[

In Case of Emergency Form

It is the responsibility of every employee to
inform HR Department regarding any changes.

I. GENERAL INFORMATION

—

—F,mployee Name: QNKIT SINGH | Gender: Date of Birth: 7_'1\‘1|2001
MM~ FO
Current Address:  No\da 9,9(+37 62 City: Nojda  State: UP

Yusbuanogon s up 27207

FPermanentAddress: Wod €, Po\ﬂMOMﬂO\H, Hoto s

City: Kvgwmdetate: VP

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

Name: Nipbu ] Qb h?re,

Relationship: B'}o‘Hr\QYI

Phone: 993500%41<"

Address: Wed €
Cerdui V\Qﬂom )

Pageoonagan , Kadas
up

Name: Mwaa Doy

Relationship: Mothen

Phone: 9§ 120999%)$

Name: Raujouy  Pumon  Qiogle

Address: Nord g, P sranoQay) ,Hata,
hsliagon  0p?

ve- B
Relationship: Frdhen

Phone: £2QQ 639365~

Address: \Wosrd § fﬁww,ma\,

Puybicogan , bf-

Name: Relationship:
Phone: Address:

»Name: - Relationship:
Phone: Address:

Name: Relationship:
Phone: Address:

Name: Relationship
Phone - 7Address: N
Eme Relationship:
Phoir;(i‘:“r - o Address:




Please provide the details of any of your friends

Name: /qnl’u'r gihé L Location: Profession:
4 [etede poida, | Shdot
Home Phone: 1S18529%488 Work Phone: Cellular Phone:
Name: Qoket MMislaa Location: Profession:

K Noialo Sectrs 62 Engrineey
Home Phone: %6&06;{\ cg Work Phone: Cellular Phone:
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:

_IN CASE OF EMERGENCY PLEASE CONTACT

Name: N',pl,q, g~,,~gp Relationship: B%FH’\Q}'\

Home Phone: 9935'00«34_,5—- Work Phone: Cellular Phone:
Name: Relationship:
Home Phone Work Phone Cellular Phone:

Preferred Hospital:

Ph;/sitian'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 Signature: M*_ 97\: Date Signed: H‘[Oé,”f*
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