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Privacy notice - The privacy and security of your personal information is important to Services Australia, and is protected by law. 
Services Australia collects this information so we can process and manage your applications and payments, and provide services 
to you. Services Australia only shares your information with other parties where you have agreed, or where the law allows or 
requires it. For more information, go to www.servicesaustralia.gov.au/privacypolicy
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