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Appointments & Enquiries

Level 1, 59-61 Victoria Parade

Fitzroy Victoria 3065 Australia

Phone +61 3 8415 1279
+61 3 9411 7165

Internal 7165

Facsimile +61 3 9411 7122

Dr John Vrazas
FRANZCR

Consultant Interventional Radiologist
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Patient Information — Ultrasound Car Park Ultrasound

The tests ordered are non-invasive, no needles @ St Vincents Private

are involved.

Please be prepared to get partially undressed
into a gown. St Vincents

Hospital Melbourne
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v

Some tests may require you to fast for 6 hours

Nicholson Street
Fitzroy Street

prior to the appointment, no drink or food.
(No fizzy drink for 24 hours).

You may take your normal medication 59-61 Victoria Parade

with half a cup of water. The service will bulk bill recall patients,
pension and health card holders
for the ultrasound examinations

Diabetic patients need not fast , )
Fire Station
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