It is the responsibility of every emiz;loyee to
In Case of Emergency Form inform HR Department regarding any changes.
I. GENERAL INFORMATION
Employee Name: SAuM Y A Gender: Date of Birth:
SEKRAR  T30RAL M2 FO 16]03/1986
Current Address: FAATNO - 2&/Cc, UTTA RAR APL | City. State: W - T
PALPARA ,CHANDANHAGAR , HOO & HL Y72 BANDANVAGAR
Permanent Address: 45, DAARAPARA , City: State: W+ 13-
CRANDANNAGAR, HooGgHLY - 712136 CHANDANVAG AR
Please provide your Family Details (Parents, Siblings, Spouse etc.)
Name: 6 A KILA 1?)0 RAL Relationship: \ | FE
Phone: 700 3608 362 Address: FLATNO ~2 &/C, UTTARP APT
PALPARA,CHANDANNAGAR, HOOGHLY, W .
——— k RS HANA BRoRAL Relationship: MOTHE R
Phone:4g 34|08 |00© Address: 46 ,DHARAPARA ,CRANDAMA AR
Hooa LY, W-13- 712136
Name: 5 ATQAL RBIRAL Relationship: FATHE R
Phone: 4 0516 4 86 59 Address: 4 5, DHAR B PARA ,CHAN DANYAGAR
VooteHLY, W- B - 7(2136
Name: S AL MA MONDAL Relationship: 5| ST E R
Phone: 4 32926 A3 Address: W AR)YDRADANGA,
BISHAHARITALA,CHANDANNAGAR.
Name: [ Relationship:
|
Phone: Address:
Name: Relationship:
Phone: Address:
Name: Relationship
Phone Address:
Name: Relationship:
Phone: Address:




Please provide the details of any of your friends

Name: 5 UBRATH Location: Profession:
CHARRATZORTY CHANDANNAGAR| [3US| NE 55

Home Phone: Work Phone: Cellular Phone:
033-2683 74|\ Q477361227 (49831502365
Name: TANMAY DEJ Location: Profession:

CHAN pANNAGAR TEACHER
Home Phone: Work Phone: Cellular Phone:

8013666246 | 1003564900
Name: SA7A RU RA Location: Profession:

CBATTERTIEE KolkATA YEACHER

Home Phone: Work Phone: Cellular Phone:

70037 8459¢0

IN CASE OF EMERGENCY PLEASE CONTACT

Name: SAKILA T30RAL

Relationship: \ [ |

vE

Home Phone:

Work Phone:

Cellular Phone:
7003605362

Name: KR\sHNH T30RAL

Relationship: MO THE R

Home Phone

Work Phone

Cellular Phone:
4836108 )00

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

Employee Signature: ﬁ /4_/ } W

Date Signed:
\2/12/) 2624




