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

)' In Case of Emergency Form

(55 1. GENERAL INFORMATION
[ Employee Name: QRSHAY D. KIRDE | Gender: Date of Birth: 18 [02] 2004
M&E" FO
City:Penvet  State:

Current Address: 8-2/302[fMangelmurt:, 0 MK caShw
-a7r CIH.S, BonShet, new Papvel Maharashizt
City: pgmved State:

Permanent Address: (-2/302( Mungalmusti, OmikaatSheoar
Mo ShseL

¢ 1.5, Bonshed, New PAnved
Please provide your Family Details (Parents, Siblings, Spouse etc.)
Relationship: Faiber

Fiame: DoShroth Wiyl

LPhone: Qtp2418%61

IAddress: Same 0% Pepmanent P cldredS

Relationship: Meothex

Name: Navixa wivde

IPhone: 1506188519 IAddress: Saymme b Pesmanent Address

Relationship: Bxocther

Name: PRGSh  Kinde

’Address: Same 08 Permanent Pdddness

Relationship: Friencl

IPhone: 1%0423283 8
[Name: S:ddhesh Mapgaoniar

Phone: §3630 15364 Address: At. Mapgaon ,mibq\ﬁ

Name: Relationship:
1 Phone ’ Address:
[Name: Relationship:
I Phone ’ Address:
/ Name: Relationship
[ Phone | Address:
| Name Relationship:
| Address:




e TR

Please provide the details of any of your friends

Name: §iclclhedn Mapglonkay Location: ﬁlabuuj

Profession: Stuclent

Home Phone: Work Phone: Cellular Phone:
83ot0 15584 -
Name: SaMoh: Patil Location: Banved | Profession: Stuclen®
Home Phone: Work Phone: Cellular Phone:
¥048 84992
Name: Location: Profession:
Home Phone: Work Phone: Cellular Phone:
IN CASE OF EMERGENCY PLEASE CONTACT
Name: Relationship:
Home Phone: 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 ov
include the reason of medication:

er the counter). If necessary

List allergies to medicine,
physical impairments and assistive devices,

attach documentation is necessary:

that emergency

food or other allergens, and any medical information such as

personal need to be aware of,

11 SIGNATURE AND CONSENT FOR EMERGENCY ME

DICAL TREATMENT

Employee Signature: M

Date Signed: ot[0#/2025




