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MonashHeart is located at three specialist locations:

 MonashHeart Clayton

 Level 2, Monash Medical Centre,  

 246 Clayton Road, Clayton 3168

 Tel: 03 9594 2242 

 Fax: 03 95 4 

 MonashHeart Dandenong

 Level 3, Dandenong Hospital, 

 David Street, Dandenong 3175

 Tel: 03 9554 8632 

 Fax: 03 9554 8548

 MonashHeart Casey

 Casey Hospital 

 

 Tel: 03 8768 1826 

 Fax: 03 9554 8548

TEL: 1300 MHEART   1300 643 278
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www.monashheart.org.au

To make an appointment, please fax this referral to 03 9554 8548 or scan and email to:
monashheart.bookings@monashhealth.org  Please note appointments cannot be made over the phone.

Tel: 1300 MHEART   1300 643 278
Email to monashheart.bookings@monashhealth.org

MonashHeart Clayton

Level 2, Monash Medical Centre

246 Clayton Road, Clayton 3168

Tel: 03 9594 2047

Fax: 03 9554 8548

Email: monashheart.bookings@monashhealth.org

MonashHeart Dandenong
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David Street, Dandenong 3175

Tel: 03 9554 8632

Fax: 03 9554 8548

Email: monashheart.bookings@monashhealth.org
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Fax: 03 9554 8548
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