
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

REGISTRATION FORM (PLEASE FILL IN UPPER CASE) Fields marked * are mandatory 

Surname*: .................................................................................................................... First Name*: ...................................................................................................... 
 

Postal Address*:  ................................................................................................................................................................................................................................... 
 

............................................................................................................................................................................................................................................................................ 
 

City*:................................................. Pincode*:.................................................. State*:.................................................. Country*:.................................................. 
 

Membership No.*:............................................. Medical Council No.*:............................................. ............................................................................................ 
 

Tel. (with area code): Residence:.........................................................................GST No. .................................................................................................................. 
 

Active E-mail ID*: ...................................................................................................... Mobile*:............................................................................................................... 
All future communications will be through email and mobile via SMS. 

 

Preferred Room Partner (in case of twin sharing occupancy): ................................................................................................................................................ 

Category: (Please  mark in the box) 
 

NON RESIDENTIAL REGISTRATION RESIDENTIAL PACKAGE 

  3 NIGHTS 4 DAYS  4 NIGHTS 5 DAYS 

 APFSSH Member  Single Occupancy 

 APFSHT Member  Twin Sharing (Per Person) 

 Trainees in Post Graduate Courses*   Delegate with One Accompanying Person 

 Accompanying Person  

Bank Details: 

Account Name: APFSSH APFSHT 2025 A/C No: 43540880818 

IFSC code: SBIN0001131 Bank: State Bank of India 
 

 
 

Mode of Payment: Cheque / DD No. ........................................ Dated .................................. Drawn on ................................................................................. 
 

......................................................... Amount ........................................... Branch ................................................................................................................................... 

 
 
 
 
 
 
 
 

 
 

 

 

  


