
MEDICAL IMAGING REQUEST 
Patient Details 

First Name 

Surname 

Date of Birth 

Phone Number 

Medicare Number 

Sex 

Priority 

Examination 

Type Requested 

Clinical Details 

Referring Doctor Details 

Name 

2/339 Main Street, 
Bairnsdale Vic 3875 

8 Whiters Street, Lakes 
Entrance Vic 3909 

P. 5152 7805
P. 1300 004 564
F. 5116 1725
E. office@glmi.com.au

www.glmi.com.au

BOOKING SERVICE 
Please complete form and 
click the below button to 
send directly to GLMI. 
GLMI will ring your patient 
directly (usually same 
day). 

Address 

Provider Number 

Signed 

Date 

Copy To 

 CT  Ultrasound  X-ray  OPG  Cone Beam CT (CBCT)  Bone Densitometry (DEXA)

CT

Ultrasound

X-ray

DEXA 

CBCT / OPG

mailto:office@glmi.com.au
mailto:office.glmi.com.au
https://glmi.com.au
https://www.google.com/maps/place/339+Main+St,+Bairnsdale+VIC+3875/@-37.8293203,147.6154444,17z/data=!3m1!4b1!4m5!3m4!1s0x6b2f7f0db008e64b:0xf18e8666bd57e25a!8m2!3d-37.8293203!4d147.6176331
https://www.google.com/maps/place/4%2F8+Whiters+St,+Lakes+Entrance+VIC+3909/@-37.8762863,147.9983872,17z/data=!3m1!4b1!4m5!3m4!1s0x6b25607158ffc847:0x96302d8331ea2118!8m2!3d-37.8762863!4d148.0005759
tel:0351527805
tel:0351527805
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