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	Diploma In Clinical Research Management and Regulatory Affairs
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I am enclosing herewith DD no. __________________ Dated ___________  Drawn on __________________________ Bank for Rs. ______________

Bank draft / Cashiers Cheque must be drawn in favour of ‘AURUM HEALTHCARE P. LTD’ payable at Pune. Candidates are advised to write their name and telephone no. at the back of demand draft

You can alternatively deposit the cheque at any ABN AMRO Bank Branch favouring,

A/C Name – AURUM HEALTH CARE P LTD; 

Account Number – 1350729, At Bank – ABN AMRO Bank, Pune Branch
I have deposited cheque no.. __________________ Dated ___________  Drawn on __________________________ Bank for Rs. ______________ at ABN AMRO Bank, branch _______________ City _____________ on date _________

Declaration by the Participant

I ( Name & Surname ) __________________________________ hereby declare that I have read and understood the conditions of eligibility and objectives of the program for which I seek participation and am eligible for the same. 
I understand that this is IAPS’s independent knowledge enhancement training program which is professional in nature and the enrollment in / completion of the program does not guarantee any employment or any specific eligibility to pursue higher studies. Disputes if any are subject to jurisdiction of Pune Courts only.

I agree to pay the full fees as per the course selected within stated time period. I also understand that the fee is non refundable and nor shall the fee will be transferred or adjusted in any other program or service.  
Signature –                                                Date -                                  Place - 

Please send the completed forms to – 

Mukund Varma, Course Director

Institute of Advance Pharmaceutical Studies

16 A, Suparshwanath D Soc, Market Yard Road

Pune - 411037, MAH. Tel – 020 24210937 / 09823855520

