ANNEXURE-“A”

- Professional Teaching Experience Certificate for Fellowship/Certificate Courses
\Dfé::;r/Mentor

Title of the Course applied for:- Fd,ﬁoumlr&lo CQUJ\AQ»“ P M %IP&U(‘F]‘GW T?C:E\L\:IW

This to Certify that Dr... C.mh"\m$[ﬂm'w& ('kM | has worked in the Department
of.... 3. hesndthkar.. .. H Q/Jbl TaX M ol I 7 U Training Centre as per following details

A) General Experience

Total period

Designation From To Year/Months

h?;ahw\ (999 1995 2y,

B) Actual experience in the subject of concerned Fellowship/Certificate Course applied for :-
|

Total period

Designation From To Year/Months
FEQEDbO ‘£& L
AM@;{ 2016 20992 | ¢ =

(it is mandatory to attach self-attested Photocopy of the Experience Certificate of each Mentor in the Subject
of concerned Fellowship/Cextifieate Course)

Sign & Stamp W Sign & Stamp

Head of the Department Dean/Principal/Head of Institute
Date KA R &L/
E :
DR. C. A. SHEMB LPSGPST . C. A. SHEMBEKAR
GYNAECOLOGI ; M.D.
OBSTETRK.:EISN&,_- 678627 (g ETRICIAN & GYNAECOLOGIST
REG. I oy REG. No.- 67862

T )
!‘ﬁ[ Reg.Mo ';?nl.}

i -
s o






ANNEXURE-“A”

Professional Teaching Experience Certificate for Fellgyship/eefﬁﬁeﬂe Courses
Director/Mentor

Title of the Course applied for:- Mﬂﬂddhlb Cowue, L Muumal, Access ‘Suhﬂ = ﬁzfneac
This to Certify that Dr.. Chauttanya, | 5MG$QW1

ety SARCAASAAL S A ST E S R— has worked in the Department
of...0 2 HMPI P\ft 7 = R Training Centre as per following details
A) General Experience

) ) Total period
Designation From To Year/Months

Requbart | (33% | 1995 2 oy
MHPm{ 1995 | (99%F Dy,

B) Actual experience in the subject of concerned Fellowship/Certifieate Course applied for :-

o Total period
Designation From To Year/Months

Fellowd gt - D099

£ Mot o

(It is mandatory to attach self-attested Photocopy of the Experience Certificate of each Mentor in the Subject
of concerned Fellowship/Cestificate Course)

DR. C. A. SHEMBEKAR
DR. C. A. SH%KMAS < DST
GIS RICIAN & GYNAECOLOGI
“TETRICIAN & GYNAECOLOGIST OBSTET
.giF'giT‘Eng ;ﬁ,;,ﬁ o.- 67862 Sl gﬁ% No.- 67862
Head of the Department

Dean/Principal/Head of Institute

Date Date







ANNEXURE-“A”

Professional Teaching Experience Certificate for Fellowship/Certificate Courses

Director/M&Hﬁr
t \
Title of the Course applied for:- Feﬁﬁvumub (eutgo

This to Certify that Dr. C&' it g lm SL\-QW‘-QJE’ [(LU C
of... Shtsnb e s, H%bl MW. .............

A) General Experience

M w maQ. ﬁl( () gmﬁ,;a,-ﬁj‘ﬂm

............ has worked in the Department

Training Centre as per following details

Designation From To

Total period
Year/Months

P@g;{@m (995 (999

244

Pt Pof | 1995 | 904

2- Y

B) Actual experience in the subject of concerned Fellowship/Certificate Course applied for :-

Designation From To

Total period
Year/Months

id
m 2016 2022

6 qM -

(It is mandatory to attach self-attested Photocopy of the Experience Certificate of each Mentor in the Subject

of concerned Fellowship/Cestifieate Course)

Sign & Stamp
Head of the Department %@W

1 “\!“IQT

OBSTETRICIAN & GY}
REG. i+ °

Sign & Stamp

Dean/Principal/Head of Institute

Datt PR, C.A. SHEMBEKAR
&P 17

JBSTETRICIAN & F‘YNAECOLOGIST
REG, Mo.- 67%R2







ANNEXURE-“A”

Professional Teaching Experience Certificate for Fello\“}hipleerﬁﬁeate Courses
Director/Me

~ by ' \ A
Title of the Course applied for'- M}Dw{k&b Cewue in MMW RQ?IWOQJAC/& g e CQxM‘Uueb
This to Certify that Dr...(_A LT 20 A2 A D d‘(M ............. has worked in the Department
meﬁ ﬁ Ak H&

of.. Shanbelost... Heabudalla VA LA Training Centre as per following details

A) General Experience

Total period

Designation From To Year/Months

Ruf‘aw (992 1999 2y
F%H"M' 1895 199 + 2y -

B) Actual experience in the subject of concerned Fellowship/Certificate Course applied for :-

Total period

Designation From To Year/Months

e (| 2016 | 2000 [ g

LY

(It is mandatory to attach self-attested Photocopy of the Experience Certificate of each Mentor in the Subject
of concerned Fellowship/Certificate Course)

Sign & Stamp )Jn/ . Sign & Stamp
Head of the Department Dean/Principal/Head of Institute
Date DR.C A" L 3 BEKAR Date R
sTETRIC: "“’*Ecm'wg DR.C. A. SHEMBEKA
oBST 73(,2

REG. No.- 6




TRLY,




(INSTITUTIONAL INFORMATION)
1. Particulars of Director / Dean / Principal: (Who so ever is Head of Training Centre)

Name:_Dy* w Age:_ 52, %ﬁﬂ (Date of Birh)__ 03 -0 B- 23 69
PG Degree - Subject | Year Institution University
Recognized / Not Recognized @b% l o) 9 b‘j‘ aMe ; Ma-?r-'Buh ngbm LQLu \ {H/j‘r"\{
Teaching Experience °l <

Designation Institution From To Total Exp.
Asst. Professor NG, NCLQ«P)M %995 {99 T Q y 3.
Asso. Professor/Reader ' A% )
Professor 5 (:;4/1
Any Other Rﬁgptmn QMG N 3»{5 (1993-95) GmndTowl | 4 ij

Management/Society/Inst. Information:

i) Name of the Society/Institution/
Training Centre /University Dept.:

Shambekon. Hespifals Pt~ [T

n]u}]

01 | ii) Postal Address, with PIN: 53,L1C Celowy (Khan Lo Rood, NogBun -Qhools
iii) Contact Details: Mob: 9932592744 [Tele: $3¢9 263313
1) Public TrosE ACE 19508« o s onvnivmssiine cnn o oe o
ii) Society’s Registration Act.1860:.............. ..
02 | Society/Institution/ Training Centre iii) Year of establishment: Pol+ ) {0, \ince 2009
Registration Number and date: iv) Copies of Registration, Constitution and
Memorandum of Association attached? *Ye§/No-
Marked as Appendix ‘A"
Hospital Information :
(It is mandatory for Training
Centre/applying Institute to have their
03 | own functional Hospital as per norms ) C’)l\,ﬂlmjg Ek@-”b Hes lﬂ"!"hl.QA Pvi U£ '
i) Name of the Hoepital 355 ..............................
ii) Nursing Home Registration No. e U 6 _20‘5 """"""""" o .
iii) Establishment Year L i 1 AN 23, il 5 SRR, -~ Mark as Appendix‘B
i) Name of the Training Centre /Institute | 5 hemdyelcoon, H%bi-\—ﬂﬂj) Pt LAY,
where course is to be conducted: - y
ii) Postal Address, with PIN: 53,L1C Celony , Af G0WOK, Kinewals Roat/,
ii) Contact Details: Mob: 5225%2F uy Tele: ©312-222)9¢
) E-mail ID: ehada wiashembekar (@ yalur - (9w
9 ;"li: of Llllr.u;rers‘lt’y app rc(a:ved Name of the Cou rse(s}m;'m.m“-e ﬂ&m QWJ B
04 clowatipy Castitioats ou.rse(s) Approved Intake Capacity.Q 2002 iated Since... ... (if
conducted / already running at Aktach te List 2016-2017
Training Centre with Intake Capacity necessary Attach separate List)
vi) Training Centre / Institute . .
willing/desirous to Start/Open gzqn::;:eiiﬂl‘sta(‘k?ésaﬁ:]c |ty """ g; yuires N H —
Fellowship/Certificate Course(s) Hibceinry -
(For New Opening Purpose only) Attach separate List)
05 Affiliation Fees details: (Bank/DD no./ |Paid Fees details Attached: :‘yeQ’No.
date/amount/ NEFT/RTGS) (Pending Fees, if any;) -
06 Financial position of the Society/ Audited Statements of Accounts for
Institute in the preceding 03 years: *¥Yes/No-- Mark as Appendix *C’
Budgetary provision for the i)2022.-29. Rs L’DL{M-JU
07 | FC/CC/DC for the next 03 years
08 | Management Resolution seeking ResolutionNo. . ............ Dated

Recognition of Institute for
FC/CC/DC of MUHS, Nashik:

Copy of Management Resolution attached?

‘:}es'fNo-‘ - Mark as Appendix ‘D’




LSS




Other Information:

a) Land:

*Yes/No. If yes, then Area: .. .G.OTID) Sqiofert

Applicant Institute/Training Centre/
Trust:

i) Whether the land is owned by the | Copy of land documents i.c. 7/12 extract, Property

Card, etc. attached? *Y, 0— Mark as Appendix ‘E’

ii) Whether the land is registered?

09

Dated....... ..., ALLPIACEN ; 42554 v v mermonns
Copy of Land Registration Certificate attached?
*Yes/No.— Mark as Appendix ‘F’

against the title of the land:

1i)) Any loans, mortgage, etc. shown | *Yes/Ng. If yes, amount of loan Rs.

/mortgaged forRs. . ... ..
Copy of Loan/Mortgage Deed attached? *Yes/No.
— Mark as Appendix ‘G

b) Building:
i) Total built-up area:

i0,00C) . sq. f1.
Certified copy of Building Plan attached?
\*)P€sto

— Mark as Appendix ‘H’

3. Central Library 1550
* Total number of Books in library: Lgyn
* Books pertaining to concerned Fellowship subject: 1D
* Purchase of latest editions of concerned books in last 3 years: -
e Journals:
1 | Journals Total concerned Fellowship subject
Indian 19 39
3 |Foreign g S

Year / Month up to which latest Indian Journals available :
AolptD 1:

* Year / Month up to which latest Foreig'n Journals available : j&b 9 1

* Internet / Med pub / Photocopy facility: vailable / not
available

® Library opening times: B om — 8 b

* Reading facility out of routine library hours: \zyﬂﬁfale / not
available

(Obtain list of books & journals duly signed by Dean)

4. Recreational facilities:

B ‘Plyﬁunds Gymnasium

A% / Not available







Hostel Accommodation:

Peiskisiil UG PG Interns
i Boys Girls Boys Girls Boys Girls
No. of Rooms No. of — — 3 5y i J—
Students _ — 1 1 = B
Status of Cleanliness — i 96D (Q ( — —
0 5

Residential accommodation for Staff/ Paramedical staff :AW& /Not Available

Ethical Committee (Constitution) : y&f /N0 Attacled v TEC ,“pm“;b/&}

Nagiﬁum.
Medical Education Unit (Constitution) : \\/’287 NO
(Specify number of meetings held annually & minutes thereof)

Any other faculty specific information required :
(such as Herbal garden / Panchakarma Unit/Pharmacy / Dental Chairs and Units/as per the
requirement of concerned Course) Attach details)






HOSPITAL INFORMATION

ANNEXURE - “C”»

1. Name of the Hospital: Ahe W\j') e u&_ﬂ_@-ﬁb} C"CLQA RA : L'hQ ;

2 Total number of OPD, IPD in the Institution and concerned department duringthe last one year:

In the entire hospital In the department of concerned Fellowship
subject
OPD 30000 OPD 12000
IPD (Total No. of 5 9 00 IPD (Total No. of
Patients admitted) ' Patients admitted) Af o0O

3 Hospital Beds Distribution & No of O.T.:

In the entire hospital

No of Beds i1
No of Beds in ICU L2
No of Beds in IRCU —
No of Beds in SICU 3
No of Major O.T. 1
No of Minor O.T. 9,

4. Available Clinical Material: (Give the data only for the department of concerned Fellowship subject)
® No. of available for clinical service on inspection day:

e Daily OPD - 2 PM

On Inspection day

Average of random 3 days

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

e Daily admissions

® Daily admissions in Dept.

e Through casualty at 10am
* Bed occupancy in the Dept.

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

e Number of patients
in ward (IPD)at 10AM

10Am

® Percentage bed occupancy at

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

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

. Clinical Procedure(s) & Operative Details related to Fellowship subject/Specialty :

(For further details in this concern, kindly peruse the Guidelines info

On Inspection day

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

rmation sheet supplied herewith)

Average of random 3 days

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

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

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

......

......

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

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

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

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







DR. C. A. SH
OBSTETRICIAN & G

3. Casualty:/ Emergency Department :

Space 2000 &, feof-
Number of Beds Zy o
No. of cases (Average daily OPD and Admissions): q 0«95 i0-1%).
Emergency Lab in Casualty (round the clock): -avajlable / not available
Emergency OT and Dressing Room i 'YM
Staff (Medical/Paramedical) \ o) ]
Equipment available : Vea
6. Blood Bank : N'ﬂ ’ _( MOU ¢ B\UD(Q Bamk LO\\‘tE\:lV\ QL(VH)
(i) | Valid FDA License(copy of certificate be annexed) Yes /No
(i) | Blood component facility available Yes / No
(iii) | All Blood Units tested for Hepatitis C,B, HIV Yes / No
(iv) | Nature of Blood Storage facilities (as per specifications) Yes / No
(v) | Number of Blood Units available on inspection day
(vi) | Average blood units consumed daily and on inspection Average On
day in the entire Hospital daily Inspection
(give distribution in various specialties) day

7. Central Laboratory: LQ
e Controlling Department: @LLJM Bl te

e No of Staff :
* Equipment Available : Attach separate List ===
e Working Hours: —
8  Central supply of Oxygen / Suction: \Aymle / Not available
9. Central Sterilization Department <A}3ilﬁble / Not available
10. Ambulance (Functional) We / Not available (MA@WM )
1. Laundry: ManualfMechanicaUOl{ts/ourted:
12. Kitchen Available / Ou\yeﬁ/rcedf Not Available
13. Incinerator: Functional / Non functional Capacity............ !0ut5{)w
14. Bio-Medical waste disposal Ou\tWed / any other method
IS, Generator facility Av&{iw Not available
16. Medical Record Section: ﬁputerized / Non computerized
* ICD X classification sed / Not used
Sign & Stamp (s Sign & Stamp
Head of the Department Dean/ Principal/ Director of 1

Date: Date:

\ g

R
EMBE‘;AD

YNAECOLOGIST
67862

Training Centre Round Seal

REG. No.-







ANNEXURE - “D”

DEPARTMENTAL INFORMATION
(If required Use Separate Sheet for each Department / Fellowship/Certificate Course)

1. Fellowship Specialty Department to be inspected:leim.e. R@MQ&%%Q@WUWA

1. Date on whigl? in-i‘efénd%lf department of: functioning concerned specialty was created and started

------------------

3. Mentor’s details (Fromstart of department till date) :

Experience in Yrs.
Sr. Full Time/ Desionation | Qualification (after acquiring PG
No. Name Part Time | Designation Qualification in

concerned Subject)

A [ D0 Shambekon | Fdl h're| Counllad MD (obcﬁ/} D4 Yo

4. Whether Independent Department of concerned Fellowship subject exists in the Institution :
ﬁm: ..................... Since when: . |. & [5 {20 07

5. Specialty Department Infrastructure Details :

Facility Area (sft.) Available Not Available
Faculty rooms L0 \ ¢

Clinics 300 J Yy
Laboratory Space CCMJMLULC.QEF y_m e
Seminar room 9 00 Ve
Department Library »00 Nou, '

PG common room 2 00 ' Yo
Pre-clinical lab '

(where ever applicable) N i 1 ‘ -
Patient waiting room SO0 A

Total area =500 '

6. Ifcourse already started, year wise number of students admitted and available Mentors to teach
students admitted to Fellowship / Certificate Course during the last 3years:

Year |Name of the Course No. of students admitted No. of Valid Mentors available in the dept.
FQQQB!AHLUP lowtse |y, (give names)
2 ﬂ”uwmrﬂudh- 02 D C Sheswdhe Jaany
Techiaume s D« M Shapbekon

(Local Inquiry Committee shall specifically ensure about availability of eligible/validated Mentor(s) and shall check
whether the Training Center met with the Student: Mentor Ratio for the permitted Intake Capacity for each course or
else it shall be reported in the Overall Remark Option.)

7. List of Non-teaching Staffin the department:

r.No. | Name Designation
J. ‘Bmflma. HIA\‘\MW\.._ 0T Ib\rgwp
2 \f\‘\«‘[‘R— <haaole a4\ TUM!“A‘C(N

a 'D‘\\sz\ ~flo~bL~M OV Teetutuons
8. List of Equipment(s)“in the department of concerned Fellowship subject: Equipment’s: List of
Important equipment’s available and their functional status (List here only- No annexure to be attached)

I\?: Name of the Equipment Specification Functional / Not Functional Qty.

(1] M;mamm:‘%ﬁff?&ﬂ NMUM‘?? a4 Fune A onal !
I:Q) Tuenh 7 Henactf I F'uv\c}'liﬁig& 4
\ 3) Hanilttow Lase R Flo i Fuve ' onal 1







ANNEX

URE - “D*

) DEPARTMENTAL INFORMATION
(If required Use Separate Sheet for each Department / Fe{lo/wshiplCertiﬁcate Course)

1. Fellowship Specialty Department to be inspected:.MLN&MQ...&.CC.@U...5%
2. Date on which independent department of: functioning concerned specialty was cre
RN 3 11 Y. % S

3. Mentor’s details (From start of department till date) :

% ot

d and starte

weal

Experience in Yrs.
Sr. Full Time/ . y Qualification (after acquiring PG
No. Name Part Time | Designation Qualification in
concerned Subject)
1| Dy €~ Shambekon] fuff finng. |Conmmdbnud ™D (obgy] - thjwm..

4. Whether Independent Department of concerned Fellowship subject e is? 'lb-the Institutio
Since when: léjr 003

Yoo

5. Specialty Department Infrastructure Details :

Facility Area (sft.) Available Not Available
Faculty rooms 200 N e

Clinics %00 ‘ Yoy
Laboratory Space oo 2
Seminar room 0 o0 & Ye)
Department Library 200 Ven

PG common room 200 ! Nes
Pre-clinical lab .

(where ever applicable) /\{ vfle ="
Patient waiting room 500 N e)

Total area 3500 l

6. If course already started, year wise number of students admitted and available Mentors to teach
students admitted to Fellowship / Certificate Course during the last 3years:

Year

Name of the Course

FE%QML\\J b fﬂM I"1

No. of students admitted

(give names)

No. of Valid Mentors available in the dept.

\

Miviwna 0 Actoss

02

e & S‘L\MMLQL(AH

BUrGRMY - Pyron

“u- M2S hesub ekant

(Local Inquiry Comntittee shall specifically ensure about availability of eligible/validated Mentor(s) and shall check
whether the Training Center met with the Student: Mentor Ratio for the permitted Intake Capacity for each course or
else it shall be reported in the Overall Remark Option.)

7. List of Non-teaching Staffin the department:

Sr. No. | Name Designation
1. | Relimia Moshnams 0T Twehasge
2 - Vo d  Blovde &Y Te (fdcfan

=

pP‘q vya  Sabhane
8. List of Equipment(s) in thie department of concerned Fellowship subject: Equipment’s: List of
Important equipment’s available and their functional status (List here only- No annexure to be attached)

&T Teddudcaram

S; Name of the Equipment | Specification Functional / Not Functional Qty.
UL Diathenens maclive [MacCovidia FuneAenal 2
(2) [ L1gtud Seunce Kl Stog 1 >
(3) Comera “ « %
4)  pelyi trainer ' 0§ é

(5)

Tvuulflodors

u






9. Intensive care Service provided by the Department: (Emergency) ’\f ).

10. Specialty clinics being run by the department and number of patients in each :

Sr. | Name of the Days on Timings Average No. of [ Name of Clinic
No. | clinic which held cases attended | In-charge

( -_%ELLE{UW Mo ~Sedd - Hdm-éph 60 -65 Dy Sanwfoekou?
2] At :A-LQjQL Mov-Sat 1 50 ~é O :D’HPM S(toj{'

11. Services provided by the Department:
a) Services

- I |
; M,%@me, tethercopy , Hproae LYY KR,

(b) illary Service

(f) Others: &g_b[_ﬂa Cg}f.twl Eﬂﬁle, M&muwﬁ' CQ‘(M £

12. Space:

Sr.

No Details In OPD In IPD

1 Patient Examination/ Checking Arrangement \;f () - yw
. 3 [ <

2 Equipment’s \’ e) \f Y,

3 Teaching Space v \/ 0 \/ A
= : v v

Waiting area for patients
4 g p ey \/ 09 -

13. Office space:

Department Office Office Space for Teaching Faculty
Space (Adequate) Yes/No HOD '\{ e/
Staff (Steno /Clerk). v&cﬁ’!l\lo Professors i YQ)}
. Associate '
Computer/ T t
SRPEE. Ipewicy _¥€s/No Professors 79/)
Assistant ‘
Storage space for files \}\QNO ——— ey
Residents ALON 1
_ (
14. Clinical Load of Dept.: No of Surgeries / Procedures "7‘"3 ................. Per day

15. Submission of data to National Authorities if any : ;ECEQZ\ gt\-ﬂ? d H"QIQ th Mjg P) W
FLeunr (}chLQ» C@Y&m g







Information of Director of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr. Particular - Information to be filled
No.
0. | Name of the Director %% (o ta e 6‘/\-(’.4/“.0)2 t(M
02. | Date of Birth = 03-08 ~1949
0 | Addes PRI Nig ol 33-1&?_,
04. | Tel. No./ Mob. No. | 982251274
05. | E-mail id = (;Q@;hu{ytmhm&eknh@doDW- (B
06. | Nationality 1 dedilan
07. | Qualification in  details - -
(attach documentary proof) M) ( ) [')(grf] ]
08. | Teaching Experience / Health Sciences: | - Rizas ﬁ'a’tl“l - 9’63 - 95

Profession Experience

(Attached document proof with signature A’YH : F)p,(‘ > 1995~-9%

of Head of the Institute. Also it is
mandatory  to  attach  self-attested -—%LL'{CQ@ 1 2016 - 2022

Photocopy of the Experience Certificate
of each Mentor in the Subject of
concerned Fellowship/Certificate Course)

09. | Present Appointment : M,CLV‘—C*—% MQD\ e foi 4( ( WN%‘VJ‘
10. | Publications (List & Proof) : ﬁa&n&\_&

11. | Post Graduate Teaching experience

(Attach documentary evidence) 55@44

12. | Any other relevant information

Date: - 23' 5, 202 2. Name & Sign. of Director WW
For the use of affiliated Training Center: DR.C.A. SHEMBE}

I
I have verified the eligibility of the above Director as per the criteria of eligibility I?rgs?grﬁr%%?”p& G\:NAE.COL
the University vide clause no.7 of the University Direction No. 05/2017 (Amended). ot

Sign & Stamp \ Sign & Stamp
Head of the Department Dean/ Principal/ Director of Training Centre
Date: \37)*"/ Date: = H

DR. C. A s}é;“BEKAR

GYNAECOL
..,ﬁeTETR‘lcF‘g‘.Q:D’_ 67862

iping Ce re Round Seal



3

-'h



13

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr. Particular Information to be filled
No.
0l. | Name of the Mentor D@, ehoud Qﬂb‘(] 2hem beXo#
02. | Date of Birth : O% = 08—1869
03. | Address ), Fam Enfshno no&@'ﬁ- khamm ~ead
04. | Tel. No./ Mob. No. 92257214
05. | e-mail id ‘lehaud an l\ﬁghemb-e)ca&@\!ahoo- (ot
06. | Nationality | Tnddan
07. | Qualification in details :
(attach documentary proof) ™MD ( @b/f-}tj')
08. | Teaching Experience / Health Sciences: | : pe gjﬁ" o :? 1993 - 98
Profession Experience '

(Attached document proof with signature Aad| -~ P?r@“f e 335 =57
of Head of the Institute. Also it is
mandatory to attach self-attested 8w ae - 2 5l8 =2 62
Photocopy of the Experience Certificate

of each Mentor in the Subject of
concerned Fellowship/Certificate Course)

09. | Present Appointment It an /\%y\a" D\refo® C?f Caol n_g_._l—eld—
10. | Publications (List & Proof) ‘| Areoche d
11. | Post Graduate Teaching experience '
(Attach documentary evidence) ' ¥ 590[@
12. | Any other relevant information | | .
N
Date: - 2-3’ 5 I 2022 Name & Sign. of Mentor
DR. C. A. SHEMBEKAR
For the use of affiliated Training Center:
OBSTETRICIAN & ZVN "'.ZCOLOGIST
I have verified the eligibility of the above Mentor as per the criteria of ehmmtymééﬁ&b@ by ‘AR
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University -~ D.
Circular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019. JGIST
N adl
Sign & Stamp w Sign & Stamp W
Head of the Department Dean/ Principal/ Director of Tramin% KIA
Date: Date: oR. C. A SHEMB

KAR
DR.C.A. SHEMBE LOG
Srntre (CIAN & GYNAECOLOG!
OBSTETRmAN&GY'H & Boa@% N TR o No.- 67862
REG. No.- 67862 // ] R Mo \q




LKL

-

v
o 5
!
f TN v
. v i
b
-
¥
¥ 1
W
|
!
"i
il
o




Information of Co-ordinator of Training Centre
It shall be verified by the Head of the concerned Training Center,

27

N

Sr. Particular Information to be filled
No.
01. | Name of the Co-ordinator /&Am CQ\RVL & mrkm
02. | Date of Birth 15-01-198¢4
03. | Address 49, Vasant N 1 Neadr
Deekihabhoona , Nogpu -4 400
04. | Mob. No. | ABBIF123 5
53692633153
05. | E-mail id oML WNM - (Bv)
06. | Nationality Tndia
07. | Qualification in details M-5 [Coumeih‘ 2P koﬂ\mago
(attach documentary proof) M-BA. ( HR 4 ohi & )
MUA (Econgnich )
08. | Present Appointment HR 4 Adminv hahen Im:&&”ﬂ(_
o Shembselast Hespi l—a.QfNO{?(Fa
09. | Any other relevant information
\&) oL @JA 3!& ‘
Date: | 0 l 3 I 29 Sign. of Co-ordinator

Sign & Stamp
Head of the Dep tment

Date:

_r"J':'- L=
5L | et

e ¥ \

RA W

OB ?T[.T;?rr“ I-.'I\.f‘: & YN

QSE(‘J_ ko

Sign & Stamp
Dean/ Principal/ Director of Trainj
Date:

REG. No.- 67862

DR.C. A. SHEMBEI:AA§
OBSTETRICIAN & GYNAECOLOGIST



e

=31



ANNEXURE - “H”

DECLARATION

I, the Dean / Di\@orl Principal of meﬁmmbemHg’)bI{'dﬂAP%Lw'

Training Centre / Institute solemnly states on affirmation, that the information provided by me in
Inspection Format as well as uploaded on Training Centre Website along-with all Annexures is
true and correct to the best of my knowledge. The said information is provided to me by the
concerned teachers and duly verified by me. It is further submitted the teacher’s information attached
in respective Annexure-£= &..are not workin g in/atany other Training Centre /Institute or presented
themselves at any inspection for the Academic Year 2022-202.3., as per my knowledge and
information provided by the concerned teachers. The teachers in the Annexure-5.. &.[ are staying
in the same city / town / village where the Training Centre/ Institute is situated or adjacent to the
city / town / village, where the Training Centre /Institute is situated and having the valid proof of
residence of the said city / town / village. The teachers in the Annexure-£= &E. are not practicing in

Training Centre working hours or out-side the City where the Training Centre /Institute is situated.

I am further hereby declare that every information or contents in this LIC Format is
based on the information provided by the concerned teachers and endorsed by me after due
verification and the same is/are absolutely true and correct. If at any stage it is revealed that any
information or content given in this declaration is not true and correct, in such event the
undersigned/ the concerned teacher as the case may be, shall be liable for disciplinary action or penal

action or Affiliation of the Training Centre shall be withdrawal, as the case may be.

This declaration is voluntarily signed by me on..2 3 Day of .mgy.zom At ﬂﬁ%m

Date: 15{20 2 2-

Place: . Naﬁ’gm

Signature of Dean/Principal/Director
Name of the Signatory
(With Seal of raining Centre)

~ReTETRICIAN & GYNAECOLOGIST
REG. No.- 67862
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