It is the responsibility of every employee to
In Case of Emergency Form inform HR Department regarding any changes.
I. GENERAL INFORMATION
Employee Name:Rakesh potale Gender: Date of Birth:
MA  FO
Current Addreggh floor,604 shiv heights,nemade galli,old | City:Thane  Stafg., - chie
dombivali,421202
Permanent Address:at kashene post talashet taluka CityMangaon State:
mangaon raigad 402112 Mahargshtra
Please provide your Family Details (Parents, Siblings, Spouse etc.)
Name: Sandesh hariram potale Relationship: ¢ ..
Phone: 8928273181 Address:6th floor,604 shiv heights,nemade galli,¢ld
dombivali, 421202
Name: savita sandesh potale Relationship:
Mother
Phone:  gocrai673 Address:gip fi00r,604 shiv heights,nemade galli,ald
dombivali 421202
Name: Samir sandesh potale Relationship: Brother
Phone: 8655817673 Address:
Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:



Guest
Rakesh potale

Guest
6th floor,604 shiv heights,nemade galli,old 
dombivali,421202

Guest
at kashene post talashet taluka 
mangaon raigad 402112

Guest
Thane

Guest
Maharashtra

Guest
Mangaon

Guest
Maharashtra

Guest
Sandesh hariram potale

Guest
Father

Guest
8928273181

Guest
6th floor,604 shiv heights,nemade galli,old 
dombivali,421202

Guest
savita sandesh potale

Guest
Mother

Guest
8655817673

Guest
6th floor,604 shiv heights,nemade galli,old 
dombivali,421202


Guest
Samir sandesh potale

Guest
Brother

Guest
8655817673


Please provide the details of any of your friends

Name: Sagar karkare Location: pyne PrOfeSSio%oﬁware engineel

Home Phone: Work Phone: Cellular Phone:
8459026835

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:
Home Phone: Work Phone: Cellular Phone:
Name: Relationship:
Home 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:

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,

attach documentation is necessary:

II. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: .l'.-l;lllg[ﬂ_li:\_,___,

Date Signed: 55042023

-


Guest
Sagar karkare

Guest
Pune

Guest
Software engineer

Guest
8459026835




