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Symptom AN FAED

Food avoidance 98.2% 95.7%

Overexercising 67% 16.7%

Fear of wt gain 93.2% 29.2%

Weight 
preoccupation

94.4% 20.8%

Somatic 
complaints

21.3% 55.3%

Denial of severity 67.6% 47.9%
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