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North Hamilton 41-45 Karewa Place
MRI | CT | ULTRASOUND | X-RAY

Puutikitiki 21 Puutikitiki Street
MRI | CT | ULTRASOUND | X-RAY | BONE DENSITY
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Pembroke 35Pembroke Street

MRI | ULTRASOUND

Avalon 6 Avalon Drive
ULTRASOUND | X-RAY

Borman 60 Hare Puke Drive
ULTRASOUND | X-RAY

Te Kohao Medical Imaging 47 Tennyson Road
CT | ULTRASOUND | X-RAY | BREAST SCREENING
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