CARDIAC Conditions
Hereditary Assessment

Ayass

bioscience

Bridging Science and LLC ™ ReCIUiSition
Precision Patient Care
1. PATIENT INFORMATION 2. PROVIDER INFORMATION
Last First M Clinic
Name Name Name

Address Physician NPI#
Name
Phone DOB Gender City State Zip Phone
Male Female

Caucasian Eastern European Northern European Fax Email

Western European Native American Middle Eastern

African American Asian Pacific Islander

Caribbean Central/South American Other: 3 SP EC' MEN COLLECT'ON

Ashkenazi Jewish Hispanic Specimen Type

Date of Time of AM
Email Whole Blood || Saliva Collection Collection PM
Patient has had a blood transfusion Eis If “Yes” - Date of the last transfusion:

2-4 weeks of wait time is required for some testing.

PLEASE PROVIDE LIST OF CURRENT MEDICATIONS Specimens are not accepted for patients who have had allogeneic bone marrow transplants.
4. BILLING INFORMATION
Insurance Medicaid Medicare Self Pay Worker's Comp Uninsured
InSurance Subsriber ID Group#
Worker’s Date of
Comp Claim # Injury
Name of DOB Relationship to Policyholder
Policyholder Self Spouse Dependant Other

5. CARDIAC CONDITIONS PERSONAL/FAMILY HISTORY 6. HEREDITARY CARDIAC CONDITIONS TEST SELECTION

Disease/Condition You Relative Age at DX

Affected with cardiomyopathy
(thickened or thinned heart muscle)

Affected with arrhythmia (irregular heart rate)

ICD-10 DIAGNOSIS CODES:

Affected with aortic aneurysm (thoracic, abdominal)

Sudden unexpected death of unknown cause (ex.drowning
of a good swimmer; sudden,unexplained car accident)

Syncope/fainting during exercise

Episodes of syncope/fainting during normal activity
Sudden or early heart attack
Cardiac arrest

Heart Failure or heart transplant

| CARDIAC PANEL - 174 GENES

ABCC9, ABCG5, ABCGS8, ACTA1, ACTA2, ACTC1, ACTNZ2, AKAP9, ALMS1, ANK2, ANKRD1, APOAA4,
APOA5, APOB, APOC2, APOE, BAG3, BRAF, CACNA1C, CACNA2D1, CACNB2, CALM1, CALR3, CASQ2,
CAV3, CBL, CBS, CETP, COL3A1, COL5A1, COL5A2, COX15, CREB3L3, CRELD1, CRYAB, CSRP3, CTH,
DES, DMD, DNAJC19, DOLK, DPP6, DSC2, DSG2, DSP, DTNA, EFEMP2, ELN, EMD, EYA4, FBN1, FBNZ2,
FHL1, FHL2, FKRP, FKTN, FXN, GAA, GATAD1, GCKR, GJAS, GLA, GPD1L, GPIHBP1, HADHA, HCN4,
HFE, HRAS, HSPBS, ILK, JAG1, JPH2, JUP, KCNAS, KCND3, KCNE1, KCNE2, KCNE3, KCNH2, KCNJ2,
KCNJ5, KCNJ8, KCNQ1, KLF10, KRAS, LAMA2, LAMA4, LAMP2, LDB3, LDLR, LDLRAP1, LMF1, LMNA,
LPL, LTBP2, MAP2K1, MAP2K2, MIB1, MURC (CAVIN4), MYBPC3, MYH11, MYHG6, MYH7, MYL2, MYLS,
MYLK, MYLK2, MYO6, MYOZ2, MYPN, NEXN, NKX2-5, NODAL, NOTCH1, NPPA, NRAS, PCSK9,
PDLIM3, PKP2, PLN, PRDM16, PRKAG2, PRKARI1A, PTPN11, RAF1, RANGRF, RBM20, RYR1, RYR2,
SALL4, SCN1B, SCN2B, SCN3B, SCN4B, SCN5A, SCO2, SDHA, SEPN1, SGCB, SGCD, SGCG, SHOC2,
SLC25A4, SLC2A10, SMAD3, SMAD4, SNTA1, SOS1, SREBF2, TAZ, TBX20, TBX3, TBX5, TCAP, TGFB2,
TGFB3, TGFBRI1, TGFBR2, TMEMA43, TMPO, TNNC1, TNNI3, TNNT2, TPM1, TRDN, TRIM63, TRPM4,
TTN, TTR, TXNRD2, VCL, ZBTB17, ZHX3, ZIC3

ICD/pacemaker

Elevated or high cholesterol levels

Atherosclerosis

Any extracardiac features (muscle weakness,
dysmorphic features, deafness)

Any problems with exercise

Any chronic iliness (ex. Hypertension)
Muscle disorder or muscular dystrophy

7. PATIENT CONSENT 8. MEDICAL NECESSITY FOR TESTING

This test is medically necessary for the diagnosis or detection of a disease, illness, impairment, syndrome
or disorder, and these results will be used in the medical management and treatment for this patient.
Furthermore, recipients’ information is true and correct to the best of my knowledge.

The person listed as the Ordering Physician or genetic counselor is authorized by law to order the test(s)
requested herein. | confirm that | have provided genetic testing information to the patient and they have
consented to genetic testing.

Please check all that apply:

Biling ABN and Patient Plan Information: A completed Advance Beneficiary Notice (ABN) of coverage
s required for Medicare patients who do not meet medical criteria for testing. This does not apply to specific
site analyses. Insurance pre-qualification will not be performed for these tests, unless specifically requested.
All tests ordered shall be processed and billed based on payor.

Patient Acknowledgment: | am covered by insurance and authorize Ayass BioScience, LLC to give
my designated insurance carrier(s) plan on this form and other information provided by my health care
provider necessary for reimbursement. | authorize Ayass BioScience, LLC to inform my Plan of my test
results only if test results are required for preauthorization of or payment for reflex/additional testing. |
authorize Plan benefits to be payable to Ayass BioScience, LLC. | further authorize payment of benefits
directly to the laboratory. | understand 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. | understand that any payment | receive for services rendered by
the laboratory from my insurance provider should be forwarded immediately to the laboratory.

The data may also reveal secondary or incidental findings, such as that you may be at risk for certain
genetic diseases or that you are a carrier of disease associated mutations.

Patient Consent: My signature below constitutes my acknowledgment that the benefits, risks, and
limitations of this testing have been explained to my satisfaction by a qualified health professional and

| have received a copy of the full informed consent document. | have been given the opportunity to ask
guestions before | sign, and | have been told that | can ask questions at any other time. | voluntarily
agree to genetic testing.

Patient Consent for Research: [ ] By checking this box | DO NOT consent for the remaining part AL I AREIFR DR ool AT UGS

of my sample to be used for research purposes by Ayass BioScience, LLC. Personal information will TEST SUBM'SS'ON CH EC K|_|ST

not be shared and will be kept confidential by Ayass BioScience, LLC.

| confirm that the above patient’s gene testing is medically necessary and the result will be used
to assess patient for future cardiac conditions risk.

[] | agree to allow Ayass BioScience, LLC to transfer the information contained in this requisition to
an LMN (Letter of Medical Necessity) using the ordering physician’s name as his/her signature
for insurance billing purposes.

| have attached a LMN for insurance billing purposes.
Patient meets clinical/genetic testing criteria for the above ordered tests.

1 [

Copy of Patient Demographics :
If Signature is other than patient’s. Printed Name Cuﬁ-”ém e i P Collected by:

ICD-10 Diagnosis Codes Print Name
Patient’s/Provider’s Signatures

Copy of Insurance Card (Front/Back)

Attach Patient’s Insurance Pre-Authorization Form

Signature

PATIENT’S OR RESPONSIBLE PARTY'S SIGNATURE
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