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KERALA STATE COUNCIL FOR CLINICAL ESTABLISHMENTS
2" FLOOR, HOSTEL BLOCK OF KERALA STATE INSTITUTE OF HEALTH AND FAMILY WELFARE, THYCAUD,
THIRUVANANTHAPURAM -14, PHONE: 0471-2966523, E MAIL: kscce2018@gmail.com
Website: www.clinicalestablishments.kerala.gov.in

Application for the Post of Chairman in Grievance Redressal

Committee
P t
Name of Candidate . asspor
size Photo
Age Date of Birth
Gender: Male :Female Dthers D
Mobile No: Email id

Present Post (if any):

Residential Address:

7. Professional Qualification:
Details:

8. Details of Service in Government:

o Date of Retirement:
e Last Post Held and Department:
e Designation at the time of retirement:

9. Experience Relevant to the Post:

11.Declaration:

I hereby declare that the information provided above is true and correct to the best of my
knowledge and belief. I understand that my application is liable to be rejected if any information
is found to be incorrect.

Date:
Place:

Signature of the Applicant:

1. Proof of Identity
2. Proof of Qualification
3. Proof of Experience



KERALA STATE COUNCIL FOR CLINICAL ESTABLISHMENTS

2" FLOOR, HOSTEL BLOCK OF KERALA STATE INSTITUTE OF HEALTH AND FAMILY WELFARE, THYCAUD,
THIRUVANANTHAPURAM -14, PHONE: 0471-2966523, E MAIL: kscce2018@gmail.com
Website: www.clinicalestablishments.kerala.gov.in

Application for the Post of Members in Grievance Redressal
Committee

Applied for: Member 1[_] / Member 2 [] (Put/mark on the relevant

category)

) Passport
Name of Candidate size Photo
Age Date of Birth
Gender: MaleD Female |__| Others| |
Mobile No: Email.id

Present Post (if any):

Residential Address _:

Qualification: (a)

(b)
(¢)

(d)
(e)

Experience: (1)

Declaration
[ hereby declare that the above information is true and correct to the best of

my knowledge and belief.

Date:

Place: Signature of Candidate

1. Proof of Identity
2. Proof of Qualification






