
Dear patient please remember that your medical needs 
will be managed by our office during working hours 
only on Tuesdays, Wednesdays and Thursdays from 8-5 
pm. It includes calls for prescriptions, laboratory 
results or any other questions you may have.

We only work on a part time basis 3 days a week.

If you have any emergencies after working hours please 
visit your Urgent or ER facility closer to you.
 
Thank you!

40 Fox Chase S.E.~P.O. Box 2016~Cartersville, GA 30120~(678)400-2621~(800) 604-3410 

Francisco Puentes, M.D.

Endocrine Specialists of Georgia, LLC.

Endocrine Specialists of Georgia, LLC
40 Fox Chase, Cartersville, Georgia, 30120

678-400-2621 ● FAX 800-604-3410
Francisco Puentes, MD, FACE

Credit Card Payment Consent Form

PATIENT NAME ____________________  ___________________________  ___________
                                  Last Name                                    First Name                                                     Middle Initial

FULL NAME ON CARD: ______________________________________________________

CARD TYPE:       Visa       Master Card       American Express       Discover

CARD NUMBER ________________________________ EXPIRATION:______/20 ________
CVV: _______

CARDHOLDER BILLING ADDRESS: _____________________________________________
                                                                                                            (Street)
_______________________________________________________________________
             (City)                                              (State)                                                              (Zip Code)

I ____________________________________ (print name) hereby authorize Endocrine 
Specialists of Georgia, LLC to charge my card for missed or last minute canceled follow up appointments 
(cancellations are to be done at least 48 hours before appointments and fee is at this time 35$) . I also 
agree to be charged for any unpaid balance due to medical services or forms prepared by my request 
(forms preparation have a cost between 25-100$). If I have questions about these charges, I agree to 
contact Endocrine Specialists of Georgia, LLC via phone. I agree that I will not pursue a refund directly 
through my credit/debit card company, bank or financial institution. If any of my actions yield a 
chargeback for any reason, I agree to pay all penalty fee (s) incurred by my provider.

My signature below indicates that I have read, understand and that I am in agreement with the Credit
Card Payment Consent Form:

Printed Patient Name: ___________________________________________ Date: ____________

Signature of Patient: ____________________________________________ Date: ____________

Printed Name of Parent/Guardian: ___________________________________________________

Signature of Parent/Guardian: ______________________________________________________         

Patient Registration

Last Name:_______________________First Name:_____________________Middle Initial:______
DOB:_________________________Sex:  Male    Female     Marital Status: Married    Divorced     Single
Soc Sec#:________________________(MUST HAVE THIS OR YOU ARE A SELF PAY PATIENT)
Address:____________________________City:____________________State/Zip:____________
Home Phone:_________________Cell Phone:____________________Email:_________________
Pharmacy:____________________________________________________________________
Spouse's Name:________________________________Phone:____________________________

Employer Information:
Patient's Occupation:______________________Employer:________________________________
Employer's Address:______________________________________________________________
Employer's Phone:____________________________

Responsible Party Information:
Responsible Party:___________________________Soc Sec #_____________________________
Address:_________________________________________________Phone:________________

Insurance Information:
Primary Insurance:_________________________Phone Number:___________________________
Member ID #:___________________________Group #:_________________________________
Policy Holder's name:_____________________________________________________________

Secondary Insurance:_________________________Phone Number:_________________________
Member ID #:___________________________Group #:_________________________________
Policy Holder's name:_____________________________________________________________

Emergency Conctact Information:
Name:_____________________________Relationship to Patient:__________________________
Address:___________________________________________Phone:______________________
City:__________________________________State:______________Zip:__________________

Please remember that insurance is considered a method of reimbursing the patient fees paid to the doctor and is not  a substitute for 
payment. Some companies may pay fixed allowances for certain procedures, they sometimes refer to as "reasonable and customary fees". 
We do not accept this as payment in full (unless otherwise restricted by law or agreement we may have with your insurer). Also some of 
the insurance companies only pay a percentage of the charges. It is your responsibility to pay any deductible amount, co-insurance or any 
other balance not paid for by your insurance. IN ORDER TO CONTROL YOUR COST OF BILLINGS, WE DO REQUEST THAT OUR 
CHARGE FOR OFFICE VISITS BE PAID AT THE INITITATION OF EACH VISIT. In the event the account is turned over for collection, 
the collection fees and or legal fees including attorney fees shall be your responsibility. 
I hereby assign all medical and/or surgical benefits to include major benefits to which I am entitled, Medicare, private insurance and 
other health plans to Endocrinology Specialists of Georgia, LLC. This assignment will remain in effect until revoked by me in writing. A 
photocopy of this assignment is to be considered as valid as an original. I hereby authorize said assignee to release all information 
necessary to secure the payment, via fax or hard copy.

Signature:__________________________________Date:_______________________ 

Signature:__________________________________Date:______________________

Initial

___________

___________

___________

Notice of Privacy Practices Offered/Given to patient

Acknowledgment Form Signed or Offered to patient

Consent for Treatment, Payments, Health Operations Signed

Patient Name:_____________________________

HIPPA Front Sheet

__________________________________________                              
                                       Printed Patient Name                                                                                      

__________________________________________                             
                Patient Signature                  
               

______________________________
                  Date

Medical Records Release Form

Name of Patient: _____________________________________________________

Date of Birth: ________________________ Phone Number: ___________________

Social Security Number: ________________________________

I, the undersigned, authorize the release of or request access to the information specified below from the 
medical record (s) of the above-named patient.

INFORMATION TO BE RELEASED OR ACCESSED:

___ History & Physical ___Emergency Room Record ___Operative Reports
___Face Sheet___ Lab/Pathology Reports ___Radiology Reports ____Radiology Images
___ALL MEDICAL RECORDS  
___Other :______________________________________

I understand that my records are confidential and cannot be disclosed without my written authorization, except 
when otherwise permitted by law. Information used or disclosed pursuant to this authorization may be subject to 
re-disclosure by the recipient and no longer protected. I understand that the specified information to be released 
may include, but is not limited to: history, diagnoses, and/or treatment of drug or alcohol abuse, mental illness, or 
communicable disease, including Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency 
Syndrome (AIDS). I understand that treatment or payment cannot be conditioned on my signing this authorization, 
except in certain circumstances such as for participation in research programs, or authorization of the release of 
testing results for pre-employment purposes. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken in reliance upon the authorization.

__________________________________________                              
                                       Printed Patient Name                                                                                      

__________________________________________                             
                Patient Signature                  
               

______________________________
                  Date

Authorization to Release Information To Family Member

Name of Patient: _____________________________________________________

Date of Birth: ________________________ Phone Number: ___________________

Social Security Number: ________________________________

I, the undersigned, authorize the release of or request access to the information specified below from the 
medical record (s) of the above-named patient.

INFORMATION TO BE RELEASED OR ACCESSED:

I understand that my records are confidential and cannot be disclosed without my written authorization, except 
when otherwise permitted by law. Information used or disclosed pursuant to this authorization may be subject to 
re-disclosure by the recipient and no longer protected. I understand that the specified information to be released 
may include, but is not limited to: history, diagnoses, and/or treatment of drug or alcohol abuse, mental illness, or 
communicable disease, including Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency 
Syndrome (AIDS). I understand that treatment or payment cannot be conditioned on my signing this authorization, 
except in certain circumstances such as for participation in research programs, or authorization of the release of 
testing results for pre-employment purposes. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken in reliance upon the authorization.

___ History & Physical ___Emergency Room Record ___Operative Reports
___Face Sheet___ Lab/Pathology Reports ___Radiology Reports ____Radiology Images
___ALL MEDICAL RECORDS  

RELEASE TO: ____________________________Relation:________________________

RELEASE TO: ____________________________Relation:________________________

__________________________________________                              
                                       Printed Patient Name                                                                                      

__________________________________________                             
                Patient Signature                  
               

_____________________
    Date

Cancellation/ No Show Policy

We will require that patient with self-pay balances to pay their account balances to zero ($0) 
prior to receiving further services by our practice. 
Patients who have questions about their bills or who would like to discuss a payment plan option 
may call and ask to speak with the Office Manager.

We understand that delays can happen, however, we must try to keep the other patients and the 
Doctor on time. If a patient is more than 3o minutes past their scheduled time, we will have to 
reschedule the appointment. 

We understand that there are times when you must miss an appointment due to emergencies or 
obligations for work or family. However, when you do not call to cancel an appointment, you 
may be preventing another patient from getting much needed treatment. 
If an appointment is not cancelled at least 24 hours in advance you will be charged a $25 fee This 
will not be covered by your insurance company. 

 1. Cancellation/No Show Policy for Doctor's Appointments: 

2. Scheduled Appointments that arrive late:

3. Account Balances:

Patient Acknowledgment Form

Patient Name: _________________________________  DOB:______________________

 I understand that the patient's health information is private and confidential. I understand that 
Endocrinology Specialists of Georgia, LLC works very hard to protect the patient's privacy and to preserve the 
confidentiality of patient’s personal information. 
 I understand that Endocrinology Specialists of Georgia, LLC may use and disclose the patient's personal 
health information to help provide health care to the patient, to handle billing and payment issues and to take 
care of our health care operations. In general, there will be no other uses and disclosures of this information 
without my permission. Endocrinology Specialists of Georgia, LLC has a detailed document called the "Notice of 
Privacy Practices" that contains more information about the policies and practices protecting the patient’s privacy 
and is attached for your review. I understand that I have the right to read the "Notice" before signing the 
Acknowledgment.
 Within the "Notice" is contained a complete description of my Privacy/Confidentiality rights. These rights 
include, but are not limited to, access to my medical records, and restrictions on certain issues, receiving an 
accounting disclosure as required by law, and requesting communication by specified methods of 
communications.
 Endocrinology Specialists of Georgia, LLC has established procedures with which to help them meet their 
obligations to patients. These procedures may include other signature requirements, written acknowledgment, 
and authorizations, charges for copies, etc. 

My signature below indicates that I have been given the opportunity to review a current copy of Endocrinology 
Specialists of Georgia, LLC “Notice of Privacy Practices".

My signature below indicates that I have given Endocrinology Specialists of Georgia, LLC authorization to release 
my personal information to the following individuals in my absence:

Name: _______________________________________ Relationship to Patient: _______________ 
Name: _______________________________________ Relationship to Patient: _______________
Name: _______________________________________ Relationship to Patient: _______________

______________________________________________                   ________________________
                                             Patient Signature                                                                                             Date

Consent Form for Release of Information for 
Treatment, Payment and Healthcare Operations

I understand that as part of the provision of healthcare services, Endocrine Specialists of 
Georgia, LLC creates and maintains health records and other information describing among 
other things my health history, symptoms, examination and test results, diagnoses, treatment 
and any plans for future care or treatment. 

I have been provided with a Notice of Privacy Practices that provides a more complete 
description of the uses and disclosures of certain health information. I understand that I have 
the right to review the notice prior to signing consent. I understand that I have the right to 
request restriction as to how my health information may be used or disclosed to carry out 
treatment, payment, or healthcare operations. the organization is not required to agree to the 
restrictions requested. 

By signing this form, I consent to the use and disclosure of protected health information about 
me for the purpose of treatment, payment and healthcare operations. I have the right to revoke 
this consent, in writing, except where disclosures have already been made in reliance on my 
prior consent. 

This consent is given freely with the understanding that:
Any and all records, whether written or oral or in electronic format, are confidential and 
cannot be disclosed without my prior authorization, except as otherwise provided by law.
A photocopy or fax of this consent is valid as this original
I may revoke this consent at any time, except where information has already been 
released, This consent is valid until revoked by me in writing. 
I have the right to request that the use of my protected health information, which is used 
or disclosed for the purpose of treatment, payment or healthcare operations to be 
restricted. Francisco Puentes, MD,  Endocrine Specialists of Georgia, LLC is not bound 
by the restriction unless it is in agreement with the restriction.

    • 

    • 
    • 

    •

__________________________________________                              
                                       Printed Patient Name                                                                                      

__________________________________________                             
                Patient Signature                  
               

_____________________
    Date


