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| It is the responsibility of every employee to

In Case of Emergency Form ' inform HR Department regarding any changes.
e 1. GENERAL INFORMATION
| Employee Name:Sak{j Mith sa E Gender: Date of Birth: |&/o! /2001
; IiMQ~ FO
e TR :
} Current Address: Neida .Sector €& City: Neida-  State: U -f
!
TPermanent Address: Vi~ 355{»/\:1 Mighta, Vioad Bl City: Dea¥ia  State: U
dist = Deovia- U PN-23430
Please provide your Family Details (Parents, Siblings, Spouse etc.)

Name: Chandso  Bhuihon MiahTe. i Relationship: fatfheY -

Phone: 93 4244 609% | Address:  Degaia
| Name:  Wivan Dewvi Relationship: p\gthey -
e i

Phone: +51640 492 Yo | Address: DC&"’ io.

|

Name: Amit Humot Midhata Relationship: Biother

Phone: 39 SF604YY403 Address:  Dogsta .

Name: MoK Tiwo Relationship: f3they
e in baw

Phone: 49 @Y 3B 24 4¢ Address:  Degtiar

Name: Relationship:

Phone: Address:

Name: Relationship:

Phone: Address:

Name: Relationship

Phone : Address:

Name: Relationship:

Phone: Address:




-dl)lC A*Y\\-()"" g),\&\\

llome Phone

Name:

Home Phone:

Name:

llomc Phone

: ’\lllorl( Phone:

Plcasun ovicle lhe dct;uls of'my ol your frlcnds

Location:

Nejda

Work I’honL,

Location;

Wm Ik l’hom

o
Profession; C 0’(?9%3

ar Phone;

5344396 35

Prolessmn

(‘cll

Cellular Phone

Location:

Profession:

Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: Am,'-l Kumay  mpwya

Relationship:

A nother -

Home Phone;

Work Phone:

Cellular Phone:

B98I 6040 B
Name: Chondra Bhusdon MAWIA| Relationship: Yodbey
Home Phone Work Phone Cellular Phone:

q3934Y4609%

Preferred Hospital:

Physician's Name

Specialist Name:

Dentist Name:

A 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:

[1. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: [@10S LUNNSE

Date Signed: 2 /3 /2024
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