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

REGISTRATION FORM

Today’s Date / /
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.1

Insured’s Address (Circle): Same Other:

Insured’s Date of birth __ /  / Sex M _F

Relation to Insured (Circle):_SﬁSpouse 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.1

Insured’s Address (Circle): Same Other:

Insured’s Dateofbirth __ /  /  Sex M _F

Lon W B B3 4 1 I I\ ~ 1L N~ I 1 ") PN

Workers Compensation/No Fault Insurance Information
Dateof Injury___ /|

Claim#

Carrier contact person
Carriers Name
Carrier’s Address

Employer’s Name
Employer’s Address




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

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. | 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. | 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. | 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:




NOTICE OF PRIVACY PRACTICES: Offices of Frank A. Williams, M.D.

You can print this document from your browser and keep it for your records. You may also requesta
printed copy at any tims.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.,

PLEASE REVIEW IT CAREFULLY.
Effective Date: April 14, 2003
If you haye any questions about this notice, please contact us.
Purpose of This Privacy Notice
This Netice of Privacy Practices describes how we may use and disclose your protected health information to carry out
treatment, initiate payment, or conduct heaith care operations and for other purposes that are permitted or required by
taw. The Notice describes your rights to access and control your protected health information. “Protected Health

Information” is information about you, including demographic information, that may identify you and that relates to
your past, present or future physical or mental health or condition and related health care services.

Who Will Follow This Notice:
This notice describes the privacy policies of our practice and that of:
Any health care professional autherized to enter information into your medical record

All employees of the practice
Onr Pledge Regarding Medical Information

We understand that medical information about your and your health is personal, and we are committed to protecting it.
A record of the care and services you receive st this practice is created and maintained at this location. This notice
applies to all of those records of your care.

We are required by law to:
Make sure that medical information that identifies you is kept private
Provide you this notice of our legal duties and privacy practices regarding your medical information

Follow the terms of the notice that is currently in effect. We may change the terms of our notice at any time. The new
notice will be effective for all protected health information that we maintain at that time. Upon your request, we will
provide you with any revised Notice of Privacy Practices. You may cbtain a copy by calling our office and requesting
that a revised copy be sent to you in the mail or asking for one at the time of your next appointment.

We May U isclese Medical In ation About H

The following categories describe ways that we use and disclose medical information. Examples of each category are
included. Not every use or disclosure in each category is listed; however, all the ways we are permitted to use and
disclose information falls into one of these categories:

For Treaiment: We may use medtical information about you to provide, coordinate, or manage your medical treatment
ot services. We may disclose medical information about you to other physicians or health care providers who are or
will be involved in taking care of you. For example, we would disclose your protected health information to a physician
to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.



For Payment: We may use and disclose medical information about you so that the treatment and services you recefve at
our practice may be billed to and payment may be collected from you, an insurance company, or a third party. We may
also tell your health plan about a treatment you are going to recsive to obtain prior approval, to determine whether your
plan will cover the treatment, and for undertaking utilization review activities. For example, obtaining approval for a
hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain
approval for the hospital admission.

For Healthcarp Operations: We may use or disclose, as-needed, your protected health information in order to support
the business activities of our practice. These activities include, but are not limited to, quality assessment activities,
employee review activities, training of medical students, and conducting or arranging of other business activities. For
example, we may disclose your protected health information {o medical school students that see patients at our office,
We may call you by name in the waiting room when your physician is ready to see you. We may use or disclose your
protected health information, as necessary, to contact you to remind you of your appointment.

We may share your protected health information with third party “business associates” that perform various activities
{e.g., billing, transcription services) for the practice. Whenever an arrangement between our office and a business
associate involves the use or disclosure of your protected health information, we will have a written contract that
contains terms that will protect the privacy of your protected health information.

Treatment Alternatives; We may usc or disclose your protected health information, as necessary, to provide you with
information about treatment alternatives or other health-related benefits and services that may be of interest to you. For
example, your name and address may be used to send you a newsletter about our practice and the services we offer.
You may contact our Administrator to request that these materials note be sent to you,

Uses and Disclosures of Protected Health Information Based Upon Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written authorization,
unless otherwise permitted or required by law as described below. You may revoke this authorization, at any time, in
writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or
disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authotization or
Opportunity to Object

We may use and disclose your protected health information in the following instances. You have the opportunity to
agree or object 1o the use or disclosure of all or part of your protected health information. If you are not present or able
to agree or object to the use or disclosure of the protected health information, then your physician may, using
professional judgment, determine whether the disclosure is in your best interest. In this case, only the protected health
information that is relevant to your health care will be disclosed.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close
friend or any other person you identify, your protected health information that directly relates to that person's
involvement in your health care. If you are unable to agree or object to such a disclosure, we may disclose such
information as necessary if we determine that is in your best interest based on our professional judgment. We may use
or disclose protected health information to notify or assist in notifying a family member, personal representative or any
other person that is responsible for your care of your location, general condition or death. Finally, we may use of
disclose your protected health information to an authorized public or private entity to assist in disaster refief efforts and
to coordinate uses and disclosures to family or other individuals involved in your health care.

Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this
happens, your physician shall try to obtain your acknowledgement of receipt of the Notice of Privacy Practices as soon
as reasonably practicable after the delivery of treatment.

Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, Authorization or
Opportunity to Object

We may use or disclose your protected health information in the following situations without your consent or
authorization. These situations include:

Required by Law; We may use or disclose your protected health information to the extent that law requires the use or
disclosure. The use or disclosure will be made in compliance with the law and will be limited to the relevant
requirements of the jaw. You will be netified, as required by law, of any such uses or disclosures.



Public Health; We may disclose your protected health information for public health activities and purposes to a public
bealth authority that is permitted by {aw to collect or receive the information. The disclosure will be made for the
purpose of controlling disease, injury or disability. We may also disclose your protected health information, if directed
by the public health authority, to a foreign government agency that is collaborating with the public health authority,

Communicable Discases: We may disclose your protected health information, if authorized by law, to a person who
may have been exposed to a communicable discase or may otherwise be at risk of contracting or spreading the disease
or condition.

Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized
by law, such as audits, investigations, or inspections. Oversight agencies seeking this information include government
agencies that oversee the health care system, government benefit programs, other government regulatory programs and
civil rights laws.

Abuse or Ngg!ect: We may disclose your protected health information to a public health authority that is authorized by
law to receive reports of child abuse or neglect. In addition, we may disclose your protected health information if we
believe that you have been a victim of abuse, neglect or domestic violence to the governmental entity or agency
authorized to receive such information. In this case, the disclosure will be made consistent with the requirements of
applicable federal and state laws.

Food and Drug Administration; We may disclose your protected health information to a person or company required by
the Food and Drug Administration to report adverse events, product defects or problems, biologic product deviations,
track products; to enable product recalls; to make repairs or replacements, or to conduct post marketing survejllance, as
required.

Legal Procecdings: We may disclose protected health information in the course of any judicial or administrative
proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure is expressly
authorized), in certain conditions in respanse to a subpoena, discovery request or other lawful process,

Law Enforcement; We may also disclose protected health information, so long as applicable legal requirements are
met, for law enforcement purposes. These law enforcement purposes include (1) legal processes and otherwise reqmred
by law, (2) limited information requests for identification and location purposes, (3) pcr!ammg to victinis of a crime,
(4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a crime occurs on the premises
of the practice, and (6) medical emergency (not on the Practice’s premises) and it is likely that a crime has occurred.

: 3 ation; We may disclose protected health information to a coroner or
medlml examiner for identi ﬁcanon putposm, determining cause of death or for the coroner or medical examiner to
perform other duties authorized by law. We may also disclose protected health information to a fimeral director, as
authorized by law, in order to permit the funeral director to carry out their duties. We may disclose such information in
reasonable anticipation of death. Protected health information may be used and disclosed for cadaveric organ, eye or
tissue donation purposes.

Workers’ Compensation; We may disclose your protecied health information as authorized to comply with workers’
compensation laws and other similar legally established programs.

Inmates; We may use or disclose your protected health information if you are an inmate of a correctional facility and
your physician created or received your protected health information in the course of providing care to you.

Sale or Closure of the Practice; In the event that the medical practice of Dr. Williams is sold or acquired by another
facility or physician group, your protected health information will be disclosed to that group or enfity.

Required Uses and Disclosures; Under the law, we must make disclosures to you and when required by the Secretary of
the Department of Health and Human Services to investigate or determine our compliance with the requirements of
Section 164.500 et. seq.

YOUR RIGHTS

Following is a statement of your rights with respect to your protected health information and a brief description of how
you may exercise these rights,

Inspect and copy your protected health information: This means you may inspect and obtain a copy of protected health
information about you that is contained in a designated record set for as long as we maintain the protected health



information. A “designated record set” contains medical and billing records and any other records that your physician
and the practice usc for making decisions about you.

Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information
compiled in reasonable anticipation of] or use in, a civil, criminal, or administrative action or proceeding, and protected
health information that is subject to law that prohibits access to protected health information. Depending on the
circumstances, a decision to deny access may be reviewed. In some circumstances, you may have a right to have this
decision reviewed. Please contact our Administrator if you have questions about access to your medical record.

Request 8 restriction of your protected health information. This means you may ask us not to use or disclose any part of
your protected health information for the purposes of treatment, payment or healtheare operations. You may also

request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must
state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If your physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not be
restricted. If your physician does agree to the requested restriction, we may not use or disclose your protected health
information in violation of that restriction unless it is nceded to provide emergency treatment, With this in mind, please
discuss any restriction you wish to request with your physician. You may request a restriction by contacting and
discussing the issue with the Privacy Officer.

Reques ; ential com 3 alivg means an alterns acation,
accommodate reasonable requests. We may also condition this modation by asking you for information as to
how payment will be handled or specifications of an alternative address or other method of contact. We will not request
an explanation from you as to the basis for the request. Please make this request in writing to our Administrator.

To have your physician amend your protected health information. This means you may request an amendment of
protected health information about you in a designated record set for as long as we maintain this information. In certain
cases, we may deny your request for an amendment. If we deny your request for amendment, you have the right to file
a statement of disagrcement with us and we may prepare a rebuital to your statement and will provide you with a copy
of any such rebuttal. Please contact our Administrator to determine if you have questions about amending your medical
record.

Receive an accounting of certain disclosures we have made, if any, of your protected health information. This right
applies to disclosures for purposes other than treatment, payment or healtheare operations as described in this Notice of
Privacy Practices, It excludes disclosures we may have made to you, for a facility directory, to family members or
friends invelved in your care, or for notification purposes. You have the right to receive specific information regarding
these disclosures that occurred after April 14, 2003. You may request a shorter timeframe. The right to receive this
information is subject to certain exceptions, restrictions and limitations.

COMPLAINTS

You may complain to us or the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our Administrator of your complaint. We will not
retaliate against you for filing a complaint.

You may contact our Administrator at (808) 528-5711 for further information about the complaint process.

This notice becomes cffective on April 14, 2003.




Patient Name

HEALTH HISTORY

Confidential

Birthdate

Age

What is your reason for visit?

Date of last physical examination

Today's Date

SYMPTOMS Check (v) symptoms you currently have or have had in the past year.

GENERAL
O chilis
O Depression
{1 Dizziness
3 Fainting
O Fever
O Forgetfulness
[0 Headache
[} Loss of sleep
[ Loss of weight
71 Nervousness
30 Numbness
O Sweats

MUSCLE/JOINT/BONE

J Arms ] Hips
O Back O Legs
O Feet [ Neck
0 Hands O Shoulders

GENITO-URINARY
[ Blood in urine
O Frequent urination
0 Lack of bladder control
3 Painful urination

Pain, weakness, numbness in:

GASTROINTESTINAL
] Appetite poor
1 Bloating
[OJ Bowel changes
[ Constipation
[ piarrhea
[ Excessive hunger
[J Excessive thirst
[ Gas
[ Hemorrhoids
[0 indigestion
[0 Nausea
(O Rectal bleeding
O stomach pain
1 vomiting
{1 Vomiting blood

CARDIOVASCULAR
[ Chest pain
[0 High blood pressure
O irregular heart beat
[ Low blood pressure
O Poor circulation
] Rapid heart beat
O Swelling of ankles
O varicose veins

EYE, EAR, NOSE, THROAT
O Bleeding gums
O Blurred vision
O Crossed eyes
[ Difficulty swallowing
7 Double vision
{1 Earache
O Ear discharge
J Hay fever
[J Hoarseness
[ Loss of hearing
[ Nosebleeds
[ Persistent cough
[ Ringing in ears
{7 Sinus problems
O vision - Flashes
[ vision — Halos

SKIN
O Bruise easily
O Hives
J itehing
[0 change in moles
O Rash
J Scars

O Sore that won't heal

MEN only
O Breast lump
J Erection difficulties
O Lump in testicles
O Penis discharge
{3 sore on penis
[ Other

WOMEN only
[ Abnormal Pap Smear
[] Bleeding between periods
[ Breast lump
[ Extreme menstrual pain
(0 Hot flashes
[ Nipple discharge
[J Painful intercourse
[J Vaginal discharge
[J Other
Date of last
menstrual period
Date of last
Pap Smear

Have you had
a mammogram?

Are you pregnant?
Number of children

CONDITIONS Check (v) conditions you have or have had in the past.

Oaips

[ Alcoholism
O Anemia

O Anorexia

[ Appendicitis
O Arthritis

[ Asthma

[ Bleeding Disorders
(] Breast Lump
U Bronchitis
0 Bulimia

[J cancer

[ Cataracts

[J Chemical Dependency
[ Chicken Pox
[ Diabetes

[OJ Emphysema
[J Epilepsy

J Glaucoma

O Goiter

O Gonorrhea

O Gout

J Heart Disease
J Hepatitis

O Hernia

[ Herpes

3 High Cholesterol
O HIV Positive

O Kidney Disease
O Liver Disease

O Measles

[ Migraine Headaches
O Miscarriage

(3 Mononucleosis
O Multiple Sclerosis
0 Mumps

[ Pacemaker

[J Pneumonia

1 Polio

[ Prostate Problem
O Psychiatric Care
O Rheumatic Fever
1 Scarlet Fever

[ Stroke

0 Suicide Attempt
[ Thyroid Problems
O Tonsillitis

[ Tuberculosis

O Typhoid Fever

O Ulcers

O vaginal Infections
O Venereal Disease

MEDICATIONS List medications you are currently taking.

ALLERGIES To medications or substances

|

\ﬁ\armacy Name

Phone

(Vars.M255S04)
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All information is strictly confidential

FAMILY HISTORY Fill in health information about your immediate family.. . __ Jl
Retation | Age | Siaeof| A92 8t Causeof Deatn | Check ) hyour ToRt felatves hadamy o enehin toyou |
Father 7 N ‘ Arthritis, Gout o ]
Mother o Asthma, Hay Feve;'
Brothers Cancer
Chemical Dependency |
Diabetes
) Heart Disease, Strokes
Sisters ) High Blood Pressure
Kidney Disease -
B - Tuberculosis
i Other . ) B
HOSPITALIZATIONS PREGNANCY HISTORY
Year Hospital Reason for Hospitalization and Outcome | "avst S Complications if any

HEALTH HABITS Check (v) which

, substances you use and describe how
| much you use.

| l Caffeine

Have you ever had a blood transfusion? [JYes

If yes, please give approximate dates.

I No

Tobacco

Street Drugs

SERIOUS ILLNESS/INJURIES

DATE OUTCOME Other

OCCUPATIONAL CONCERNS
Check (v') if your work exposes you to
the following:

‘ * Stress

, Hazardous Substances

Heavy Lifting

, Other

Your occupatibn:

; —

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if 1, or my minor child, ever have a

change in health.

Signature of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

Date
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