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Goals of the chronic Care for Aboriginal People
Redesign program

Practical steps and real solutions to improving access to chronic

disease services for Aboriginal families and communities
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3 Identification and sharing of best practice in meeting the needs of
Aboriginal people with chronic disease

For more information, please contact: Raylene Gordon (NSW Health): 0409 926 934 rgord@doh.health.nsw.gov.au or
\, Rachael Havrlant: (02) 9391 9571 CCAP@doh.health.nsw.gov.au Y,




