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f((— CP SPECTRUM GENETIC TESTING PROGRAM
K\\\&_—! For Invitae internal use only PTC Pinpoint™ CP Spectrum

Sponsored Testing Program TRF910-1

This requisition form can be used to submit an order for the PTC Pinpoint™ CP Spectrum, a sponsored testing program for genetic disorders brought to you by PTC.

INSTRUCTIONS: Review the ordering options and then complete all sections of this form. Your ordering option will be indicated in the test selection section.

ORDERING OPTIONS

1. PTC PINPOINT™ CP SPECTRUM

For individuals that meet the eligibility criteria below and wish to receive the program specific genetic testing panels.

REQUIRED: You must select below the appropriate eligibility criteria for this patient.

This program is available to patients in the US and Canada who meet the following eligibility criteria (both need to be checked to be eligible):

O Symptoms suggestive of cerebral palsy

O Absence of risk factors for an acquired brain injury

2. GENE-SPECIFIC FAMILY FOLLOW-UP TESTING

For relatives of program participants who received a Pathogenic/Likely Pathogenic result or approved VUS (Variant of Uncertain Significance) who want to receive gene
specific family follow-up testing at no additional charge. Relatives do not need to meet the eligibility criteria listed above. Learn more at www.invitae.com/family.

PATIENT INFORMATION CLINICIAN INFORMATION

First name Mi Last name Organization name
Date of birth (MM/DD/YYYY) | Biological sex | MRN (medical record number) Phone Fax
Owm OF
. } . . . — Address City

Ancestry O Asian O Black/African American O White/Caucasian O Ashkenazi Jewish

O Hispanic O Native American O Pacific Islander O French Canadian S p 2P Teod c

tat t t

OSephardic]ewish O Mediterranean OOther: ate/Prov [Postal code ountry

Ph Email add rt fter clinici |
one mail address (report access after clinician releases) Primary clinical contact name (if different from ordering provider) | NPI (U.S. only)
Address City Primary clinical contact email address (for report access)
State/Prov ZIP/Postal code Country - -
Ordering provider (select one ordering provider by marking the checkbox before the name)

K X N ) i X o . Name NPI (U.S. only) Email address (for report access)
Ship a saliva kit to this patient (to submit request, fax or email this completed form to Invitae)

O Ship kit to address above
O Ship kit to alternate address:

SPECIMEN INFORMATION

Specimen type: Blood (3-mL purple EDTA) -OR- Buccal Swab -OR- Saliva (Oragene™)
-OR- Assisted Saliva -OR- DNA source:

We are unable to accept blood /buccal/saliva from patients with:
« Allogeneic bone marrow transplants  « Blood transfusion <2 weeks prior to specimen collection

Specimen collection date (MM/DD/YYYY):
Ifnot provided, the day before specimen receipt willbe used Additional clinical or laboratory contacts (optional, to share access to order online)
Special cases: (O History of/current hematologic malignancy in patient O share this order with the primary clinical contact’s default clinical team, manage at invitae.com

Name Email address (for report access)

O O O0OO0OO0O0

Name Email address (for report access)

INVITAE PARTNER CODE gez»]
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CLINICAL HISTORY

FAMILY HISTORY
Is there a family history of disease for which the patient is being tested? () Yes (ONo Ifyes, describe below and attach pedigree andjor clinical notes.

Relative’s relationship =~ Maternal Diagnosed condition Age at Relative’s relationship ~ Maternal Diagnosed condition Age at
to this patient or paternal diagnosis | to this patient or paternal diagnosis

Is/was this patient affected or symptomatic?'i' OYes ONo T Symptomatic means this patient has features or signs known or suspected to be related to the genetic
Provide details in the required clinical history questions (if applicable). testing being ordered and could include findings on physical examination, laboratory tests, or imaging.

REQUIRED CLINICAL HISTORY

PERSONAL HISTORY

Age of patient (in months) at symptom onset months Other clinical features:
Birth gestation: _____ weeks Y N UNKNOWN
Developmental delay O O O

M T heck all th ly): .

ovement and Tone (check all that apply) Developmental regression O O O
O Ataxia Eye movement abnormalities 0O 0O 0O
O Athetosis If yes, specify:
O Chorea Progressive neurological symptoms O O O
O Dyskinesia Paroxysmal or marked fluctuation o) o) o)

. of motor symptoms

O Dystonia
O Hypotonia

Laboratory findings:
O Spasticity Y N UNKNOWN

@)

O Other: Specify Chromosomal microarray completed
If yes, results (if known):

@)
@)

Neuroimaging findings:

O Normal Cerebrospinal fluid neurotransmitter O O O

O Abnormal: Specify metabolite analysis completed
If yes, results (if known):

OPTIONAL - REQUESTED VARIANTS FOR THIS PATIENT’S REPORT, IF KNOWN

To have the presence or absence of specific variants commented on in this patient’s report, provide the details below. For gene-specific family follow-up see Note under Test Selection.

Was the proband (individual with variant) tested at Invitae? O Yes, Invitae Order ID: RQ# O No: Attach copy of lab results (required)

Variant(s) (e.g. GENE ¢.2200A>T (p.Thr734Ser) NM_00012345) If left blank, all variants identified in the proband will be commented on. This patient’s relationship to proband:
OpParent Osibling O Grandchild
Ochild OSelf (O Other:
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TEST SELECTION - Select test(s) from either option 1 or 2 below:

1. SPONSORED TESTING PROGRAM - Indicate test(s) to be performed below:

O 55004 Invitae Cerebral Palsy Spectrum Disorders Panel ABAT, ACADM, ACADVL, ACAT1, ACBDS5, ACOX1, ADAR, ADCY5, ADD3, ADSL, AHI1, AKT3,
ALDH3A2, ALDH5A1, ALDH7A1, ALG13, ALS2, AMACR, AMPD2, AMT, AP4B1, AP4E1, AP4AM1,
AP4S1, APTX, ARG1, ARHGEF9, ARSA, ARX, ASL, ASNS, ASPA, ASS1, ASXL1, ATAD1, ATM,
ATP13A2, ATP1A3, ATP7A, ATP7B, ATP8A2, AUH, BCKDHA, BCKDHB, BTD, C190rf12, CACNA1A,
CBS, CDKL5, CEP290, CHRNAT, CLN3, COASY, COL4A1, COQ2, COQ4, COQ6, COQ7, COQ8A,
COQ9, CP, CPS1, CTNNBT, CTSB, CYP27A1, CYP2U1, DBH, DBT, DCAF17, DDC, DGKZ, DHFR,
DLAT, DLD, DMD, DNAJC12, EHMTT, EIF2B1, EIF2B2, EIF2B3, EIF2B4, EIF2B5, EPHA4, ETFA,
ETFB, ETFDH, ETHET, FAM126A, FH, FOLRT, FOXG1, FRRSITL, FTL, FUCA1, GABRA2, GADT,
GALC, GAMT, GATM, GCDH, GCHT1, GFAP, GJC2, GLB1, GLDC, GLRAT, GLRB, GM2A, GNAOT,
GNBT1, GPHN, GPR88, GRIN1, HESX1, HEXA, HLCS, HMGCL, HPRT1, HSD17B10, HSD17B4,
IFIH1, ITPA, ITPR1, KANK1, KCNC3, KCNJ6, KDM5C, KIDINS220, KIFT1A, KMT2C, L1CAM,
L2HGDH, LAMAZ2, LIAS, LMBRD1, MAOA, MCCC1, MCCC2, MCEE, MECP2, MMAA, MMAB,
MMACHC, MMADHC, MOCST1, MOCS2A, MOCS2B, MOCS3, MPC1, MTHFR, MTOR, MTR,
MTRR, MTTP, MUT, NAA10, NAGS, NBAS, NGLY1, NIPA1, NKX2-1, NPC1, NPC2, NPHP1,

OTC, PAFAH1BT, PAH, PAK3, PALM, PANK2, PCBD1, PCCA, PCCB, PCDH12, PDET0A, PDE2A,
PDHA1, PDHB, PDHX, PDP1, PDSS1, PDSS2, PEX1, PEX10, PEX11B, PEX12, PEX13, PEX14,
PEX16, PEX19, PEX2, PEX26, PEX3, PEXS5, PEX6, PHGDH, PIK3CA, PLA2G6, PLP1, PROSC,
PLXNA2, PNP, PNPO, POLG, POLR3A, PPT1, PSAT1, PSPH, PTS, QDPR, RANBP2, RNASEH2A,
RNASEH2B, RNASEH2C, RNASET2, SAMHDT1, SCN1A, SCN2A, SCN3A, SCN8A, SETDS, SHH,
SIX3, SLC16A2, SLC17A5, SLC18A2, SLC19A3, SLC1A4, SLC25A15, SLC25A22, SLC2A1, SLC30A10,
SLC6A19, SLC6A3, SLC6AS, SLC6A8, SPAST, SPG11, SPR, SPTBN2, SQSTM1, ST3GALS5, STXBP1,
SUCLA2, SUCLG1, SUOX, SURFT1, TBC1D24, TBCK, TBL1XR1, TCF4, TGIF1, TH, TMEM®67, TPP1,
TREX1, TSEN54, TTPA, TUBATA, TUBB4A, UBE3A, WDR45, WDR62, ZFYVE26, ZIC1, ZIC2

2. GENE-SPECIFIC FAMILY FOLLOW-UP TESTING For relatives of a program participant (‘proband’) who received a Pathogenic/Likely Pathogenic result or approved VUS.

O Family follow-up testing for This patient’s relationship to proband: Gene(s) to be tested in this patient:
Proband’s Invitae Order ID: RQ# O Parent O Sibling (O Grandchild
Ochild O Other:

NOTE: The presence or absence of all variants identified in the proband for the gene(s) ordered for gene-specific family follow-up will be commented on in this patient’s report unless a limited selection is
specified in the Requested Variants section above. Invitae will report any Pathogenic/Likely Pathogenic variants found in this patient for the gene(s) ordered.

Invitae continually updates its panels based on the most recent evidence. If an order is placed using an outdated test requisition form, Invitae reserves the right to upgrade ordered tests to their current versions.
Test IDs containing add-on codes will include the original panel as well as the add-on.

By signing this form, the medical professional acknowledges that the individual /family member authorized to make decisions for the individual (collectively, the “Patient”) has been supplied
information regarding and consented to undergo genetic testing, substantially as set forth in Invitae’s Informed Consent for Genetic Testing (www.invitae.com/forms). In connection
with the Program the Patient has been informed that Invitae may notify them of clinical updates related to genetic test results (in consultation with the ordering medical professional as
indicated) and has been informed that deidentified Patient data may be used and shared with third parties, for research and commercial purposes and, in the U.S., to contact their medical
professional. For orders originating in Canada, the Patient has been informed that their personal information and specimen will be transferred to and processed in the U.S. and that
de-identified Patient data may be used and shared for research and commercial purposes in the U.S. The medical professional warrants that he/she will not seek reimbursement for this
no-charge test from any third party, including but not limited to federal healthcare programs. The medical professional also hereby acknowledges that organization and clinician contact
information provided in the order may be shared with third parties, including commercial organizations, that may contact the medical professional directly in connection with the Program,
and that they have made the Patient aware that de-identified Patient data may be used and shared with such third parties, for purposes which include contacting their medical professional
directly in connection with the Program. A list of third party partners may be provided upon request. | attest that | am authorized under applicable state law to order this test.

' Medical professional signature (required) Date (MM/DD/YYYY)
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