e RN, -“ﬁ ‘m"__\*m e IR SR S AR LT

\__*A‘__ﬁ__ﬂ_ B

In Cq s ) 1t is the responsibility of every employee to
°¢ ofEmey gency Form inform HR Department regarding any changes.
L. GENERAL INFORMATION
Employ ) ~
bloyee Name. M AN Tock I MAR Gender: Date of Birth: _ )7 /v /1773
El\ M & FO ]
Irr : P
ﬂol,?:»ﬁddlessz o= RHAIPA 1AL CHoN YD City: State:
p $9. Psfruxn , mper. THOR, Pin-8s91ey|  /ATTHAR _ BIMAA. |
el manent'\Address: /6 - ”7617{,@% /\’/a'f«/ﬂ/ City: State:
- khqp,A_ chand ,Posamesy S Falka Rarinar. — RBIHHR
H}anily Details (Parents, Siblings, Spouse etc.)
\9‘? VRORY Ku MAOR Relatlonshlpz/)9/@)7771’6)Q
Phone;
"8§39ar 20474 Address: a7 1pnrrn 1AL ClanD
Nan PO-SAMELT, Poi- fairsg, DIsT—enrTHAR BIHAR.
1€e:
€ MAanEsH JVANDAL Relationship:pATH E&
T e 9 Address: A7- K/JATRA LAL <h D
= PO- SAMELT, PS5 —frujen DT kATIHAL.
ame: \D.TAEEP KUMAR MANIAL. Relationship:
BsbHer -Fr- )auvd
Phone: -
Address: A7 — Rg 7, P00 - fadwa
79 Sov 0 h1pans, -0 -fKa
Sov3Fsos LS KAD WA .DLW'%:@?.THF)K
Name: /’910 AN KU /Y)/)& Relationship:
BROTHER JN-L 0
Phone: 980116 40@4 Address: A7- g,gfpulq} PO-Shripar
LS~ Bhawan puy—, DI 7- PURNT R ~854.2bc
Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:




Na.——— Please provide the details of any of your friends
L /QI;J‘[:g V. RANIAN Location: Professi‘on: )
H PR L KAT T HPR(BIr)  ENFineey
ome Phone: Work Phone: Cellular Phone: .
- 797932235
ame: 2RH¢p Hon: fession:
PN Kumpa Location: Profession:
R Yhpyv RANCHT EnQInEER
Home Phone: Work Phone: Cellular Phone:
v 9307291342
ame: ‘ i
RT 7L/ y oV Location: Profession: i
(o= 7 RRe MumzAs | EnaivEER
Home Phone: Work Phone: Cellular Phone: e
8340710675
IN CASE OF EMERGENCY PLEASE CONTACT
Name: Sqveagy kvmpa R Relationship: 3 Ro7#E£R
.
Home Phone: B340 24 §2 51_/ Work Phone: Cellular Phone:
— 7632199 9-/3¢ 743) 994794
Name: RATEEV RANTAN PA7E Relationship: S RFE MD
Home Phone Work Phone Cellular Phone:
7979323235
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:

II. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: MG%O% Kuray Date Sgggefo 5 /2027




