
 

 

 

 

Medical Records Release 
  
 
John L. Buker, M.D. 
Patricia H. Buker, M.D. 
Donna E. Roth, M.D. 
Dana R. Black, M.D. 
Danelle Owens, PA-C  
 
 
PATIENT’S NAME ____________________________ Patient’s Date of Birth _____________ 
 
 
 
I, _____________________________________________, hereby authorize  
 
Bluegrass Dermatology to release my records to: 
 
 NAME       ___________________________________________ 
 
 ADDRESS___________________________________________ 
 
 PHONE _______________________________________ 
 
If you would prefer we fax your medical records please list the appropriate fax number below: 
 
Release to Fax # _____________________________________ 
 
Specific reason for the release of medical information for use or disclosure: 
 
________________________________________________________________________ 
 
 
             __________________________________________                 ________________ 
                                 signature of Patient / Parent or Guardian                                              Today’s Date 

 

 

 

 

 

  
John L. Buker, M.D. 
Donna  E.  Roth, M.D.  
Dana  R.  Black, M.D.  
Patricia H. Buker, M.D.  
Danelle Owens, PA-C  

3475 Richmond Road, Suite 200  Lexington, Kentucky 40509
Phone: (859) 296 - 4400    Toll Free: (888) 394 - DERM  (3376) 

Fax: 859/296-4300 
 

Website: www.mohs.com 
 

 

  
 


