
RAJ KANODIA, M.D.___________________________________________________________ 
414 N. Camden Dr., Ste. 801 Beverly Hills, CA 90210           (tel)  310-276-3106   (fax)  310-275-5079

PATIENT INFORMATION
please print clearly

PERSONAL         Date
Name First Last Soc Sec # Age

Gender
[  ] M  [  ] F

DOB: 
       M M / D D / Y Y

Status: 
[  ] Single   [  ] Married   [  ] Divorced   [  ]Separated   [  ] Widow(ed)

Address Street                                                                                                           Apt  # City State Zip

Phone Work Mobile

EMAIL ADDRESS:

IT’S OK FOR DR. KANODIA TO EMAIL ME FROM TIME TO TIME TO APPRISE ME OF NEWS AND UPDATES  _______ (INITIAL)

How did you hear about Dr. Kanodia?

Referred By (if Friend, Television, Website, or Other, please specify):

SPOUSE
Name First Last Soc Sec # Age

Phone Work Mobile

Email

OCCUPATION
Employer Phone Occupation

Address Street                                                                                                           Apt  # City State Zip

INSURANCE
Primary ID # Eff Date

     M M / D D / Y Y

Secondary ID # Eff Date
     M M / D D / Y Y

Person to Contact in Case of Emergency Relationship

Phone Work Mobile

ASSIGNMENT OF BENEFITS

I HEREBY ASSIGN PAYMENT OF MEDICAL BENEFITS DIRECTLY TO __________________________________________. 
A COPY OF THIS AUTHORIZATION SHALL BE AS VALID AS THE ORGINAL.  I HEREBY AUTHORIZE ALL DOCTORS, 
HOSPITALS, OR OTHER INSTITUTIONS RENDERING CARE AND TREATMENT TO RELEASE ANY INFORMATION INCLUDING 
DIAGNOSIS, AND RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME DURING THE PERIOD OF SUCH 
MEDICAL AND SURGICAL CARE. 

____________________________________________
SIGNATURE OF PATIENT/POLICYHOLDER

OR FINANCIALLY RESPONSIBLE PARTY


