
 

 

 

 

Date: 

 

Patient Name: 

 

DOB: 

 

Please release my medical records to: 

 

 

I have an appointment on: 

 

Name and address to be mailed to: 

 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

 

 

Patient Signature:       Date: 

 

 

 

 

 

Andrew J Sacco, OD, FAAO, ABO 
Daniel J Kirchheimer, OD 

Doctors of Optometry 
 

400 Plaza Drive 
Suite B 

Vestal, NY  13850 
607 798-1987  www.saccoeyegroup.com 

http://www.saccoeyegroup.com/

