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Application Form




Nomination Form

                         Management Training for Eye CARE PROGRAMME Managers
Course Title: 

Course Dates:                         
	1. Participant Details:

	Name: 
	Designation: 

	Name of the Organisation: 

	Address for Communication: 
	Phone – Office: 

	
	              Residence:

	
	              Mobile: 

	State & Country: 
	Fax:                    

	Pin code:
	Email: 

	Applicants Current Responsibilities (nature of work): 



	Proposed New Areas of Responsibilities: 



	Need for Additional Exposure:




	About the Sponsoring Authority: 

	

	Name:
	Designation:

	Name of the Organization: 

	Address for Communication:
	Phone – Office:

	
	              Residence:

	
	              Mobile:

	State & Country:
	Fax:

	Pin code:
	Email:

	Reporting Relationship of the participant with you?



	How this training is going to help your candidate and your organisation?



	Indicate the applicants strength related to his work:



	Any other additional comments / information about the applicant:



	FINANCIAL SUPPORT: (please tick)

Self financing          Sponsored          

Sponsorship details (if applicable):

 By the Organization            Other sources           Specify:

Mode of Payment: 

 Draft             Wire transfer




Signature:

Date:

Seal of the Organisation:
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