
 

 

అڤల ࠙రత ࢙దङ थ܉࢑  న సంసब మంగళࡍڵ, ఆంऴధऴపࢰ޻ 

अͨखल भारतीय आयुͪव[£ान  संèथान,  मंगलͬगǐर, आĢंĤदेश 
All India Institute of Medical Sciences, Mangalagiri, Andhra Pradesh 

(An Autonomous Institute under MoHFW, Govt. of India) 
 

 
 

Employee ID:      ______________________________________________________________ 

First Name:      ______________________________________________________________ 

Last Name:      ______________________________________________________________ 

Designation:      ______________________________________________________________ 

Department:      ______________________________________________________________ 

Date of Birth:      ______________________________________________________________ 

Date of Joining the Institute:  ______________________________________________________________ 

Required E-Mail ID:     ________________________________________@aiimsmangalagiri.edu.in 
       (To be finalized by I.T Cell) 
 
Existing E-Mail ID:     _______________________________________________________________ 
       (Password will be sent to this email) 
 
Contact Mobile No:     _______________________________________________________________ 
       (This will be the recovery mobile number) 
 
 
 
 
____________________________________   ___________________________________ 
Head of the Department      (Signature of Applicant) 
 
 
 
 
 

___________________________________ 
          Deputy Director (Administration) 

 
 
 
 
___________________________________    ___________________________________ 
IT Cell         Assigned Email ID 

(Please use CAPITAL LETTERS and fill all the fields)




