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certify that all information on this form and additional support ing information submitted with this form is true and complete to the best of my knowledge. I acknowledge that if I provide incorrect or incomplete information this may result in amercements pronounced by the Health ministry





2-Experience





exam





1-Academic





D.O.B:. . . . . . . . . . . . . . . . . .


Passport No:. . . . . . . . . . . . .





Bio Data Summary


Name:. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Nationality:. . . . . . . . . . . . . . . . . . . . . . . . . . . Present health status:  GOOD


Already applied to any other health facilities


Already worked in any other health facilities





Glow Tours & Trade Pvt Ltd








