In Case of Emergency Form

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

1. GENERAL INFORMATION

Employee Name;

R-MUNIYAND|

Gender:
M

FO

Date of Birth:

08111994

Current Address: |b¢ EASTSTREET MIDDLE LANE
THIRUPARANKUNDRAM MDEO20s

City: State:
MAoURAI TRHIL -,

Permanent Address: |bC EASTSTREET MippLLLANE
THIRU PARANKUNDRAM MDY 625005

City: State:
HADURAL TRMlhno

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

Name: M 'RQ\/ |

Relationship:

FATHER

Phone: q 349_) 8 80'1

Address: lb(‘: g‘ﬁéggﬁ MIDDLE LAVE
THIRVPPRA

KUNDROBMN MDU =S

Name: Q “TH éVQM

Relationship:
MHOTHER

Phone: 4 ho g A 8 3063

Address

SPNE ADDPRESS

‘Name: RNVASANTH B

Rélationship:

BRoTHER

Phone: «-TOqL’_q 784—20

Address

SBME PBDDPRESS

Name: M. B NleH s

Relationship:
SPOuSE
Phone: Address:
Name: M D HRAYAZH ] [;] | Relationsh:ip: ]
DRUVTHTER
Phone: Address:
Name: M. QARUDHRAN Relationship:
SON
Phone: Address:
Name: Relationsilip
Phone Address:
Name: Relationship:
Phone: Addregs:




Please provide the details of any of your friends

Name: (51.pRUN Location: Profession: MEDLCA L
MADUYRE) SILLING
' Home Phone: Work Phone: Cellular Phone:
8870785594 |
Name: Q.N./\D.w ANTH Location: { Profession:
HPpurer) | AIRPORT
Home Phone: Work Phone: | Cellular Phone:
1094978420 ,
Name: Location: : Profession:
I
Home Phone: Work Phone: | Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: M- RBVYI

Relationship:

FATHER

Home Phone:

934 218807

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:

I1. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature: %3\

Date Signed: 03-0)- 2025




