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OFFLINE ADMISSION FORM (AFFILATED INSTITUTES) 

प¼जीकरणम ्आफलाईनÿवेशपý¼च 
2023-24 

Enrollment No. :        Exam Roll No. : 

Course/ Class   :        Subject : 

PERSONAL INFORMATION 

Name (In English)  :  

Name (In Hindi)  : 

Father’s Name (In English) : 

Father’s Name (In Hindi) : 

Mother’s Name (In English) : 

Mother’s Name (In Hindi) : 

Date of Birth   :      Gender   :  

Blood Group   :     Nationality   : 

Aadhar Card Number  :     Religion  : 

Category   :     Area   : 

Are You Below Poverty Line :     Mother Tongue : 

Marital Status   :     Registered Anti- 
Wheter Differently Abled :     Ragging Portal : 

 

CONTACT DETAILS 

Permanent Address :       Postal Address :   

 

 

State :         State : 

Pincode :        Pincode : 

Email :         Mobile No. : 

Passport Size 
Photo with light 
background 
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QUALIFICATION DETAILS 

Name of Examination Passed  : 

Name of the Board/University : 

Year of Passing   :     Roll No. : 

Percentage/Grade   :     Division : 

Educational and Professional Qualification : (Starting from 10th Board) 

Course Name of Board/University Year of 
Passing 

% 
Obtained 

    

    

    

    

    
 

Enclosures : 

   
   
   
   
   

 

Hostel Accommodation Required :  
 
DECLARTION BY THE APPLICANT : I hereby declare that I carefully read the all information & Instructions 
as mentioned in Prospectus for the candidates and all the information furnished by me in this application & in the 
documents I have submitted in support of my application are true, complete and correct. In case any information 
in this application is found to be false or incorrect at any time ( during or after completion of the course), this shall 
entail automatic cancellation of my admission if granted, cancellation of the degree if awarded, besides rendering 
me liable to such action as the university may deem fit. In the event of any medical or other emergency, my parents 
are guardians may be contacted at the address given above. 
 
Date :   
 
 
 
 

Signature of the Student 





MEDICAL FITNESS CERTIFICATE 
 

 

Name:    ……………………………………….. 

Father’s Name:  ………………………………………… 

Gender:   ………………………………………… 

Age:   ………………………………………… 

 
 
1. Weight: ……………… (Kgs)   Height ………………… (cm)   BP: ………………………........ 

2. Lungs: ……………………………………………  Blood Group:  ………………………...... 

3. Heart: …………………………………… 

4. Vision: Left Eye …………….  Right Eye ………… Details of Glasses (if Worn)......................... 

5. Hearing:……………………………………………………………………………………………. 

6. Any impediment in speech: ………………………………………………………………….......... 

7. Any Disability: …………………………………………………………………………………….. 

8. Any Neurological / Psychiatric Disease, (if, yes, please give details) …………………………….. 

9. Suffering from Hepatitis B / Hepatitis C / HIV (AIDS) …………………………………………... 

10. Any significant disease diagnosed in the past: ……………………………………………………. 

11. Vaccinated (Yes/No/Partially: …………………………………………………………………….. 

12. Taking any medicine on a regular basis (if yes, please give details): …………………………….. 

13. Allergies if any: …………………………………………………………………………………… 

14. Any communicable/contagious disease: ………………………………………………………...... 

15. Mark of identification: ……………………………………………………… 

 
 
I certify that I have examined Mr / Ms …………………………… Son/Daughter of 

……………………….. and could not notice that he/she has any physical or mental disease. 
 
Place: 
Date:  

 
 
 

Medical officer's signature  
      & Seal 

 

Photo 


