name:
      
Designation:
      
Type of Organization:  Government  FORMCHECKBOX 
/Private  FORMCHECKBOX 
/Voluntary Organization  FORMCHECKBOX 
 / Others       
 Name of the Reporting Authority, Designation & Email ID:       
Organization Address: 

Street:

                    


City    

                                                                                                                                                                                                                                               
State:               

Country:           
     
  Postal Code
     
Phone:             
     
  Fax No
                       


Email         
       


          Website
           
4)  Information for Course Customisation:

a) Specify the number and the designations of people you supervise:
         
b) Briefly described your current duties and responsibilities:
          
c) Describe your areas of specialisation, interest and capabilities that would in your opinion contribute to classroom discussions:
           
d) Current challenges that you face in your work?
           
e) What are the projects handling right now?
     
f) How did you hear about this course?
     
5) Course Fee 
	Mode of Payment

	Cash   FORMCHECKBOX 

	DD  FORMCHECKBOX 

	Wire Transfer   FORMCHECKBOX 



  
a)  Self Financing      

b)  Sponsored 
              

Sponsoring Information: 
Name of the Sponsoring Organization:
     
Name of the Contact Person:   
     
Designation: 
     
Address for Communication:     


Street
                    


City
                                                                                                                                                                                                                                               

State


Country
     
  Postal Code           

Phone
     
  Fax No
                       



Email
     
 Website 
           
6) For International Participants only

  Country
     
  Passport No:  
     
  Address of Embassy/Consulate for visa
Street 
                    


     
                                                                                                                                                                                                                                               
State

Country 
     
  Postal Code
     
Phone
     
  Fax No 
                       



Email 
     
Website 
           
Declaration:  I declare that the information provided in this application and the documentation supporting is correct and complete.
Signature of the Applicant:      



Date:       






Office Use	:


Application Received on:   	


Application Status:


Period: 	From:	  	To: 


Remarks:





Please read the instructions before filling up the application form. Information you furnish in your application will be used in the directory about individuals chosen for 2016 batch.








Please forward your application before January 20, 2017





By email to:





Ms.  Dhivya, Faculty


� HYPERLINK "mailto:dhivya@aravind.org" �dhivya@aravind.org�





Ms. Thenmozhi


� HYPERLINK "mailto:ORcoordinator@aravind.org" �ORcoordinator@aravind.org�





By post: �Ms. Thenmozhi


Lions Aravind Institute of Community Ophthalmology�72, K.K. Salai, Gandhi Nagar,


Madurai - 625 020


Tamil Nadu, India:


Phone:  +91- 452-4356 500;�


Fax: +91-452 - 253 0984











Affix Photograph










