
 

 DELHI NURSING COUNCIL  
A.B. College of Nursing Building, L. N. Hospital  

                      New Delhi – 110002 

 APPLICATION FORM FOR ADDITIONAL QUALIFICATION CERTIFICATE 

 

1. Name:__________________________________   D/O.: ________________________ 

 

2. Aadhar No. :________________________________________________________________ 

 

3. DNC Registration No.: _______________________________________________________ 

 

4. Basic Qualification with College Name : _________________________________________ 

 

5. Applied for: P.B. B.Sc. Nursing/ M. Sc. 

Nursing:_____________________________________ 

 

6. Course duration : From (month/year)__________________ to (month /year)______________ 

 

7. College Name & Address 

________________________________________________________ 

 

8. Examination Board:  __________________________________________________________ 

 

9. Examination Date: month/year)__________________________________________________ 

 

(Signature of Applicant) 

 


