
UP STATE MEDICAL FACULTY, LUCKNOW 

  

REMUNERATION BILL 

  
 

  

NAME OF THE EXAMINER     

  
 

  

NAME OF TRAINING CENTER (Examiner Belongs)   

  
 

  

FULL POSTAL MAILING ADDRESS  
  

    

    

      

MOBILE NUMBER     

  
 

  

NAME OF THE EXAMINATION     

  
 

  

MONTH & YEAR OF THE EXAMINATION     

  
 

  

NAME OF EXAMINATION CENTER     

  
 

  

DATE OF THE EXAMINATION 
 

  

 
 WRITTEN                          ORAL   

  
 

  

SUBJECT     

  NUMBER OF PAPERS / CANDIDATES - 

PAPER SETTING @ RS 1500 each     

Name of the Paper Set 
 

  
  

 
  

EXAMINING COPIES @ RS 25 each     

  
 

  

ORAL AND PRACTICAL @ RS 20 each     

(Minimum of Rs.100) 
 

  

  AMOUNT   

  
 

  
Amount in Words:-     

  
 

  
  

 
  

 DATE:- 
 

  
 Note: Form to be filled in Capital Letters only. ` SIGNATURE OF THE EXAMINER 
      

FOR OFFICE USE ONLY 

   VERIFIED BY :  
 

  

   CHECKED BY :  
  

   
   SECRETARY'S SIGNATURE :  

   

  


