This Requisition Form Can be faken fo any Licenced facility providing Healfthcare Service.

Limeworth X-Ray

MAMMO

GRAPHY & BONE DENSITY

Mon, Tues & Thurs 8:00am - 6:00pm

849 Upper Wentworth St., Suite 102

Hamilton, Ontario L9A 5H4
(Between Mohawk and Limeridge Mall)

Wednesday 8:00am - 5:00pm
Friday 8:00am - 5:00pm
Saturday 8:00am - 4:00pm

Tel: 905-574-7755 Fax: 905-574-0384 Email: 849xray@gmail.com

and Ulirasound

Your Appointment
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Please call 24 hours in advance if you need to change your appointment to avoid cancellation fee. Please arrive 15 minutes before appointment.

Please bring Health Card and This Requisition




