It is the responsibility of every employee to
In Case of Emergency Form inform HR Department regarding any changes.
I. GENERAL INFORMATION
Employee Name: Gender: Date of Birth:
ALOK SINVGH KUSHWAHA [ME~ FO $0)03) 4939
Current Address: City: State:
Permanent Address: /- PA RAMANVAAD PUR, R MMVPURCity: State:
D- Oz poR, S~ U-P., Pin-233305 CGHAZIPUR U P
Please provide your Family Details (Parents, Siblings, Spouse etc.)
Name: pAN N A SINUGIH KOSHWAHA Relationship: FATHER]
Phone: 99 ]%9 1627 2 Address: V- PAR M ANAN D PURP- -MANRUR_
D-UYAZIPULR LP-
Name: 3A™M L ESH KLUMAR MALVRY a4 Relationship: R ROTHE R
Phone: J0O6¥ R1goho Address: V- PARMANAND POR, P-TYAN PUR
D'mHﬂsz’Dp, UP 2
Name: ANITYAN - Relationship: ¢y =
N UTNEE RusHWAHA- SISTER|
Phone: @604 3222 3| Address: V- PARMANAND POR, P-mMAN AUR.
P11 H2JI PUVR up.
Name: PR AMCHAN DRA KuHWA HA Relationship: RRoTHEPR|
Phone: $4230422799% Address: V- PARMANANDPIR ,P-MANPOR
D-U1HAZ2IPOR LP-
Name: YINOD KUSHWA HA Relationship: MAMA I3
Phone: 36 @302 64 Jo Address: VAP — S ASDEV pUR , D-UHAZTROR
vpP
Name: Relationship: -
Phone: Address:
Name: " | Relationship
Phone Address:
Name: Relationship:
Phone: Address:




Please provide the details of any of your friends

Name: Location: Profession:
RANUL YAPAY | 5anpapoR. | COLTIVATE

Home Phone: Work Phone: Cellular Phone:
1305549 (447

. Ty e

Home Phone; Work Phone: Cellular Phone:

396403524
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:

IL. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: A_on }zn‘l‘\’lo}’h Date Signed: 13 o909 4




