Registration Form
Name: _______________________________________________

Year: ___________________
Sex: ______________________

Address: _____________________________________________


      _____________________________________________


      _____________________________________________


      _____________________________________________

Speciality area: ________________________________________

Designation: ___________________________________________

Affiliated Institution: ___________________________________





  ___________________________________





  ___________________________________





  ___________________________________

E-mail: _______________ Contact Number:_________________


Note: 


Because the number of available seats are limited, we will enroll participants on the “first come first serve" basis.





Therefore, we strongly encourage you to fill out this registration form and submit it as soon as possible. If you wish you may send it electronically to info@pahs.edu.np or fax at 5225559. However, unless the Registration fee is paid by 5th of August, there is no guarantee that you will be accepted to attend the course. 





If you have any queries please contact the PAHS office at Patan Hospital, at 5522286. 








