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STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

CORCRAFT/DOCCS EYEWEAR 
 
 
TO: WALLKILL OPTIC LAB 
 
FROM: ______________________________________________________________________ 
 Correctional Facility 
 
SUBJECT: SAFETY GLASSES 
 
DATE:  __________________ 
 
 
   ________________________________________  _________ 
   Facility Contact Staff and Telephone Number   Ext. 
 
Employee’s Item Number: ___________________________________ 
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Frames: _____________________ 
 
PO #: _____________________ 
 
      _____________________________________________ 
      Employee Signature (required when issued) 
  
         Date Issued: ________ 
 
File: Employee Personal Medical File 


