
Patient’s Name:___________________________________________________________________

Address: ________________________________________________________________________

_______________________________________________________________________________

City: State: Zip:________________________________________ _______ ____________________

Date of Birth: Telephone Number: ________________________ ____________________________

Requesting Records from Doctor:

Doctor’s Name: ___________________________________________________________________

Phone: Fax:_________________________________________________ ____________________

Address: ________________________________________________________________________

City: State: Zip:________________________________________ _______ ____________________

Please release the following records:

Imaging  Reports Vaccine History Lab Results Growth Chart

Other: __________________________________________________________________________

Requested by Tree of Life Medicine 
174 Elm Street 
Montpelier VT 05602
Fax: (802) 223-2016

Patient’s Signature: Date  _______________________________________________ ___________

Parent’s Signature of Minor Patient Date__________________________________ ___________

Tree of Life Medicine 

Dr Gabriel Archdeacon
174 Elm Street, Montpelier, VT 05602

Phone: (802) 505-0597  Fax: (802) 223-2016

Request for Records




