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Date ________________________ 

 

 

I, _______________________________________, as parent/legal 

guardian of minor child _______________________________, hereby 

give permission to the doctors of Albany Eye Associates, The Eye Center 

at Memorial to examine my child and instill the necessary eye drops while 

I am not in attendance.  

My child will be accompanied by _______________________________, 

who is an adult of legal age. 

 

 

   __________________________________________ 

Parent/Legal Guardian  

 

 

   __________________________________________ 

Patient Name  

 

 

   __________________________________________ 

   Witness  

 

 

 

AARON KASSOFF, M.D. 

Diabetic Retinopathy 

Retinal Disease 
 
 

PATRICIA A. ERETTO, M.D. 

Eye Diseases of 

Adults and Children 
 
 

JORDAN KASSOFF, M.D. 

Refractive Surgery 

Cataract Surgery 

Cornea and External Disease 
 
 

KRISTINA LYNCH-GUYETTE, 

M.D. 

Eye Diseases of 

Adults and Children 
 
 

RICHARD WHITE, M.D. 

Comprehensive Ophthalmology 
 
 

ANNA Y. ALLEN, M.D., Ph.D. 

Cataract Surgery 

Eye Diseases of 

Adults and Children 
 
 

ASHOK SEHGAL, M.D. 

Retinal Disease 

Comprehensive Ophthalmology 
 
 
RAHUL PATEL, M.D. 

Cataract Surgery 

Refractive Surgery 

Cornea/Comprehensive 

Ophthalmology 

 
 

CARLY GOLDBERG, O.D. 

Eye Diseases of 

Adults and Children 
 

PALOMA SALAM, O.D. 

Eye Diseases of 

Adults and Children 
 
 
 

63 Shaker Road 

Albany, New York 12204 

p 518 434 1042 

f 518 434 4327 
www.albanyeyeassociates.com 

 

http://www.albanyeyeassociates.com/

