In Case of Emergency Form

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

I. GENERAL INFORMATION

Employee Name: gy CH PRMA

Gender:

ME~ FO

Date of Birth: | q\ “\ 3007

Current Address:

City: AGRA  State: OP

Permanent Address: 6| 30| 25p SHASTRI NPACAR-,

NEAR-T- P NAGAR  ACARA

City: State:

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

Name: M@: HARISH CHANDRA

Relationship: ﬂf\TH PR,

Phone:

Address: ¢HpsTRY PALAR BERA

Name: Ngy . MANTVY (HARMA

Relationship: MOTHRR

Phone:

Address: ¢ppst NAGAR | AGRA

Name: ¢ppIDHY SHARMA

Relationship: § (47 (2 &

Phone:

Address: AL A

Name: ADM ¢y BRMA

Relationship: ¢\ \TF [/~

Phone: Address: AL

Name: Relationship:
Phone: Address:

Name: Relationship:
Phone: Address:

Name: Relationship
Phone Address:

Name: Relationship:
Phone: Address:




Please provide t

Name: LRI sHRPARANT SINGH

Location: NGRA

he details of any of your friends

Mrofession:

Cellular Phone:

Home Phone: Q50662459 Work Phone:

Name: Location: I‘;()Ics:lnn |

Home Phone: Work Phone: Cellular I’Im;&“ T
Name: Location: Profession: e
Home Phone: Work Phone: Cellular Phone:

IN CASE OF EMERGENCY PLEASE CONTACT

[ Name: Mg HARILH CHANDRA Relationship:  (ATH|C /=

Home Phone: Work Phone: Cellular Phone:
| Name:'Mp_s . MANTU SHARM A Relationship: MO THER

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:

II. SIGNATURE AND CONSENT FOR EMERGENCY MEDICAL TREATMENT

Employee Signature:

oot

Date Signed: m( o )JQ‘K '




