
 

 

HouseCalls-MD 
Patient Information 

Last Name ________________________________________________ First Name __________________________________   MI ________ 

Gender   M             F                    DOB _____________________          SSN _______________________ 

Marital Status         S              M            W              D                           Race ______________________________________ 

Address __________________________________________________________________________________________________________ 

Community Name____________________________________ Apt/Room # _______  City ________________________  Zip ____________ 

Home Phone ___________________________________________  Cell Phone _________________________________________________ 

Email _________________________________________________  Preferred Pharmacy _________________________________________ 

Pharmacy Phone # _________________________________  Pharmacy Address ________________________________________________ 

Responsible Party (If not the patient, must have copies of legal documents on file) 

Last Name ________________________________________________ First Name __________________________________ MI ________ 

Address ____________________________________________ City ______________________________ State ________ Zip ___________ 

Home Phone ___________________________________________ Cell Phone _________________________________________________ 

Work Phone _________________________________   ext. ___________  Email _______________________________________________ 

Relationship to Patient? _______________________________        Medical POA?    Y             N                    Financial POA?    Y            N  

Emergency Contact  

Last Name ________________________________________________ First Name __________________________________ MI ________ 

Home Phone ___________________________________________ Cell Phone _________________________________________________ 

Work Phone _________________________________   ext. ___________  Email _______________________________________________ 

Relationship to Patient? _______________________________    

Primary Insurance Policy 

Provider ____________________________ Policy/Subscriber ID__________________________  Group No. _______________ 

Secondary Insurance Policy 

Provider ____________________________ Policy/Subscriber ID__________________________  Group No. _______________ 

Does Patient have Medicaid?    Y              N               ID# __________________________________________________________ 

How did you find out about us? ____________________________________________________________________________ 



 
 
 

 

Medical History Form 

Advanced Directive  
  DNR (Do not resuscitate) 

  Full Code   

Current Medical Problems 
_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

Past Medical Problems 
_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

In the past year, have you been hospitalized?  If so, when, where and why? 

___________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

Please list any surgeries and dates. 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

Please list allergies including medications. 

____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

Please provide a complete list of medications, including over the counter medications and vitamins (use a separate list if 
needed).  Please include dosage amounts and frequency.  ______________________________________________________ 
______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 



 
 

 
 

Medical History Form 

Where were you born? ______________________________________ Height? ______ft ______in   Weight? _____________lbs 

Highest level of education? _________________________________________________________________________________ 

Occupation? ______________________________________________ Are you employed or retired? ____________________ 

Do you have children? ____________   How many? _____________________________________________________________ 

Any grandchildren? ______________  How many? ______________________________________________________________ 

Who resides in your home? ________________________________________________________________________________ 

Hobbies ________________________________________________________________________________________________ 

Do you: 

Exercise regularly?   Y       N  Drink alcohol?    Occasionally             Socially                 Often                Heavily 

Use recreational or illicit drugs?  Y  N             If yes, what? _______________________________________________ 

Smoke?   Y            N           Quit       If yes, how many years have you smoked? ________ How many packs per day? ________ 

Use smokeless tobacco?     Y        N      Vape?    Y            N 

Have hearing aids?     Y            N   Have false teeth or dentures?   Y  N  Wear glasses?    Y  N 

Wear only reading glasses?     Y   N  Wear contacts?         Y  N 

Date of your last vaccinations: 

Flu ______________       Pneumonia ________________       Shingles _______________   

Covid-19 Dose 1____________  Covid-19 Dose 2______________     Covid-19 Booster_______________ 

Date of your last screenings: 

Mammogram ______________     PAP Smear ________________     Colonoscopy ______________ 

Family Medical History 

Please check the initial for each relative type that has the below issues.    M=Mother  F=Father  B=Brother  S=Sister  C=Child 

Diabetes  M       F       B     S  C Heart Disease     M       F  B  S  C 

High Blood Pressure   M  F  B  S  C Stroke     M       F       B      S  C 

Cancer   M       F       B       S  C Asthma      M       F       B   S  C 

Seizures   M        F  B  S  C Bleeding Problems     M   F  B  S  C 

Mental Illness    M  F  B  S  C 



 
 
 

 
 

Authorization of Treatment 
 
_____ I authorize the release of my medical records to Bluegrass Direct Primary Care upon its request, including all 
examinations, diagnoses, laboratory and imaging studies, and treatments form the past two years.  
_____ I authorize payment of my medical benefits to Bluegrass Direct Primary Care for services rendered 
_____ I authorize disclosure of my medical record to Bluegrass Direct Primary Care’s business associates. 
_____ I authorize Bluegrass Direct Primary Care to give my insurance company any information about services rendered 
to me necessary to process claims.  
_____ I acknowledge that I received the practice’s Notice of Privacy Practices describing the use and disclosure of 
confidential healthcare information, also available at https://bluegrassdirectprimarycare.com/hipaa-privacy-practices 
_____ I understand and agree that I am financially responsible for all charges for service rendered to me, including 
balances owed after insurance payments.  

 

https://bluegrassdirectprimarycare.com/hipaa-privacy-practices


 
 

 
 

I hereby authorize Bluegrass Direct Primary Care to disclose and receive protected health information (PHI) as 
deemed below. Send Health records/information to: 

 
Bluegrass Direct Primary Care 

227 E. Main Street, Georgetown, KY 40324 
Phone # 859-710-6300 Fax # 833-471-5608 

 

 



 

 

HOUSECALLS-MD 
 
We are excited to offer Care Management support through our new Chronic Care Management program. This support is 
available to Medicare patients with two or more chronic conditions.   
 
Support 

• You will be assigned a personal Care Manager who will maintain contact with you throughout the month to assist 
with all of your care coordination needs. 

• You and your Care Manager will create a Care Plan to help manage your goals. 

• Your Care Manager will assist with appointments, medication refills, referrals for treatment, referrals for resources 
and overall communication between you and your physicians. 

 

DISCLOSURES: 
Availability of Services and Cost Sharing: As a Medicare beneficiary you are eligible to receive Care Management 

support through our Chronic Care Management program. Medicare covers 80% of these services with a 20% copay. 

Most secondary insurances cover all or part of the 20% copay. If your secondary does not cover the copay, you may be 

responsible for the copayment. 

Supervising Physician: Only one physician can provide Chronic Care Management support to a patient at a time. If you 

receive a call from another physician’s office offering these services, please let them know you are already receiving 

them from us.  

Eligible Conditions: Two or more chronic medical conditions that are expected to last at least 12-months. 

Sharing Information: Your Care Plan can be shared at your request.    

Canceling Services: Chronic Care Management is a voluntary program. If you consent to receive services, you can cancel 

services at any time by calling our office.  

 
       I consent to CCM services       

 
Patient Name: ___________________________________      Date of Birth:   ______________________ 

Patient Signature:  ________________________________   Date:  ______________________ 

     

 



 
 

 

Dr. Colton Jayne, M.D. 
 
Dr. Jayne is a board-certified Family Medicine Physician. He is highly 
skilled, an excellent listener, and dedicated to the health of his 
patients with over 10 years of experience practicing in South Carolina 
and Kentucky. Dr. Jayne also has specialized training in Sports 
medicine and Geriatric medicine. Before pursuing a career in 
medicine, Dr. Jayne earned her Bachelor of Science in Geology from 
the University of Kentucky. He then worked in the coal and natural 
gas industry in Eastern Kentucky. He went back to Lexington to attend 
the University of Kentucky College of Medicine, where he obtained 
his Medical Degree. Following medical education, he completed a 
rigorous Family Medicine residency program at the Medical 

University of South Carolina. Dr. Jayne and his wife Dr. Kristina Jayne (Pediatrician) moved back to Kentucky 
when they had their first son Ezra. They both feel incredibly privileged to serve as a Physicians in their home 
state of Kentucky. Over the past few years, Dr. Jayne has added medical expertise to his aesthetic practice. He 
enjoys incorporating the latest techniques and treatments into his practice. If you are looking for a physician 
who will invest time in understanding your unique goals and concerns, he is ready to collaborate with you on 
your wellness journey.  
 

Channa Arnett, FNP-C 
 
Channa brings a wealth of expertise to our Georgetown, KY 
practice. She started her medical service close to her hometown 
of Salyersville, KY as an ICU nurse for many years before pursuing 
advanced education at Frontier Nursing University. This solidified 
her commitment to providing top-notch healthcare to her 
patients. In addition to her advanced nursing qualifications, she 
is certified through the Kentucky Board of Nursing, ensuring that 
she meets the highest professional standards. Her educational 
journey also includes a Bachelor of Science in Nursing from 
Eastern Kentucky University, further reinforcing her strong 
foundation in nursing and patient care. 
Channa is here to meet your medical needs with the utmost care 
and expertise. She embodies the spirit of our team, which is 
committed to creating a welcoming and comfortable environment for our valued patients. 
 


