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To 

 

The Registrar, 

Sri Guru Ram Das University of Health Sciences, 

Sri Amritsar. 

 

Subject: Submission of Thesis Plan 

Sir,  

I am submitting my thesis plan entitled, 

“……………………………………………………………………………………………….’’ 

required in partial fulfillment for the award of ……………………………… in subject of 

……………………………………….. for your kind approval.  

                                                                                                           Thanking you 

                                                                                                                                   

 Yours faithfully, 

                                                                           

 Department of  
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APPLICATION FORM FOR APPROVAL OF SUBJECT OF THESIS FOR M.D. (…..) 

OF SRI GURU RAM DAS UNIVERSITY OF HEALTH SCIENCES, SRI AMRITSAR 

Name of the student (Capital letters) 
 

Enrollment Number 
 

Date of Birth 
 

Permanent Residential Address 
 

E-mail id and Mobile Number  

 

Father Name 
 

Mother Name 
 

Month and Year of Passing MBBS 

Degree 

 

Name of Institute from where passed  

MBBS Degree 

 

Name of University from where passed  

MBBS Degree 

 

Present designation/posting   

Work experience after graduation in 

medical college or non- 

teaching hospital  

 

Date of joining Postgraduate Degree 
 

Signature of Candidate 
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SRI GURU RAM DAS UNIVERSITY OF HEALTH SCEINCES, AMRITSAR 

CERTIFICATE OF FACILITIES AVAILABLE 

This is to certify that facilities for work on the subject of thesis titled 

“…………………..……………………………………………………………………………” 

exists at Sri Guru Ram Das Institute of Medical Sciences and Research, SGRDUHS, Amritsar 

and will be provided to the candidate. We will see that the data being included in the thesis are 

genuine and is collected by the candidate himself/herself under our supervision and guidance. 

The research project has been thoroughly discussed in the Department of …………………… 

  

   

Name and Signature of Head of Department 

  

 

Name and Signature of Supervisor 

  

 

Name and Signature of Co-Supervisor 

  

 

 

Signature of Director Principal 
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DECLARATION BY THE CANDIDATE 

I, ……………………………………..hereby declare that the work embodied in the thesis 

entitled“………………….. ……………………………………………” will be an original 

work carried out by me under the guidance of my supervisor Dr…………………………… 

and Co-supervisors Dr ………………………………….  in the Department of ……………… 

 

 

 

Name and Signature 
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(Name of the Department_______________________________________) 

 

Ref .No:         Dated: 

 

Cost Analysis Form 

 

Certified that the study entitled_________________________________________ 

___________________________________________________________________ 

Involves only such investigations and / or treatment, which are relevant in the management of 

patients and has no extra cost implications to the patient. 

 

Name of candidate:  __________________________________ 

Name of Supervisor:  ___________________________________ 

Name of Co- Supervisor(s): ___________________________________ 

 

    ____________________ 

    Signature of Candidate  

 

 

     

    ____________________ 

    Signature of Supervisor 
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CERTIFICATE OF DEPARTMENT CLEARANCE 

 

 

This is to certify that the plan of thesis ______________________________________ 

______________________has been discussed in the Department of 

_____________________and approved by whole of the faculty of the department. The plan 

writing is satisfactory. 

 

 

 

(Signature, Name & Designation   (Signature, Name & Designation  

of Supervisor)     of Co-Supervisor)   
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APPROVAL PROFORMA 

FOR RESEARCH & ETHICAL COMMITTEE 

SRI GURU RAM DAS UNIVERSITY OF HEALTH SCIENCES, AMRITSAR 

 

Approved : Yes / No     Approved : Yes /No 

 

Chairperson      Chairperson 

Name of candidate 

 

 

Department 

 

 

Topic of Thesis  

Likely date of appearing for PG 

Exam 

  

 

Date of enrollment 

 

 

Name of Head of Department 

 

 

Supervisor 

 

Co-Supervisor 

 

 

 

 

Signature of Members of Research 

Committee with Stamp 

Signature of Members of Ethics 

Committee with Stamp 

1. 1. 

 

2. 

 

2. 

3. 

 

3. 

4. 

 

4. 

5. 
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6. 

 

6. 

7. 

 

7. 



9 
 

 

1.0. Title of thesis:  

The title should be in capital letters. It should be concise, specific and reflect the proposed 

project to be undertaken. Abbreviations should not be used. Scientific names in the title, if any, 

must be written in Latin binomial or trinomial. 

2.0. Introduction (1-2 pages)  

This section should highlight the scope and significance of the proposed project work along 

with the knowledge gaps and objectives of the study under separate sub-heads. Conclude this 

section by stating how the proposal plans t answer the question which should be focused, 

measurable, achievable and precise. 

2.1. Objectives 

3.0. Rationale of the study and Hypothesis  

Significance of the study should be clearly indicated 

4.0. Review of literature 

An up-to-date and comprehensive review of literature indicating history, developments and 

IPR (if any) relating to the topic of the proposed project should be given. 

5.0. Materials and Methods 

5.1. Name and location of experiment 

5.2. Materials to be used along with source:  

This section should mention the details of the work to be carried out under following heads: 

Setting:  

a. Duration of experiment:  

b. Type of study:  

c. Participants:  

d. Sample size:  

e. Formula of sample size calculation: 

f. Inclusion criteria:  

g. Exclusion criteria:  

6.1. Observations to be recorded 

6.2. Statistical analysis 

7.0. References 
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All the references used in preparing the plan of thesis should be listed at the end as per the 

Vancouver style. 

Recommendations and forwarding: 

The supervisor/co-supervisor of the student shall sign the plan of thesis with date and place 

before its submission to the concerned head of Department for transmission to Chairman, 

Institutional Research Committee for processing of plan for approval. 

 

*= Proper consent form duly approved by Sri Guru Ram Das University of Health 

Sciences in a language understood by the participant in the study must be filled and got 

signed by the participant. This must be verified by the supervisor and maintained in a 

file by the concerned department till the results are published. 
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INFORMED CONSENT DOCUMENT (ICD) 

Patient / Participant information sheet 

INFORMATION FOR PARTICIPANTS OF THE STUDY 

Instructions - This is the patient information sheet. It should address the participant of this study. 

Depending upon the nature of the individual project, the details provided to the participant may vary. 

A separate consent form for the patient/test group and control (drug/procedure or placebo) should 

be provided as applicable. While formulating this sheet, the investigator must provide the following 

information as applicable in a simple language in English and Punjabi which can be understood by the 

participant. 

 

- Title of the project 

- Name of the Supervsior 

- Purpose of this project/study 

- Procedure/methods of the study 

- Expected duration of the subject participation 

- The benefits to be expected from the research to the participant or to others  

- Any risks expected from the study to the participant 

- Maintenance of confidentiality of records 

- Freedom to withdraw from the study at any time during the study period without the loss of 

 benefits that the participant would otherwise be entitled 

           

         Signature of the Supervisor:   

         Signature of the participant: 

      

Place: 

Date : 
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CONSENT FORM 

 

Title of the project:  

 

 

Participant’s name:                           Address: 

 

 

 

The details of the study have been provided to me in writing and explained to me in my own language. 

I confirm that I have understood the above study and had the opportunity to ask questions. I 

understand that my participation in the study is voluntary and that I am free to withdraw at any time, 

without giving any reason, without the medical care that will normally be provided by the hospital 

being affected. I agree not to restrict the use of any data or results that arise from this study provided 

such a use is only for scientific purpose(s). I have been given an information sheet giving details of the 

study. I fully consent to participate in the above study.  

 

 

Signature of the participant: ______________________ Date: _____________ 

 

Signature of the witness: ________________________ Date: _____________ 

 

Name and address of the witness: 

 

Signature of the investigator: ________________________ Date: _____________ 
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CONSENT FORM (for participants less than18 years of age) 

Parent/Legally acceptable representative (LAR) 

 

Title of the project:  

 

Participant’s name:                              Address: 

 

Parent/LAR’ s name: 

 

The details of the study have been provided to me in writing and explained to me in my own language. 

I confirm that I have understood the above study and had the opportunity to ask questions. I 

understand that my child/ward’s participation in the study is voluntary and that I am free to withdraw 

my child/ward at any time, without giving any reason, without the medical care that will normally be 

provided by the hospital being affected. I agree not to restrict the use of any data or results that arise 

from this study provided such a use is only for scientific purpose(s). I have been given an information 

sheet giving details of the study. I fully consent for the participation of my child/ward in the above 

study.  

 

Assent of child/ward obtained (for participants 7 to 18 years of age) 

 

Signature of the parent/ LAR: ______________________ Date: _____________ 

 

Signature of the witness: ________________________ Date: _____________ 

 

Name and address of the witness: 

 

 

Signature of the investigator: ________________________ Date: _____________ 
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ASSENT FORM  

(for children above 7 years and below 18 years of age) 

Assent form to participate in a clinical research 

  

Child Participant’s name:                  Date of birth/Age:                                     

  

Parent/LAR’ s name:      Address: 

 

Title of the project:  

 

The details of the study have been provided to me in writing and explained to me in my own language. 

I confirm that I have understood the above study and had the opportunity to ask questions. I 

understand that my participation in the study is voluntary and that I am free to withdraw at any time, 

without giving any reason, without the medical care that will normally be provided by the hospital 

being affected. I agree not to restrict the use of any data or results that arise from this study provided 

such a use is only for scientific purpose(s). I understand that following completion of study as well as 

during publication of the results, confidentiality of my identity will be maintained. I have been given 

an information sheet giving details of the study. I fully assent to participate in the above study.  

 

 

Signature of the child participant :     Date:  

(If child knows to sign/Thumb impression) 

  

Signature of the parent or guardian :                                    Date: 

 

Name and address of the witness : 

 

Signature of the witness  :                               Date: 
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Signature of the Investigator  :                                    Date: 

 

(Assent form should be accompanied by patient / participant information sheet for children in a 

simple language comprehensible to a child of 7-18 years; Language used should be simpler for 

children in the age group 7-12 years compared to children in the age group >12-18 years) 
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शोध अध्ययन में भागीदारी के लिए सहमलि 

 

 

मैं 

..................................................................................................................................................................

.......................................................................................................................... .. 

..................................................................................................................................................................

..................................................................................................................................................................

......................... सभी अध्ययन और प्रलशक्षण काययक्रम को मुझे उस भाषा में अच्छी िरह समझाया गया है लिसे 

मैं सबसे अच्छा समझ सकिा हूं। मुझे अध्ययन में भाग िेने के लिए कोई मुआविा या भुगिान नही ूं लदया िाएगा। 

िब इस शोध के पररणाम समे्मिनोूं में प्रकालशि या चचाय की िािी हैं, िो मेरी पहचान प्रकट करने वािी कोई भी 

िानकारी प्रकट नही ूं की िाएगी। मैं इस अध्ययन से लकसी भी समय और लकसी भी कारण से वापस िे सकिा हूं। 

मैं इस फॉमय पर हस्ताक्षर करके अपने लकसी भी कानूनी अलधकार को नही ूं छोड़ रहा हूं। 

 

 

                                                                                                    प्रलिभागी का हस्ताक्षर 

 

िारीख: 

 

 

िाूंचकिाय का हस्ताक्षर 
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ਖੋਜ ਦੇ ਅਧਿਐਨ ਧਿਚ ਧ ਿੱਸਾ ਲੈਣ ਲਈ ਸਧ ਮਤੀ 

 

ਮੈ____________________,________________ਦਾ..ਬੇਟਾ _____________________________________

____________________________________ ਦਾ ਨਿਵਾਸੀ ਇਸ ਨਵਚ ਨ ਿੱਸਾ ਲੈ ਨਿ ਾ  ਾਾਂI ਖੋਜ ਅਨਿਆਸ ਦੀ ਸਵੈ-

ਇਿੱਛਾ ਿਾਲ, ਅਤ ੇਇਸ ਤਿ੍ਾਾਂ ਕਿਿ ਦਾ ਮੇਿਾ ਫੈਸਲਾ ਨਕਸੇ ਵੀ ਤਿਾ ਿਾਲ ਇਸ ਸੰਸਥਾ ਨਵਿੱਚ ਮੇਿੇ ਇਲਾਜ ਿ ੰ  ਪ੍ਰਿਾਵਤ ਿ ੀ ਾਂ 

ਕਿੇਗਾǀ ਪ੍ ਿ ੇਅਨਿਅਿ ਅਤ ੇਇਸ ਦੀਆਾਂ ਪ੍ਰਨਕਰਆਵਾਾਂ ਿੇ ਮੇਿੀ ਿਾਸਾ ਦੀ ਚੰਗੀ ਤਿ੍ਾਾਂ ਨਵਆਨਖਆ ਕੀਤੀ  ੈ ਜੋ ਮੈਂ ਸਿ ਤੋਂ ਚੰਗੀ 

ਤਿ੍ਾਾਂ ਸਮਝ ਸਕਦਾ  ਾਾਂǀ ਮੈਂ ਸਮਝਦਾ/ਸਮਝ ਦੀ  ਾਾਂ ਨਕ ਇਸ ਪ੍ਰਨਕਨਿਆ ਨਵਚ ਜੋਖਮ ਕੋਈ ਿ ੀ ਾਂ ਜਾਾਂ ਘਿੱਟੋ ਘਿੱਟ  ਿǀ ਮੈਿ ੰ  ਅਨਿਐਿ 

ਨਵਚ ਨ ਿੱਸਾ ਲੈਣ ਲਈ ਕੋਈ ਮੁਆਵਜਾ ਜਾਾਂ ਿ ੀ ਾਂ ਨਦਿੱਤਾ ਜਾਏਗਾ ǀ ਜਦੋਂ ਇਸ ਖੋਜ ਦੇ ਿਤੀਨਜਆਾਂ ਿ ੰ  ਪ੍ਰਕਾਨਸਤ ਕੀਤਾ ਜਾਾਂਦਾ  ੈ ਜਾਾਂ 

ਕਾਿਫਿੰਸਾਾਂ ਨਵਿੱਚ ਨਵਚਾਨਿਆ ਜਾਾਂਦਾ  ੈ, ਤਾਾਂ ਮੇਿੀ ਪ੍ਛਾਣ ਪ੍ਰਗਟ ਕਿਿ ਵਾਲੀ ਕੋਈ ਵੀ ਜਾਣਕਾਿੀ ਪ੍ਰਗਟ ਿ ੀ ਾਂ ਕੀਤੀ ਜਾਵੇਗੀ 

ǀ ਮੈਂ ਨਕਸੇ ਵੀ ਸਮੇਂ ਅਤ ੇਨਕਸੇ ਵੀ ਕਾਿਿ ਕਿਕੇ ਇਸ ਅਨਿਐਿ ਤੋਂ ਵਾਪ੍ਸ ਲੈ ਸਕਦਾ  ਾਾਂ ǀ ਮੈਂ ਇਸ ਫਾਿਮ 'ਤੇ  ਸਤਾਖਿ ਕਿਕ ੇ

ਮੇਿੇ ਨਕਸੇ ਵੀ ਕਾਿ ੰ ਿੀ ਅਨਿਕਾਿ ਿ ੰ  ਿ ੀ ਾਂ ਛਿੱਡ ਨਿ ਾ l  

ਗਵਾ  ਦੇ  ਸਤਾਖਿ                                                       

             ਅੰਗ ਠI ਿਾਗੀਦਾਿ ਦੇ  ਸਤਾਖਿ/  

ਅੰਗ ਠI / ਗਵਾ  ਦਾ ਿਾਮ:                                                                              ਿਾਗੀਦਾਿ ਦਾ ਿਾਾਂ:  

   

  ਤਾਿੀਖ:                                                                            

 

 

 ਜਾਾਂਚ ਕਿਤਾ ਦੇ  ਸਤਾਖਿ:  


