In Case of Emergency Form

It is the responsibility of every employee to |
inform HR Department regarding any changes.

I. GENERAL INFORMATION

Employee Name: Gender: Date of Birth:
Mo ow d hewry M FO 27 /08 |2008
Current Address: = City: State:
M-U2, Sechor 66 , Noido- Norda U-P.
Permanent Address: City: State:
3710/ JRB/ 153 /32, Jaiwom Ba,qk,,lf)aqalbo.a\\,a"m Aqro. v.pP.
Please provide your Family Détails (ijaréﬁts,‘siblinévs, Spouse etc.)
Name: ‘ Relationship:
Kheojon Singh _Fathen
Phone: v Address:
A 63115390| 370 8B / 153 /32, Jaivam Bagh
Name: ‘ Relationship: V
Koishna.  Dew| : ] Mo e
Phone: Address: _
~ q45%20404) 210 | JRB 153 [ 32, Toivam LBagh
Name: . ' Relationship: v
Monvi Cb\auc)‘\asﬂd i ‘{ Sisteor
Phone: Address:
G 6345060\ 2 3 [TRB ) 163/ 32, Joi vam Bogh
Name: Relationship:\j
Phone: Addr;ss:
Name: | Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:

@ Scanned with OKEN Scanner



Please provide the details of any of your friends
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:
Name: Location: | Profession:
Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: Relationship:
Khojan  Singh father~
Home Phong: \} Work Phone: Cellular Phone:
Q§s1504904)
Name: Relationship:
?ome Phone Work Phone Cellular Phone:
| Preferred Hospital:
Physician's Name Specialist Name: Dentist Name:
Phone: | Phone: Phone:

List all medications that you are taking (prescription and over the counter). If necessary

include the reason of medication:

NGV\Q,

al information such as

i rgies to medicine, food or other allergens, and any medic
List allerg ! g al need to be aware of,

physical impairments and assistive devices, that emergency person
attach documentation is necessary:

None
1. SSGNATURE AND CONSENT FOR EMERGENCY MED;CcALsT?;:TMENT
i i ate di 5
imployee Signature:  frau o O‘lg-o D 20 'L{
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