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Date:_____________________   Time:___________________ 
 
To: Patient Accounts Representative  Phone: 817-860-1309 
 Arlington – Randol Mill Clinic 

Fax: 817-860-5380 
 
 
 
From:______________________________  Phone:______________________ 
 

Fax:________________________ 
 
Number of pages including this cover sheet:_____________ 
 
COMMENTS: 
 
 
 
 
 
 

*****CONFIDENTIALITY NOTICE***** 
The documents accompanying this telecopy transmission contain confidential information that is legally 
privileged. This information is intended only for the use of the individual named above. If you are not the 
intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in 
reliance on the contents of these documents is strictly prohibited. If you have received this telecopy in 
error, please notify the sender immediately to arrange for return of these documents. 
 

*****PROHIBITION OF REDISCLOSURE***** 
The enclosed information has been disclosed from records whose confidentiality is protected by federal 
law. Federal regulations prohibit the redisclosure of the information without the written consent of the 
person to whom it pertains. 
 

*****VERIFICATION OF RECEIPT***** 
 

Signature of recipient:__________________________________________ 
 
Number of pages received:_______________ 
 
Date and time of receipt:______________________________ 
 
Complete and return to the sender immediately upon receipt. 
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