
 

 

 
Annexure B 

 

ASSI SPINE FELLOWSHIP APPLICATION FORM 
 

 FAMILY NAME: 
 

FIRST NAME: 
 

PHOTO DATE OF BIRTH: 
 

 NATIONALITY: 
 

MARITAL STATUS: 
 

PERMANENT HOME ADDRESS: 

 

 

 

HOME TEL. NO:  

E-MAIL ADDRESS:  

NAME OF UNIVERSITY / HOSPITAL: 

 

 

COMPLETE ADDRESS OF HOSPITAL:  

 

 

 

 

HOSPITAL /  
OFFICE TEL NO.: 

 

HOSPITAL /  
OFFICE FAX NO.: 

 

 

PRESENT POSITION:  

CHIEF OF Hospital:  

 

NAME OF HEAD OF 
DEPARTMENT: 

 

 



 

 

 

MEDICAL SCHOOL:  

 

 

NAME OF SCHOOL (S):  

 

 

ADDRESS:  

 

 

 

DURATION:  

DATE OF GRADUATION:  

POST GRADUATE 

EDUCATION: 

 

 

 

ORTHOPEDIC / 

NEUROSURGERY: 

 

WHEN:  

DURATION:  

QUALIFICATIONS:  

 

 

 

 

 

DETAILS ABOUT SUBSPECIALITY TRAINING IN SPINE: (Trauma, 
Deformities, Degenerative, Cervical) 

WHEN:  

DURATION:  

 

 

INTEREST IN RESEARCH: YES                 NO 

IN WHICH AREAS:  

 

 

 

PUBLICATIONS:  YES                 NO 

 



 

 

 

 

WHAT DO YOU EXPECT FROM the fellowship?: 

 

 

 

Conferences Attended: 

 

 

 

 

WHICH ASSI MEMBERS DO YOU PERSONALLY KNOW? 

  

PLEASE EXPLAIN YOUR ASSOCIATION WITH THEM: 

 

OTHER REFERENCES: 

 

 

 

ADDITIONAL REMARKS: 

 

 

I HAVE READ THE ENCLOSED INTRUCTION FORM AND ACCEPT HEREBY 

ALL CONDITIONS: 
  

SIGNATURE:  

 
 

 
 

PLACE / DATE:  
 

 

THIS COMPLETED FORM MUST BE RETURNED TO: 

 

ASSI SECRETARIAT, 
C/O INDIAN SPINAL INJURIES CENTRE, 

SECTOR – C, VASANT KUNJ, 
NEW DELHI-110070 

INDIA 

 
 


