
 

PRESCRIPTION RELEASE 
 

I acknowledge that I have received a copy of my eyeglasses and/or contact lens prescription. 

 

Patient Signature: ______________________________________________________________ 

 

Parent/Guardian: ______________________________________________________________ 

 

 

 

 

Sacco Eye Group 
400 Plaza Drive 
Suite B 
Vestal, NY  13850 
607-798-1987 


