WORKSHOP FORM

First Name_____________________________________________________________________________ Middle Name _______________________________ Last name__________________________________ Title   
    Prof.          Ass. Prof.       Asst. Prof. 
S. Registrar        R.M.O 
      Trainee         Private Physician Cell No. _______________________ Email Address ____________________________________________ Institute ______________________________________________________________________________ 

Qualification ; 
MBBS

MCPS (Pulmonology)

DTCD 



FCPS 

FRCP



Diplomat American Board of 









Pulmonology




Others
__________________________________________________________________

Workshop No.1 _________________________________________________________________________

Workshop No.2_________________________________________________________________________

Mode of Payment; 




Cash  
      Cheque 
    Cheque detail _________________________________ 




__________________________________________________________________

Note; Workshop fee for each workshop Rs.200/-

All cheques must be in favour of PAKISTAN CHEST SOCIETY

