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© 20 Park Avenue
PO Box 1224
Coffs Harbour NSW 2450

® (02) 6691 7800
(02) 6691 7822

@ bookings@beachrad.com.au

© MRIBOOKINGS:
mribookings@beachrad.com.au

Monday to Friday
8.30am - 5.00pm
Closed weekends
and public holidays

ABN 33 657 027 391

e General X-Ray
e Fluoroscopy / Screening
e OPG/ Dental
e Cone Beam CT
e MRI
e CT (low dose)
e Ultrasound
General
Obstetrics / Gynaecology
Musculoskeletal
Vascular
Doppler
¢ Interventional Procedures
e Echocardiography
e FNA & Core Biopsy
e 3D Mammography
e Bone Mineral Density
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Your doctor has recommended you use Beachside Radiology. You may choose another provider but please discuss this with your doctor first.

PLEASE BRING ANY PREVIOUS IMAGES AND REPORTS

www.beachrad.com.au - bookings@beachrad.com.au -

(02) 6691 7800




