KAHAMA COLLEGE OF HEALTH SCIENCES

E-mail: admin@kachs.ac.tz P.0.BOX 424
info@kachs.ac.tz KAHAMA
Cellular: +255 766 640 531 SHINYANGA

+255 683170 921
Website: www.kachs.ac.tz

APPLICATION FORM FOR ACADEMIC YEAR 2024/2025
STUDENT PARTICULARS:

Name of Student:

Birth Date: / / Sex: Male D Female D
Address (P.O.Box)
Phone Number: Email Address:

Physical Impairment (if any)

PLACE OF DOMICILE:

Region District

EDUCATION BACKGROUND:

Primary School Name:

Secondary School Name (O’LEVEL):

Secondary School Name (A’LEVEL):

INDEX NUMBERS (eg.S0000/0021/1997)

FORM FOUR: FORM SIX:

PARENT/ GUARDIAN OF STUDENT DETAILS

Name of Parent/ Guardian:

Relationship (e.g. Father, Mother, Sister, Uncle etc):

Phone Number: Email Address:

District of Residence Region of Residence

PROGRAM SELECTION:

DECLARATION: Signature:
| declare that the information
I have provided above is correct to the best of my
knowledge and any legal decisions can be taken upon me .
in case the information provided contains forgery.




