It is the responsibility of every employee to
In Case of Emergency Form inform HR Department regarding any changes.

1. GENERAL INFORMATION

Employee Name: Gender: Date of Birth:
NARENPRA kosywAH |MB  FO 29-08 - K000
Current Address: ({4 6/')-6 I Nacwr Glulke, | City: AG&Q State: U

RopLrn AGeA UP-28007+

Permanent Address: «{u R]261 ~NAGNLA (luca@ City: Ny e - State: () P
RoDLn AqeH UFP -82007F
Please provide your Family Details (Parents, Siblings, Spouse etc.)

Name: Relationship:
Nr BTHaRT LAL EUSHWAR Pt el
Phone: Address: U B[261 NAC LA GULRE
1013 s 1Qeto
+ A BopLR, Lmrh WP~ 800 %
Name: (;yopDY D cve Relationship:
NoTHER
Phone: Address: UM %[26 | N AaeUr Clulh e
AFEA LRI Y2 %ooLn , AMtiep , UP- 2820073
Name: RO WIT lCﬂSH w R—H Relationship:
BRoTHER
Phone: A36094 3492 Address: WU B [26] NG LA (uLpe
RoolA | AthR A 0P—21R200 Y
Name: VITVUkEESH FUSHLnH Relationship:
AROTHER
Phone: Address: YU R [261 NAG L
AFCc09E£83
4= GuLAe Lontr, AxRA UP-282 007

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: Location: Pro?ession:
ROWIT SHAREMA Not DA Employee
Home Phone: Work Phone: Cellular Phorvle:
FoRBEOASTUS
Name: Location: Profession:
PONEET FOMAR SHALMA | orof EMPLOYEE
Home Phone: Work Phone: Cellular Phone:
AE34R029F
Name: Location: Profession:
VINECT solmvkd AGRA STopenNs T
Home Phone: Work Phone: Cellular Phone:
02T “ayBuK

IN CASE OF EMERGENCY PLEASE CONTACT

Name: Relationship:
BIHARE L. EUSHLWA R FATHER
Home Phone: Work Phone: Cellular Phone:
Fol3-519830
Name: Relationship:
ROHIT SHARMA FRTITEND
Home Phone Work Phone Cellular Phone:
F0d8€0qs s
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:

I. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: - Date Signed:
(Nt S2-Feb 2023




