
Release of Medical Records

I _____________________________________________  DOB _______________
hereby grant permission to disclose and/ or release all information and records regarding 
my treatment, including:

• consult notes
• diagnostic reports
• radiology reports

to Hemmett Family Chiropractic and Massage.

Requested from ________________________________________________

________________________________________________

________________________________________________

________________________________________________

Date ______________________________________

Signature __________________________________

Witness ____________________________________
Drs Erik and Vicki Hemmett

185 Tilley Drive
South Burlington, VT 05403

802-879-1703
(FAX) 802-863-9299


