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NAME: DATE:

DETAILS: DOB:

MEDICARE NO: (©) WORKERS COMPENSATION
(O) THIRD PARTY

Dr Bob Nagra
Dr Madhu Gulati

& Associates

:$71Iv13d IN3ilLvd

Glenquarie Radiology
Glenquarie Town Centre

Shop 36

Cnr Victoria Rd & Brooks St
Macquarie Fields NSW 2564
T: (02) 9158 8660

F: (02) 9198 9590

:d34IND3Y NOILVNINVYX3

Ingleburn Radiology
Suite 4, Level 1,

2-6 Oxford Rd
Ingleburn NSW 2565

T: (02) 8104 0803
F: (02) 8104 0838

E: info[dniaimaging.com.au

Opening Hours
Monday-Friday
8am-5pm
Saturday
8:30am-12:30pm
Sunday

CLOSED

:§711v13d TVIINITO

IV Contrast Alert

If patient requiring IV
contrast, recent creatinine
level / eGFR:

REFERRER DETAILS: PROVIDER NO:

COPIES TO: Date of renal function test:

Allergies:

SIGNATURE : DATE:

~J0L100d ONIHI4TN

MORE REFERRAL PADS: [ | A4 [ | A5

Results (OROUTINE OURGENT OCALL O FAX OONLINE




BULK BILLING

URGENT SAME-DAY APPOINTMENTS AND REPORT

INDEPENDENTLY OWNED

Cnr Victoria Rd & Brooks St
Macquarie Fields NSW 2564

E: infoldniaimaging.com.au F: (02] 9198 9590 E: info@niaimaging.com.au F: [02] 8104 0838

m General X-Ray

m OPG/Cephalogram

® DEXA (Bone Density Scan)

® Ultra-Low Dose Computer Tomography (CT)

m CT Dental

B General Ultrasound

® MSK/Small Parts Ultrasound

m Vascular Imaging (CT Angiography & Doppler Ultrasound)

B Women's Imaging (Gynaecology, Obstetrics & Breast Ultrasound)

B Liver Fibrosis Staging

B Paediatric Imaging

® Breast Tomosynthesis (3D Mammography)

B |nterventional Procedures (Biopsy, FNA, Aspiration & Hook Wire Localisation)

B Pain Management Injection under CT and ultrasound guidance
Glenquarie Radiology Ingleburn Radiology
Glenquarie Town Centre,Shop 36 Suite 4, Level 1, 2-6 Oxford Rd

(Opposite Ingleburn Train Station)

T: (02) 9158 8660  |ng‘eburn NSW 2565 T: (02) 8104 0803
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