GENETICS: PULMONARY / EYE DISORDERS

KEYSTONE
CLINICAL
SYSTEMS

Provider Information / Place of Collection: Please attach the following documents with this test order:

ODemographics
Olnsurance Information
OMedical Necessity
OSOAP Notes OVisit
History Notes

Patient Information

Failure to fill in information may result in a delay of processing specimens

Gender: (OMale OFemale DOB: / /
State:

Last Name: First Name:
Address: City:

Race: OWhite JAmerican Indian or Alaska Native CJAsian (IBlack or African American CINative Hawaiian or other Pacific Islander OJOther Race Phone:

Zip:

Billing Information

Olnsurance verified Relationship: OSelf OParent OSpouse Medicare #: Medicaid #: State:
Primary Insurance Name: ID #: Group ID #:
Secondary Insurance Name: ID #: Group ID #:
Specimen Collection Information

Specimen Collection Type: OSaliva OBuccal Swab Date: / / Time: : oam opPM Collector’s Name:

Place of Collection: O Office OLab CJHome OOutpatient OSkilled Nursing Facility OINursing Facility O

Service Menu

(31965 Pulmonary Genetic Testing Panel
0 CFTR OMECP2 OSMPD1 OSERPINA1 OTERT OPHOX2B OJSTAT3, ZEB2 OJRET, SCN4A, SCNN1A, SCNN1B, SMAD4, TSCI OTSC2 ONF1

J ABCA3, CCDC39, CCDC40, CHAT, CHRNA1, CHRNB1, CHRND, CHRNE, COLQ, CSF2RA, CSF2RB, DKC1, DNAAF1, DNAAF2, DNAH1, DNAHS, DNAH11, DNAI1, DNAI2, DNAL1, EDN3, EFEMP2, ELMOD2, ELN,

EE(IEQEA!Z:L%E\IREO%('E} GAS8, GLRA1, HPS1, HPS4, ITGA3, LTBP4, NAF1, NKX2-1, NME8, PARN, PIH1D3, RAPSN, RSPH3, RSPH4A, RSPH9, RTEL1, SFTPA1, SFTPA2, SFTPB, SFTPC, SLC6A5, SLCTA7,

(31964 Eye Disorders Genetic Testing Panel

0 ATXN7 OCACNA1A OGJB2 OGJB6 OMECP2 OTGFBI OCFH OMTRNR1 GSCN1B, USH1G, RHO, RP1, CYP1B1 OGABRG2, PCDH19, SLC2A1, ZEB2

0 ALDH7A1, CDKL5, KCNQ2, PAX2, POLG, SLC26A4, SLC9A6, STXBP1, TCF4, TSC1, BEST1, RPE65 OMYO7A, PCDH15, SCN1A, TSC2, USH1C OCDH23, USH2A

0 FOXC1, CHD2, CLRN, CTSD, EYS, FTL, GRIN2A, PRRT2, RDH12, RPGR, SCN2A, SCN8A, SYNGAP1, TPP1, WFS1, HSF4, BFSP2, GALK1, BFSP1, CRYAA, CRYAB, CRYGC. FOXE3, NR2E3, NRL, CAV1, CAV2,
SIX1, SIX6, CDKN2B-AS, TMCO1, LTBP2, PITX2, PAX6, OPN1LW, OPN1MW, GPR98, MYO15A, OTOF, PDEGA, PDE6B, PRPF31, RP2, TMC1, TMPRSS3

Pulmonary Condition Related Diagnosis Codes

3 Q34.0 Anomaly of pleura
0 Q67.5 Congenital deformity of spine
0JQ67.6 Pectus excavatum

Eye Disorder Related Diagnosis Codes

IM05.19 Rheumatoid lung disease with rheumatoid
arthritis of multiple sites

(3C69.80 Malignant neoplasm of overlapping sites of JH05.30 Unspecified deformity of orbit
JH05.319 Atrophy of unspecified orbit

JH05.329 Deformity of unspecified orbit due to bone disease

unspecified eye and adnexa

IM30.1 Polyarteritis with lung involvement (Churg-Strauss) 3 D09.20 Carcinoma in situ of unspecified eye

IM32.13 Lung involvement in systemic lupus erythematosus  C3Q67.8 Other congenital deformities of chest

IM33.01 Juvenile dermatomyositis with respiratory involvement  CJQ76.3 Congenital scoliosis due to congenital bony malformation

IM33.11 Other dermatomyositis with respiratory involvement  ©3Q76.9 Congenital malformation of bony thorax, unspecified

IM33.21 Polymyositis with respiratory involvement IR05.3 Chronic cough
IM34.81 Systemic sclerosis with lung involvement JR06.01 Orthopnea
IM35.02 Sjogren syndrome with lung involvement IR06.3 Periodic breathing

IP09.4 Abnormal findings on neonatal screening for cystic fibrosis

Q22.2 Congenital pulmonary valve insufficiency

(IR79.81 Abnormal blood-gas level

IR94.2 Abnormal results of pulmonary function studies
0Q22.3 Other congenital malformations of pulmonary valve
03Q32.4 Other congenital malformations of bronchus a a a
3Q33.8 Other congenital malformations of lung a a a

(3794.3 Heart and lungs transplant status

3 D31.90 Benign neoplasm of unspecified part of unspecified eye
3 H04.209 Unspecified epiphora, unspecified site

3 H04.229 Epiphora due to insufficient drainage, unspecified side
3 H05.10 Unspecified chronic inflammatory disorders of orbit
0 H05.119 Granuloma of unspecified orbit

3 H05.20 Unspecified exophthalmos

3 H05.219 Displacement (lateral) of globe, unspecified eye
0 H05.229 Edema of unspecified orbit

(3 H05.239 Hemorrhage of unspecified orbit

3 H05.249 Constant exophthalmos, unspecified eye

3 H05.259 Intermittent exophthalmos, unspecified eye

IH05.349 Enlargement of unspecified orbit

JH05.359 Exostosis of unspecified orbit

(3 H05.409 Unspecified enophthalmos, unspecified eye

IH05.419 Enophthalmos due to atrophy of orbital tissue,
unspecified eye

(3 H05.819 Cyst of unspecified orbit

3 H05.829 Myopathy of extraocular muscles, unspecified orbit

0 H05.89 Other disorders of orbit

IH05.9 Unspecified disorder of orbit

IH11.009 Unspecified pterygium of unspecified eye

] m] m]

Consent for Testing

Consent to Testing and Use of Results: The specimen identified on this form is my own. | have not adulterated it in
any way. | am voluntarily submitting this specimen for analysis by my physician and/or GenviewDX. | authorize
GenviewDX to release the test results to the ordering practitioner. | further aurthorize the lab and my healthcare
provider to release to my insurance provider and medical information necessary to process the claim.

Financial / Insurance Release: | authorize insurance payments to be made to GenviewDX for the laboratory services
ordered by my practitioner. | authorize my physician and practice staff, as well as my insurance company (if any) to

release to GenviewDX and its agents any information needed to determine benefits for laboratory services. |
understand that | am responsible for payment of any deductibles or co-insurance charges. | understand that | am
liable for the deductible, copay, and coinsurance. If the self-pay box is marked, | accept full financial responsibility
tor payment associated with these laboratory services.

Patient Signature:

Parent/Guardian Signature:

Physician Information

PHYSICIAN AUTHORIZATION: Submitting this form constitutes a Certification of Medical Necessity and a

certification that you have obtained consent for GenviewDX to release the test results and relevant medical
information to the patient's insurance carrier as a part of the coverage and reimbursement process.

Notice to ordering practitioners: Documentation to support medical necessity for all tests ordered should be recorded
in the patient's chart. Only tests that are medically necessary and reasonable for the diagnosis or treatment of a

Medicare or Medicaid patient will be reimbursed. The Office of Inspector General takes the position that a person
who orders or influences the ordering of medically unnecessary tests for which Medicare or Medicaid reimbursement
is claimed may be subject to civil penalties under the False Claims Act. 110118.

| attest that | am the patient's established provider, and | or my practice has seen this patient for at least two visits
within the last six months. The results of the test will be used in the management of the patient’s specific medical

problem. | have expertise in ordering and interpreting the results of molecular pathology tests.

Physician Signature:

Date:

P e |

*Pay My Bill«  [x]

=4

Payment Date:

Patient Initials:

Confirmation #:
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Additional DX Codes

ICD
B38.1
(B40.1
B40.2
B40.7
(B40.89
0B42.0
0B42.7
(0B42.89
B45.0
B45.7
(B45.8
B46.0
(B46.4
0B47.1
B58.3
B59
(B67.1
(B77.81
1B90.9
(B95.3
B9%6.0

OC33
0C34.00
(C34.01
(0C34.02
(0C34.10
0C34.11
(0C34.12
(0C34.2
(0C34.30
(0C34.31
0C34.32
C34.80
(C34.81
(0C34.82
(0C34.90
(C34.91
(0C34.92
OC37
0C38.0
C38.1
0C38.2
C38.3
0C38.4
C38.8
0C39.0
(C45.0
(0C45.2
C46.51
(1C46.52
0C78.00
C78.01
(0C78.02
0C78.1
0C78.2
(0C78.39
OC7A.090
CC7A.091
1C81.12
0C81.22
(0C81.32
(0C81.42
0C81.72
(0C81.92
(0C82.02
0C82.12
1C82.22
(0C82.32
C82.4
(0C82.52
(0C82.62
(0C82.82
(0C82.92
(0C83.02
0C83.12

Pulmonary Condition Related Diagnosis Codes

Chronic pulmonary coccidioidomycosis

Chronic pulmonary blastomycosis

Pulmonary blastomycosis, unspecified

Disseminated blastomycosis

Other forms of blastomycosis

Pulmonary sporotrichosis

Disseminated sporotrichosis

Other forms of sporotrichosis

Pulmonary cryptococcosis

Disseminated cryptococcosis

Other forms of cryptococcosis

Pulmonary mucormycosis

Disseminated mucormycosis

Actinomycetoma

Pulmonary toxoplasmosis

Pneumocystosis

Echinococcus granulosus infection of lung

Ascariasis pneumonia

Sequelae of respiratory and unspecified tuberculosis
Streptococcus pneumoniae as the cause of disease classified elsewhere
Mycoplasma pneumoniae [M. pneumoniae] as the cause of diseases
classified elsewhere

Malignant neoplasm of trachea

Malignant neoplasm of unspecified main bronchus

Malignant neoplasm of right main bronchus

Malignant neoplasm of left main bronchus

Malignant neoplasm of upper lobe, unspecified bronchus or lung
Malignant neoplasm of upper lobe, right bronchus or lung
Malignant neoplasm of upper lobe, left bronchus or lung
Malignant neoplasm of middle lobe, bronchus or lung

Malignant neoplasm of lower lobe, unspecified bronchus or lung
Malignant neoplasm of lower lobe, right bronchus or lung
Malignant neoplasm of lower lobe, left bronchus or lung
Malignant neoplasm of overlapping sites of unspecified bronchus and lung
Malignant neoplasm of overlapping sites of right bronchus and lung
Malignant neoplasm of overlapping sites of left bronchus and lung
Malignant neoplasm of unspecified part of unspecified bronchus or lung
Malignant neoplasm of unspecified part of right bronchus or lung
Malignant neoplasm of unspecified part of left bronchus or lung
Malignant neoplasm of thymus

Malignant neoplasm of heart

Malignant neoplasm of anterior mediastinum

Malignant neoplasm of posterior mediastinum

Malignant neoplasm of mediastinum, part unspecified

Malignant neoplasm of pleura

Malignant neoplasm of overlapping sites of heart, mediastinum and pleura
Malignant neoplasm of upper respiratory tract, part unspecified
Mesothelioma of pleura

Mesothelioma of pericardium

Kaposi's sarcoma of right lung

Kaposi's sarcoma of left lung

Secondary malignant neoplasm of unspecified lung

Secondary malignant neoplasm of right lung

Secondary malignant neoplasm of left lung

Secondary malignant neoplasm of mediastinum

Secondary malignant neoplasm of pleura

Secondary malignant neoplasm of other respiratory organs
Malignant carcinoid tumor of the bronchus and lung

Malignant carcinoid tumor of the thymus

Nodular sclerosis Hodgkin lymphoma, intrathoracic lymph nodes
Mixed cellularity Hodgkin lymphoma, intrathoracic lymph nodes
Lymphocyte depleted Hodgkin lymphoma, intrathoracic lymph nodes
Lymphocyte-rich Hodgkin lymphoma, intrathoracic lymph nodes
Other Hodgkin lymphoma, intrathoracic lymph nodes

Hodgkin lymphoma, unspecified, intrathoracic lymph nodes
Follicular lymphoma grade |, intrathoracic lymph nodes
Follicular lymphoma grade I, intrathoracic lymph nodes
Follicular lymphoma grade Ill, unspecified, intrathoracic lymph nodes
Follicular lymphoma grade llla, intrathoracic lymph nodes
Follicular lymphoma grade Ilb, intrathoracic lymph nodes
Diffuse follicle center lymphoma, intrathoracic lymph nodes
Cutaneous follicle center lymphoma, intrathoracic lymph nodes
Other types of follicular lymphoma, intrathoracic lymph nodes
Follicular lymphoma, unspecified intrathoracic lymph nodes
Small cell B-cell ymphoma, intrathoracic lymph nodes

Mantle cell lymphoma, intrathoracic lymph nodes

C83.32
C83.52
C83.82
C83.92
C84.02
0Cs4.12
0C84.42
C84.62
0Cs4.72
0C84.A2
0C84.22
0C85.12
0C85.22
0C85.82
0C85.92
0C88.0
0C9%.5
0C96.6
0D02.20
0D02.21
0D02.22
0D14.2
0D14.30
0D14.31
0D14.32
aD15.0
aD15.2
D181
aD19.0
0D38.1
0D38.2
0Q76.8
0Q76.9
OR05.3
OR05.4
R06.01
OR06.3
OR06.4
0R09.01
OR09.1
0OR23.0
OR79.81
OR91.1
OR94.2
027941
027942

ICD

0D09.22
0D31.90
0D31.91
0D31.92
JE10.3551
JE10.3552
JH04.201
JH04.202
JH04.203
JH04.209
0H04.221
0H04.222
0JH04.223
JH04.229
JH05.00
JH05.10
H05.222
H05.223
H05.229
0H05.231
0H05.232
JH05.233
JH05.239
JH05.241
H05.242
JH05.243
H05.249
0H05.251
JH05.252

Diffuse large B-cell lymphoma, intrathoracic lymph nodes
Lymphoblastic (diffuse) lymphoma, intrathoracic lymph nodes
Other non-follicular lymphoma, intrathoracic lymph nodes
Non-follicular (diffuse) lymphoma, intrathoracic lymph nodes
Mycosis fungoides, intrathoracic lymph nodes

Sezary disease, intrathoracic lymph nodes

Peripheral T-cell not classified, i

ic lymph nodes
Anaplastic large cell lymphoma, ALK-positive, intrathoracic lymph nodes
Anaplastic large cell lymphoma, ALK-negative, intrathoracic lymph nodes
Cutaneous T-cell ymphoma, unspecified, intrathoracic lymph nodes
Other mature T/NK-cell lymphomas, intrathoracic lymph nodes
Unspecified B-cell ymphoma, intrathoracic lymph nodes
Mediastinal (thymic) large B-cell lymphoma, intrathoracic lymph nodes
Other specified types of non-Hodgkin lymphoma, intrathoracic lymph nodes
Non-Hodgkin lymphoma, unspecified, intrathoracic lymph nodes
Waldenstrom macroglobulinemia

Multifocal and unisystemic Langerhans-cell histiocytosis
Unifocal Langerhans-cell histiocytosis

Carcinoma in situ of unspecified bronchus and lung

Carcinoma in situ of right bronchus and lung

Carcinoma in situ of left bronchus and lung

Benign neoplasm of trachea

Benign neoplasm of unspecified bronchus and lung

Benign neoplasm of right bronchus and lung

Benign neoplasm of left bronchus and lung

Benign neoplasm of thymus

Benign neoplasm of mediastinum

Lymphangioma, any site

Benign neoplasm of mesothelial tissue of pleura

Neoplasm of uncertain behavior of trachea, bronchus and lung
Neoplasm of uncertain behavior of pleura

Other congenital malformations of bony thorax

Congenital malformation of bony thorax, unspecified

Chronic cough

Cough syncope

Orthopnea

Periodic breathing

Hyperventilation

Asphyxia

Pleurisy

Cyanosis

Abnormal blood-gas level

Solitary pulmonary nodule

Abnormal results of pulmonary function studies

Heart transplant status

Lung transplant status

Eye Disorder Condition Related Diagnosis Codes
Carcinoma in situ of left eye

Benign neoplasm of unspecified part of unspecified eye
Benign neoplasm of unspecified part of right eye
Benign neoplasm of unspecified part of left eye

Type 1 diabetes mellitus with stable proliferative diabetic retinopathy, right eye
Type 1 diabetes mellitus with stable proliferative diabetic retinopathy, left eye
Unspecified epiphora, right side

Unspecified epiphora, left side

Unspecified epiphora, bilateral

Unspecified epiphora, unspecified side

Epiphora due to insufficient drainage, right side
Epiphora due to insufficient drainage, left side

Epiphora due to insufficient drainage, bilateral

Epiphora due to insufficient drainage, unspecified side
Unspecified acute inflammation of orbit

Unspecified chronic inflammatory disorders of orbit
Edema of left orbit

Edema of bilateral orbit

Edema of unspecified orbit

Hemorrhage of right orbit

Hemorrhage of left orbit

Hemorrhage of bilateral orbit

Hemorrhage of unspecified orbit

Constant exophthalmos, right eye

Constant exophthalmos, left eye

Constant exophthalmos, bilateral

Constant exophthalmos, unspecified eye

Intermittent exophthalmos, right eye

Intermittent exophthalmos, left eye

JH05.253
JH05.259
H05.261
JH05.262
H05.263
JH05.269
0H05.30
0OH05.311
H05.312
H05.313
H05.319
H05.321
H05.322
H05.323
H05.329
0H05.341
H05.342
JH05.343
JH05.349
JH05.351
H05.352
JH05.353
H05.359
0H05.401
H05.402
JH05.403
JH05.409
OH05.411
OH05.412
0JH05.413
0JH05.419
0OH05.811
0H05.812
0H05.813
0H05.819
H05.821
JH05.822
JH05.823
JH05.829
0H05.89
0H05.9
0OH11.001
0H11.002
H11.003
H11.009
OH11.011
0OH11.012
OH11.013
0OH11.019
OH11.021
OH11.151
OH11.152
OH11.153
OH11.159
OH11.221
OH11.222
OH11.223
OH11.229
OH11.231
0OH11.232
0OH11.233
OH11.239
OH15.89
OH15.9
H18.40
0OH18.43
0OH18.49
0OH21.00
0OH21.01
0OH21.02
0OH21.03
0OH21.251
0H21.252
0H21.253
0H21.259

Intermittent exophthalmos, bilateral
Intermittent exophthalmos, unspecified eye
Pulsating exophthalmos, right eye
Pulsating exophthalmos, left eye

Pulsating exophthalmos, bilateral

Pulsating exophthalmos, unspecified eye
Unspecified deformity of orbit

Atrophy or right orbit

Atrophy of left orbit

Atrophy of bilateral orbit

Atrophy of unspecified orbit

Deformity of right orbit due to bone disease
Deformity of left orbit due to bone disease
Deformity of bilateral orbits due to bone disease
Deformity of unspecified orbit due to bone disease
Enlargement of right orbit

Enlargement of left orbit

Enlargement of bilateral orbits

Enlargement of unspecified orbit

Exostosis of right orbit

Exostosis of left orbit

Exostosis of bilateral orbits

Exostosis of unspecified orbit

Unspecified enophthalmos, right eye
Unspecified enophthalmos, left eye
Unspecified enophthalmos, bilateral
Unspecified enophthalmos, unspecified eye
Enophthalmos due to atrophy or orbital tissue, right eye
Enophthalmos due to atrophy or orbital tissue, left eye
Enophthalmos due to atrophy or orbital tissue, bilateral
Enophthalmos due to atrophy or orbital tissue, unspecified eye
Cyst of right orbit

Cyst of left orbit

Cyst of bilateral orbits

Cyst of unspecified orbit

Myopathy of extraocular muscles, right orbit
Myopathy of extraocular muscles, left orbit
Myopathy of extraocular muscles, bilateral
Myopathy of extraocular muscles, unspecified orbit
Other disorders of orbit

Unspecified disorder of orbit

Unspecified pterygium of right eye
Unspecified pterygium of left eye
Unspecified pterygium of eye bilateral
Unspecified pterygium of unspecified eye
Amyloid pterygium of right eye

Amyloid pterygium of left eye

Amyloid pterygium of eye, bilateral

Amyloid pterygium of unspecified eye
Central pterygium of right eye

Pinguecula, right eye

Pinguecula, left eye

Pinguecula, bilateral

Pinguecula, unspecified eye

Conjunctival granuloma, right eye
Conjunctival granuloma, left eye
Conjunctival granuloma, bilateral
Conjunctival granuloma, unspecified
Symblepharon, right eye

Symblepharon, left eye

Symblepharon, bilateral

Symblepharon, unspecified eye

Other disorders of sclera

Unspecified disorder of sclera

Unspecified corneal degeneration

Other calcerous corneal degeneration
Other corneal degeneration

Hyphema, unspecified eye

Hyphema, right eye

Hyphema, left eye

Hyphema, bilateral

Iridoschisis, right eye

Iridoschisis, left eye

Iridoschisis, bilateral

Iridoschisis, unspecified eye
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KEYSTONE

CLINICAL
SYSTEMS
Date: / /
Re: Patient Name:
Towhomsoever itmay conoem:
| am writing on behalf of my patient and your subscriber, to document
Patient Name the medical necessity of medically indicated Eye Disorder genetic testing.
This patient is in an established status with me, and | have seen this patient times during the past six months.

The last visit date was / /

Provider’s initials:

The result from the ordered genetic test will be interpreted by me and help to decide a precise plan of care for my patient.

Eye disorders are complex conditions that often have significant implications for the patient’s quality of life, prognosis, and
treatment options. Accurate identification of the specific genetic mutation responsible for the patient’s condition can guide
personalized management strategies, including targeted therapies, early interventions, and appropriate genetic
counseling for the patient and their family members.

Patient and Family Medical History

Personal History

Eye Disorders Dx Age

Family History

First-, Second-, or Third-Degree . . . "
Relative (Maternal or Paternal Side) Relationship Eye Disorder Related Condition Dx Age

Additional information on patient’'s examination and assessment can be found on progress notes.

V06212024



Medical Necessity

Individuals who carry a mutation to one or more of these genes have an increased lifetime risk of eye disorders. This
multi-gene panel increases the opportunity for at-risk individuals to be appropriately identified and receive necessary
medical management.

Accurate and timely diagnosis will undoubtedly save the patient undue suffering and treatment delays. An expedient
diagnosis will result in faster and much more cost-effective treatment which will benefit both the patient and their
insurance carrier. Results from this genetic test will have direct impact on this patient’s treatment and management and
will provide prognostic information that will assist in clinical management.

These genetic tests are widely recognized in the medical community and have demonstrated clinical utility in diagnosing
hereditary eye disorders. The results will provide valuable information to guide treatment decisions, genetic counseling,

and appropriate follow-up care.

For this patient, the genetic test results are needed in order to consider the following medical management strategies:

Medical Management Considerations

The Eye Disorder NGS Panel examines below listed 82 genes:

FOXC1, ALDH7A1, ATXN7, CACNA1A, CDH23, CDKL5, CFH, CHD2, CLRN, CNGA1, CTSD, EYS, FTL, GABRG2,
GJB2, GJB6, GPR98, GRIN2A, KCNQ2, MECP2, MTRNR1, MYO15A, MYO7A, OTOF, PAX2, PCDH15, PCDH19,
PDEGA, PDE6GB, POLG, PRPF31, PRRT2, RDH12, RP2, RPGR, SCN1A, SCN1B, SCN2A, SCN8A, SLC26A4, SLC2A1,
SLC9A6, STXBP1, SYNGAP1, TCF4, TGFBI, TMC1, TMPRSS3, TPP1, TSC1, TSC2, USH1C, USH1G, USH2A, WFS1,
ZEB2, HSF4, BFSP2, GALK1, BFSP1, CRYAA, CRYAB, CRYGC, FOXES, BEST1, NR2E3, NRL, RHO, RP1, RPEG5,
CAV1, CAV2, SIX1, SIX6, CDKN2B-AS, TMCO1, CYP1B1, LTBPZ2, PITX2, PAX6, OPN1LW, OPN1MW.

Based on my evaluation and review of the available literature, | believe that the Eye Disorder genetic testing offered by

GenviewDX is warranted and medically necessary for

Patient Name

Sincerely,

Physician Name:

Physician Signature: Date: / /

V06212024



KEYSTONE

CLINICAL
SYSTEMS
Date: / /
Re: Patient Name:
Towhomsoever it may concem:
| am writing on behalf of my patient and your subscriber, to document
Patient Name
the medical necessity of medically indicated pulmonary disorder evaluation genetic testing.
This patient is in an established status with me, and | have seen this patient times during the past six months.

The last visit date was / /

Provider’s initials:

The result from the ordered genetic test will be interpreted by me and help to decide a precise plan of care for my patient.

Pulmonary disorders are complex conditions that often have significant implications for the patient’s quality of life,
prognosis, and treatment options. Accurate identification of the specific genetic mutation responsible for the patient’s
condition can guide personalized management strategies, including targeted therapies, early interventions, and
appropriate genetic counseling for the patient and their family members.

Patient and Family Medical History

Personal History

Pulmonary Disorders Dx Age

Family History

First-, Second-, or Third-Degree . . Pulmonary Disorder
Relative (Maternal or Paternal Side) Relationship Related Condition Dx Age

Additional information on patient’'s examination and assessment can be found on progress notes.

V06212024



Medical Necessity

Individuals who carry a mutation in one or more of these genes have an increased lifetime risk of pulmonary disorders.
This multi-gene panel increases the opportunity for at-risk individuals to be appropriately identified and receive necessary
medical management.

Accurate and timely diagnosis will undoubtedly save the patient undue suffering and treatment delays. An expedient
diagnosis will result in faster and much more cost-effective treatment which will benefit both the patient and their
insurance carrier. Results from this genetic test will have direct impact on this patient’s treatment and management and
will provide prognostic information that will assist in clinical management.

These genetic tests are widely recognized in the medical community and have demonstrated clinical utility in diagnosing
pulmonary genetic disorders. The results will provide valuable information to guide treatment decisions, genetic

counseling, and appropriate follow-up care.

For this patient, the genetic test results are needed in order to consider the following medical management strategies:

Medical Management Considerations

The Pulmonary Genetics NGS Panel examines below listed 68 genes:

ABCAS3, CCDC39, CCDC40, CFTR, CHAT, CHRNA1, CHRNB1, CHRND, CHRNE, COLQ, CSF2RA, CSF2RB, DKC1,
DNAAF1, DNAAF2, DNAH1, DNAH5, DNAH11, DNAI1, DNAI2, DNAL1, EDN3, EFEMP2, ELMOD2, ELN, FBLN5, FLCN,
FOXF1, GAS8, GLRA1, HPS1, HPS4, ITGAS, LTBP4, MECP2, NAF1, NKX2-1, NME8, PARN, PHOX2B, PIH1D3,
RAPSN, RET, RSPH3, RSPH4A, RSPH9, RTEL1, SCN4A, SCNN1A, SCNN1B, SERPINA1, SFTPA2, SFTPB, SFTPC,
SLC6AS, SLC7A7, SLC34A2, SMAD4, SMPD1, STAT3, TERC, TERT, TINF2, TSC1, TSC2, ZEB2.

Based on my evaluation and review of the available literature, | believe that the Pulmonary Genetic testing offered by

GenviewDX is warranted and medically necessary for

Patient Name

Sincerely,

Physician Name:

Physician Signature: Date: / /

V06212024



INFORMED CONSENT ‘

For the purposes of this consent, my", and "your" will refer to me or to my child, including my unborn child, if my child is the person for whom the healthcare provider has ordered testing.
PURPOSE OF THIS TEST

The purpose of this test is (a) to see if | may have a genetic variant or chromosome rearrangement causing a genetic disorder; or (b) to evaluate the chance that | will develop or pass on a
genetic disorder in the future. If | already know the specific gene variant(s) or chromosome rearrangement that causes the genetic disorder in my family, | agree to inform the laboratory of this
information.

WHAT TYPE OF TEST RESULTS CAN | EXPECT FROM GENETIC TESTING?

1. Positive: A change in your DNA was found, which is very likely the cause of your features/symptoms. This is the most straightforward test result, which can be used as the basis to test other
family members to determine their chances of having either the disease or a child with the disease.

2. Negative: No variants were found to explain your symptoms. This does not mean that you do not have a genetic condition. Itis still possible that there is a genetic variant not found by the
test that was ordered. Your healthcare provider or genetic counselor may discuss more testing either now or in the future.

3. Variant of Uncertain Significance (VUS): A change in a gene was found. However, we are not sure whether this variant is the cause of your symptoms/features. More information is needed.
We may suggest testing other family members to help figure out the meaning of the test result.

4. Unexpected Results: In rare instances, this test may reveal an important genetic change that is not directly related to the reason for ordering this test. For example, this test may find you
are at risk for another genetic condition | am not aware of or it may indicate differences in the number or rearrangement of sex chromosomes. We may disclose this information to the
ordering healthcare provider if it likely affects medical care. Because medical and scientific knowledge is constantly changing, new information that becomes available may supplement the
information GenviewDX used to interpret my results. Healthcare providers can contact GenviewDX at any time to discuss the classification of an identified variant.

WHAT IS TRIO/DUO-BASED GENETIC TESTING?

For some genetic tests, including samples from the biological parents and/or other biological relatives along with the patient's sample can help with the interpretation of the test results. These
tests are often referred to as "trio tests" since they typically include samples from the patient and both parents. Samples from relatives should be submitted with the patient's sample. Clinical
information must be provided for the patient and any relative who submits a sample. | understand that GenviewDX will use the relative sample(s) when needed for the interpretation of my test
results and that my test report may include clinical and genetic information about a relative when it is relevant to the interpretation of the test results. | further understand that relatives will not
receive an independent analysis of data nor a separate report.

RISKS AND LIMITATIONS OF GENETIC TESTING

1. In some cases, testing may not identify a genetic variant even though one exists. This may be due to limitations in current medical knowledge or testing technology.

2. Accurate interpretation of test results may require knowing the true biological relationships in a family. | understand that if | fail to accurately state the biological relationships in my family, it
could lead to incorrect interpretation of the test results, incorrect diagnoses, and/or inconclusive test results. If genetic testing reveals that the true biological relationships in a family are not
as | reported them, including non-paternity (the reported father is not the biological father) and consanguinity (the parents are related by blood), | agree to have these findings reported to the
healthcare provider who ordered the test.

3. Although genetic testing is highly accurate, inaccurate results may occur. These reasons include, but are not limited to mislabeled samples, inaccurate reporting of clinical/medical
information, rare technical errors, or other reasons.

4. | understand that this test may not detect all of the long-term medical risks that | might experience. The result of this test does not guarantee my health and that additional diagnostic tests
may still need to be done.

5. | agree to provide an additional sample if the initial sample is not adequate.

PATIENT CONFIDENTIALITY AND GENETIC COUNSELING

It is recommended that | receive genetic counseling before and after having this genetic test. | can find a genetic counselor in my area at www.nsgc.org. Further testing or additional
consultations with a healthcare provider may be necessary. To maintain confidentiality, test results will only be released to the referring healthcare provider, the ordering laboratory, to me, to
other healthcare providers involved in my care, diagnosis and treatment, or to others with my consent or as permitted or required by law. Federal laws prohibit unauthorized disclosure of this
information. More information can be found at: www.genome.gov/10002077

INTERNATIONAL SAMPLES
If I reside outside the United States, | attest that by providing a sample for testing, | am not knowingly violating any export ban or other legal restriction in the country of my residence.

SAMPLE RETENTION

After testing is complete, my sample may be de-identified and be used for test development and improvement, internal validation, quality assurance, and training purposes. GenviewDX will not
return DNA samples to you or to referring healthcare providers, unless specific prior arrangements have been made. | understand that samples from residents of New York State will not be
included in the de-identified research studies described in this authorization and will not retain them for more than 60 days after test completion, unless specifically authorized by my selection.
The authorization is optional, and testing will be unaffected if | do not check the box for the New York authorization language. GenviewDX will not perform any tests on the biological sample
other than those specifically authorized.

DATABASE PARTICIPATION

De-identified health history and genetic information can help healthcare providers and scientists understand how genes affect human health. Sharing this de-identified information helps
healthcare providers to provide better care for their patients and researchers to make new discoveries. GenviewDX shares this type of information with healthcare providers, scientists, and
healthcare databases. GenviewDX will not share any personally identifying information and will replace the identifying information with a unique code not derived from any personally
identifying information. Even with a unique code, there is a risk that | could be identified based on the genetic and health information that is shared. GenviewDX believes that this is unlikely,
though the risk is greater if | have already shared my genetic or health information with public resources, such as genealogy websites.

EXOME/GENOME SEQUENCING SECONDARY FINDINGS

Applicable Only for Full Exome Sequencing and Genome Sequencing Tests. * Does not pertain to Xpanded® or Slice tests As many different genes and conditions are analyzed in an exome
or genome sequencing test, these tests may reveal some findings not directly related to the reason for ordering the test. Such findings are called "incidental" or "secondary" and can provide
information that was not anticipated. Secondary findings are variants, identified by an exome or genome sequencing test, in genes that are unrelated to the individual's reported clinical features.
The American College of Medical Genetics and Genomics (ACMG) has recommended that secondary findings identified in a specific subset of medically actionable genes associated with
various inherited disorders be reported for all probands undergoing exome or genome sequencing. Please refer to the latest version of the ACMG recommendations for reporting of secondary
findings in clinical exome and genome sequencing for complete details of the genes and associated genetic disorders. Reportable secondary findings will be confirmed by an alternate test
method when needed.

Continued on next page
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WHAT WILL BE REPORTED FOR THE PATIENT?
All pathogenic and likely pathogenic variants associated with specific genotypes identified in the genes (for which a minimum of 10X coverage was achieved by exome sequencing or a
minimum of 1SX coverage was achieved by genome sequencing), as recommended by the ACMG.

WHAT WILL BE REPORTED FOR RELATIVES?
The presence or absence of any secondary finding(s) reported for the proband will be provided for all relatives analyzed by an exome or genome sequencing test.

LIMITATIONS

Pathogenic and/or likely pathogenic variants may be present in a portion of the gene not covered by this test and therefore are not reported. The absence of reportable secondary findings for
any particular gene does not mean there are no pathogenic and/or likely pathogenic variants in that gene. Pathogenic variants and/or likely pathogenic variants that may be present in a
relative, but are not present in the proband, will not be identified, or reported. Only changes at the sequence level will be reported in the secondary findings report. Larger
deletions/duplications, abnormal methylation, triplet repeat or other expansion variants, or other variants not routinely identified by clinical exome and genome sequencing will not be reported.

FINANCIAL AGREEMENT AND GUARANTEE

For insurance billing, | understand and authorize GenviewDX to bill my health insurance plan on my behalf, to release any information required for billing, and to be my designated
representative for purposes of appealing any denial of benefits. | irrevocably assign to and direct that payment be made directly to | understand that my out-of-pocket costs may be different
than the estimated amount indicated to me by GenviewDX as part of a benefit investigation. | agree to be financially responsible for any and all amounts as indicated on the explanation of
benefits issued by my health insurance plan. If my insurance provider sends a payment directly to me for services performed by GenviewDX on my behalf, | agree to endorse the insurance
check and forward it to GenviewDX within 30 days of receipt as payment towards GenviewDX claim for services rendered.

MEDICARE
A completed Advance Beneficiary Notice (ABN) is required for Medicare patients.

DIGITAL PATIENT LETTER CONSENT
o Applicable Only for Commercial Insurance
o Estimate is provided by your health insurance company and therefore NO estimate will be sent for any orders placed with federal or state-funded insurance plans (e.g. Medicare,
Medicaid, Tricare, etc.), institutional bill, or patient bill (self-pay).
To provide you with the estimated out-of-pocket expenses related to your test, GenviewDX will send you an email and/or text with the link to access your personalized Digital Patient
Letter. In order to send this information, we need your consent and agreement to the following items:
1. Can use your email address or mobile phone number solely for the purpose of GenviewDX sending your estimated financial obligation. Text message data rates may apply. is not
responsible for undelivered messages due to incorrect or illegible contact information.
2. Will send you an email and/or text message containing a link to view your personalized Patient Letter that includes the test out-of-pocket estimate. The link is time-sensitive
and will only be available for 72 hours from the time the message is sent. In order to view the estimate, you must click the link in the message.
3. If you take no action, GenviewDX will assume that you agree to move ahead with testing and will bill your health insurance. You can approve testing with insurance, switch to
self-pay, or cancel the test via the link within the given 72-hour window. In turn, GenviewDX if receives your sample(s) and the billing method hasn't been changed, or the test
hasn't been cancelled, we will move ahead with testing as ordered, and you will be responsible for any out-of-pocket costs for the completion of the test(s).

PATIENT SIGNATURE

| hereby assign all rights and benefits under my health plan and all rights and obligations that | and my dependents have under my health plan to GenviewDX its assigned affiliates and
authorized representatives for laboratory services furnished to me by GenviewDX | irrevocably designate, authorize and appoint GenviewDX or its assigned affiliates and their authorized
representatives as my true and lawful attorney-in-fact for the purpose of submitting my claims, obtain a copy of my health plan document, Summary Plan Description, disclosure, appeal,
litigation or other remedies in accordance with the benefits and rights under my health plan and in accordance with federal or state laws. If my health plan fails to abide by my authorization and
makes payment directly to me, | agree to endorse the insurance check and forward it to GenviewDX immediately upon receipt. | hereby authorize GenviewDX its assigned affiliates and
authorized representatives to contact me or my health Plan/administrator for billing or payment purposes by phone, text message, or email with the contact information that | have provided to
GenviewDX, in compliance with federal and state laws. GenviewDX, its assigned affiliates and their authorized representatives may release to my health plan administrator, my employer, and
my authorized representative my personal health information for the purpose of procuring payment of GenviewDX and for all the laboratory services. | understand the acceptance of insurance
does not relieve me from any responsibility concerning payment for laboratory services and that | am financially responsible for all charges whether or not they are covered by my insurance.

Patient Signature: Date:

Patient Representative Signature: Date:

Relationship to Patient:

ORDERING PHYSICIAN SIGNATURE

(Physician must only order tests that are medically necessary for the diagnosis and treatment of a patient)

| attest that this test is medically necessary for the diagnosis or detection of a disease or disorder and that the results will be used in medical management and care decisions for the patient.
Furthermore, all information on this Requisition Form is true to the best of my knowledge. | agree to provide the Care Plan notes and Letter of Intent for this order if the insurance requests the
lab to gather the medical necessity for any reason.

Ordering Physician Signature: Date:
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