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MMM COLLEGE OF HEALTH SCIENCES

ALUMNI ASSOCIATION REGISTRATION FORM


Name







Date of birth (mm/dd/yy)


Present Address with Phone No/
Mobile No


Permanent Address with

Phone No/Mobile No

Email Address


Period of study at MMM CHS


Graduation Year

Degree(s) received from 

MMMCHS

Details of higher education

Completed there after

Current place of 

Employment 

(With full address and 

Phone number)


Job title/ Designation 

With job profile


Information about you that

You would like to share with

Other alumini and prospective 

Students

DECLARATION

I hereby accept to store my above mentioned details in the MMMCHS Alumni Association Database.

Date:


Place:









SIGNATURE

