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INTRODUCTION

The attachedis the introduction to our 400-plus-page report syntheszng diabetesgoings-on over
the last 18 months. For ordering information, please see www.closecancems.com.

We sperd all day, every day immersdin the business of diabetes and in so mary yeas of
cdlecive patiert and market experience, we cansay thattherehasnever beenatimein diabetes
like today. Throughout the 1980s and 1990s, apart from insulin analogs and TZDs, innovationin
thisfield stagnated, producing little more than a few generic drugs. In recent yeas, however, the
explosion in diagnosesof type 2 diabetes pre-diabetes and related metabolic disea® hassparked
aflurry of innovation in phamaceuicals and devices In 2005, we saw thefirst new drug
aporovedfor type 1 diabetesin more 90 years. We watched asByetta wasapproved sans parel
meetng. In the ealy days of 2006, we pored over 24,000 words devotedto diabeteson the front
pace of the nationOdeadng newspaper.

Yes much hashappenedin this pag 18 months. This volume, DiabetesRound Up 2, isintended
asa comprehersive guide to the exciting everts of 2005 and 2006 Bwhat they meanfor patierts,
companes payers, and invedors.

Below are our key learrings from 2005 and early 2006. In this report, we discuss what they mean
for the diabetesmarket this yearand beyond.

NOTABLE TRENDSIN 2005 AND 2006

Diabetesdeclared a mainstream presence.

As diabetescontinuesto grow, swallowing almast everything in its path, more and more
AmericarsN aswell asEuropeans and Asiars and AfricarsN suffer from diabetesor know
someae who does New 2005 statisticsfrom AtlantaO<ertersfor Disease Control amounced
that 20.8 million Americars now have diabetes up 14% since 2003. Up 14%! Diabetesis
growing fager, from ahigher base! Diabetesnow affects anagonishing 7% of the U.S.
population (10% of adults over 20, and 20% of adults over 60). Diagnosed patierts arenow
edimatedat 14.6 million, with anadditional 6.2 million undiagnosedN the Omssing millions.OIn
minority populations, the increagswere particularly daunting. Since 2003, therewasa 20%
increa® in diabetesin non-Hispanic blacks, up to 3.2 million, and a 25% increa® in
Hispanic/Latino Americars, to 2.5 million and a9.5% prevalence. One of threechildrenbornin
the year2000, goesthe now-oft-cited statistic, will be diagnosedwith diabetessometimein their
lifetime. Thisis evenhigher evenmore oftenfor minority children such asHispanic females
who have a 50% charce of getting diabetes

The rapid rise in the number of those with diabeteshasnot gone unnoticed In January, 24,000
words were devotedto diabeteson the front page of the naionO$eadng newspaper* The New
Yok Timesserieshighlightedthe ravagesof type 2in New York City. Threetop reportersspert a
yearfocusedsolely on diabetes Eachpieceof the four-part serieszoomedto the top of the TimeD
Omet emailedOstorieslist. Again in New Y ork, the city mardated reporting of Alc reailts. These
reaults arebeing trackedto assess the control of patiertsin NY CN and the success of providers

1 See our DCU #56 for our take on (Bad Blood,Othe New York Times series, and our interviews with the authors.



While controversal, it may be away to gain a foothold on the massive public heath problem that
carDseemto be stemmed

Diabetesinvadedthe publicOsonsciousness lag yearin other, more insidious ways aswell,
staking its claim on the next 50 yearsof Americanhealth. Statisticsreleasedin 2005 in the
inawgural issue of the Journal of Pedatric Obesty (first of all, how crazy thatthereis a needfor
such ajournal?) report that more than half of childrenin North and South Americawill be
ovenweight in fewerthanfour yeas, by 2010. Experts are predcting anepdemic of early heart
attacks, strokes and yes type 2 diabetes, that will make this gereration thefirst to have a shorter
life expectancy thantheir parerts.

Diabetesmack its presence known in popular culture in more positive ways in 2005 aswell. The
first sea®n of dLife, a TV talk-show style program intendedfor viewerswith diabetes premiered
on CNBC. It feauredformer Miss America Nicole Johnson Baker asthe main anchor host and
invitedgueds like Dr. Aaron Vinik, Dr. Francine Kaufman Dr. Lois Jovarovic, Dr. Steven
Edelman and other luminaries Directto-consumeradvertising of diabetesproductsis going
strong, and Dr. Steve EdelmanOsTaking Control of Y our Diabetesorgarization hasmore than
takenoff. Whendiabetescansupport itsown TV show, it appearsit haserteredthe mainstream.
(Seeour welsite to download the episode, EmpowermentOthat feaured our own Kelly Close
discussing the lateg drugs ard devices including incretins and continuous monitoring.)

As diabetes continued to grow at an exponential rate, options for diabetestreatment
expanded.

AmylinO8Byetta wasapprovedby the FDA with no panel’ Bimagne, adrug for diabeteswith a
side effectof weight loss? It is abrave new world! In January 2006, inhaledinsulin wasalso
aporoved, albeit to the chagin of two pulmonologists on the FDA parel who voted against it.
Near-term, at pricing of ~$5/day, we doubt mary payorswill coverthis, atall Degecially since
theyOe seenthat patierts realy arenOthat afraid of shots after all! (See:Byetta) Elsewherein
injecadeslad year, Novo Nordisk completeditsinsulin analog portfolio with the addition of
long-acting Levemir. Sarofi-Avertis counteredwith a short-acting insulin, Apidra, to
complemert its blockbuster long-acting insulin, Lartus.

Ironically, the company thatfirst commercializedinsulin and waslong synonymous with the
product, Eli Lilly, isthe only one of the three without along-aciing insulin analogN acritical
insulin for growth going forward, in our view. Symlin wasapproved asthe first new drug for type
1 diabetessincethe discovery of insulin. This drug affects post-prandial blood glucose scoresin
spades ard patierts on it keeptalking about it asa happy drugN again, adrug that prompts
weight loss is unhead of. The buzz over rimonabartN Sarofi AvertisOgotertial solution for
everything from gambling to smoking to obesty to diabetesN cuminatedonly in anapprovable
letter for weight managemert in early 2006. This suggests that obesdty drugs require alot more
work before they go mainstream, eventhough the drug got Europeanapproval laterin 2006 and
we look for U.S. approval to emerge evertually, evenif in the midst of CNS misgivings. DPP-4
inhibitors, including MerckOsitadiptin and NovartisOvildagdiptin, have now beensubmittedto
the FDA and BMSGsaxadiptin should follow soon emough; we provide a breakdown of the new
incretin classeslater in thisreport in our new product review.

2 For the uninitiated, most new drugs need approval by a panel of experts pulled together by the FDA. It was a major
surprise that the FDA deemed that no panel was needed for exenatide (Byetta); indeed, the relative safety of thisdrug
has emerged as one of the drug@ biggest benefitsin thistime of the Vioxx disaster.



There isstill no magic bullet.

Degite the expansion of the armamertarium, there is no magc bulletfor diabetes Thisis what
makesendocrinology and diabetology especially challenging ascomparedwith other specialties
that have, say, therapeslike statinsN a cleardrug choice with irrefutable evidence and dramaic
effectsin patierts; no wonder that class hasclose to a $30 billion amual global market (and,
albeit, falling, with the new ertry of gerericsthisyeay. If anything, in thelad couple of years
treamert paths for type 2 diabetesbecane decidedy more diffuse. The treatmert for diabetesis
anything but straightforward or one sizefitsall. As each new option comesonto the market,
heakhcareprovidersmust decide how that changestheir treamert planfor type 2 diabetes

In this volume, we explore the new treamerts and assess how these are changing treatmert
paradgms To whatextert will Byettadelay the moveto insulin? Will more patierts actually
backoff insulin (unlakeledat this stage though it is)? Will atype 2 try a DPP-4 inhibitor before
Byetta? With mefformin? Instead of metformin? Which patierts will be good candidatesfor
inhaledinsulin? Yes meformin remains the first-in-line therayy for type 2 diabetesand we look
for thisto perdst. However, we look for sulfonylureas with their associated hypoglycemia and
weight gain, to soon be eclipsed by the new options Band not a momert too ealy, in our view.

Cardiology became a larger part of diabetes

A minor, but telling, data point: ata 2006 conference on advancedglycation endproducts
sponsored by the ADA, we heard a world-renowned cardiol ogist plaintively proclaim that
Odabetesis a vasular disea® that sometimesmarifedsitself ashypergycemia.OAt the
Caradan Diabetes Association, a well-known endocrinologist posited that Ocadiol ogists will
soon be prescribing insulin.OWeOg heard over and over aggin that upwards of 70% of peaple
with diabetesdie from heartattack and stroke. While the morbiditiesof diabetesN blindness,
neuropathy, kidney failure, and the likeN perhaps aremost feared cardovascular diseagis the
mast common catse of mortality. As such, doctors are mounting afight against CV D, advocating
for aggressive control of lipid and cholegerd levels. In someways, it hadbegun to spark a turf
war betweencardologists and endocrinol ogists, who say that cardologists areattempging to
poachtheir patierts. In more recert days, AHA (AmericanHeart Association) and ADA
(AmericanDiabetesAssociation) aretrying to patch up their differencesin various areassuch as
metholic disea®. In our view, the semarticson this one should just be left adde ard the diseag,
suchasit is (and we believe it is) should just be treated

Y es the precise connection betweenhyperdgycemia and macrovasular disea® hashistoricaly
beencontroversial. Lag yeaiOselea of the Epidemiol ogy of Diabetes Intervertions ard
Complicatons (EDIC) reaultsN the follow-up study to the DiabetesControl and Complicatons
(DCCT) trialN provedindisputably that patierts in the intersive control group hadsignificartly
lower mortality and alowerrisk of cardovasular everts. This study, which beganin 1994, found
thatintensive treamert loweredthe risk of heart attack, stroke, or death by 57%. Checkthat out B
pretty hardto ignore. WeQs waiting for resultsin a major type 2 trial to corroborate this type 1
eviderce.

WeOg seenthe mergng of cardiology and erdocrinology in other ways aswell. The reaults from
the FIELD trialN Ferofibrate Intervertion and Evert Lowering in DiabetesNl were amouncedlag
yearatthe AmericanHeart Association meeting. The focal point of lag yearOsimual meeting of
the EuropeanAssociation for the Study of Diabetes(EASD) wasthe releas of the reaults of
PROactive, astudy that examined whether the use of pioglitazane,a TZD, would lower CVD

risk. FIELD wasanegative study, saying nothing conclusive about fibrate use in diabetes and
PROactive failedto meetits primary endpoint, though it did show a 16% reduction in risk of
heartattacks, strokes and prematre deah. We believe that hadthese study results beenmore



strongly positive, the focus on cardovascular heath in diabetestreamert might be evengreater
now.

Pertaps the most intriguing interacton betweenthe two fields of late took place on the pagesof
the New England Journal of Medcine. Afteran FDA parel recommerded BMSOsnuraditaza,
for approval, cardologists atthe Cleveland Clinic ledby Dr. Nissenaralyzedthe publicly
available data to argue that the drug posed a serious cardiovasular threat Muraditaza (also
known asParduva), afirst-in-class dual-PPAR designedto tacKe triglycerides cholegerd, and
blood sugar all atonce, received anapprovable letter, a surpriseN and reliefN to mary, afterthe
parelOslecision to approve and a clea tegamert to the influence of the edtorial pagesof NEJM.
Earlierthisyea, it wasdeja vu asSarofi expressedincred ble confidence over rimonabart, but
the CNS side effectprofile Dand massive trial drop-outs - appearedworrisome to some. Indeed,
perhaps the bigged learnng wasnot to stop worrying when nothing wassaid about a parel
meetng! Same invegors had begun to celetrate whenthey heardtherewasno parel, but when
JAMA publishedthe edtorial, that wasnailing the coffin shut, in our view, and delay ensued
Indeed the power of the clinical press impressed us more thanoncein termsof edtorials and
weQll continue to be watching these and ensuing impact

Reimbursement loomed largein diabete¥uture.

JaruaryOsipproval of PfizerO&xubera the first-in-class inhaledinsulin, markedyet arother new
option for patierts and a potertial market blockbuster, but reimbursemert remains anopen
quegionN on which the succes of the therapy hinges Thisistrue not just for inhaledinsulin, but
also for continuous glucase monitoring, obedty therapy, and many other new or imminert drugs
and devices Companiesare growing increasngly sawy about conducting clinicaltrials and
desgning a publicaions strategy for their products, asevidence-based medcine hasbecame
paramant for both medcal professionals and coverage. Companiesnow know they needto
conduct and publish trial reaults in peer-reviewed journals before their drug or devicewill be
taken seriously. The power of maraged care also continuesto grow, and thatDsusually bad news
for patierts. It mears higher co-pays, fewer paymert approvals, more requiremerts for doctor
approvals, etc. Counterbalancing this may be the strength of the patiert lobby. WeOe just begun
to seethis, and we look for it to be very importart in 2007 and beyond.

Diabetesconti nued to lose valuable hedthcare providers.

Reimbursemert is squeezing our heakhcareproviders Evenasthe rarks of those with diabetes
swell, endocrinol ogists, diabetesspecialists and the valuabe CDEs are leaving the field, and
fewer of the bed¢ and the brighted medcal school graduatesare specializing in thisarea A main
rea®n, of course, isthat reimbursemert for diabetesis weak, asit isfor all specialtiesthatlack
proceduresbut require amalysis, intersive maragement, and counseling. Med cal school graduates
with enormous delxs feel pressure to ernter a higher-paying specialty, and mary endocrinologists
areforcedto try to seemore and more patients and work longer hours to make ends meet. There
areonly 4,000 endocrinologistsin the U.SN fewer than thatin full-time clinical practiceN and
thereare now upwards of 15 million diagnosed patierts.

We also have too few diabeteseducabrs. At the AACE-sponsored Consensus Conference on In-
patient Diabetesand Glycemic Control ealierin 2006, thought-leadng CDE Geralyn Spollett of
the Yale DiabetesCerter notedthatthere areonly 13,000 CDEs in the country now pracicing,
and the number keegs declining. It is well-known that our heakh caresystem, desgned for acute
care poorly servesthe increadngly chronic needs of the Americanpeaple. Diabetesmay needto
be the pioneea in changing the model, becawse the epdemic is placing such a heavy burdenon the
natonOseathcaresystem



The requlatory environment toughened.

The redgnation in 2005 of Dr. David Orloff asthe director of the FDAOglivision of drugs to treat
metabolic and endocrine disorders raised quedions about how diabetesdrugs would be receved
and reviewedat the agercy. Dr. Orloff wasknown for his expertisein diabetes Although
repdacemert Dr. Mary Parks is very well-regarded, her expertise is outside diabetes One
wondershow drug reviews will move forward. While we have all the regect in the world for Dr.
Parks, we carOhelp but wonder who atthe FDA realy grags the nuarcesof diabetes The FDA
hasseanedmare eager to work with industry on diabetesrelated products asof late, but thereis
still anerhancedemphads on safety thatis beyond appropriate. WeQlhave to watch how these
two principles or values play out this yearand beyond. How the two will intersect should make
for aninteresing yeaN and reg of the decack.

Continuous monitori ng pushed the envelope, and wetook one step away from

Alc-centri city.

We are on the brink of anall-out revolution in type 1 thinking, and continuous glucose
monitoring (CGM) will precipitate this shift. In 2005, Medtronic releagdits Guardan RT ard
months aheadof time, in 2006, got its 522/722 sensor-augmerted pump approved Competitor
DexCom won approval for its STS continuous monitor earierin 2006, and we expect AbbottOs
continuous monitoring tectnology to seeapproval in later 2006. WeQs about to watch the
reimbursemert battle begn in earneg. Will continuous monitoring becane athriving commercial
market? Yes but more slowly than perhaps seemsright.

Now that we have good techol ogiesthat have moved far beyond Glucowatch and CGM SN
which werevery importart stepping stonesin their own right, but not tecol ogiesultimatly
read/ for primetimeN we believe that patiert demard is there.However, bottom line, when
continuous will becane areal market, wherethe technology is not only availabe but also
accesible, depends almost ertirely on reimbursemenrt. We saw alot of controversy lag year over
lakeling, over redacement-this, and regdacemenrt-that and we certainly hope that reimbursemert
wonOultimately depend on the right labeling, or weQlbe waiting light-years We think about it a
differert, smpler wayN reimbursemert should deperd on eviderce showing better care. For us,
reimbursemert should be a no-brainer because we areso cerfin this technology enablesbetter
outcomes even with the first-gereration OeaktimeQproducts, limitations and all. We salute
JDRF, anorganizaton that hasstepped up to help industry make sure a market develops ard that
innovation continuesstrong. We expectthat by 2008, we will be much more sure on the
reimbursemert front. Much before that? We hope so, but we donOexpectso.

That said, we feel continuous glucase monitoring will revolutionize diabetes With convertional
episodic monitoring, a typical patent who is Ontersively maragedOknows his or her exactblood
glucose approximately four timesduring every 24-hour period. Eventhe hyper-intersively
maraged patient perhaps knows 10. With a continuous data stream patierts will have acces to
blood glucose data for every minute of every day and with the beg products and will know the
directon thatthe blood glucose is moving. Thatis breakthrough! For the very first time patierts
will be able to actproactively to avoid hypoglycemia and hyperdycemiarather thanonly
reactively once thes have occured

Importantly, hedthcare providers and patientspaid closer attention to glycemic vari ability.
Thought leadkrs are quedioning, more thanever, whether this may contribute to both short- and
long-termcomplications. Continuous monitoring will uncover once-invisible postprardial spikes
nocturnal hypoglycemia, and the glycemic instahility thattype 1 patierts, in particular,
experience, and it will provide the techology to evaluate in aformal study the effects of



glycemic variahility on both short- and long-termm heath. Likewise, increased attertion to
glycemi variahility will generate additional incertive for providersand patientsto explore CGM.
The Alc teg hasfor so long beenthe standard of whether or not adiabetespatient isin good
controlN and it is widely acknowledgedto be imperfectN but it wasthe only tool we hadto
aporoximate 24-hour glycemic control. With CGM, that is no longertrue. But CGM extends
beyond atracking tool; we only saw thetip of theiceberg of what CGM will do asatherapy. The
Medtronic Guard Control trial results amouncedat EASD in 2005 may have beenthe first
diabetestrial ever to show a simultanecus reduction in both hyperdycemi and hypoglycemi,
and this wasin patiernts who usedthe continuous monitor with no specffi c instruction. When one
realy thinks about how patiernts have beenmanagng, with how little data, the futureis exciting,
indeed Datafrom DexCom ard Abbott at AACE arnd ADA in 2006 corroborated MedronicOs
early successes ard all in all, we think the technology is headed for succesN but succes over
time.

The invegment community missed the mark a bit.

Not on all counts. But take, for instance, Wall StreeDasesmert of Symlin, anatural hormone
mace by Amylin Pharmacetticals thatis normally co-secreed with insulin Bjust not in patierts
with diabetes LetDdollow itslogic. Type 1 isasmall marketN check® Symlin is complicaedto
useN check This drug will not be a money-makerN not so fagt. First, we expect Symlin salesto
build asthe treamert of type 1 begnsto focus on glycemic variakility and not only on Alc.
Patents will seekways to smooth postprandial spikes and this camot be done with insulin alone.
Secad, we seecontinuous monitoring making it much easerto use Symlin. Third, there are
serious untapped markets: for example, type 1s who want to became pregnart. Thisis called
Ope-conceptionOmode, and mary patierts donOever make it out of this mode because
pregnarcy recuiremerts are so rough. Thisis a market waiting for Symlin. Call us nutsN we
know pregnarcy studiesarenever atthe top of aryone®IistN but the drug could make an
enormous diff erercehere And the marketisnOwo small, with 135,000 type 2s and 12,000 type 1s
pregnart every year. ThirdlyN and thisis wherewe expectyou to perk upN we seevas market
potertial for Symlin in obesty. The trial results have been positive,and the dosing is
considerably simpler becaise thereis no relatedinsulin adustmert or ary fear of hypoglycemia.
We elaborate more on our view of diff erent products inside, but for now, we see Symlin asa
potertial sleefer obesdty blockbuster.

Likewise, Wall Street hasundervalued AmylinOsther drug, Byetta, largely due to the injecion
issue. In our view, with average reverue esimatesfor 2006 at under $400 million, aswe said all
lag year,we think the streethanOt/et even begun to comprehend the speedat which Amylin is
moving. Perhaps most importartly, the potertial for marketexparsion is virtually limitles as
Amylin is moving both directions; we ultimatly look for Byetta to treatadvanced diabetesas
well aspre-diabetes Greatnews for patierts, we say. Of course, neither Byettanor Symlin isfor
every patiert, but the numberswho could be helped arefar, far above what early trialing shows.

M& A wasvery active.

J&J purchased Animasin December of 2005 for $518 million in cad, uniting the #1 glucose
monitoring compary with the #2 pump player. Only six months prior, in June of 2005, the #1
pump player Medtronic acquired Transneuronix, medcal device compary with a device therapy
for obedty. In July 2006, Bayer amouncedthatit would acaquire Metrika. To the extert thatthese

3 Although it haslong been thought that the type 1 market is growing only at the pace of population growth, thisis
probably an old wivesCiale. There® no registry, so we don(®really know for sure, but it® our guess that that 1 million
US population figure for type 1 patients that you®e heard for so long Bor 1.3 million is really aggressive circles Bis
actually abit higher and isgrowing at a particularly fast pacein adults.



aqquisitions allow comparniesto integrate tecmologiesand move more efficiertly, we hope that
they will be in a better position to accelerate solutions for patiernts and advance progress on the
artificial parncreas

The ADA/EASD eliminated metabolic syndrome.

WeOdike to report that they curedthe world of metabolic syndrome,in a mamer reminiscert of
vacchesand polio, but rather what we meanis that they disputedthe validity of the diagnostic
category. Announcedafew days prior to EASD 2005, the joint statemern suggededthat a
syndrome must consist of something more thanthe sum of its parts and must have a clear
etiology, and that metabolic syndrome did not meadure up. We remain very intrigued by the
guegion. This debatefitsinto a broader theme of changesin diagnoses Thereis no longer only
type 1 and type 2 diabetes but also MODY (Maturity Onset Diabetesof Youth, araregenetic
form of type 2 that appearsonly in Cawasanteeragers) and LADA (Latert Autoimmune
Diabetesin Adults, which appeas in adults over the age of 25). We have Ope-diabetesOard, in a
short time, weQlfind out whetherit canbe treated with rosi glitazane or ramipril, whenthe reaults
of the DREAM trial arereleased With amarket of over 40 million peaplein the U.S. alone, an
effective treamert for pre-diabeteswould be in high demard and might help to curb the alarming
growth in type 2 diabetes To the progression of type 2, weOg added pre-diabetes and we see the
stage before that asobesty Da condition thatis now being targeted phamacologically. Diabetes
and related metaholic disea® have grown so fag thattreammert hasceagdto be a specialized
branch of medcine. When nearly onein 10 have a condition, it becanesthe province of the
gereralpracitioner, the public heath system, and the population atlarge.

2005 was in our view, ayea for patients, and thisis continuing strong in 2006. For the lag
decad, progress hasbeenLartus and somegererics. Now, we have DPP-4s, GLP-1, TZDs, new
pump technologies continuous monitoring, Symlin, and hot new classeslike PTP1B and HSD1.
2005 wasa yearof stunning drug launchesand dramai c set-backs; ayearin which we at Close
Concerrs jetted off to more than 30 diff erent conferencesnationally and worldwide (including
New York, SanFrarcisco, Atlarnta, Pragie, Belfad, Athers, Vancouver, Edmonton, DC, Chicagp,
Boston, Los Angeles among others). In the next few months, weQlvisit Caoperhagen, Malmo,
Cambridge, Toronto, LasVegas and CapetownN seeour full report for conference guidesfor
2006, 2007, and 2008.

In this volume, we have amased our callectve knowledge through our copious notesfrom each
of these conferences We include detailedindustry models for the $6 billion blood glucaose
monitoring marketand the $1 billion insulin pump market. Our reports on half a dozen major
2005 and 2006 aralyst meetngs follow the models. Theredter, we review the 50 top diabetes
related articlespublishedin peerreviewed medcal journals over the pag yea, from JAMA,
NEJM, DiabetesCare, Diabetalogia, Lancet, Diabetes Educator, and more. In the OBesof
DiabetesClose Up,Oyou canfind our top five storiesfrom our monthly newsletter, Diabetes
Close Up.

Our in-depth drug pipeline database consists of 30-plus companiesdevel oping hundreds of
diabetesand obesty therapes Thereafter, you canseethe detailed calerdar of over 100
importart diabetesmeetingsin 2006, 2007 and 2008.

Looking atthis calendar, we invite you to startlearning assoon aspossible, because moreis
happening every day. Thisis adynamic timein diabetes, and we areexcitedto shareour learning
and our aralysis with you. To order acopy of DiabetesRoundup I, plea® visit
www.closecancerns.com or send us a message at reports@closeconcerrs.com. Onward




