No.

E[E[[‘XN”‘ _ “r”

Information of Mentor of Training Centre
1t shall be verified by the Head of the concerned Training Center,

l;ﬁﬁ{culﬂr .

Information to be‘ﬁilie}l'

Name of the Mentor

¢ [Dr Maya Indurkar

02.
03.

Date of Birth

+06/04/1965

Address

: (Government Dental College & Hospitfil, Ghati
Parisar, Panchakki Road, Dhanwantari Nagar,
Chhatrapati Sambhajinagar, 431001

04. | Tel. No./ Mob. No. Mob: 9823182694
05. | e-mail id : mayaindurkar@gmail.com
' 06. | Nationality : [Indian
W Qualification in  details : BDS , MDS
‘ 1 (attach documentary proof)
08. | Teaching Experience / Health Sciences: ¢ |YES
Profession Experience
' (Attached document proof with signature
' of Head of the Institute. Also it is
' mandatory to attach  self-attested
' Photocopy of the Experience Certificate
of each Mentor in the Subject of
concerned Fellowship/Certificate Course)
09. | Present Appointment : DEAN , PROFESSOR
] 10. | Publications (List & Proof) : [YES
I'1. | Post Graduate Teaching experience : 6 YEARS

(Attach documentary evidence)

Any other relevant information

= N

Date: -

For the

Professor & Head of the Dept
Deptah ative Dentistry
Con Dok Sty

Head of the Depaxtment

Date: 27\— ¢r- 25

e of affiliated Training Center:

M.D.S

Training Centre Round Seal

Sign. of Mentor

lave verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by the
versity vide clause no.7 of the University Direction No. 05/2017 (Amended) and University Circular
No. MUHS/UDC/FCCC/736/20
Jr. Pradnya V. Bansode

Si amp
Dean/ Principal/ Director of Training Centre
Date:

Dean,
Gost. Dental Coflege & Hospital,
Chtatapet Sambajnagar
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Information of Mentor of Training Centre
1t shall be verified by the Head of the concerned Training Center,

Sr. Particular Information to be filled

No.

01. | Name of the Mentor : | Dr. Pradnya V Bansode

02. | Date of Birth - 210071971

03. | Address - - |H'No 04 Plot No 242, St No 29, 30 Cts No 800, Sau

Shakshi Residency Nandanvan Colony, Aurangabad,
Maharashtra - 431001

04. | Tel. No./ Mob. No. 1| 9421679094

WS- e-mail id . |drpradnya_mds@rediffmail.com
06. | Nationality | Indian
07. | Qualification in  details : |BDS, MDS

(attach documentary proof)

08. | Teaching Experience / Health Sciences: 1126 Years
Profession Experience

(Attached document proof with signature
of Head of the Institute. Also it is
1 mandatory to attach  self-attested
i Photocopy of th¢ Experience Certificate
; of each Mentor in the Subject of
| concerned Fellowship/Certificate Course)

09. | Present Appointment : | Permanent, Vice Dean, Head of the Department,
Professor

10. | Publications (List & Proof) 1157

11. | Post Graduate Teaching experience : |26 Years

(Attach documentary evidence)

12. | Any other relevant information -

\

e

N
Date: - 2-%" 9 2% Name & Sign. of Mentor

For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

ur. Praanya V. Bansgdf
M.D.S
rofessor & Head of the Dept
DaSign& Stamptive Dentistry amp
CoNd o the Départinent ™ : Dean/ Principal/ Director of Training Centre

Date:

Training Centre Round Seal | Colage & H Pltal
D\Office Work\2025-26\LIC WORK for A.Y 2025-26\Final folder for C-DAC give info\LIC Proforma_25-26\LIC Anairl Aiiﬁ 'm \
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Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

S Particular Information to be filled
No.
" 01. | Name of the Mentor : [Dr Kishor Mahale
02. | Date of Birth 1 01-04-1975
03. | Address : [Government Dental College & Hospital, Ghati
Parisar, Panchakki Road, Dhanwantari Nagar,
- Chhatrapati Sambhajinagar, 431001 ]
04. | Tel. No./ Mob. No. o] 9823182550
05. | e-mail id :
drkishorm(@rediffmail.com
06. | Nationality : [Indian
07. | Qualification in  details : : IMDS Prosthodontics
(attach documentary proof)
{
08. | Teaching Experience / Health Sciences: : [YES
Profession Experience
{ (Attached document proof with signature
| of Head of the Institute. Also it is
‘ mandatory to  attach  self-attested
Photocopy of the Experience Certificate
of each Mentor in the Subject of
concerned Fellowship/Certificate Course)
09. | Present Appointment : [Professor and HOD
10. | Publications (List & Proof) ¢ [YES ]

I1. | Post Graduate Teaching experience :
(Attach documentary evidence)

12. | Any other relevant information : ‘

N

' A
Date: - Name & Sign. of Memormpp
Pr (s

For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHS{UDC/FF CCC/736/2019 dated 30/09/2019.

fradhya V. BEansolle
M.D.S
scor & He (J\jt)(”t l.zf:'

blgn&Stam ve Dentistn
°" Head of the Depirtinent
Date:

Dean/ Principal/ Director of Training Centre
Date:

Dean, Training Centre Round Seal

D\Office Work\2025-26\L1C WORK for A.Y.2025-26\Final folder for C-DAC give lniu\u M m‘ W
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ANNEXURE — “F”

Information of Mentor of Training Centre

1t shall be verified by the Head of the concerned Training Center,

Sr. Particular
No.

" Information to be filled

01. | Name of the Mentor

.| Dr. Kanchan Shah

02. | Date of Birth

:120-07-1967

03. | Address . D7, Nirmal Apt, Block — 3, Nandanvan Colony, Chh.
. o Sambhajinagar - 431001
04. | Tel. No./ Mob. No. 8275092597

05. | e-mail id . ldrkanchans@gmail.com

06. | Nationality | Indian

07. | Qualification in details : |BDS, MDS
| (attach documentary proof)

=]
o0

| Teaching Experience / Health Sciences: : |25 Years
Profession Experience

(Attached document proof with signature
of Head of the Institute. Also it is
mandatory to attach  self-attested
Photocopy of the Experience Certificate
of each Mentor in the Subject of
concerned Fellowship/Certificate Course)

09. | Present Appointment | Permanent, Head of the Department

- 10. | Publications (List & Proof) o154

11. | Post Graduate Teaching experience : |25 Years
(Attach documentary evidence)

12. | Any other relevant information H-

r=d

Date: - Name & Sign. of Mentor

Pr. Lamnelan SL\“LI.

For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHS/U\DC/FCCC/736/2019 dated 30/09/2019.

/ Baﬁ

M.D.S
Professor & Head of the Dept

Dr. Pradnya

DepSigro&-Stampye Dentisiry tamp
Cov. Hgdd b tiié Deparement Dean/ Principal/ Director of Training Centre
Date:

Training Cenfre Round Seal m .
(GowL Damiel College & Hospi,
D\Office Work\2025-26\LIC WORK for A Y.2025-26\Final folder for C-DAC give info\LIC Proforma_25-26\LIC :\nm sammlz-q



ANNEXURE — «g»

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr. | ~ Particular Information to be filled
' No.
' 01. | Name of the Mentor . | Dr Smita Khalikar
02. | Date of Birth : 30-04-1965
03. | Address - : Government Dental College & Hospital, Ghati

Parisar, Panchakki Road, Dhanwantari Nagar,
Chhatrapati Sambhajinagar, 431001

04. | Tel. No/Mob. No.  p423456600
05. | e-mail id : smitakhalikar@yahoo.com
06. Nationality : lIndian
07. | Qualification in  details : : IMDS Prosthodontics
' (attach documentary proof)
08. | Teaching Experience / Health Sciences: :|YES
Profession Experience
(Attached document proof with signature
of Head of the Institute. Also it is
mandatory to attach  self-attested
Photocopy of the Experience Certificate
- of each Mentor in the Subject of
‘ - concerned Fellowship/Certificate Course)
- 09. | Present Appointment  [Professor
|
1‘L 10. ‘ Publications (List & Proof) ¢ |YES
11. | Post Graduate Teaching experience : 26 YEARS

(Attach documentary evidence)

J 12. ( Any other relevant information

DS - Name & Sign. of Mentor ‘
DL, amita A Lhalika~

For the use of affiliated Training Center:

he criteria of eligibility prescribed by the
P017 (Amended) and University Circular

I have verified the eligibility of the above Mentor as pe
University vide clause no.7 of the University Direction
No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

Sign & Stamp /
Head of the Department rincipal/ Director of Training Centre

Date:

Dean, ,
Hosprat,
Or. Pratinya V. Bansode ”M;h&aﬁnagpr‘
M.D.S
Professor & Head o ot mﬁsam
Dept. of Conservative Dentist
Gowvt. Dantal College & Hospita

DAOffice Work\2025-26\LIC WORK for A.Y 2025-26\Final folder for C-DAC give info\LIC Proforma_25-26\LIC Annexure AtoH
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Information of Mentor of Training Centre
1t shall be verified by the Head of the concerned Training Center,

Sr, Particular Information to be filled
No.
01. | Name of the Mentor : | Dr. Seema D Pathak
02. | Date of Birth :[25-04-1971
03. | Address | warna Residency, Opp. SBI Bank, Samarth Nagar,
L Chh. Sambhajinagar - 431001
04. | Tel. No./ Mob. No. (9850694750
05. | e-mail id - . | seemadpathak@gmail.com
06. | Nationality : [Indian
07. | Qualification in  details : | BDS, MDS
(attach documentary proof)

08. | Teaching Experience / Health Sciences: : |26 Years

! Profession Experience

- (Attached document proof with signature

- of Head of the Institute. Also it is

. mandatory  to attach  self-attested

' Photocopy of the Experience Certificate

' of each Mentor in the Subject of

concerned Fellowship/Certificate Course)

09. | Present Appointment : [Permanent, Associate Professor
10. | Publications (List & Proof) 153
1. | Post Graduate Teaching experience : |26 Years

(Attach documentary evidence)

12.| Any other relevant information H-

AT

Date: - Name & Sign. of Mentor

Y- Seerna D‘\D"“\’\na\Q

For the use of affiliated Training Center:

I'have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

Or. Pradnya V. Bansode
M.D.S

Prafessgr & Head of the Dep!

ﬂf’&gn&g‘@mﬂlw Dentist

GCoH éixd 'of the Pépartment
Date:

Dean/ Principal/ Director of Training Centre
Date:

D\Office Worki2025-26\LIC WORK for A Y 2025-26\Final folder for C-DAC give info\LIC Proforma_25-26\LIC Annexure AtoH -12-
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Information of Mentor of Training Centre
1t shall be verified by the Head of the concerned Training Center,

Sr. Particular Information to be filled

No.
L R
- 01| Name of the Mentor : | Dr Madhuri Ambhure Wavdhane

02. | Date of Birth - 107-04-1973 -

03. | Address | "Tijamata Colony, opp. Union Bank, Paithan Gate,
N L IE——S _|Chh. Sambhajinagar - 431001

04. | Tel. No./ Mob. No. £ 9890053082

05. | e-mailid : |mbwavdhane@gmail.com

06. Nalionala; k : |Indian

07. | Qualification in  details : |BDS, MDS

| (attach documentary proof)

08. | Teaching Experience / Health Sciences: 19 Years
Profession Experience
(Attached document proof with signature
of Head of the Institute. Also it is
mandatory to  attach self-attested
Photocopy of the Experience Certificate
of each Mentor in the Subject of
concerned Fellowship/Certificate Course)

09. ' Present Appointment | Permanent, Associate Professor
10. | Publications (List & Proof) 1| 148
I1. | Post Graduate Teaching experience : 19 Years
|(Attach documentary evidence)
12. " Any other relevant information H-
/\
Date: - Name & Sign. of Mentor

“On.mad oo Amblx\uuu('wm}cn\aw) |

For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

Dr. Pradaya V "an”s‘or?c

Professo!

Dept. O 'gé&stamp
“ra. D Headof the Department
Date:

Sign& Stamp
Dean/ Principal/ Director of Training Centre
Date:

Dean,
re Round Seal College & Hospial,
e antigs

™ . : \\'
I'raining

D\Office Work\2025-26\LIC WORK for A Y 2025-26\Final folder for C-DAC give info\LIC Proforma_25-26\LIC Annexure AtoH
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Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr. Particular Information to be filled

No.

01. | Name of the Mentor o . | Dr. Shirish Khedgikar

02. | Dateof Birth - [20-12-1963

03. | Address . |B-2, Sudarshan Park, Vedant Nagar, Chh.
= Sambhajinagar - 431001

04. | Tel. No./ Mob. No. : (9850055445

05. | e-mail id . - | shirishkhedgikar@yahoo.com

06. Nationality : | Indian

07. | Qualificationin details : : | BDS, MDS

(attach documentary proof)

08. | Teaching Experience / Health Sciences: 1|14 Years
Profession Experience

(Attached document proof with signature
of Head of the Institute. Also it is
mandatory to attach  self-attested
\ Photocopy of the Experience Certificate
‘ of each Mentor in the Subject of
concerned Fellowship/Certificate Course)

j 09. | Present Appointment : | Permanent, Associate Professor
[ 10. | Publications (List & Proof) 1120
( 11. | Post Graduate Teaching experience : |14 Years
| (Attach documentary evidence)
l 12. | Any other relevant information H-
Date: - me & Sign. of Mentor

For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by
the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and University
Circular No. MUHSAJDC/FCCC/736/2019 dated 30/09/2019.

Dr. Pradnya V. BanSode

M [‘ S
P 0
#??ﬁ%?e&,’ﬁiéﬁm onit SpdeStamp
d.of the Department Dean/ Principal/ Director of Training Centre
Date Date:

Training Centre Round Seal  out Dgntal W & Hospital,
Chhatrapat Sgnbhajlnagaf

D:\Office Work\2025-26\LIC WORK for A.Y.2025-26\Final folder for C-DAC give info\l.IC Proforma_25-26\LIC Annexure AtoH
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