In Case of Emergency Form

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

I. GENERAL INFORMATION

Employee Name: _ Gender: Date of Birth:
TINKU HORE M&  FO 12/ 11) 1294
Current Address: %vd Flgon, Swirtt A‘b"ﬁ% City: State: WB
Baroduary Murshidabad AZIM& ANT
Permanent Address: Shadbwaun BarpnAgas City: State: NB
sejpatty , B0 ]

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

Name: RAB INDRANATH HOIRS

Relationship: FATHER

Phone: 743381 8665

Address: Azltvaﬂ‘j > NB

Name: NAITREYEE KAR HORE

Relationship: MDTHER

Phone: £343 045996

Address: Az%’, wR

Name: PRIY/ANKA HORE

Relationship: 2I3TER

Phone: $00H 1L 4R 15K 3

Address: Azma@{j) WR

Name: SHYAMALT SHIL

Relationship: WI FE

Phone: 345 9953 RQ

Address: AHW’ RB

Name: Relationship:
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:
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Please provide the details of any of your friends

Name: RATAT KUMAL Location: Profession:
B ACHHAWAT A2iMa ANT PRIVATE JT3BB
Home Phone: Work Phone: Cellular Phone:
29194 19614
Name: ANDT MANDABOKAR Location: Profession:
NAVL MUMBATL | PRIVATE JOB
Home Phone: Work Phone: Cellular Phone:
£669F <693 L
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: SHYAMALL SHTL Relationship: WIFE

Home Phone: Work Phone: Cellular Phone:
F908Q69L48 834394953 K¢

Name: PRI YANKA- HORE Relationship: S|STER

Home Phone Work Phone Cellular Phone:

Q00| 3R 553

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:

Fmla Hore

Date Signed: 24/05_/2025_
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