
 

 

 

 

 

REGISTRATION FORM 

Full Name: ………………………………………………………………………………………………………………….. 

Designation: ………………………………………… Department/Specialty: ………………………………….. 

Institution/Hospital: …………………………………………………………………………………………………….. 

City: ………………………………………….   State: ………………………………………….   

Mobile No.: ……………………………………………… Email ID: ……………………………………………………. 

 

Payment Details 

Registration Fee: ₹1,000/- 

Transaction ID/UTR No.: ………………………………………… 

 

Date: …………………………………..  Signature: ……………………………. 

For Queries: 9312643518 
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