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Patient Information

Last Name First Name DOB Sex MRN

Address City State Zip Phone Number

Email

Ethnicity

I:l African American I:l Ashkenazi Jewish I:l East Asian D Hispanic I:l Middle Eastern I:l White D Other

Insurance/Billing Information

Insurance Name Member ID Group ID

Primary Name Primary DOB Relationship

[]sett [ |spouse [] chid

Ordering Provider/ Facility

Provider Name NPI Facility Name Email

Address City State Zip Phone Number

Specimen Information

Specimen Type

Collector Name Collection Date/ Time Collection Site

DOffice |:| Lab |:| Home |:| Other

Confirmation of Medical Necessity for Genetic Testing

| certify that | am a licensed healthcare provider (or authorized representative/genetic counselor) ordering genetic testing. | confirm that the
patient has been informed of the purpose, scope, limitations, and potential risks of this testing, has had the opportunity to ask questions
and seek genetic counseling, and has provided informed consent, which is on file. | attest that this testing is medically necessary and will be
used in the clinical management of the patient. | further confirm that the patient authorizes Revive Genetics to release relevant information
to third-party payors for reimbursement purposes, to receive direct payment for services rendered, and, where applicable, to act as the
patient's designated representative for insurance appeals. | acknowledge that the patient understands and accepts financial responsibility
for any amounts not covered by insurance, including payments made directly to the patient.

Medical Professional Signature: Date:
Print Name:
Website www.revivegenetics.us Address Lab Director Phone Number
Email info@revivegenetics.us 9000 SW 152 St Suite107, Palmetto Bay, FL Uzma Farooq, MD 786-250-3419
33157
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l

Test Selection

Select Panel Genes Brief Description

323 Genes Identifies inherited genetic variants associated with eye
disorders and retinopathies by evaluating genes
Express Gene™ Comprehensive Eye Disorders and involved in retinal function, photoreceptor
Retinopathies Panel maintenance, visual signal transduction, ocular
development, optic nerve function, and visual pathway
integrity.

Indications for Testing (Check All That Apply)

|:| Diagnostics |:| Family History |:| Recurrent or Unexplained Infections |:| Patient Management

Clinical Information

Genetic Testing Done Previously: |:| Yes |:| No If Yes what test: Date of Previous Test: / /

The panelincludes all genes listed below. If only specific gene(s) are requested, please select them below.
For additional information about this test, please visit our company website.

ABCA4, ABCB6, ABCC6, ABCD1, ABHD12, ACBDS, ACO2, ACTB, ADAM9, ADAMTS18, ADGRV1, ADIPOR1, AGBL1, AGBL5, AGK, AIPL1, ALDH1A3, AMACR,
ARHGEF18, ARL2BP, ARL3, ARL6, ATF6, ATOH7, ATXN7, AUH, BBIP1, BBS1, BBS10, BBS12, BBS2, BBS4, BBSS5, BBS7, BBS9, BCOR, BEST1, BFSP1, BFSP2,
BLOC1S3, BLOC1S6, BMP4, C210rf2, C20rf71, C1QTNF5, C80rf37, CABP4, CACNA1F, CACNA2D4, CAPN5, CAV1, CC2D2A, CDH23, CDH3, CDHR1,
CEP250, CEP290, CERKL, CFH, CFI, CHD7, CHM, CHMP4B, CHN1, CHSTS6, CIB2, CLDN19, CLRN1, CNGA1, CNGA3, CNGB1, CNGB3, CNNM4,
COL18A1, COL4A1, COL8A2, CRB1, CRX, CRYAA, CRYAB, CRYBA1, CRYBA2, CRYBA4, CRYBB1, CRYBB2, CRYBB3, CRYGB, CRYGC, CRYGD, CRYGS,
CST3, CTDP1, CTNNA1, CTNNB1, CTSD, CX3CR1, CYP1B1, CYP4V2, DCN, DHDDS, DHX38, DRAM2, DTNBP1, EFEMP1, ELOVL4, EMC1, EPHA2, EYA1,
EYS, FAM161A, FBLN5, FLVCR1, FOXC1, FOXE3, FOXL2, FRMD7, FSCN2, FYCO1, FZD4, GALK1, GCNT2, GDF3, GDF6, GFER, GJA1, GJA3, GJA8, GJB2,
GJB6, GNAT1, GNAT2, GNB3, GPR143, GPR179, GRK1, GRM6, GUCA1A, GUCA1B, GUCY2D, HARS, HGSNAT, HK1, HMCN1, HMX1, HSF4, HTRA1, IARS2,
IDH3A, IDH3B, IFT140, IFT172, IFT27, IGFBP7, IMPDH1, IMPG1, IMPG2, IQCB1, ITM2B, JAM3, KCNJ13, KCNV2, KERA, KIAA1549, KIF21A, KIZ, KLHL7,
KRT12, KRT3, LCAS5, LCAT, LEMD2, LIM2, LOXL1, LRAT, LRIT3, LRP5, LSS, LTBP2, LZTFL1, MAB21L2, MAF, MAK, MERTK, MFRP, MIP, MIR184, MKKS, MKS1,
MSMO1, MYOC, NAA10, NDP, NEK2, NHS, NMNAT1, NR2E3, NR2F1, NRL, NTF4, NYX, OAT, OFD1, OPA1, OPA3, OPTN, OTX2, OVOL2, P3H2, PAX6,
PCDH15, PCYT1A, PDE6A, PDE6B, PDE6C, PDE6G, PDE6H, PDZD7, PHOX2A, PIKFYVE, PITPNM3, PITX2, PITX3, PLA2G5, PLK4, POC1B, PRCD, PRDMS5,
PROM1, PRPF3, PRPF31, PRPF4, PRPF6, PRPF8, PRPH2, PRSS56, PXDN, RAB28, RARB, RAX, RAX2, RB1, RBP3, RBP4, RD3, RDH11, RDH12, RDH5, REEPS,
RGR, RGS9, RGS9BP, RHO, RIMS1, RLBP1, ROBO3, ROM1, RP1, RP1L1, RP2, RP9, RPEE5, RPGR, RPGRIP1, RS1, RTN4IP1, SAG, SALL2, SDCCAGS,
SEMA4A, SIPA1L3, SIX6, SLC16A12, SLC24A1, SLC33A1, SLC38A8, SLC4A11, SLC4A4, SLC7A14, SMOC1, SNRNP200, SOX2, SPATA7, STRA6, TACSTD2,
TCF4, TDRD7, TEAD1, TENM3, TFAP2A, TGFBI, TIMP3, TMEM126A, TOPORS, TRIM32, TRNT1, TRPM1, TSPAN12, TTC8, TTLL5, TUB, TUBB3, TUBGCP4,
TUBGCPS6, TULP1, UBIAD1, UNC119, UNC45B, USH1C, USH1G, USH2A, VAX1, VCAN, VIM, VSX1, VSX2, WDR36, WFS1, WHRN, YAP1, ZEB1, ZNF408,
ZNF469, ZNF513

List relevant family history of disease (affected family members and relationship to patient):

Website www.revivegenetics.us Address Lab Director Phone Number
Email info@revivegenetics.us 9000 SW 15219 St Suite107, Palmetto Bay, FL Uzma Farooq, MD 786-250-3419
33157
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Informed Consent

D23

Consent to Testing and Use of Results

| confirm that the submitted specimen belongs to the identified patient and has been voluntarily provided for analysis by Revive Genetics. | authorize the laboratory and my healthcare
provider to analyze my clinical and genetic information, perform the ordered Eye Disorders and Retinopathies genetic testing, release test results to the ordering healthcare provider,
and disclose information necessary for billing and reimbursement to my insurance carrier, when applicable.

Consent for Eye Disorders and Retinopathies Genetic Testing

Your healthcare provider has ordered a Revive Genetics Eye Disorders and Retinopathies (Eye) Genetic Panel to evaluate genes associated with inherited ocular disorders. This test
analyzes genes involved in retinal function, photoreceptor maintenance, visual signal transduction, ocular development, optic nerve function, and other biological pathways essential
for normal vision. Depending on your personal and family history, this evaluation may help identify inherited genetic variants associated with inherited retinal diseases, retinopathies,
macular dystrophies, optic neuropathies, congenital eye disorders, anterior segment abnormalities, and other inherited eye conditions.

Genetic testing may identify disease-causing (pathogenic) variants, likely pathogenic variants, variants of uncertain significance (VUS), or no clinically significant findings. A positive
result may help confirm a diagnosis, guide medical management, assist with treatment decisions, identify at-risk family members, determine eligibility for emerging targeted therapies
or clinical trials, and provide information regarding inherited eye disease risk. However, a positive result does not predict disease severity, age of onset, rate of vision loss, disease
progression, or response to treatment. Likewise, a negative result does not eliminate the possibility of an inherited eye disorder.

Please be aware of the following limitations:

This test analyzes only the genes included in the selected panel.

Some genetic changes, including deep intronic variants, balanced chromosomal rearrangements, epigenetic alterations, repeat expansions (unless specifically included), low-level
mosaicism, structural variants, mitochondrial variants (unless specifically included), or variants in genes not included on the panel, may not be detected.

Not allinherited eye disorders have known genetic causes, and some disease-causing variants may not be detectable with current technology.

Variants of Uncertain Significance (VUS) may be identified. These findings currently have insufficient evidence to determine whether they are disease-causing and should not be used
alone for medical decision-making.

Genetic test results should always be interpreted together with your personal medical history, family history, physical examination, ophthalmologic evaluation, retinal imaging, visual
field testing, electrophysiologic studies, laboratory findings, and other clinical information.

Additional testing, including ophthalmologic imaging, electrophysiologic testing, deletion/duplication analysis, mitochondrial testing, or broader genomic testing such as whole exome
or whole genome sequencing, may be recommended based on your clinical presentation and family history.

Genetic counseling is strongly recommended before and/or after testing to discuss the potential benefits, limitations, implications for medical management, and the potential impact of
results on biological relatives.

By signing this consent form, you acknowledge that:

You understand the purpose, benefits, and limitations of Eye Disorders and Retinopathies genetic testing.

You understand that testing may identify inherited genetic variants that have implications for your biological relatives.

You understand that results may identify unexpected or uncertain findings that could require additional medical evaluation or long-term clinical follow-up.

You understand that your results will be reviewed by your ordering healthcare provider and may be discussed with you by your physician, ophthalmologist, retinal specialist, geneticist,
or a qualified genetics professional.

You voluntarily consent to undergo the requested genetic testing.

Methodology Limitations

Next-generation sequencing (NGS) has inherent technical limitations. Certain types of genetic variants may not be detected by this methodology, including some structural
rearrangements, repeat expansions (unless specifically included in the assay), low-level mosaic variants, or variants located in genomic regions with limited sequencing coverage.
Testing is limited to the genes and variant types validated for the ordered assay.

Alltest results are treated as confidential and are released only to the patient, the ordering healthcare provider, and other individuals authorized by the patient or required by law. No
tests other than those authorized will be performed. Patient specimens will be retained for up to 60 days following completion of testing and then destroyed according to laboratory
policy unless otherwise required.

| have read this consent form, or it has been read to me. | have received satisfactory answers to my questions and understand that | may ask additional questions at any time. |
voluntarily consent to the requested genetic test.

Consent/ Insurance Release

By signing this form, | authorize Revive Genetics to submit medical information related to this testing to my designated insurance carrier for reimbursement when necessary. | authorize
payment of benefits directly to Revive Genetics. | understand that | am responsible for any charges not covered by my insurance, including but not limited to non-covered, non-
authorized, or denied services. | authorize a copy of this authorization to be used in place of the original.

Patient or Parent/Guardian Si e: Date:

Print Name:

Optional Consent for Research and Future Contact

To improve genetic testing and advance the understanding of inherited eye disorders and retinopathies, | voluntarily authorize Revive Genetics to use any remaining specimen, de-
identified genetic data, and/or clinical information for research, educational, quality improvement, or laboratory development purposes. My identity will not be disclosed in any
publication or research activity.

| also authorize Revive Genetics to contact me in the future regarding newly discovered disease-associated genes, updated variant classifications, research opportunities, or clinically
relevant follow-up related to my testing.

Participation is voluntary and declining this consent will not affect the performance of my ordered test or my medical care.

Patient or Parent/Guardian Si e: Date:
Print Name:
Medical Pro i | Signature: Date:
Print Name:
Website www.revivegenetics.us Address Lab Director Phone Number
Email info@revivegenetics.us 9000 SW 152 St Suite107, Palmetto Bay, FL Uzma Farooq, MD 786-250-3419
33157
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