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ALL PATIENTS BULK BILLED
COLLECTION CENTRES

William Rose
School

SEVEN HILLS

24 Hope St (Opposite Seven Hills Primary)
Tel: 9624 9100

7.30am-7.30pm Mon-Fri, 8.00am- 2.30pm Sat

BLACKTOWN

8.30am-5.30pm Mon-Fri

19 Hereward Hwy (Cnr Kempsy St)

WESTMEAD

Suite 305, (Level 3), 151-155 Hawkesbury Rd
Tel: 9635 5445

7.30am-3.30pm Mon-Fri, 8.00am-10.00am Sat

Norwest Private
Hospital

BELLA VISTA

Q Medical Suite 105 (Level 1)
Q-Central, 10 Norbrik Dr

Tel: 8824 3800
8.30am-4.30pm Mon-Fri

MOUNT DRUITT

1 Zoe Place
Tel: 9625 2193

PATIENT FASTING INSTRUCTIONS

For patients asked to ‘fast’ this means you DO NOT
eat or drink anything except water for 8-16 hours prior
to your test.

*  During your fast you may drink water but no
other fluids e.g. fea, coffee or cordial

* Idedlly the blood is collected in the morning
*  You should avoid smoking during the fasting period
*  You should NOT fast for more than 16 hours

» Continue to take any medication unless advised
otherwise by your doctor

« Diabetics should not fast without medical advice

Shop T46, Shopsmart Outlet Centre
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ACCREDITED FOR

The Royal .Co]lege of Pathologists of Australasia Ll
Accredited Laboratory No. 15159 COMPETENCE

7.30am-3.30pm Mon-Fri, 8.00am - 12.00noon Sat

PATIENT INSTRUCTIONS FOR GLUCOSE TOLERANCE TEST

« The patient should have an unrestricted diet containing af least 150
grams of carbohydrate per day for the three days prior to the test.

* Each of the foods listed below contain approximately 15 grams of carbohydrate.
1 banana, apple, pear or orange 12 cup cooked lentils

3 apricots 2 Arrowroot biscuits
& prunes or dates 1 medium potato
¥ cup rice 360mis of milk

1 slice of bread or crumpet 150rmis fruit juice
3 Sao, Ryvita or Vita-wheat biscuits & cup cooked pasta

- At least 10 serves need to be eaten each day for 3 days before the test,

« It Is worth noting that most people (not those on a weight loss program)
would normally have over 150 grams of carbohydrate in their daily diet.

* You must fast for at least 8 hours but no more than 16 hours prior to the test.
« You are permifted to drink water ONLY during the fasting period.

« If you are taking medication on a permanent basls these should be
continued. The only exception being cortisone type medication such as
Predniscne, which should be omitted on the morning of the fest,

« The test will take 2 hours to perform. You will have two blood tests.




