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We are obliged to ask all females of childbearing age (13-55 years)
if you could possibly be pregnant? . Yes  |No
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For appointments call 07 3283 9200

287 Oxley Ave, MARGATE QLD 4019
Fax: 07 3283 9299
Email: info@limeradiology.com

YOUR APPOINTMENT

Your practitioner has recommended you attend Lime Radiology. You may choose another provider, but please discuss this with your practitioner first.
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Date Time

Preparation
Please bring this request form and any relevant previous films to your appointment. If you are unable to keep this appointment, kindly give 24 hours notice.

DISORDERS, ALLERGIES AND/OR MEDICATIONS

Before your appointment, please advise our staff of any allergies or disorders that may affect your examination or procedure, and any medications you are currently taking.

OUR SERVICES Nuclear Medicine Breast Imaging

General Nuclear Medicine Digital & 3D Mammography
X—Ray Myocardial Perfusion Studies Breast Ultrasound
General X-Rays Sentinel Node Studies Ultrasound Guided Biopsies
[-131(Non Oncology) Therapy Ultrasound & Steriotactic Biopsies & Localisations

Ultrasound

General Ultrasound

Bone Mineral Density 24 Hour Holter Monitoring

Vascular Ultrasound

Obstetric Ultrasound Multislice CT
Musculoskeletal Ultrasound Ultrasound Dental Imaglng
. o o General CT
Guided Injections & Biopsies ) 0PG
. CT Angiography
Echocardiography Lateral Cephlogram

CT Lower Limb Measurements

CT Guided Facet & Nerve Root Injections CT Dentascan

Redcliffe Skin
Cancer Clinic
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