
   REGISTRATION FORM
Today’s Date ______/______/______

FRANK A. WILLIAMS, M.D.                                                                                                
DIPLOMATE AMERICAN BOARD OF INTERNAL MEDICINE  (1994-2004)
DIPLOMATE NATIONAL BOARD OF MEDICAL EXAMINERS

1188 Bishop Street Suite 1603
Honolulu, Hawaii 96813  (808) 528-5711

Demographic Information
 Circle one  Dr. Mr. Mrs. Ms.               Social Security #______-______-________ Date of Birth___/___/___
Last Name______________________ First Name______________  Middle Initial______________
Prefer to be called:__________________________________
Address___________________________________________     
            ___________________________________________
City__________________________  State_______________   ZipCode___________
Telephone (      )_________________home       (       ) _______________________work
Pager         (      ) _________________
Fax            (      )__________________
E-Mail       ______@___________
Marital Status ( ) Single  ( ) Married  ( ) Divorced  ( ) Widowed
Were you Referred Yes/No (Circle)  By Whom? ______________________________

Insurance Information:
Primary Insurance (Circle):  Medicare  Medicaid HMSA HMAA Aetna
Other_______________________________________________
Membership Card Number ______________________ Group Number_____________
Effective Date__________________
Insured’s Name (Circle):  Same  Other :  Last______________ First___________ M.I____
Insured’s Address (Circle):  Same Other:  ___________________________________

        ___________________________________
Insured’s Date of birth ___/___/___  Sex __M __F
Relation to Insured  (Circle):   Self  Spouse Child
Second Insurance (Circle):  None  Medicare  Medicaid HMSA HMAA Aetna
Other_______________________________________________
Membership Card Number ______________________ Group Number_____________
Effective Date__________________
Insured’s Name (Circle):  Same  Other :  Last______________ First___________ M.I____
Insured’s Address (Circle):  Same Other:  ___________________________________

        ___________________________________
Insured’s Date of birth ___/___/___  Sex __M __F
R l ti t I d (Ci l ) S lf S Child

Workers Compensation/No Fault Insurance Information
Date of Injury____/____/___
Claim#_______________________________________________
Carrier contact person____________________________________
Carriers Name__________________________________________
Carrier’s Address_______________________________________
                            ________________________________________
Employer’s Name________________________________________
Employer’s Address_______________________________________
                            ________________________________________



Consent to Treatment/Release of liability
I, the undersigned, hereby consent and authorize Frank A. Williams, M.D. and his staff to
perform diagnostic and/or therapeutic treatment as of the date signed below.  I understand that
the practice of medicine is both an art and science and that despite the efforts of the medical
team treatment outcome may not be perfect and result positively.  I hereby release Dr. Williams
and his staff and hold them harmless from any and all liability which may result from their
practice of medicine on my behalf.

__________________________________ _____________________
Signature             Date

Assignment of Benefits
I authorize payment of medical benefits directly to Frank A. Williams, M.D. for any and all
services rendered in the past and in the future until further notice is given in writing canceling
this authorization.
__________________________________ _____________________
Signature             Date

Release of Medical Records/Authorization for Disclosure of Information; Reciept of
Privacy practices notice.
I hereby authorize Dr. Williams to disclose to any necessary party, complete medical (including
HIV Results if applicable) or other information to necessary parties including my insurance
carrier, if necessary, concerning his medical findings and treatment. I have also receivd a copy of
this practices’s notice of privacy practices.

__________________________________ _____________________
Signature             Date

Financial Responsibility

I am personally responsible to any balance due after billing of my insurance.  In the event of non
payment or denial of our billings I will pay the amount billed in full.

__________________________________ _____________________
Signature             Date

Patient Name:_______________________________

Releases,Consent to Treatment, Assignment of Benefits, Financial
Responsibility
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