I | 7 It is the responsibility of every enﬁi@éé_ to
‘ n Case of Emergency Form inform HR Department regarding any changes.
[ L. GENERAL INFORMATION
| Employee Name: <R TSHN A Gender: Date of Birth: 24 -01-2003
KAUSH I K M&- FO
Current Address: M-Y4Y2 = Seqan 66 City: NOTDA State: U P
Permanent Address: > I_Vﬂ KHNOD BHANOAR, City: AR State: U P

SHAMASABAD RORD, FA TEHABAD, AGRA (UP)
Please provide your Family Details (Parents, Siblings, Spouse etc.)

Name: SUBHASH KAUSHTK Relationship: FRTHER
Phone: 92190323833 Address: . FaTEHABAD , ACRA (UP)
Name: MALTT KAUSHIK Relationship: MOTHER

Address:  FATEHABAD , AGRA (UF)

Phone: g9194,72833

Name: \| INEET KUMAR Relationship: BROTHER

Phone: 2379735728 Address: FATEHABAY , R xR (up)

Name: G.. ONTIND KAUSHTK Relationship: (3R THER

Phone: 9%19yy 224377 Address: FATEHABRD | AGRA(UP)

: PRATIKSHA  KAUSHT Relationship: § j{Laq
Name: PRAT IK K Bl g
Phone: 89233 1Y SsY Address: FaTEHABAD (A (hRA)
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
. |

Phone: Address: l//




—-- e —— —

~ Please provide the detalls of any of your friends

——

List all medications that you are taking (prescription and over the counter). If necessary
include the reason of medication:

|
e —
Name: MANAV CHAVLDHARY Location: poypa | Profession: Sofpuare ‘

[*&,_ | n,guw-, |

| ——— . - |

' Home Phone: Work Phone: Cellular Phone: ’

L_‘ 4553509041

H Name: CHANDORESH MAMHIR Location: NOT() A | Profession: '

- GEngies

Home Phone: . Work Phone: Cellular Phone:

i - 7017854599
Name: HARCH PRATAP Location: Norpf | Profession: - o, Enginass
Home Phone: Work Phone: Cellular Phone: '

| 948682264

IN CASE OF EMERGENCY PLEASE CONTACT

Name: O‘ ONINO KAUSHIK Relationship: (R0 THER '

' Home Phone: Work Phone: Cellular Phone:

| 9INIYYy2267 |

[ Name: SURHASH KAUSHIK Relationship: FATHER 1

i 1

' Home Phone Work Phone Cellular Phone: g

92190223833

Preferred Hospital:
Physician's Name Specialist Name: Dentist Name: i
|
Phone: Phone: Phone: )
N
l
|

List allergies to medicine, food or other allergens, and any medical information such as ‘
physical impairments and assistive devices, that emergency personal need to be aware of,

i
attach documentation is necessary:
l

I. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT
Employee Signature: ﬂwn a Date Signed: 02 - 03- 2026
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