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Membership Form No. __________
INDRAPRASTHA ASSOCIATION

                            OF

             REHABILITATION MEDICINE
                        Registration No. S-57491

          (Delhi Chapter of IAPMR)

Note: Please fill up the form in English CAPITAL LETTERS only.

1.
Name : _____________________________________________________________________________
2.
Address : ___________________________________________________________________________

____________________________________________________________________________________

Phone No. with STD Code : _______________________________ Mobile _______________________
Email : ______________________________________________________________________________

3.
Permanent Address : _________________________________________________________________


____________________________________________________________________________________


Phone No. with STD Code : _____________________________________________________________

4.
Qualifications : (Please enter the attested copy verifying your qualification)

	S.No.
	Examination Passed
	Year of Passing
	Institution

	1.
	MBBS
	
	

	2. 
	PG Diploma
	
	

	3. 
	PG Degree
	
	

	4. 
	Any other
	
	


5.
Registration Number of Medical Council of India/ State Medical Council

____________________________________________________________________________________

6.
Present Post & Positions held in the field of Medical Rehabilitation:
	S. No.
	Post held
	Institution
	From
	To

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


7.
Areas of Professional Interest & Specialization (mention any two in order of priority)

(a)
_______________________________________________________________________________ 


(b)
_______________________________________________________________________________

8.
Date of Birth : _______________________________________________________________________

9.
Miscellaneous information (if any) ______________________________________________________


____________________________________________________________________________________

10.
Declaration :

I Dr. _____________________________________________ certify that the statements filled by me in this application form are correct to the best of my knowledge.  I agree to abide by the rules and by-laws of the IARM.  It is hereby requested that my name may kindly be registered as Associate Life Member (ALM)/ Life Member (LM) of IARM.  Requisite fee for membership in favor of  “Indraprastha Association of Rehabilitation Medicine” is enclosed vide A/c Payee Cheque/Demand Draft no _____________________ dated ________________ drawn on (bank) __________________________ payable at New Delhi. My name for membership is hereby proposed by Dr ___________________ of address ____________________________________________________________________________ with Life Member No. ______________________________ of IARM.

Signature of the Proposer
Signature of the Applicant

(seal)

(seal)

Dated :-

11.
Remarks of the Membership Committee :
12.
Family Details

	Spouse Name
	
	Marriage Anniversary : _______________

	Children Names
	1.

2.

3.
	Dates of Birth


13.
Membership Fee :


Life Member 

Rs 500/- (Rupees Five hundred Only)


Associate Life Member : 
Rs 400/- (Rupees Four Hundred Only)

Address for Communication : (Please send the completed application form by COURIER/REGISTERED POST)
Dr Sanjay Wadhwa
Dr Ajay Gupta
Dr Ranjan Kumar Wadhwa
President IPARM
Secretary IPARM
Treasurer IPARM

Professor, Dept. of PMR,
Asst. Prof., Dept. of PM&R
CMO (SAG), Dept of PM&R
AIIMS, New Delhi – 110029.
V.M.M.C & Safdarjung Hospital,
V.M.M.C. & Safdarjung Hospital
Ph. 26594917: 9811854584
New Delhi  - 110029
New Delhi - 110029
Prof.wadhwa@yahoo.com
Ph 26707485, 9810692375
Ph 26707103, 9868182025

ajaygupta@airtelmail.in
ranjanwadhwa600@yahoo.com
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