Tt is the responsibility of every employee to

I
n Case of Emergency Form inform HR Department regarding any changes.
E I. GENERAL INFORMATION
mployee Name: ANKTT <21VALIAVA Gender: Date of Birth: 2.1~ 63~ 2003

M~ FO
Current Address: J1RATmATAN, NALAYAN DAS kA PUFA | City: mvnmmate up
BANOHAWA , THUNST , PRAYAGKAT ;
Permanent Address: y18mmA BN, NARAYAN OAL kA furs | City:PhMANAT State: U P
BANORARA , THUNS 1, PLAYALLAD
Please provide your Family Details (Parents, Siblings, Spouse etc,)

Name: ATAY KumAR <RIVASTAVA Relationship: FATHER
Phone: 993634 5505 Address: TT&RTI;‘;TAN: NALAYAN DAS KA PURA
THUNIT | PLAYANRAT
Name: gt SANWEETA SRTVASTAVA "Relationship: M0 THER
1 Bl v v S A
Phone: @0p534 6331 Address: 3T RATMATAN, NAZMAN OPS K P
PURA, THUNST PRANAWRAT
Name: HARCHAL SRIVACTAVA ‘ Relationship: BROTHER
| Phone: §604345S05™ Address: STAP'TMBTA N, WPRPYAW 0AS K P
LA, THUNST , P@AVWHT
Name: p AYANK SPEVASAVA ' Relationship: BROTHE £~ TW
~LAW
Phone: 99562 s 3345 Address: SKA METLO VILLE SOCTIETY
SECTOL Em—z.{oyaemez NO010A
Name: ﬂﬂﬁ)b SRIVASTAVA iRelationship: STSTEL.
Phone: @05253 @320 ' Address: SkA METLO VIUE SOCTETY

 SECTl eTP-2 , GAEATEA (VOTOA.
Relationship:

Name:

Phone: Address:

f Relationship
i

Name:

: Phone Address:

Relationship:

Address:




o R

Please provide the details of any of your friends

N : :
ame: NEHAL KUMAR Location: BN hLUKE Profession: ENNINE EL

Cellular Phone:

Home Phone: 351’6?35(829 Work Phone:

Name:

Location: Profession:

Home Phone:

’Work Phone:

Cellular Phone:

Location: Profession:

Work Phone: Cellular Phone:

Name:

Home Phone:

IN CASE OF EMERGENCY PLEASE CONTACT
Name: ATAY kymAR SPIVASTAVA | Relationship:  FATHER

Home Phone: 9926 245505 Work Phone: Cellular Phone: googgﬁg:}?

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 J

Employee Signature:ﬂm,\rgg [m Date Signed: |2-05-2028




