
WELLCOME TO MARTINEZ CRUZ I'EDICAL ASSOCIATES OF THE VILLAGES, LLC
BAYOAN MARTINEZ-CRUZ, MD

Today's date

PATIENT INFORMATION

Last First Middle lnitial

Address
City, State,

SS Number

Zip Code

Home phone

Email :

C6ll phone

a@ conr Sex: F M Oate of Birth:

_Minor _Single _Married _Divorced Widowed Language:-

Ethnicity: _ Caucasian African-American Latino Olh6r

Whom should we thank for referring you?

Emergency contact: Phone: Occupation:

PRIMARY INSURANCE'NFORMATION

lnsurance Company

Company Address

lnsured's Name:

Phone

ooB

Policy No Group No

SECONDARY INSURANCE INFORMATION

lnsurance Company:

lnsured's Name DOB

Policy No Group No

I hereby authorize payment directly to Bayoan artinez-Cru2, M.D. of all insuranco banefits, otherwise
payable to me for Servica rendered. I undarstand that I am financially responsible for al! charges and
services rondered, whether or not paid by insurance, on behalf of myself and my dep€ndents. I authorize
the above doctor/provider/supplior or sorvices in this office to release any idornation required to secure
the paymont of benefits.

Signature of Responsible Party Today's date

Name :

I

CompanyAddress: Phone:_



MARTINEZ CRUZ MEDICAL ASSOCIATES OF THE VILLAGES, LLC
BAYOAN MARTINEZ-CRUZ, MD

Name:
Last F irst M.t Date of Birth

MEDICAL HISTORY

Purpose of your visit today:

Surgeries, including dates:

Current medications, including dosages and frequency:

SOCIAL HISTORY

Smoker: _Yes _No lf stopped, when, and how long did you smoke?

Alcohol use: 

-No -occasional -Frequent 
Exercise: _Never _occasional _Frequent

Living/Deceased lf deceased, date and cause of death

Father

Mother

Sibling(s)

FAMILY HISTORY

Children:

Past illnesses, including dates:

Allergies to medications? Please list, including reaction(s): _

lmmunizations, including dates:

lnfluenza:_ Pneumonia _ Shingles _

Marital Status: _Married _ Single _ Divorced _Widowed Children ages_



Name:

MARTINEZ-CRUZ MEDTCAL AssocrATEs oF THE VTLLAGES, LLC
BAYoAN MARTINEz.CRUz, M.D.

FirstLast M.l. Date of Birth

REYIEW OF SYMPTOMS THAT YOU ENTLY HAVE

GENERAL EYES EARS
Weakness
Fatigue
Fever
Night sweaB
Dirziness
Headaches
Weight loss
Weight gain
Orhers
None

. Contact lenses

. Cataracts

. Blurred vision

. Glaucoma

. Double vision

. Pain

. Others 

-

. None

. Hard of hearing

. Deaftress

. Ringing

. Ear ache

. Dizziness

. Wax

. Others

. None

MOUTH/THROAT BRXASTS
. Nose bleeds
. Pain
. Nasal drip
. Runny nose
. Sinus congestion
. Polyps
. others 

-

. None

. Bleeding

. Ulcers

. Sore throat

. Hoarseness

. Difficulty to swallowing

. White spots

. Loss oftaste

. Gum problems

. others 

--

. None
LUNGS HEART GASTROINTESTINAL
. Cough
. Shofitess of breath
. Wheezing
. Asthma
. Cbest pain
. Congestion
o Blood
. Phlegm
. Others
. None

. Palpitations

. Chest pressure

. Rapid heart beat

. Blood clots. Murmur

. Swollen legs

. Others-

. None

Abdominal pain
Nausea/vomiting
IndiBestion
Constipation
Blood in stool
lrregular bowels
Food intolerance
Heartburn
Others
None

GYNECOLOGICAL MUSCULOSKELFTAL. Uryency
. lncondnence
. Flank pain
. Kidney smnes
. Frequent urination at night. Blood in urine. Bed wetting
. Burning while urinatng. Others
. None

. Post menopausal

. Vaginal discharge

. Hot nashes

. Painful intercourse

. Menstrualcramps

. Loss oflibido

. otlers

. None

. Pain

. Cramps

. Ioint pain/sdfhess

. Back pain

. ,oint swelling

.lniuries

. Weakness

. others

. None

NEUROLOGICAL PSYCHIATRIC. Seizures
. Hand trembling
. Slurred speech. Shuming gait
. Tingling/numbness
. Paralysis
. Weak grip
. Loss ofsensation. Others
. None

. Others

. None

. Depression

. Poor sleep

. Andery

. Panic attacks

. Mania

. Obsessiyeness

. Suicldal thoughts

. Diabetes

. Hypoglycemia

. Heat/cold intolerance

. Loss ofhair

. Erectile dysfunction

.others

. None

NOSE
. Discharge
. Nodules/lumps
. Skin chnges
. Tenderness
. Others 

-

. None

GENITOUruNARY

ENDOCRINE



Mnnrnrrz-Cnuz MmrcALAssocrerrs or Trr Vu.r.acEs, I.LC
Beyoac MARTTNEZ-CRUZ, M.D.

AtmroruzarroN FoR REeuEsr/ItELEAsE oF MEDIcAL REcoRDs

RELEASE: Requesting information fr.om anotter provider/practice to us

Patient's Name:

Date ofBirth: Phone:

Requesting from: Fax:

I authorize tre release of the following of my protected health information:

-Att 
RECORDS _ Office Notes

-PathologrReports 
_laboratoryReport -RadioloryReporB

- 
EKG Results

-lastoffioeNotes 
_OtLer_

To : Martinez Cruz Medical Assoctates, IIC
781 Hwy 451;, tady lake, Flodda 32159
Phone: (352) 75{t-6650

Fax: (3521 75{t66s3

1te purpose of this authorization is for:

- 
Medical Trearnent

_ Other [speci&):

Patient Signature PrintName Date

Ifthe padent listed above is a minor or is unable ro sign, and you are a parenq legal
guardlan, or personat representative sigring on behatf ofthe patient, piease complete the
followlng:

Signature

Relatiouship to Patient

Print Name Date



Manrlrez-Cnuz MEDICAL AssoclATEs oF THE VILLAGES, LLC

Bevoeu ManrlNEz-CRUz, M.D.

With my cons€n! Martinez-Cruz Medical Associates ofThe Villages, LLC may use and disdose protected health information
(PHI) about me to carr!, out treatmenq paymenq and healthcare operations (TPO). Please refer to Bayoan Martinez-Cruz,

M.D.'s Notice oI Privagr Proctiu for amore complete description ofsuch uses and disclosures.

With my consent, Martinez-Cruz Medical Associates ofThe Villages, LLC may call designated locations and leave messages on

voicemail or in person regarding any items that assist the practice of carrying out TPO, such as appoinbnent reminders,

insurance issuei, and anycall pertaining to my clinical care, including laboratory results, among others- Also, with my consent,

Bayoanuartine7,-Cruz, M.D. may mail to my home or other designated location any items that assist the Practice in carrying

outTPo, such as aPpointment reminder cards and patient statements

Descripdon ofthe informaEon to be used/disclosed (check aU that apply):

[ ) The patienfs entire healt]r record

By signing this form, I am giving my consent to Martinez-Cruz Medical Associates of The Villages, LLC for use and/or
disclosuri ofmy IHI to carry outTPO. lf I do not sign this conseng the practice may decline to provide treatrnent to me. I may

revoke my consent in writing, except to the extent that the practice has already made disclosures in reliance on my prior

consenL

l, . understand that Martinez-Cruz Medical Associates ofThe Villages, LLC

is auttrorizJUy me to use or disclose my PHI for treatsnenq payment, or other health care operations. I sPecincally authorize

any current employee or owner of Martinez-Cruz Medical Associates ofThe Villages, LLC, or any other individual listed below,

to iisclose my iroiected health information as described on this form to the recipients listed below. I understand thatwhen

the information is used/ disclosed pursuant to t}lis authorization, it may be subiect to redisclosure by the recipi€nt and may

no longer be protected health information. [ further understand that t retain the riBht to revoke this authorization, ifdone so in

wri6ng, at any time.

( ) Othen

Name(s) ofperson(s) that my PHI may be disclosed to, and my relationship to them (spouse, other family members, friends):

I understand that I have the right to revoke this authorization at any time. ln order for the revocation to be effective, Martinez-
Cruz MedicalAssociates ofThe Villages, LLC must receive the revocation in wri6ng. I also understand that by signing below, I
am giving Martinez-Cruz Medical Associates ofThe Villages, LLC consent for my Eeatment, and that I a8ree to all the terms
listed above.

Patient's signature:

PATIENT coNSENT FOR USE AND D ISCLOSURE oF PROTECTED HEALTH IN FORMATION

PATIENT AUTHoRIZATIoN To USE oR D tscLosE P RoTECTED HEALTH INFORMATIoN

Date:

Print patient's name:

Legal guardian's slgnatur€:

Print legal guardian's name:



MARTTNEZ-CRUZ MEDTCAL AssoctATEs oF THE VrLHcEs, LLC
BAYoAN MARTTnEz-Cnuz, M.D.

Dear Patient;

Florida statutes requir€ that we provide our patients with information concerning their righLs to a Living Will
and/or Advanced Directive-

An ADVAI{CED DInECTM is a wihessed statement made by a competent member regarding his/her wishes
or desires in regard to funrre health care (for example, provide artificial life support).

A LIVII{G WILL is a formalized version ofan ADVANCED DIRECTIVE

Please take tiis information home and carefully revi€w iL lfyou wish to execute an Advanced Directive or
Uving WilL please notify this office on your next visiL

I have received a copy ofHeatth Care Dir€ctives and underst nd my rights relating to Advanced Directive and
Uving WilI

PLEASE CHECK ONE;

I do Dot hav. a Uvlng Will.

I do havc a llvtrg wlll and wlu provlde a copy to thls offcc.

Eorlda law requires that your health provider or healthcare hcility rrcognize your rights while you arc
r€ceiving medical care, and that you respect the healthcare providers or healthcare faciliys right to expect
c€rtain behavior on the part ofpatients. You may request a copy of the full text of this law from your
healthcare provider or healthcare facility.

Padenfs slgnature:

hnted name:

Witness: Date:_



MARTTNEz-CRUZ MEDTCAL AssoctATEs oF THE VlLr-AGEs, LLC

Blvonn Mlnursz-CRuz, M.D.
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Mantrxrz-Cnuz MEDrcAt AssocrATEs oF THE VrL[AcEs, LLC
BAYoAN MARTINEZ-CRUZ, M.D.

HIPAA NOTICE OF PRIVACY PRACTICES

My sigDabre on dlls dodrmcnt acknowledFs that I have recclved dle Martioez-Cruz Medical Associatcs ofThe Villagrs, Ll.c HIPAA Noticc of
Privag Practics

LIFETIME AUTHORIZATION

INS',NA'{CE ASSTG MENTS A D AUTHORIZATION TO Rf,LEASE INFORT.IATTO

RELEASE OF I FOn ATION: l, the below named padenL do hereby any physicians examining and/ortreating me to release to.ry thtrd
payer (such as an insurance company or governmental agencles, e,g., Blue Cross Blue Shicld ofFlorida or M€dicare) any medlcal, p6ychiatric
coDdition, alcohol or drug-related condition, and records concernint diatnosis and treatment when requested by such third parties tor lts
use in connaction widr determiring a claim for payment for such treamtentand/or diagnosis.

PHYSIOAN INSURAIICE ASSIGI{IIEI{T: l, the below named subscriber, hereby aut}rorize payment di.ectly to any physician examinint or
treadng tr|e or any group and/or individual surSlcal and/or medical beneffB herein sp€cified and otherwise paJ€ble to me for their services
as described but not to exceed dre reasonable and customary charge for these services.

MEDICARE/HED|C lD: Padettt's cerdlication au$orizadon to release information aod payment requesL I cerdfy tlar the ioformation given
by me in applyiDg for paymant under Title XVllXtX ofthe Social S€curity Act is con'ect. I aurhorize any holder ofmedical or odter lnformation
about mc to r€lease to the Social Security Administration Division of Family Services or iB interm€diaries or carrie6 any information
needed for thls or a related Medicare/Medicaid claim. I herrby certify thatall insurance pertaining to treats,ent shall be assitned to th€
ph)|sician treadng me.

PERTIIT A COPY OF THIS AUTIIORIZATIOI{ AIID ASSIGI{MENTS TO BE USED IN PI.ACE OF TrlE OHGTNAL WHICII IS OT{ FII.E AT THE
PHYSCIANS OmCE: This assignmeltt will remain in effect until revoked by me in lvriting.

COI{SEI{I FOR TnEATMEI{T: l, the below named patienL herEby give my consent for treatment ro all physicians associated widt Martinez-
Cnrz Mcdical Associates ofThe VllLges, LLe

CONSEI|IT TO ITISCUSS MEDICAI CONDffiON OR RELEASE RECORDS: l, the below named patienL do hereby authorize Martincz-Cruz
Medical AssodaEs ofThe VilhFs, LLC to discuss my medlcal condldon with, or releese my medical records to thc bclow named person(s):

NAIrIE' RELATTONSHTPTO ,AT,ENT

NAME:

O SIIOWS/LAST [ltIUTE CAIICELLATIONS/IIST Mlt{UfE RESCHEDULES: Provders and staFof Martinez-Cruz Medical Assoctaes of
Th€ Vluag€s, LLC ruly on the pr6cheduled appolntmeots to plan thalr day-to-day actlvities. Last millue reschedules or cancellattons and nG
shows dlsrupt drc da0y acdvld€s and also crrail the ablllty to schedul. another memb€r/ patlert in your pres€ieduled sloL lfyou have to
cancel or rcsctcdulc your aPPointsne[t, please provide us with at least 48 hours of prior notlce. tfyou resihedule, cancel, or arr a nrshow to
your prcsdtedulcd apgolntsDcnt, we may drarge a t2S.00 fec direcdy to )rou Pl?ase note that $is dtaG€ will not b€ bllled to aoy t rird pany
(includingyouriNurance)butdiEctlytoyou,andyouwillb€responribleforparmentofthischargepiaortoanyfunherencountcrs.-

COulCflOt{ AGEI{CY: ln t}c eeent your accouDt becomr dclinquentand is orned over to a collertion agency and/or acorn€y, you will befitlincLuy rrsPonstbl? for all associated collecdon fees and lcgal fees th.t Mardnez-cnrz Medtcal Associata ofThe tilhgcs, LLc l;curs
through the Proc€ss utillzed to clllect th€ delinquent balance. Please bc arrare that ifyouraccount is hrrned oyer to a collection ag€ncy, you
can be distharged hom the practice- _
RETURIED cHEGI(s Checks returned to Martin€iz-Cruz Mcdical Assoclates of The ylllag.s, LIC by lrs bank wlll be assessed a returned
chec* fee, ln addldon to thc orlSinal amount of the €heck You wlll hav€ ten (lo) days toit"", up tt 

" 
out"arding ch-ck lfyou do not pay the

ched( plus th. r€turned ch€ck fec in the specified time, $e check wtll be seni to tli State Attorney's omce for fu"nher collecuon. _
Please nmcmbcr that lnsuranc€ is consldeEd a method of Etmbursint the patt€nt fo€ fels pald to the doctor and is not a substltute forpaymeoL some companl€s pay fixed atlowaoces for certiin pmcedures, whiic others pay a percentage of the charxe. I undersand drat lt lsmyJ€sponsiblltty to pay any deductible amounL co-lnsuran;", and/orany other balance oot paia roily myinsura'nce or tiird p.rty payerwlthin a rcssonablc parlod ofdme not to exce€d sixty (60) darrs.

DATE: PATIENT'S SIGNATURE:

SUBSCRIBERS SIGNATURE (if different from padent):

REl^Afl0NSHIPTO PATIENT: 

--



MARTINDZ.CRUZ
llE DIC A t ASSOCTAITS

Martinez Cruz Medlcal Associates of The Villages
781 Hwy 466, Lady Lake, Florida 32159

NAME: DATE:

CAG E.AID:

Do you smoke, drink alcohol, or use any recreational or non-prescription drug? yes _ No_
lf YES, which ones, and how much do you normally use or have in a week,s time?

Have you ever felt that you should cut down on your drinking, smoking or drug use? yes_ No_
Have people annoved you by criticizing your drinking, smoking or recreational drug use yes_ No_
Have you ever felt bad or suiltv about your drinking, smoking or recreational drug use? yes _ No_
Have you ever had a smoke, drink or some other kind of recreational drug or pain-killer in the mornins. to

steady your ne.ves or get rid of a hangover? yes No

Thank you very muchl

*We are looking forward to working together with you to help you feel much betterl



MARTINEZ-CRUZ
,!Afo tc a t asS0cralls

Name

PATIENT HEALTH QUESTIONNAIRE
Over the ,ast 2 rryeets, how often have you been bothered by any of the following problems?
(use x to indicate your answeo

1 2 3 4

Questions
Not at all

Several
days

More
than half
the days

Nearly
everyday

1 Little interest or pleasure in doing things 0 1 2 3

2 Feeling down, depressed, or hopeless 0 1 2 3

3 Trouble lalling/staying asleep, sleeping too much 0 1 3

4 Feeling tired or having little ene.gy 1 2 3

5 Poor appetite or overeating 1 2 3

6 Feeling bad about yourself- or lhat you are a failure or have let
yourself or your family down

0 1 2

7 Trouble concentrating on things, such as reading the newspaper
or watching television

0 I 2 3

B Moving or speaking so slowly that other people could have
noticed. Or the opposite being so fidgetyirestless that you have
been moving around a lot more than usual

0 1 2 3

I Thoughts that you would be better off dead, or of hurting yourself
rn some way

0 1 2 3

I Feeling nervous, anxious or on edge I 2 3

2 0 I 3

3 Worrying too much aboul different things 0 1 2

4 Trouble relaxing 0 1 2 3

5 Being so restless that is hard to sit still 0 I 2 3

6 Becoming easily annoyed or irritable 0 I

7 Feeling afraid if something awful might happen 0 ,| 2 3

B How difficult have these problems made it ror you to do your
work, take care of things at home, or get along with other
people?

Not
difficult
at all

Somewhal
difficult

very
difficult

Extremely
difficult

0 1 3

Date

2

0

0

3

0

Not being able to stop or control worrying

3

2 3

2



CONTROLLED SUBSTANCE AGREEMENT

We are committed to doing all we can to treat your €hronic pain condition, ln Some cases, controlled substances are used as a therapeutic option

in the management of chronic pain, which is strictly re8ulated by both state and federal agencies. This aSreement is a toolto protect both, you

andthe physician by esta blashang guidelines with an the laws, for proper and controlled substance use. The words "we and ou/' refer to the facility

and the words "1" "you"'me" ot"mi'reler to you, the oatient.

1. Allcontrolled substances must comefrom the physician whose si8nature appears bellow or, durin8 his/herabsen.e, bythe covering physician,

unless specific authorizations is obtained for an exception. I understand that I must tell the physician whose siSnature appears bellow or, durinS

his/her absence the coverinS physician, alldrugsthat lamtakin8, have purchased, or haveobtained, even over the- counter medications. Failur€

to do so may result in drug interactions or overdoses that could result in harm to me, including death. lwill not seek prescriptions for controlled

substances from anyother physician, healthcare provider, ordentist. lunderstand it as unlawfulto be prescribed the same controlled medication

by more than one phylician at a time without each physician's knowled8e. lalso understand that it is unlawfulto obtain orto attempt or obtain

a prercription for a controlled substance by knowingly misrepresenting Iacts to a physician, or his/her staff, or knowingv with holding facts from

a physician or his/her staff (including tailure to inform the physician or his/her staff ofallcontrolled substances that lhave been prescribed)

2., Allcontrolled substances must be obtained at the same pharmac, where possible- Should the need arise to chanSe pharmacies, our office

must be informed. The pharmacythatyou have seleded is:

Phone ( )

3,- You mav not share, sell, or otherwise permit others, includinS spouse or family members, to have access to any controlled substances that

you have been prescribed.

4-- Unannounced urine or serum toxicology specimens may be requested from you, and your cooperation is required. Presence of unauthorized

substances in urine or serum toxicology s€reens maY resuh in your discharge from thi!facility

5.- I will not consume the excessive amount of alcohol in conjunction with controlled substances. I will not use, purchase or otherwise obtain

other legal drugs except as specially authorized by the physician whose signature appea.s bellow or, durin8 his/her absence by the covering

physician, as set forth in Section l above. I will not use, purchase or otherwise obtain any ille8al dru8s, including marijuana, cocaine, etc. I

understand that driving while underthe influence ofany substance, including a prescribed controlled substance, oranycombination ofsubstances

(e.g. alcoholand prescription drugs) which impairs my driving ability, may resuh in DUI charges

5.- Medication or written prescriptions may not be replaced if they are lost, stolen, 8et wet, are destroyed, left on the airplane, etc. lf your

medication has been stolen it willnot be replaced unless explicit proof is provided with diredevidence f.om authorities. A report narratingwhat

you told authorities is not enouSh.

7. Early refills will not be 8iven. Renewals are based upon keepinS schedule appointments. Please do not phone for prescription after hours or

8., tn the event you are arrested or incarcerated related to legalor illegal drugs (including alcohol), refill on controlled substanaes will not be

8iven.

9.- I understand that failure or adhere to these policies may resuh in cessation oftherapy with controlled substances prescribing by this physician

and other physicia s at the facility and that law enforcement officials may be contacted.

1O., taffirm that I have fullri8ht and powerto siSn and be bound by this agreement, and that I have read it and understand and accept allof its
terms. Acopy ofthis copy has been Siven to me.

PATIENT'S FULT NAME

DATT

PAT]INT'5 SIGNATUR

--^P
I

PHYSICIAN SIGNATI]RE

DATE

MARTINEZ CRUZ MEDICAL ASSOCIATES OF THE VILLAGES, LLC


