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PAKISTAN DENTAL ASSOCIATION KARACHI

Dentist Registration Form
Name: _____________________
Surname: ___________________

Clinic Address: ______________________________________________________________________

Home Address: ______________________________________________________________________

Cell#: _________________________ Office #: ________________________________________

Email: ________________________________

Education: 

Qualification: __________________________

University: _______________ _________________

Field of interest/specialisation: ________________________________________

 Private practice/ Government service/ Teaching (please select as appropriate) 
I  I declare that the information I have provided above is true and correct
Dentist Signature                                                                             Officer Signature 

_______________                                                                           _____________________

