/

T ]tis the kl‘/é’sp(')hsi_l')ility of every employee to
In Case of Emergency Form inform HR Department regarding any changes.
N I. GENERAL INFORMATION
Employee Name: Hal$h Ty patty; | Gender: Date of Birth: |, 51,
B M F O - Gof
| Current Address: DGJJ B.'H.U Lark a Varanag/ City:Varana ¢ State: (/- 2.
l “’/1’) AV@I\L/e (haur Gty 2
Permanent Address: Deds B-H U L ecnba U ’ City: Plerd=y, State: U-f
J( & Vahanay Varanas
[ Please provide your Family Details (Parents, Siblings, Spouse etc.)
Name: Kiran Tr / /7"\ Ha Relationship: M g #h e,
’thone: 293C+8¢6 0 5/ Address: D%‘ R.MH v quvmmw‘up.
Name: Relationship:
]{ Phone Address:
"[ Name Relationship:
i
,rPhone : Address:
[Name . Relationship:
FPhone Address:
! . .
F\Jame Relationship:
F)hone: Address: - v
/T\Iame: ' Relationship:
ﬁhone: Address:
} Name: Relationship
/VPhone Address:
Name: Relationship:
Address:

(Phone:



|

Please rovide

/

fjome Phone:

‘Home Phone: |
Name: T ——— |

Home Phone, ————

m

H\

ome Phone:

Name:

Location:

| ————

—

Location:

Work Phone:

Location:

Work Phone:

Relatioriship:ﬂ

Work PhoT\E:%

the detailg of any of yz)ur friends
,/'163'110:

—_—
RGENCY PLEASE CONTACT

Profession:

Cellular Phone:

Profession:

Cellular Phone:

Work Phone: Cellular Phone:
Name: Relationship:
Home Phone Work Phone

Preferred Hospital:

Physician's Name

Specialist Name:

1
|
%
| e TW
.

Dentist Name:

Phone:

Phone:

Phone:

include the reason of medication:

List all medications that you are taking (prescription and over the counter). If necessary N

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: Hq\h%

Date Signed: 36 /0v/202 5




