
APPLICATIONFORM 
 

GOVERNMENTOFANDHRAPRADESH 
OFFICEOFTHESUPERINTENDENT,GOVT.GENERALHOSPITAL,KURNOOL. 

 

APPLICATION FOR RECRUITMENT OF PARAMEDICAL AND 

OTHER POSTS ON CONTRACT/OUTSOURCING BASIS TO 

WORKATGGH,KURNOOLASPERG.O.Ms.No.140&141HM&FW 

Dt.17.11.2021 and G.O.Ms.No. 472 HM&FW (A1) Dept. Dt.21.06.2022.  

 

REGISTRATIONNO. 
(TOBEFILLEDBYTHEOFFICE) 

 

 

NAMEOFTHEPOSTAPPLIED:: 
 

1 Nameofthe Applicant 

(InblocklettersasperSSCMarkslist) 

 

2 Nameofthe Father  

3 NameoftheSpouse(ifMarried)  

4 Gender  

5 Dateof Birth 
(AsperSSCmarkscertificate) 

 

6 Ageason 01.07.2021  

7 SocialStatus 
(SC/ST/BC-A,B,C,D/EWSOthers) 

Latestcastecertificateissuedby Tahsildar 

to be enclosed) 

OC BC 

A 

BC 

B 

BC 

C 

BC 

D 

BC 

E 

SC ST EWS 

8 Status(Local/NonLocal)asper study 

from 4
th

 to 10
th

 class 

 

9 Whether belongs to Physical 

handicappedSpecifydetails(VH/HH 

/OH/)Category(Latestcertificateto be 

enclosed by Medical Board) 

(SADARAN) 

 

10 WhetherSportsifanydetails:  

11 WhetherEx-servicemen/women YES/NO 

12 NameoftherequisiteQualificationthe 
applicantpassed(Nameofthe Course) 

 

Dateofthecompletion of above 
requisiteQualification 

 

RespectiveCouncilRegistrationNo.& 
Date.&Upto validity 

 

13 WhetherbelongstoEconomically weaker 

section category 

 

14 DemandDraftNumber, Date  



 andAmount  

 

16. DETAILSOFSCHOOLEDUCATION: 

 

SL. 
NO. 

CLASS YEAROF 

PASSING 

NAMEOFTHESCHOOL&PL

ACE 

DISTRICTIN 

WHICH 

STUDIED 
01 IV    

02 V    

03 VI    

04 VII    

05 VIII    

06 IX    

07 X    

Studycertificates from IV
th

 to X
th

 should be enclosed otherwise candidate will be treated as 

NON LOCAL 

 

17. EDUCATIONALQUALIFICATION: 

 
ACADEMICMARKSOBTAINEDINTHEQUALIFYINGEXAMINATION 

Qualifying 

Examination 

Yearof 

passing 
Total 

Marks 

MarksObtained 
%ofMarks 

Obtained 

     

     

 

 

TECHNICALMARKSOBTAINEDINTHEQUALIFYINGEXAMINATION 

Qualifying 

Examination 

Yearof 

passing 
Total 

Marks 

MarksObtained 
%ofMarks 

obtained 

     

     



18. EXPERIENCEINGOVERNMENTMEDICALINSTITUTIONSIFANY: 

 

Sl. 

No. 
NameoftheGovernment 

Medical Institution/ 
Hospital 

Experience No.of 
completed 
6months 

  From To  

     

     

     

 

19. ADDRESSFORCOMMUNICATIONALONGWITHMOBILENUMBER: 
 

Nameof the Applicant  

Nameof the Father  

NameoftheSpouse(ifMarried )  

House No  

Street/Village  

Mandal/District  

Pincode  

Mobile No.  

Email ID  

 
DECLARATION 

 

 

ISri/Kum/Smt…………………………………………S/O(or)D/O(or)W/O 

……………………………………………solemnlydeclare that the particulars given above 

are correct to the best of my knowledge and belief. I also agree that in the event of any of 

the particulars furnished in my application being found to be incorrect or false at a later 

date, my appointment will be cancelled summarily. 

 
 

Date:: 

 

Place:: SIGNATUREOFTHEAPPLICANT 



CERTIFICATEOFCONTRACTUAL/OUTSOURCINGSERVICE 
 

(TobeissuedbythecontrollingofficerconcernedDM&HO/DCHS/ any 

other competent authority) 

 

This is to certifythat Sri. / Smt.   
 

S/oD/o_ hasbeenworkingas  
 

At  oncontract/outsourcingbasiswiththefinancial 

concurrence of the Government.The details of his/ her services as on 01.12.2021 

 

 
Name of 

the 

Institution 

 
Tribal/ 

Rural/ 

Urban 

Working 

period 

Length of 

Services as 

on 

01.12.2021 

YY.MM.DD 

 
No. of 06 

months 

completed 

Reasons 

forbreak 

inservice

if any 

Whether 

there is 

financial 

concurrence 

for 

recruitment 

 

Allegations 

/ adverse 

remarksif 

any From To 

         

         

         

         

 

 

 

 

 

 

 

 

 

 

Station: 

Date: 

Iherebydeclarethat, 

 

1. His/herservicesduringthecontract/outsourcingperiodaresatisfactory. 

2. He/SheisappointedoncontractbasisthroughDSC/through 

outsourcing agency. 

3. He/Shedoesnothaveanyadverseremarksfromhis/hersuperiors. 

4. He/Sheiseligibleweightageundercontract/outsourcingasper the 

rules. 

 

 
SIGNATURE OF 

CONTROLLINGOFFICER 

(DMHO / DCHS / ANY 

OTHER COMPETENT 

AUTHORITY 


