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Other Evaluutions
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High Blood Pressure 1 [ Heuduches/Migruines 1 [
Eye Turn/Strabismus C 1 [ Sinus Problems L1 ]
Diubetes (1 [ Luzy Eye/Amblyopiu ] []
Double-Vision [ 1 [ Allerygies (1 []
1 [ 1 [
1 [ 1 [
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