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SASKATOON MEDICAL IMAGING // THE ULTRASOUND CENTRE

514 Queen Street (Top Floor)

Unit 201 Saskatoon SK

www.theultrasoundcentre.com

Please bring this requisition
to your appointment.

DATE:

TIME:

Booking: 306-933-4500

Direct Phone: 306-933-4522
Direct Fax: 306-933-0058
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(PLEASE INDICATE RIGHT LEFT OR BILATERAL)
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Thank you for your referral!



