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OFFICE OF THE MEDICAL SUPERINTENDENT
SAFDARJUNG HOSPITAL & V.M.M.C C/C
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1 Name of the Candidate A
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Signature of Candidate

Registration Number
(To be filled by Office)

Note: Please keep visiting official website of Safdarjung Hospital i.e www.vmme-sjh.nic.in for further
information.
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I solemnly declare that all statements made in this application are true, complete and correct to the best of my
knowledge & belief and in the event of any information being found false or incorrect at any state of my service
my candidature is liable to be cancelled and legal action may be initiated against me.

I fulfill all conditions of eligibility regarding age limit, educational qualification etc for this post.
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