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

I. GENERAL INFORMATION

Employee Name:\fqy\sh Klamon kcchw[) Gender: Date of Birth: 30/ 0S , 200/}
M FO

Current Address: City: State:

Permanent Address: 10, Medwipun, Posy KU«“JW’“ ' City: Kmpw1 State: P

Mahana ) pun, Kanpun Nuqust, 0§

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

Name: M. Shyemu KlimoJ1 Kashyap Relationship: ‘Pﬂdhm
Phone: Address:qO,MQd&ﬂpw\; pOS]l kU-Q?O.OVI
053109 3¢ Maostey punt_, Kempun Negew, P
Name: \) ;H n Kumaost KC!-Sh‘/O p Relationship? 5o then
| Phone: Address: 70, Maclen PR, Posd; K"JB‘Z@V‘

I LSYA U3y Mahosey] pus , Kem pun negan , ) P

Name: M)‘\~ 8th_i \emly‘m Kum Re]ationship:Cou_g1 N

Phone: (301 6—‘}2—584 \ Address: c“D, Mmd@—\puj\ ) HUV\V\W‘C&

Kempun, Vegen , UP

Name: Relgtionship:

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: Sy bh am Mewur La

Location: NOTo’Q

Profession: éng; neen

Home Phone:Y Io3soylo Work Phone: Cellular Phone:

Name: ROWMOM S\TE\-\ Location: Kemf) L Profession?Bank €np s yee

Home Phone: §3QF-UGL67F L Work Phone: Cellular Phone:
707]980 226

Name: Location: Profession:

Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

: 5 N
Name: W\?‘\Sh‘f ermi Kumman KCG”II{QP Relationship: ,}{&hm
Home Phone: Work Phone: Cellular Phone:
1305316236
Name: N \Hn Kumon qu[/\uq p | Relationship: “RroHen
Home Phone Work Phone Cellular Phone:
91T WUy
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:

\Jowh.

Date Signed:
0 S \oR| 202y

A




