
 
 
 

Christina Murray OD, FCOVD  
  

 

Patient Information:  

Name:__________________________________ 

DOB:___________________________________ 

Phone Number: ________________________ 

Email:__________________________________ 
 
Reason for Referral:  

c Amblyopia / Strabismus  
c Visual Processing 
c Ocular Motor Dysfunction 
c Vergence Dysfunction 
c Accommodative Dysfunction 
c Post-Concussion/Head Trauma  

 
c Double Vision 
c Headaches 
c ADD/ ADHD 
c Visual Stress 
c Other: _________________________ 

 
Additional Information:  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
 
Referring Professional:  

Name:__________________________________ 

Clinic:___________________________________ 

Address: ________________________________ 

_________________________________________ 

Phone Number: _________________________ 

Email:___________________________________ 
 
 

www.VisionLearnCenter.com   hello@VISIONLEARNCENTER.COM 
 
 
 

Coconut Creek 
4171 W Hillsboro Blvd STE 10 

Coconut Creek, FL 33073 

 
 

 
 
 

Parent Information (if	under	18): 

Name:_____________________________________ 

Relationship to Patient:____________________ 

 

To refer this patient…  

c Fax a copy of this form 
c Fax any relevant records 

o (561) 462-1245 

We will contact the patient directly to 
schedule an evaluation.  

Reports and treatment plans will be 
sent following evaluation.   

Boynton Beach 
8200 Jog Rd STE 200 

Boynton Beach, FL 33472 




