BEAMSVILLE

DIAGNOSTIC IMAGING

Beamsville Diagnostic Imaging

4438 Ontario Street,

905-563-5000 | Fax:
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905-563-5003

email: beamsvillediagnosticimaging@gmail.com

Other Location:
Barclay Diagnostic Imaging

589 Lake St., #104, St. Catharines, ON
905-934-3838 | Fax: 905-934-5353

www.barclayimaging.com
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