

ADMISSION FORM
GPMT’S INSTITUTE OF NURSING SCIENCES, MIRAJ
795, Gulabrao Patil Educational Campus, near Govt. Milk Dairy, Miraj. Ph. No. (0233) 221214, (0233)2980037
Application form for admission 20----20-----PHOTO

Note:- 1. Please fill the application for in BLOCK LETTERS fully and correctly.
2.Please strike out whatever is inapplicable.
GNM Course
Name of Applicant in full
…………………………………………………………………………………………………..
Name of Father / Husband in full
…………………………………………………………………………………………………………………
Name of Mother in full
…………………………………………………………………………………………………………………..
Candidate’s Address for Correspondence
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
State………………………………………………………. Pin code……………………………………………………….
Mobile……………………………………………………….	Phone No…………………………………………………..

	Sex (Tick)
	Marital Status 9tick)

	Male
	
	Married
	

	Female
	
	Unmarried
	


Date of Birth……………………………..  

									
Name of Guardian in full
…………………………………………………………………………………………………………………………………
Guardian’s Address for Correspondence
…………………………………………………………………………………………………………………………………
State………………………………………………………. Pin code……………………………………………………….
Mobile……………………………………………………….	Phone No…………………………………………………..
	Qualification
	Name school / College university
	Year of Passing
	Mark
	Percentage%

	S.S.C.
	
	
	
	

	H.S.C.
	
	
	
	

	Other qualification
	
	
	
	

	
	
	
	
	



	
Documents Required
PBBSC (N) 
Following originals & Xerox copies to be enclosed
1. 10th mark list & Passing Certificate
2. 12th mark list & Passing Certificate
3. College Leaving /GNM college leaving certificate
4. Transfer certificate if applicable
5. Migration certificate- if change of State
6. GNM mark list all years & attempts
7. GNM passing certificate
8. GNM Registration renewal receipt 
9. Diploma certificate
10. Adhaar card 
11. Pan card
12. Mobile number adhaar link
13. Caste certificate
14. Caste validity
15. Domicile/Nationality certificate/pass port xexox.
16. Gap certificate

 		GNM (N) 
Following originals & Xerox copies to be enclosed
1. 10th mark list & Passing Certificate
2. 12th mark list & Passing Certificate
3. College Leaving / Transfer Certificate
4. Caste certificate if applicable
5. Caste validity if applicable
6. Adhaar card 
7. Pan card
8. Mobile number adhaar link
9. Gap certificate
Date:……………………….				Place………………………………..
Signature of Student……………………………….. Signature of Parent: ………………………………..	



GNM Course
Undertaking / Consent of Parent /Spouse
I hereby give my consent for admission of my daughter/son/wife……………………………………………………………
For revised GNM Course 3 Years and internship in Bharati Vidyapeeth Medical College Hospital, Wanlesswadi / Gulabrao Patil Hospital Miraj. I also agree assure and take the responsibility of paying the fees in time. I will furnish agreement bond within 15 days of her/ his admission to the course. I also assure you that she/ he will observe the discipline and code of conduct of the Institute of Nursing, Sciences, Miraj.
Signature Parent / Spouse………………………………….   Signature of Student………………………………..



FOR OFFICE USE ONLY
………………………………………………………………………………………………………………………………………………………………………………………………………………………….. Remarks…………………………..

Principal
Gulabrao Patil Memorial Trust
Institute of Nursing Sciences, Miraj











Medical Examination Report
Name……………………………………………………………………………………………………………………………
		(Surname)					(First Name)					(Middle Name)
Adress……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
Family history…………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Personal History
	Has applicant ever suffered from any of the following diseases, if so, when?
a) Tuberculosis………………………………………………………………………………………………………………
b) Appendicitis / Gallstones………………………………………………………………………………………………..
c) Cardiac disease…………………………………………………………………………………………………………..
d) Mental of Nervous disabilities………………………………………………………………………………………….
e) Arthritis…………………………………………………………………………………………………………………
f) Physical Handicap……………………………………………………………………………………………………
When was applicant successfully vaccinated?...........................................................................................................
When did applicant last have T.A. B. inculation?..............................................................................................................
When did applicant last have Cholera inoculation?...........................................................................................................

Physical Examination
1. General development
Height……………………….		Weight …………………….		Posture-standing /sitting
2. Skin……………………………………………………………………………………………
3. Eyes…………………………………… Right: Left
4. Ears…………………………………….. Right: Left
5. Teeth……………………………………. When last checked………………………………..
6. Lungs: Chest expansion…………………………………
7. Heart pulse rate…………………………………………………… 
Blood pressure Systolic Diastolic:……………………………………………………….
Liver…………………………………………….		Spleen……………………………………….
8. Hernia……………………………………………………………………………………………………
9. Varicose veins:……………………………………………………………………………
10. Feet:………………………………………. Hands:…………………………………………..
11. Urine:…………………………….
Colour:………………………… Specific gravity:……………………………………..
Albumin:……………………………… Sugar:………………………………………………
12. Blood:…………………………………………………………………………………………..
Haemoglobin:……………………………………………………………………………………..
13. Menstrual cycle:…………………………………………………………………………………..
Regularity:………………………………… Interference with work:………………………………………..
14. Are there any facts known to you not brought out in the forgoing examination affecting or likely to affect the health of the applicant?
15. Report of X-Ray chest:
Diaphragm: Heart:
N.B. -if vaccinated during the last 2 years the applicant must produce a Certificate from the concerned authority.
If inoculated for typhoid or chorea during the last 6 months, applicant must produce a Certificate to this effect.
Reamrks:…………………………………………………………………………………………………………
Is he /she physically fit and not handicapped (Such as lame, deaf etc.) 
Speech defect, stammering speech etc.

											Signature & qualification
Medical Examiner
Name:………………………………………..
Qualification & Reg. No.:………………………………………
Address:…………………………………………………………………………
[bookmark: _GoBack]Date:………………………………………………………………
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