QUEENSLAND VASCULAR DIAGNOSTICSPTY LTD

ABN: 65 064 438 419

PHONE (all sites): www.qvd.com.au
07 3350-6980 Email: qvd@gvd.com.au
PATIENT DETAILS

CHERMSIDE
Level 3, South Medical Suites, Name:
HSH Northside

DOB:
PADDINGTON
SPOT 161, Address:

161 Given Tce

CLEVELAND
Suite 22, Cleveland House
Cnr Queen & Bloomfield Sts

UPPER MT GRAVATT
Level 3, Mt Gravatt-Capalaba
Road
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> FOR FURTHER INFORMATION AND EXAMPLES OF WORKSHEETS PROVIDED GO TO www.gvd.com.au

R Denotes Fasting Study ~ This referral carries no obligation and you may attend an imaging provider of your choice.
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