| In Case of Emergency Form

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

e nlaran: Vo

employee .to

I. GENERAL INFORMATION

Employee Name: Gender: Date of Birth:
RAKESH ShRmp M®  FO 2lje3[3- |
| Current Address: K Shna villa, P pont-meni— City: State:
Ke Shofu Kot kotse _ INB -
Permanent Address: VI + POSF - )< atou na, City: State: gqp}fm
Nalena - 80K/20 BTHPRsHaL € —

Please provide your Family Details (Parents, Siblings, Spouse etc.)

I Name: BAENDANA kUM BEL

Relationship: INEC FE

Phone: Q5211 by 2 379

Address: V') 4 Pigd- - Kafou no

Nodenpla, » R’.Llﬂ"r" gesl30
Name: Relationship:
NPAWwaL PRASAD (nHnlma B Fadren:
Phone: ¢ - Address: V1')| £ PoSt- 5 J<afa 4 vg
i
AL34K£062 6 Nalanolg, Rglos

Name: ot Relationship:

RovnT S honkay  SHog RBrotieh -
Phone: &5 :; 652 3355 Address: "r"ljf; Wqé—g—v'c. Cote

Pasnerct h., , Drowm bad, Th

Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:




Please provide the details of any of your friends

\Name: BMIT <M Al Location: Profession: V £ L - EY\%J?

I ~
Ny o (;T{Vtv ‘ (SDQI)
Home Phone: . . Work Phone: Cellular Phone:
BREL L5560 9 G866 18664
Name: M YONK ke UMAL| Location: Profession: ob
\ - v ﬁbul"?m J :
Home Phone: Work Phone: Cellular Phone:
394066)2469 |
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:
l IN CASE OF EMERGENCY PLEASE CONTACT
* Name: ROomolama K Uios | Relationship: b\D\"«%e '
Home Phone: 9534 0%2733% Work Phone: Cellular Phone:
AR2Y S0 6262
Name: Nolded Pryo Soef Relationship: (=0 Jaen -
L holpeg
|_Home Phone - . Work Phone Cellular Phone:
A524 806262
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:

List allergies to medicine, food or other allergens, and any medical information such as
physical impairments and assistive devices, that eniergency personal need to be aware of,
attach documentation is necessary:

I1. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: QW Date Signed:
r 3 6] 62 202>




