
Title : ............................. First Name : .................................................................................... Last Name : ...........................................................................
(PLEASE	FILL	IN	CAPITAL	LETTERS	AS	TO	APPEAR	IN	THE	CERTIFICATE)

Designation : ........................................................................................................... Department : ...........................................................................................

Hospital / Institution : .................................................................................................................................................................................................................

Mailing Address : ............................................................................................................................................................................................................................

City :.......................................................... State : ................................................. Pin Code : .....................................  Country : ..........................................

*E-mail : .............................................................................................................................................................................................................................................

* Mobile : ................................................................................................ Tel No Res / Off : .......................................................................................................

For	Office	use	only	:	Receipt : Date : Reg No  :
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Registration	Category:	

SECRETARIAT	OFFICE	:

Prof.	Rohit	Saxena

Room no 377, Dr. Rajendra Prasad Centre for Ophthalmic Sciences 

All India Institute of Medical Sciences, New Delhi, India 110029

Phone: 91-11-26593182 | Email: secretariat.inos@gmail.com

Conference Manager:

Please send the duly filled registration form and DD/Cheque (NEFT/Cash deposit receipt) at the below 

mentioned secretariat address 

Registration	details																				Amount

Conference

  

 : ________________

   

Payment	Details

Cheque/DD/NEFT/Cash : _________________________________  Date: _____________

Drawn on Bank  : _______________________________________________________________

Branch     : _________________________________________________________________________

Amount in words : _____________________________________________________________

Date:                                                                            Signature

   Mode	of	Payment	:	

• At Par Cheque/DD to be drawn in favour of “INDIAN	NEURO	-	OPHTHALMOLOGY	SOCIETY ”	payable at New	Delhi.  

 : ________________  Total 

*	If	registering	under	membership	category,	please	mention	your	membership	number	............................................................................

NOTES: These	Fields	are	Mandatory.		*	

Category

Faculty

Member Delegates

Non-Member Delegates

Residents
Optometrist

Accompanying person

International delegate

Accompanying person: 
International

Early bird
(15th July)

INR 5000

INR 5500

INR 6500

INR 3500

INR 3000

INR 3500

USD 200

USD 150

Regular registration
(15th August)

INR 6000

INR 6500

INR 7500

INR 4000

INR 3500

INR 3500

USD 250

USD 150

Late
(15th Sept)

INR 7000

INR 7500

INR 8500

INR 5000

INR 4000

INR 4000

USD 300

USD 150

Spot

INR 8500

INR 9500

INR 10500

INR 6000

INR 5000

INR 5000

USD 400

USD 200

Exclusive GST 18%

2-4 October 2026  |  AIIMS, New Delhi

13th Conference of
Asian Neuro Ophthalmology Society

8th Annual Conference of 
Indian Neuro Ophthalmology Society

in association with

Cancellation	&	Refund	Policy
No refunds will be given on cancellation of registration. 
However, registration can be transferred to a 
candidate who has not registered till that point of 
time after due approvals.


