
 
The CCMP students who 
are allotted our college 
in the rounds of MUHS 
2024 are advised to fill 
and bring the filled form 
at the time of 
admission, to fasten the 
process. 
If need more 
information contact this 
number 9764048083 



 

Candidates selected in Certificate Course for Modern Pharmacology 
Course for the A.Y. 2024-25 selection round should report for 
admission along with all Original documents, and DD's of  requisite 
fees (as applicable) & Three (3) sets of self attested photocopies of 
EACH document. 

Checklist 
 

Sr.No Original Documents 
1 College Allotment Letter 

2 
Nationality Certificate / Domicile Certificate / Photocopy of Valid 
Passport duly attested / Birth Certificate endorsed with 
Nationality as mention "Indian” on it. (Required any one) 

3 
Passing Certificate / Degree Certificate / PG Degree Certificate 
issued by concern University for qualifying examination. 

4 UG/PG MCH Registration Certificate with Renewal (update)  
5 Caste Certificate (if applicable) 
6 Caste Validity Certificate  (if applicable) 

7 
Non-Creamy Layer Certificate (VJ/DT (A)/NT-(B)/NT-(C)/NT-(D) 
OBC/SBC/SEBC ) valid up to 31/03/2025. (If applicable) 

8 Original Medical Fitness Certificate  
9 Physically Handicap documents proof  (If applicable) 
10 College Leaving Certificate (LC)/ Transfer Certificate (TC) 
11 Migration Certificate (Applicable to Non MUHS students only) 

12 
No Objection Certificate of Maharashtra Council of Homeopathic 
Mumbai (Photocopy) 

13 
Change of Name (if applicable) required following documents:-  
Marriage Registration Certificate, Gazette Copy and Original   
Affidavit 500 Stamp Paper 

14 
Eligibility Certificate for EWS category issued by appropriate 
authority, for the year 2024-25. (If applicable) 

15 
Undertaking Certificate duly signed by the  student - Original 
Copy (Format attached) 

16 Xerox Copy of  Aadhar Card  
17 Xerox Copy of  PAN  
18 Recent Passport Sized Color Photographs - (05) 

 



 

                    M.M.Patel Public Charitable Trust’s  
ASHWINI RURAL MEDICAL COLLEGE, HOSPITAL & RESEARCH CENTRE, 

Kumbhari, Solapur. 
Phone: 9767999222, Fax: (0217) 2280791, E-mail: mmpateltrust@gmail.com 

 

 
 

2024 - 25 MODERN PHARMACOLOGY ADMISSION FORM 
    

All entries in this form must be in CAPITAL letters only.  
 

 
1. Name of the candidate in FULL:  (as given in your Homeopathic Degree Cert.) 

 
 

                   __________________________________________________________________________________ 
 

                  
2. Name of Candidate in FULL Devnagari (Marathi) __________________________________________ 

 
 

3. Date of Birth:. ________________________       Mobile No:._________________________________                            

4. E-mail ID:. ___________________________       Aadhar No:.________________________________ 

5. Pan Card No:._________________________      Gender: Male / Female   

6.  Voter ID:____________________________       Place of Birth: ______________________________                     
 

7. Category: OPEN/VJ/DT(A)/NT- (B)/NT- (C)/NT- (D)/OBC /SBC/SC /ST /EWS / SEBC Quota :   

8. Admitted Quota: _______________________ 

9. Permanent Registration Number(MCH):__________________________________ 
 

10. Permanent  Address:                   

 
Pin Code:_______________ 

    
11. Address for correspondence: (tick if same as above)  

    
 
 
 

 
 

Pin Code:_______________ 
 
  
 

            Signature of Candidate & Date 
 
 
 

Sign               Sign                                                   Sign 
Verifying Officer            I/C Admission Cell                           Verifying Officer 

 



 
 
 

Undertaking for pending fees/ documents 
 
 

I__________________________________________________________________________________________________________resident of 

_________________________________________________________________do solemnly affirm & state as I have not submitted 

following documents/Fees which are required documents /fees for admission for the academic year 2024 - 25. I, 

hereby undertake to submit these documents / fees to ARMCHRC college office on or before       /      /20      

failing which my admission is liable to be cancelled. 

 

Solemnly affirm at ARMCHRC, Solapur. 

 List of documents not submitted  

 

1.   

2.   

3.   

4.   

5.   

6.  

 
 Details of pending fees 
 

 

 
This ___________day of ___________ 20 
 
 
Name of Student:___________________________________ 
 
 
Signature:       

Sr. Fees Paid Remaining 

1 Tuition Fees    

2 Eligibility Fees (MUHS)    

3 Library, Clinical Deposit   

4 Other Deposit   

5 Other    

6    

7    

8    



MEDICAL FITNESS 

A candidate must be medically fit to undergo the professional course applied for.  The 
medical fitness must be certified by a Registered Medical Practitioner in the prescribed 
proforma, as given below on a Letterhead: 

 
CERTIFICATE  OF  MEDICAL  FITNESS 

This is to certify that I have conducted clinical examination of Mr./Ms 

.............................................................. who is desirous of admission to Health Science 

Courses. 

He/she has not given any personal history of any disease incapacitating him/her to 

undergo the professional course. Also, on clinical examination it has been found that he/she 

is medically fit to undergo the professional course.  

Certified that he/she fulfills the following criteria. 

(1)  Absence of any incapacitating and /or progressive systemic disease/disorder/condition,  
(2)  Absence of any disability of upper limb/s. 
(3)  Absence of any major visual/ auditory disability. 
(4)  Absence of psychosis/neurosis/mental retardation, 
(5) Ability to maintain erect posture, 
(6)  Reasonable manual dexterity. 

      Though, following deviations have been revealed, in my opinion, these are not 
impediments to pursue a career as a Medical / Dental / Ayurved / Unani / Occupational 
Therapy / Physiotherapy / Audiology & Speech, Language Pathology / Prosthetics & 
Orthotics / BSc Nursing. (Strike, which is not applicable): 
1. .......................................................................................................................................... 

2. .......................................................................................................................................... 

3. .......................................................................................................................................... 

Address of the Registered Medical 
Practitioner  

 

 

 

 

 

Date : 

Signature 

Name 

Registration No. 

Seal of Registered Medical Practitioner 

 

 


