
Registration Form
Name of Program
(Please tick)

                   Low Vision Care (3 months)               Low Vision Awareness (3 days)

Period ____________________ To _________________________________________________________

Name _________________________________________________________________________________

Sex ______________________________  Age ____________________________________

Qualifications __________________________________________________________________________

___________________________________________________________________________________
(Please enclose copies of certificates)

Institution/Individual Practice  ____________________________________________________________

___________________________________________________________________________________

Mailing Address ________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Email _________________________________________________________________________________

Telephone _____________________________________________________________________________

Fax __________________________________________________________________________________

Signature of participant Date

Vision Rehabilitation Centres
L V Prasad Eye Institute
L V Prasad Marg, Banjara Hills
Hyderabad 500 034, India
Phone: +91 40 2354 2790/3061 2820
Fax: +91 40 2354 8271
sarfaraz@lvpei.org    www.lvpei.org


