
ALL INDIA INSTITUTE OF MEDICAL SCIENCES

Department of Anatomy

Contact Address: Department of Anatomy, First floor, Medical College Building,
All India Institute of

Cell No: : 6302148186, 9871862612, 9704377937 (Duty Officer)
 

          Form No:................   

REGISTRATION FORM
VOLUNTARY BODY DONATION 

 
To 
The Professor & Head, 
Department of Anatomy,  
AIIMS, Mangalagiri. 
 

                        

               

 I………………………………………………

Resident of ………………………………………………………………………………………

am willing to voluntarily donate my body, after my death to the 

of Medical Sciences (AIIMS), Mangalagiri, for medical education & research purpose.

 

  I desire that, my next of the kin and member of my family, who will be present at the time of my death, 
will donate my body to Dept. of Anatomy, All India Institute of Medical Sc
behalf. Accordingly they will inform Department of Anatomy, All India Institute of Medical Sciences, and 
Mangalagiri regarding my death. 
 

Aadhar Card No:__________________________
     
Blood Group: _________D.O.B:______________
 
Email ID:_________________________________
    
Applicant Identification Marks: 
 
   1.________________________________________
 
    2.___________________________________________________

 
 
 

 
 
 
 
 
 
 

÷రȚ నం :................    

 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(Witness Signature-1) 

Name:_________________________________

Address:__________________________________

__________________________________________

Contact No:________________________________

 

ALL INDIA INSTITUTE OF MEDICAL SCIENCES
MANGALAGIRI 

Department of Anatomy 
 

 
Department of Anatomy, First floor, Medical College Building,

Institute of Medical Sciences, Mangalagiri, Andhra Pradesh
Cell No: : 6302148186, 9871862612, 9704377937 (Duty Officer) 

       

REGISTRATION FORM 
VOLUNTARY BODY DONATION  

(BY DONOR) 

I……………………………………………….S/o,D/o………………………………………………

………………………………………………………………

am willing to voluntarily donate my body, after my death to the Department of An

of Medical Sciences (AIIMS), Mangalagiri, for medical education & research purpose.

I desire that, my next of the kin and member of my family, who will be present at the time of my death, 
will donate my body to Dept. of Anatomy, All India Institute of Medical Sciences, and Mangalagiri on my 
behalf. Accordingly they will inform Department of Anatomy, All India Institute of Medical Sciences, and 

_______________ 

Blood Group: _________D.O.B:______________      

Email ID:_________________________________ 

1.________________________________________ 

2.___________________________________________________ 

              

 
………………………………………………..

(Applicant Signature

Full Name:_________________________________
 
Address: ___________________________________
__________________________________________
 

 
………………………………………………..

(Applicant Signature)
 

Full Name:__________________________________
 
Address: ____________________________________
 
____________________________________________
 
Contact No: __________________________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Name:______________________________________ 

Address:____________________________________     

_________________________________ 

Contact No:_________________________________ 

 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(Witness Signature

Name:______________________________________

Address:____________________________________     

__________________________________________ 

Contact No:_________________________________

 

 

ALL INDIA INSTITUTE OF MEDICAL SCIENCES 

Department of Anatomy, First floor, Medical College Building,  
Pradesh 

 

Form - IA 

    Date: ............................ 

D/o…………………………………………………..… 

………………………………………………………………aged……..., 

Department of Anatomy All India Institute 

of Medical Sciences (AIIMS), Mangalagiri, for medical education & research purpose. 

I desire that, my next of the kin and member of my family, who will be present at the time of my death, 
iences, and Mangalagiri on my 

behalf. Accordingly they will inform Department of Anatomy, All India Institute of Medical Sciences, and 

        ƁĻ: ............................. 

……………………………………………….. 
Applicant Signature) 

 
___________________________ 

_______________________________ 
______________________________ 

……………………………………………….. 
(Applicant Signature) 

 
Full Name:__________________________________ 

Address: ____________________________________ 

____________________________________________ 

Contact No: __________________________________ 

 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

(Witness Signature-2) 

Name:______________________________________ 

Address:____________________________________     

__________________________________________ 

Contact No:_________________________________ 

Affix Passport 
Photo 



ALL INDIA INSTITUTE OF MEDICAL SCIENCES

Department of Anatomy

Contact Address:
All India Institute of

Cell No: : 6302148186, 9871862612, 9704377937 (Duty Officer)
 

సɌచȴంద శńర óనం
To  
ఆçёɇу మĠѐ Ĥùäėపĕ, 
శńర ęüɆణ āసɓ Ĥùగం, 
అćల ùరత Ѝదɇ Ĥéȷన సంసȾ, మంగళĈĠ. 
 
          ƅъ ....................................................
ęĀħ..................................................................................
మరðనంతరం õ శńüęɁ అćల ùరత Ѝదɇ Ĥéȷన సంసȾ
పĠǙధన ʛǓజనం ƺసం సɌచȴం దం ä óనం ŷయîęĆ ħదɀం ä ఉõɁъ
 

         ƅъ మరĔంŷ సమయం ǖ õ దగȰĠ బంщѕ మĠѐ õ зсంబం ǖę సюɇу
Ĥùగం, అćల ùరత Ѝదɇ Ĥéȷన సంసȾ, మంగళĈĠ
ęüɆణ āసɓ Ĥùగం, అćల ùరత Ѝదɇ Ĥéȷన సంసȾ

 
 
 ఆôȜ âȜȺ నంబȜ:_________________________

రకȽ సҗహం:__________ ыĐȸన ƁĻ___________

ఇŦğȞ ID:________________________________

దరãјȽóё йĠȽంы йёȽѓ:  
 
 1._________________________________
 
 2._____________________________________
 
 

 
 

 

                                   _______________________
(ăĩ సంతకం-1)  

ғĠȽƆё:___________________________

ċёõú:_______________________________

________________________________________________

 సంʛదంçĢɏన šం: ____________________

ALL INDIA INSTITUTE OF MEDICAL SCIENCES
MANGALAGIRI 

Department of Anatomy 
 

 
Contact Address: Department of Anatomy, First floor, Medical College Building,

Institute of Medical Sciences, Mangalagiri, Andhra Pradesh
Cell No: : 6302148186, 9871862612, 9704377937 (Duty Officer)

సభɇతɌ నǒшపʖం 
సɌచȴంద శńర óనం (óత óɌü) 

...................................... S/o, D/o, W/o ................................

.................................................................................................
ćల ùరత Ѝదɇ Ĥéȷన సంసȾ మంగళĈĠ (AIIMS), మంగళĈĠ,శńర ęüɆణ āసɓ ĤùäęĆ

Ǚధన ʛǓజనం ƺసం సɌచȴం దం ä óనం ŷయîęĆ ħదɀం ä ఉõɁъ.  

ƅъ మరĔంŷ సమయం ǖ õ దగȰĠ బంщѕ మĠѐ õ зсంబం ǖę సюɇу, õ తరыన õ శńüęɁ శńర ęüɆణ āసɓ 
మంగళĈĠ,óనం ŷûలę ƺёзంсõɁъ. Ļę ʛâరం Āё õ మరðęĆ సంబంĘంċ శńర 

అćల ùరత Ѝదɇ Ĥéȷన సంసȾ, మంగళĈĠĆ  ŝĢయŹăȽё. 

_____________________________ 

___________ 

________________________________ 

    

______ 

______________ 

 

………………………………………………..
( దరãјȽóё సంతకం

 

ғĠȽƆё:___________________________

 

ċёõú:_______________________________

________________________________________________

సంʛదంçĢɏన šం: _______________________

_______________________ 

___________________________: 

:________________________________________

____________________________ 

______________________ 

_______________________
(ăĩ సంతకం

ғĠȽƆё:___________________________:

ċёõú:_________________________________

________________________________________________

 సంʛదంçĢɏన šం: ____________________

 

ALL INDIA INSTITUTE OF MEDICAL SCIENCES 

Department of Anatomy, First floor, Medical College Building,  
Pradesh 

Cell No: : 6302148186, 9871862612, 9704377937 (Duty Officer) 

Form - IA 

..................................................... 
...................వయјɏǖ............... õ 

శńర ęüɆణ āసɓ ĤùäęĆ, Ѝదɇ Ĥదɇ & 

õ తరыన õ శńüęɁ శńర ęüɆణ āసɓ 
ʛâరం Āё õ మరðęĆ సంబంĘంċ శńర 

 
 

……………………………………………….. 
దరãјȽóё సంతకం) 

_______________________________________ 

________________________________________

______________________________ 

______________________ 

Affix Passport 
Photo 

_______________________ 
సంతకం-2)  

:___________________________: 

:________________________________________

________________________________________________ 

: ______________________ 


