
 

 
 
 
 
 
 

 Form No.: ___/08-09   PHOTO  
       Paste a recent 
passport size 
photograph 

 

APPLICATION FORM 
For Admission to 

Post Basic Diploma in Oncology Nursing  Candidate’s 
Signature                 

Recognised by Indian Nursing Council, New Delhi 
 

 
1. Name of the Candidate (Leave one box empty between first Name and Surname 
         

   
    

                         

 
 
2. Father’s / Husband ‘s Name / Mother’s Name (Strick out whichever is not applicable) 

   
    

                         
 

3. Date of Birth             Age   Year 
 
 
4. Nationality : 
 
 
5. Category:  
 

6. Address for correspondence (Do not give Post Box No. Leave a blank box between 
each unit of address like. House No. Street Name, P. O .etc.   

   
    

                         

 

   
    

                         

 

   
    

                         

 
7. City:  
 

8. State        Pin  
 
 
9. Phone No.: 
 

     
 
10. Fax No.: 
 

 

SC ST OBC GENERAL 

STD Code             Phone No. 

1 
 

STD Code             Phone No. 



 

2 
 

 
 
11. E-mail:  __________________________________________________________ 
 
 
Marks Obtained in Professional Qualification : 
 

Year Year of Passing Total Maximum 
Marks 

Total Marks 
Obtained 

Percentage 

1st     

2nd     

3rd     

4th     

   
Total Percentage of Marks Obtained in Professional Examination 
………………. 
 
Name of Registration Council …………………………………………………………………………… 
Registration Number: ……………………………………………………………………………………… 

Working Experience (Please give details chronologically)  
 
S.No. Name of Organization Designation Date of Services Length of Experience  
S.No. Name of Organization Designation       Date of Services     Length of Experience 

       

       

       

       

 
 

EXPERIENCE CERTIFICATE 
 

This is to Certified that Mr. / Ms. / Mrs. ………………….…………………….Is employed with this 
School / Organization / Office / Hospital as ………………………………………….…….since 
…………….. 
 
 
 
Place …………..               Signature  
Date ……………                                                                                 

Name ……………………..…….……. 
(In Block letters) 
Name of School / Institution ………………………………….………………………………………………. 
Organization / Office / Hospital ………………………………………………….…………………………… 
(Seal / Stamp)  
 
 


