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INSTRUCTIONS FOR PATIENTS

1. Kindly fill in the Chart overleaf during any 3 days in the week prior to your 			 
	 appointment and bring this sheet with you to the Clinic.

2.	 Try not to empty your bladder in the hour prior to your appointment.

CAR PARKING: 	 via Soverign Inn 220 Pacific Highway. 
			  Entrance - 100 metres North of Rocklands Road.

Mater Medical Centre 
200 Pacific Highway 

Crows Nest 2065 
Tel: 02 9959 5046
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