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It is the responsibility of every employee !0

In Case of Emergency Form inform HR Department regarding any changes.
I. GENERAL INFORMATION

Employee Name: 3-R-JayarAJu Gender: Date of Birth:

ME~ FO 24 - 0l -1992
Current Address: /g9 J Abivami Naga% chinmmpalage City: poiladyi - State: {
) korala Saajam back gide s Pollachi-bi2eol, Taml Tam’!
Permanent Address: City: State:

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

—

Name: R- S RaTA

Relationship: father

Phone: q‘_rlfag:lze,sz_

Address: (/gq I Abwami Nagqay, chinnampbgs
Kerala samajam laeRside, Polacht 642001

Name: Q.5- SunpARi

Relationship:

mothey

Phone: Quyay 29 bh2L

Address: !/gq J Abiami Nagar, ¢hinram paigm
kerala Samajam backsds, pptlachi- 64300

Relationship:

Name:

Phone: Address:

Name: Relationship:
Phone: Address:

Name: Relationship:
Phone: Address:

Name: Relationship:
Phone: Address:

Name: Relationship
Phone Address:

Name: Relationship:
Phone: Address:



https://digital-camscanner.onelink.me/P3GL/g26ffx3k

Please provide the details of any of your friends

= Taied o ke
Home Phone: Work Phone: Cellular Phone:
Q8QLY 62128

Name: Location: Profession:

brovtham BaBu T B Bitss seds
Home Phone: Work Phone: Cellular Phone:

Qpo3t 62599
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:
IN CASE OF EMERGENCY PLEASE CONTACT

Name: Relationship: Fathey

R-$-Raja

Home Phone:

Work Phone:

Cellular Phone:
Ay 3g 22652

Name:  1q phir vel

Relationship:

"FriCHC{

Home Phone

Work Phone

Cellular Phone:
9Q9qug 62729

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:

I1. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signatu re:q @2“\_\\2.{

Date Signed: 2 3-02- 207
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Medical Insurance Nominee Form

Name:

Q- R JayaRaty

ICICI Account No.(if you have)

Pan card No: ALONP ) hbSLL
Your Date of Birth: 24 - pl- 1992
Nominee; ﬂ g RﬂJ A
Relationship with nominee: Jather
Marital Status (Single/Married): Maryic d i

If married please mention the below mentioned details;

Wife/Husband’s Name:

L. 5 bundari

Date of Birth:

25- 06 1966

Age:

50

Gender:

Feralo.

Child1's Name:

Date of Birth:

Age:

Gender:

Child2's Name:

Date of Birth:

Age:

Gender;
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