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Age Related Macular 
Degeneration

Aids  ...............................q q
Arthritis ...........................q q
Asthma ...........................q q
Bladder Infection ............q q
Bleeding
Tendency ........................q q
Bronchitis ........................q q
Cancer ............................q q
Colitis ..............................q q
Congestive Heart Failure q q

Diabetes .........................q q
Epilepsy ..........................q q
Thyroid ...........................q q
Hay Fever .......................q q
Heart Attack ....................q q
Hepatitis .........................q q
High Blood Pressure ......q q
High Cholesterol .............q q
High Fever after surgery 	q q
HIV Positive ....................q q

Kidney Disease ..............q q
Leukemia ........................q q
Migraine ..........................q q
Parkinson’s .....................q q
Pneumonia .....................q q
Rheumatic Heart ............q q
Stomach Ulcers ..............q q
Stroke .............................q q
Tonsilitis ..........................q q
Tuberculosis ...................q q

Age Related Macular
Degeneration ...................q q
Arthritis  ...........................q q
Asthma ............................q q
Bleeding Tendency   ........q q
Cancer .............................q q
Colitis................................q q
Congestive Heart Failure 	q q
Diabetes...........................q q
Epilepsy............................q q
Glaucoma ........................q q
Hay Fever ........................q q

Heart Attack .....................q q
High Blood Pressure .......q q
High Fever after surgery...q q
Kidney Disease ...............q q
Leukemia .........................q q
Migraine ...........................q q
Rheumatic Heart .............q q
Stomach Ulcers ...............q q
Stroke ..............................q q
Thyroid Disease ..............q q
Tuberculosis.....................q q
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