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Name  : ________________________________________ 
 
Age : ________________________________________ 
 
Educational Qualifications : ___________________________________________ 
 
Current Organization / Institution: ___________________________________________ 
 
Work Experience  : ___________________________________________ 
 
Address   : _____________________________________________ 
     _____________________________________________ 
     _____________________________________________ 
 
Phone No.   : _____________________________________________ 
 
Email     : _____________________________________________ 
 
How did you get to know about these courses?________________________________________________ 
 
Course (s) selected  :  

1. ______________________________________________  Tuition : ________________________ 
2. ______________________________________________  Tuition : ________________________ 
3. ______________________________________________  Tuition : ________________________ 

Total Tuition  : _______________________ 
 
Payment by: at par cheque:_______________ / Demand Draft _____________________________ 
(in the name of “Indian Institute of Public Health – Hyderabad”) 
 
 
 
 
 
 
Signature      Date and Place:______________________________ 


