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my consant and thal | do consent t3 the reloase of my persondal nformation 10 inSurAnce cOMpanes and oihar dociors, denksis,
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7. Do you have o R you hisd any BUmars of cancerT [ Yes Mo
a} W yes, have you had any surgery o radintion oatment 1o your hoad of neck? 1 Yes I No
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