b ST223528 NN
UNITY HEALTH TORONTO

BREAST IMAGING
AND BONE MINERAL DENSITOMETRY
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NOTE: Patients are required to arrange for previous imaging done outside St. Joseph's Health Centre to be sent to us prior to their appointment(s)
- PocketHealth QR code or link can be emailed to SJHCDI@unityhealth.to or faxed to (416)-530-6799.
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EXPECTED OUTCOME

This referral allows the Breast Centre at St. Joseph's Health Centre to order and complete all necessary testing to confirm a diagnosis.
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