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SERVICES
Obstetric Ultrasound
Pelvic Ultrasound
Pelvic MRI

Pelvic Procedures
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Implanon Removal
Breast MRI

3D Mammogram

Breast Imaging
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Your doctor has recommended that you use Coastal Medical Imaging. You may choose another provider but please discuss this with your doctor first.




SPECIALIST WOMEN'S IMAGING CENTRE
BOOKINGS

Ph: 07 5413 5000
Fax: 07 5413 5050
email: info@ coastalxray.com.au

Appointment date

Time
. , . OPENING HOURS
Present this form at the time of your appointment. Mon - Fri - 8:00am - 5:00pm
Sat, Sun & Public Hals. - Closed

Please bring previous films to your appointment.

Other

¢ Bone Mineral
Densitometry

¢ |mplanon Removal

Breast Imaging
¢ 30 Mammogram
¢ Breast ultrasound

Obstetric Ultrasound
¢ Dating Scan
e First trimester

¢ Morphology ¢ Breast MRI
e Growth scan Breast Imaging e X-ray
¢ Nuchal Translucency Procedures e CT Scans

e Cyst aspiration

¢ Core needle biopsy

¢ (Galactogram (ductogram)]
¢ Fine needle aspiration

¢ Hookwire localisation

Pelvic Procedures
e Sonohysterogram

¢ Hysterosalpingogram
e HyCoSy
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Dominos

Pizza Q

COASTAL
MEDICAL
IMAGING

CROYDON Ay

CM1007_10_2022

All images stored digitally for five years.

coastalxray.com.au
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