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(Required for insurance reimbursement)

Primary Lymphedema
__ Congenital (Milroy's disease)

Proximal obliteration
Distal obliteration

Secondary Lymphedema
__ Post-mastectomy

Groin dissection
Venous disorders

Varicose veins
__ Chronic venous insufficiency

Crural ulcer '
__ Paralysis of the lower limbs
__ Longstanding muscular inactivity
Other _
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