
InCase ofEmergency Form

It is the responsibility of every employee to

inform HR Departrnent regarding any changes.

I. GENERAL INFORMATION

Employee Name: AniKITSÉIVA STAVA Gender:
Date of Birth:21-03-2001.

ME FO

Current Address: JI kATMATAN,NALAYAN 0AS kA PUEHCity: PRAYAUKAIState: OP
BANOHAwA,THUNST, fRAYAGKAT

Permanent Address: SI�RI MA SArs, NALAYAN OAS kA fURA City:ekAAnAAT State: Op
BANOMAwA, THuNS 1,KAYAUA3

Please provide your Family Details (Parents, Siblings, Spouseetc)

Name: AsAY KUMAR SRIVASTAVA Relationship: fA1HER

Phone: q93634S50s Address: TIRATm ATAN, NALAYAN DAS KA ARA

THUNSÍ,PRAYAeAT
Name: AtEt SANGEETA SRIVASTA VA Relationship:M0THER

Phone: 005319431

Name: HARCHAL SkIVATAVA

Phone: B60434Ssos

Name: MAYANK SRiVAsAVA

Phone:995625778S

Name: RATUL SRIVASTAVA

Phone:o52536880

Name:

Address: JIRATMA TAN, NARAAN DAs kA

fURA, JHUNST PEAYAGRA3
Relationship: BRo1MER

Address: JTAATMATA N, NARAYA o As KA

fURA, THUNST, PeAYAGLAT

Relationship: BRoHER-IW
-LAw

Address: sKAMETL0 VILLE SDCIETY
SECTDRETA-2 GREATER NoT DA

Relationship: SISTER

Address: SkA METLO VI LE S0CIE Ty

SEC1DL ETA-2 CREATEA N0TOA.
Relationship:

Phone: Address:

Name: Relationship

Phone

Name:

Address:

Relationship:

Phone:
Address:



Pleaseprovidethe details of any of your friends

Name:
NEHAL kuMAR Location: BANhLOKE Profession: ENhINEER

Home Phone:

9546735829
Work Phone: Cellular Phone:

Name: Location: Profession:

Home Phone: Work Phone: Cellular Phone:

Name: Location: Profession:

Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

Name: AJAY KUMAR SeIVASTAVA
Relationship: FATHER

HomePhone: 926345505
Work Phone: Cellular Phone: GooE31B434

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 impairmentsand assistive devices, that emergency personal need to be aware of,

attach documentationis necessary:

II, SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature
Date Signed: 12-05-2025


