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HOW TO FIND US

Beyond
Radiology
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( ST GEORGE'S
HOSPITAL

Ground Floor,
225 Papanui Road,
Merivale, Christchurch 8014

BY VEHICLE there is FREE
patient parking at 156
Leinster Road, opposite St
Georges Hospital. Please
use our allocated parking
only.

PEDESTRIAN
ENTRANCE
o 225 PAPANUI RD

[N

ON FOOT you will find
the entrance at 225 Papanui
Road, next to McDonalds.

ALL PATIENTS: Please bring any previous relevant medical imaging with you to your appointment.
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