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Community o
Health Center a

at Eastside

a service of the University of Florida
and Shands HealthCare

November 30, 1998

TO WHOM IT MAY CONCERN:

Re: Eula Williams

Ms. Williams has been under my care from January 2, 1998 to the present
time for a severe case of shingles. Because of this, she has been in a lot of
pamn and has been unable to function normally.
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