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Your child was screened by echocardiography for the following:

HYPERTROPHIC CARDIOMYOPATHY ------emeeeeeee absent =~ —-m-eeeeeeeeee- present
AORTIC STENOSIS  meeemeeeeeeeees absent = —-emmeemeeeeeeee- present
DILATED CARDIOMYOPATHY = = -ceeeeeeeeees absent present

If any of the above are present you must contact your primary care
doctor or cardiologist office.
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