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Thank you for referring your patient to Epworth Medical Imaging



For more information about your examination please visit epworthmedicalimaging.com.au

Dental Imaging Request/Referral

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

Epworth Richmond

FREEMAN ST

BOWEN 5T

Level 2, 89 Bridge Road, Richmond
Phone 03 9297 8000
Fax 03 9297 8022

richmond(@ epworthmedicalimaging.com.au

Monday to Friday 7am to 7pm
Saturday 7:30am to 4:00pm
Sunday 8:30am to 1:00pm

Epworth Geelong

HAMILTON Hwy

GEELONG
3
=
s
n
o
=
=
g
g
PIGDONS RD _ 2 L}\s
&
/- QQ§
EPWORTH
GEELONG PlONEER 5y

1 Epworth Place, Waurn Ponds
Phone 03 5279 8500
Fax 03 5279 8522

geelong@epworthmedicalimaging.com.au

Monday to Friday 8:30am to 5:30pm

Radiology Victoria Knox

WANTIRNA ROAD
RACHELLE DRIVE
GARRISON GROVE
MOUNTAIN HWY
SERVICE ROAD
RADIOLOGY

VICTORIA
KNOX

BORONIA ROAD

MOUNTAIN HIGHWAY

BORONIA ROAD
SERVICE ROAD
AINSDALE DRIVE

675 Boronia Road, Wantirna
Phone 03 5279 8300
Fax 03 5279 8320

knox(dradiologyvictoria.com.au

Monday to Friday 8:00am to 6:00pm
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