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	PROFESSIONAL ADDRESS      □ HOSPITAL □ CLINIC  □ CGHS □ RAILWAYS □ UPPMHS 
Please tick (√ )                         □ OTHER  (Please specify) ..................................................              
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	Any other AMA member in the family. 

	Name 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relation
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	PLEASE FURNISH DETAILS IN CAPITAL LETTERS AND SEND IT ALONG WITH YOUR PHOTO on Email: amaprayagraj@gmail.com



image1.jpeg




image2.png
Nt <
ESTD :1918




