ALUMNI ASSOCIATION -SRI VENKATESHWARAA DENTAL COLLEGE
ALUMNI ASSOCIATION REGISTRACTION FORM

R

h’"'ﬂman 15 POV

e FULL NAME:

e DATE OF BIRTH:

e GENDER: o MALE o FEMALE oOTHERS
e CONTACT NUMBER:
e EMAIL ADDRESS:

e ADDRESS:

EDUCATIONAL DETAILS:

e NAME OF THE INSTITUTION:
e YEAR OF GRADUATION:

e DEGREE/PROGRAM COMPLETED:
e STUDENT ID (IF APPLICABLE):

PROFESSIONAL INFORMATION (OPTIONAL):

e CURRENT OCCUPATION:
e COMPANY/ ORGANIZATION NAME:
e JOBTITLE:

ASSOCIATION INVOLVEMENT:

e ARE YOU INTERESTED IN VOLUNTEERING FOR ALUMNI EVENTS? g YESo NO
e WOULD YOU LIKE TO RECEIVE NEWSLETTER/ UPDATES? oYES o NO

ADDITIONAL INFORMATION:
ANY ACHIEVEMENTS OR UPDATES TO SHARE?

SUGGESTIONS FOR ALUMNI ACTIVITIES:

DECLARATION:

| HEREBY CONFIRM THAT THE INFORMATION PROVIDED IS TRUE OR
CORRECT. | AGREE TO ABIDE BY THE RULES AND REGULATIONS OF THE ALUMNI
ASSOCIATION.

SIGNATURE: DATE:

ALUMNI SECRETARY PRINCIPAL



