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PERSONAL INFORMATION 

NAME OF APPLICANT (BLOCK LETTERS) 

FATHERS NAME: SURNAME 

Date of Birth:                                                                  Male:                                       Female: 

C.N.I.C No.                                                                                  E-mail Address.                                                                   

Present Address:    

 
Phone No. (Home):                                                                       Mobile No. 

Age:                                                                                              Student I.D: 

Designation:                                                                                 Employer: 

EDUCATIONAL DETAILS: 

Qualification:                                                                                      
 

 

 

 

Experience 

Last Degree Attend: 

Details of Currently enrolled Program:                                   

Description of completed I.T related: 

Description of completed statistical modeling courses: 

How much comfortable are you with computers: 

 

 

 

 

 

 

Challan No.                                                                                                

 

 

 

 

 

 

 

  Date of Submission                                                                                                                   Signature of Applicant 
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GRAPH 


