
ALL CACHAR RETAIL & WHOLESELLERS ASSOCIATION 
Tel.: 03842 356529   H.Q. SILCHAR            ONLINE 

                                              

Application Form For Membership 
 

 

 

                                      

             We are interested to enroll our name as a member of All Cachar Medicine Retail & 

Wholesellers Association. We shall abide by all the rules and regulations of the Association 

now prevailing and amended from time to time and shall also follow all the directives of the 

Association. Necessary information regarding our service are furnished below: 

 1. Name & Style of the firm (Block Letter)     : ........................................................................... 

 2. Address        : (a)      Shop : ..................................................................................................... 

                (b)      Residence : ............................................................................................. 

 3. Telephone / Mobile No.    : .................................................................................................... 

 4. GRN / GST / PAN                  : ................................................................................................... 

 5. Blood Group                         : ................................................................................................... 

 6. Drug Licence No. With category of Licence  : ........................................................................ 

     (Photo Copy of Licence is to be attached) 

7. Whether Proprietory / Partnership Firm  : ............................................................................. 

8. Name of the Proprietor / Partners / Directors : ..................................................................... 

9. Name of the person who shall represent : ............................................................................. 

     the firm in the Association  

10.  He / She shall be Proprietor / partners/ Director : .............................................................. 

       or Member of the family of owner and not and  

       employee of the firm.                                                                                                                             

11. Whether wholeseller or retailer (if wholeseller, : ................................................................ 

      Specify the name of the Company / Companies 

      of which you  have obtained the stockistship) 

12. Date of Commencement of Business  : ................................................................................ 

13. Recommended by : .............................................................................................................. 

14. Name of the firm with address : .......................................................................................... 

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

 

DECLARATION 

         I do hereby accept the membership of the Association by providing aforesaid 

information and also abide the rules that after accepting membership I will not file any case 

or proceeding against any existing member without prior permission from the Governing 

body. After observing all formalities if any case or providing starts, the wrong doer member 

cannot hold any post of office bearers except his / her membership will be continue for 

interest of the Association. Further, a member can leave the aforesaid Association with 

service of 30 (Thirty) day’s prior notice to the Governing body of the Association and 

acceptance of the notice  

Affiliated with CDAA 

To 

The Honorary General Secretary 

All Cachar Medicine Retail & Wholesellers Association 

Ambicapatty, Silchar – 788004, Cachar, Assam 

 Photo 

Yours Faithfully 

 

Signature With Seal 
Seal 

Signature 


