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APPLICATION FORM FOR ENHANCEMENT OF SEATS

APPLICATION FORM FOR ENHANCEMENT OF SEATS

(Separate Application form for each Nursing Programme)

1. Name of the Chairperson/Secretary 

:
_____________________________________________

2. Name of the Society/Trust/Mission etc. 
:
 _____________________________________________

3. Name of the Institution 


:
 _____________________________________________

4. Address of the Nursing Institution 

: 
_____________________________________________

(IN CAPITAL LETTER and not the

trust address) 





_____________________________________________








_____________________________________________



District 


:
 _____________________________Pin_____________



Telephone Nos. 

: 
_______________________________(F)____________



E-Mail 



: 
_____________________________________________

5. Sanctioned by RGUHS:________________ Government sanctioned seats: 

____________________

6. A copy of Essentiality Certificate of State 
: 
Annexure _____________________________________

Government (Duly attested by notary)

7. Govt. Order No. & Date : _______________________Date__________________

8. Physical Facilities

1. Whether the institution has own : 1. Yes ________2. No_________
Building. If yes, Blue Print and

Completion Certificate certified from

State Authority to be attached 

: 
Annexure______________________________________

2. No. of Class Rooms 


:
 _____________________________________________

3. No. of Labs 



:
 _____________________________________________

4. Library Facilities 


: 
_____________________________________________

5. Auditorium 



: 
_____________________________________________

6. Office Facilities 


:
 _____________________________________________
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9. Clinical Facilities


1. Name of the Parent/Own Hospital* 
: 
_____________________________________________


No. of Beds 



: 
_____________________________________________


(Certificate from the Hospital with


respect to nursing institutions already


permitted for clinical experience along


with number of students)

: 
Annexure______________________________________


Proof of the Hospital being a Parent 
: 
Annexure______________________________________


Hospital* [Trust owning the Hospital]


Pollution control board certificate of 
: 
Annexure_____________________________________


the Hospital to be attached

* MOU with a Hospital or Trustee having a hospital will not be considered as parent hospital.


2. Name of the Affiliated Hospital, if any : 
_____________________________________________


(Minimum 100 bedded Hospital)


No. of Beds 



: 
_____________________________________________


(Certificate from the Hospital with


respect to nursing institutions already


permitted for clinical experience along


with number of students) 

: 
Annexure______________________________________


Trust owning the Hospital 

: 
Annexure______________________________________

12. Teaching Facilities
	S.

No
	Name of

teaching

faculty
	Designation


	Qualification


	Name of

The Instt./Uty
	Year of

Passing


	R.N. & R.M.

No.  
	Teaching

Exp.


	Date of

Joining
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13. PAYMENT DETAILS
	S. No.
	Course/Programme
	Amount 
	Online Payment No.
	Date of Payment

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Note:

14. Date of submission of Application Form 

: _____________________________________________



Name of the Applicant 


:_____________________________________________



Signature of the Applicant 

:_____________________________________________



Date 




:_____________________________________________



Place 




:_____________________________________________



Seal of the Institution 


:_____________________________________________

DECLARATION BY THE APPLICANT

I..............………………………………….……..........S/o, D/o or W/o……………………………………………. declare that all the documents & information submitted in this application form are true and best of my knowledge. I understand that if any of the information are found wrong, my application will stand cancelled. I will abide by the rules & regulations in force in Rajiv Gandhi University of Health Sciences, Karnataka and as amended from time to time.



Name of the Applicant 


:____________________________________________



Signature of the Applicant 

:____________________________________________



Date 




:____________________________________________



Place 




:____________________________________________



Seal of the Institution 


:_____________________________________________
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Rajiv Gandhi University of Health Sciences, Karnataka


4th ‘T’ Block, Jayanagar, Bangalore – 560 041








Last Date: ________________


 Last Date: ________________


(With Penalty)








