
Kindly enroll me as the Member of 

PHARMACOLOGY CLUB

I abide by the rules of the club

Name : Prof/Dr/Mrs/Mr/Ms 

Highest Academic Qualification

DOB

Blood group

Completion year of  B.Pharm/Pharm.D/PhD 

Designation

Phone Number

Email id

PHARMACOLOGY CLUB
SCHOOL OF PHARMACEUTICAL SCIENCES

VELS INSTITUTE OF SCIENCE TECHNOLOGY AND ADVANCED STUDIES

MEMBERSHIP FORM

Signature of the candidate
Date 

Signature of the Authorized Person


