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PARKINSON’S-ALZHEIMER’S-DEMENTIA REQUISITION FORM

Suretox Laboratory
PH: 201-791-7293
Fax: 866-425-4630
CLIA: 31D2063148

Practice information:

1. Patient information:

Patient Patient Patient
Last Name First Name Street Address
City State Zip Code Date of Birth
(MM/DD/YY) / /
Patient Phone # Gender O Male O Female
Buccal Swab Sample Collection Date
(MM/DD/YYYY) / /
Patient Ethnicity
O white [Hispanic/Latino O Asian [ other/Unknown
[0 Mixed Race CAmerican Indian/Native Alaskan [0 Hawaiian/Pacific Islander [ African American

2. Payment and Insurance Information:

O Medicare O Commercial: [ Other [ Patient DirectPay [ Client Billing
Primary Insurance ID Number Group Number
Secondary Insurance ID Number Group Number
Name of Primary Insured Relationship to Insured Insured Date of Birth
(MM/DD/YY) / /

3. ICD-10 Codes (Some applicable codes)
0G30.0 - Alzheimer’s disease with early onset
0G30.1- Alzheimer’s disease with late onset

OE78.0 - Pure hypercholesterolemia, unspecified *
OE78.2 - Mixed hyperlipidemia *

0E78.49 - Other hyperlipidemia *

OES53.8 - Deficiency of other specified B group vitamins *
OFO05 - Delirium if applicable*

OE53.9 - Vitamin B deficiency, unspecified *

0Q89.8 - Other specified congenital malformations *

0F02.81 - Dementia with behavioral disturbance

0F02.80 - Dementia without behavioral disturbance

0F03.91- Unspecified Dementia with behavioral disturbance
0F02.90 - Unspecified Dementia without behavioral disturbance
OFOS - Delirium if applicable

0G20 - Parkinson’s disease **

0G30.9 - Alzheimer’s disease unspecified
0G30.8 - Other Alzheimer’s disease

0Z72.89 - Other problems related to lifestyle
OR47.1 - Dysarthria and anarthria **

*Risks of Dementia and Alzheimer’s : High cholesterol(hypercholesterolemia), Deficiency of Vitamin B12 and Folic Acid , Congenital Heart Disease
**parkinson’s causes: Dysarthria , Anarthria

4. Testing Genes

[0 A2Mm, AAAS, ACE, APOE, APP, APT13A2, ATP1A3, C90rf72, CSF1R, DCTN1, DNMT1,EIF4G1, FBX07, GBA, GCH1, GRN, HTRA2, LRRK2,MAPT, MPO, NOTCH3, PARK7, PINK1, PLA2G6, POLG, PRKN,
PRKRA, PRNP, PSEN1, PSEN2, SLC6A3, SNCA, SNCB, TAF1, TH, TREM2, TYROBP, USHL1, VPS35.

5. Patient authorization and informed consent

| request and authorize a CLIA certified laboratory to perform the above designated test(s) on the DNA sample provided by me. My signature below constitutes my acknowledgment that | have been informed of the benefits and
limitations of this testing which have been explained to my satisfaction by a qualified health professional. | hereby authorize my physician to release personal health information to Suretox or their designee for any purposes,
consistent with HIPAA, including for billing, audits, and other purposes. | hereby authorize Suretox or their designee to bill my insurance company and receive payment from them on my behalf. | acknowledge, however, that | am
responsible for payment of my account and any and all charges associated with its collection. | hereby authorize my insurance company to pay Suretox or their designee directly for services rendered. In the event of an underpayment
or denial by my insurance carrier, | hereby authorize Suretox or their designee, to appeal my health plan on my behalf* to provide the actions and information necessary to overturn the denial or receive reimbursement for the
underpaid claim. This authorization shall remain valid until the charges for the orders on this form are paid in full. (*Suretox or their designee may perform this appeal on my behalf, but is not obligated to do so). In some
circumstances, a patient’s DNA may be used anonymously as a negative or positive control sample in future testing, but in this circumstance, all identifiers will be removed prior to re-testing and the DNA sample and results obtained

will remain anonymous.
Patient Slgnafure

Patient N
atient Name Date / /

6. Physician informed consent and medical necessity statement (Required rational and application options on back)

Physician Certification: By their signature below, the healthcare provider authorizes performance of the test(s) and indicates that he or she has explained the purpose of the test, the procedures, the benefits and the risks that are involved in testing to their patient and
obtained the patient’s informed consent in accordance with state and local laws. | affirm each of the following: | have provided genetic testing information to the patient and the patient has consented to genetic testing. This test is medically necessary for the diagnosis or detection
of a disease, illness, impairment, symptom, syndrome or disorder. The results will be used for the patient’s medical management and treatment decisions. The person listed as the Ordering Physician is authorized by law to order the test(s) requested herein.

Physician Authorizing Name

Physician Authorizing Signature
Date / /

7.
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| 8. Genetic Counseling

PRE-GENETICCOUNSELING: If genetic counseling is required by the patient’s insurance company for the test ordered, the ordering provider agrees to:
[] Referto Genetic counselor [ _] Provider will be contacted and refer patient locally ~ [_] Test already performed

POST-GENETIC COUNSELING: suretox laboratory will facilitate genetic counseing for any patient with abnormal test results(ie. Variant or positive
Results ). Provider, please check one of the following:

[1Yes,please refer my patient for genetic counseling if test results are abnormal.

[]No, please do not refer my patient for genetic counseling if test results are abnormal. | will recommend another genetic counseling resource
for my patient.

If Provider, chose “yes” to refer to genetic counselor for post-test counseling-include letter with results to Provider indicating that, “Per your request on the Requisition Form, results are also being sent and they will reach out to patient to

Schedule genetic counseling.”

Provider Signature: Date:

9. Patient Personal History of Parkinson’s-Alzheimer’s -Dementia & Other Clinical [INo Personal History
Information (Select all that apply.)

Patient has been diagnosed with: | Diagnosis Age Other Info

[] Parkinson’s disease

[] Alzheimer’s disease

[ ] Dementia

10. Family HiStOfy of Parkinson’s-Alzheimer’s-Dementia (Provide complete and specific information to ensure proper insurance reimbursement, determine PAD risk
estimates, and optimize medical management recommendations.)

Relationship to Patie m Paternal Diagno!

[11.PATIENT CONSENT FOR NGS (Next Generation Sequencing) PARKINSON’S-ALZHEIMER-DEMENTIA TESTING (PAD)

What is NGS Testing: The purpose of this molecular genetics test is to ascertain if you carry any mutation(s) causing increased PAD susceptibility. This test will include analysis of relevant genes included on the PAD panel indicated above.

General Purpose and Clinical Information. NGS refers to a test that uses massively parallel platforms, allowing sequencing of large stretches of DNA. All genes on our NGS panel have been implicated in PAD predisposition and are associated with increased lifetime PAD risk(s). If
mutations are identified in more than one gene on this panel, there may not be sufficient information available to determine your precise PAD risk. Therefore, the results of this genetic test may or may not have implications for your medical management and options including
preventive screening/intervention or therapeutics based on your genetic testing result may change over time. If you are found to carry a mutation/variant in any of the genes analyzed, this may also have implications for your family members. This should be discussed with your
healthcare provider. There are several types of results that can be generated as a result of genetic testing, including:

Pathogenic/Likely Pathogenic- a mutation was identified in a gene(s) associated with increased PAD susceptibility that is clinically significant from the evidence that has been found in research papers and case-studies. This means that you may be at an increased risk of
developing certain PAD(s). This risk is associated with specific PAD based upon the type of variant and which gene it is present in. Your healthcare provider will make PAD screening and medical management recommendations based on what is known about the mutation that
was found.

Variant of Unknown Significance- An alteration was identified in one or more genes; however, there is not enough information to determine whether this change is associated with an increased risk for PAD. A thorough review of the variant and the associated literature may
suggest that a variant is more likely to be disease-causing.. However, in some cases the significance remains unclear. Your healthcare provider will make PAD screening and medical management recommendations based on your personal and/or family history.

Description and principle of the test: This test uses targeted next-generation sequencing (NGS) to analyze coding regions of the genes listed in this requisition. This panel represents genes with known implications in hereditary PAD risk and is intended to provide information
for physicians that assist them with PAD screening decisions.

Technical Limitations of this test: While this test is designed to identify most detectable mutations in the genes analyzed, it is still possible that there are mutations that this testing technology is unable to detect. In addition, there may be other genes associated with PAD
susceptibility that are not included on this panel or that are not known at this time.

What is required to perform this test? You will be asked to provide 2 buccal swabs containing brushings from the inside of your cheeks. DNA will be extracted from these samples and tested according to our validated SOPM and compliance policies. As a CLIA-certified
laboratory, we strictly adhere to all the rules regarding compliance with regulations related to patient confidentiality, diagnosis coding, professional courtesy, proficiency testing and other similar regulatory requirements. Your sample and DNA will be discarded at the end of
testing process and stored for no more than 60 days. In some circumstances, a patient’s DNA may be used anonymously as a negative or positive control sample in future testing, but in this circumstance, all identifiers will be removed prior to re-testing and the DNA sample
and results obtained will remain anonymous.

[ I consent that Suretox laboratory may use my DNA for the above duration and purpose. Patient Name: Patient Signature:,

[] 1 grant consent to Suretox laboratory to use my sample for further research if deemed useful: Patient Name: Patient Signature:,

How will | obtain results from this test? Due to the complexity of DNA-based testing in general and NGS-testing in particular, as well as the important implications of the test results, these results will be reported through your designated physician or genetic counselor. To
the extent permitted by law, all of your laboratory records and results are confidential and shall not be disclosed without written authorization.

Patient At ion of Consent: My signature indicates that | have received information about this test, and | have read and understood the material in this document. | have been given a full opportunity to ask questions that | may have about the testing procedure
and related issues. | agree to undergo this testing. The decision to consent to, or to refuse, the above testing is entirely mine. No test(s) will be performed and reported on my sample other than the one(s) authorized by my doctor, and any unused portion of my original sample
will be destroyed within 60 days of receipt of the sample by the laboratory.



