
 

 

B. J. Medical College, Asarwa, Ahmedabad  
MMEEMMBBEERRSSHHIIPP  FFOORRMM  FFOORR  BBJJIITTEESS’’  SSEENNSSOORRIIAA  MMAAGGAAZZIINNEE  

 
 
 
 

 
Full Name: _________________________________________________________________________________ 
 
Age: ____________________________ Gender ___________________________________________________ 
 
Designation: ________________________________________________________________________________ 
 
Name of Institute: ___________________________________________________________________________ 
 
Delivery Address: ____________________________________________________________________________ 
 
Contact No. _________________________________________________________________________________ 
 
Type of Magazine Subscription: ________________________________________________________________ 
 
Email ID : ___________________________________________________________________________________ 
 
Place  : ___________________________   
 
Date  : ___________________________  Signature of Subscriber _______________________ 

 
 
 

The membership fees that I am paying will not be refunded to me. If there is change in delivery 
address I will notify magazine authorities. This magazine membership fees is subject to the rules and 
regulation of Govt. of Gujarat OR Committee of B J Medical College Development Society’s’ from time to time. 
 

Place  : ___________________________   
 
Date  : ___________________________  Signature of Subscriber _________________________ 
 

Enclosure of Two Self Attested Documents:  
1. Copy of College ID Proof            
2. Copy of Adhar Card or Driving License   

 

 
 
 
 

 

Subscriber Name: ___________________________________________________________________________ 
 

Subscription ID: _____________________________________ Form Sr. No. ____________________________ 
 
Type of Subscription: ________________________________________________________________________ 
 
Remarks of Scrutiny Officer: ___________________________________________________________________ 
 

Amount Paid Rs. ______________________wide Receipt No. _________________ Date:  / /20 
 
 

Signature of Scrutiny Officer       Signature of Clerk  

For Office Use Only 

To be filled by Subscriber 
 

DECLARATION 


