
 

 

                                                                

 
 

 

 
 

Arlington Sleep Medicine, Ltd. 
Deborah Gofreed, M.D. 

 

ACKNOWLEDGEMENT OF RECEIPT OF 

HIPAA Patient Privacy Notice 
 

*** You May Refuse to Sign This Acknowledgement *** 

 

 

I, ____________________________________________________, have received a copy 

of Arlington Sleep Medicine, Ltd.’s Patient Privacy Notice. 

 

 

PLEASE IDENTIFY THE DOCTORS TO WHOM YOU WANT US TO SEND 

YOUR CONSULT NOTES AND / OR TEST RESULTS.   

 

___________________________________ ______________________________ 

 

___________________________________ ______________________________ 

 

 

________________________________________________________ 

Please Print Name 

________________________________________________________ 

Signature 

________________________________________________________ 

Date 
 

 

 
For Office Use Only 

 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 

acknowledgement could not be obtained because: 

 

� Individual refused to sign 

 

� Communications barriers prohibited obtaining the acknowledgement 

 

� An emergency situation prevented us from obtaining acknowledgement 

 

� Other (Please Specify) 


