. It is the responsibility of evcry?mp_loyté o
In Case of Emergency Form inform HR Department regarding any changes.
. GENERAL INFORMATION . .

Employee Name: M AN TILAN PAN Ii.;}dender; » Date of Birth: ]q./llms{:
Current Address: PLAT Nu: 20!, SBTIRIS ApATMENT City: RENGAWRState: (¢ ARNFTBCA
FRiEnpS LAYOST, SBEhEHNUT, K-RPorAM - Sboo\ty

Permanent Address:  ¢pME AS CORPRENT ADPRESS City: State:

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

Name:  @TnpHUJA Relationship: ¢poJUsE
Phone: 4q 40910094 Address: SAME AS (UPLLENT JADPRESS
Name: ANANDAZAT Relationship: FATHER
Phone: 9@y 24086L Address: spMe AS (CRAENT Avopress
Name:  \p\ AN MBAL Relationship: pqsTHER
Phone: @89 €11 63 46 Address: SAME  AS (URRENT PopREsS
Name: Relationship:

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

. Location: Profession:
i 2 PogRo e BENIALURY EnLINEEL
Home Phone: Work Phone: Cellular Phone:
94248 48504
Name: WY RED Location: Profession:
st 2 RENUWAWRY Qs ENAUPILER
Home Phone: Work Phone: Cellular Phone:
a9 256 61657
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: 5‘1:”9”05“

Relationship: SPO VS E

Home Phone:

Work Phone:

Cellular Phone:

G 1 o A

Name:

Relationship:

Home Phone

Work Phone

Cellular Phone:

Preferred Hospital:

Physician's Name

Specialist Name:

Dentist Name:

Phone:

Phone:

Phone:

include the reason of medication:

List all medications that you are taking (prescription and over

the counter). If necessary

attach documentation is necessary:

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,

Employee Signature: o ——=\= o o—

II. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Date Signed: 26/o S /2025




