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Identificagéo:

1 Radiografia Panerfimica para Avalicio de Terceiros Molares
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Dr. Thiago B Jangada
CRO-Pr. 21339

Alameda Washington Luis, 301 —
Fone (42) 3273-5045 / (42) 99108-5045
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Alto das Oliveiras — Telémaco Borba



