Circulogene Requisition Form

Component Details and Explanations

2\ Circulogene

Instructions for completing the Circulogene Test Requisition Form for all tests are outlined below. These instructions provide a
general overview, but please contact Client Services at 855.380.1555 or support@circulogene.com for questions or further detail.

Optional fields are indicated. All other fields are required. If required fields are not provided, the test may be delayed and you may

be contacted by our Client Services Team. For more information, visit www.circulogene.com.

o Client Information

If not already pre-populated, Please add your Client ID,
Practice Name, Address, Phone and Fax. If you do not
know, or do not have a Circulogene Client ID, Customer
service will create or add one for you.

e Odering Provider Information
Ordering Provider Name: Provide the full legal name of
the physician here. This must match the signature line at
the bottom of this form.

Additional Physicians indicated here will receive a copy of
the report when it is available (if desired). To ensure
additional physicians are copied, please include their Fax
number next to their name.

e Patient Demographics

Patient First Name, Last Name: Enter patient’s full legal first
name (no nicknames) and full legal last name

(including any hyphenations). Include the Date of Birth
along with Genetic Sex. The patient Phone, and full address
are also required.

© Mobile Phlebotomy

Circulogene provides the option to use mobile phlebotomy
to collect the patient sample (may not be available in all
areas). If you wish to use mobile phlebotomy services,
please fill out the requisition in its entirety and fax a copy to
833.476.0758 or email an electronic copy to
support@circulogene.com

e Diagnosis Information and Clinical Indications

Accurate diagnosis information helps inform health
insurance coverage and supports faster turn-around-time
by preventing follow-up from our Client Services, Medical
records, and Billing Teams.

To help ensure a clean billing process:
» Stage OR Disease Status, AND
» Cancer type, ICD Code(s) when available

Disease status at time of testing and Previous Diagnosis:
Choose status and cancer type or fill out “other”. Provide
any additional diagnosis information in the “None/ Other”
section.

Stage, Date, Previous testing history, Disease history, and
patient plan are all relevant to establish medical necessity.

Attachments: Inclusion of any additional supplementary
test results may assist our team in their assessment of the
case and with any billing appeals.

G Billing Information (Top of the Back of the
Requisition)

Our team must obtain all relevant billing information. To
help expedite this process, please select a Payment Option
and include any associated Insurance information by
completing the form OR providing a copy of the patient's
face sheet, front and back of the insurance card, and any
relevant medical records.

If any of the necessary billing information is missing, a
member of our Medical Records team will contact your office
to request the necessary information.

Specimen Information

Specimen INTERNAL LAB
Collection Date:

Circulogene

Received Date:

Received By:

Somatic NGS & Molecular Testing Requisition and Statement of Medical Necessity

o 9 1 Client Information 2 Ordering Provider Information
Client ID: Indicate Ordering Provider
Client Name:
Street Address:
City / State / Zip: Other Provider and NPI#:
Phone # Fax# Referring Provider and Fax#

e 3 Patient Demographics

Last Name: First Name:
Date of Birth: GeneticSex: (M [JF Phone #:
Address: City / State / Zip:
LRI [ Yes  (Please fax completed requistion to 8334760758 and the Circulogene Customer Service Team with Schedule the mobie phiebotomy appointment)

0o

5 Diagnosis Information & Clinical Indications All required for medical

Disease status at time of testing (Select all that apply): [J Metastatic [] Recurrent [J Relapsed [JRefractory [J Unresectable [J None of These Apply
Previous Diagnosis: [] NSCLC O colorectal O Breast O Pancreatic [J Prostate [J None / Other:

Stage: Date Has this tumor been tested by Circulogene before? [] Yes []No

If YES, has the disease progressed? []Yes [JNo  The patient is seeking further treatment and is: [J Newly Diagnosed [ Not Responding to Therapy
Date of Biopsy (lf Available)

6  Billing Information Piease print and include a copy of ihe patie

[ Attached face sheet with patient insurance information [ Attached copy of front and back [ Attached patient’'s medical records
or complete insurance information on back of this form of insurance cardls) that support this test order

7 Test Selection Please (5) for the specific patie

[ somatic Molecular Panel Individual Test Selection Orders

Panel Includes: [ (1000) NGS DNA Somatic Gene Profile

NGS DNA Panel NGS RNA Panel A9 NE FROA Somatic:ane Erofi
ey ALK (] omatic Gene Profile
+ CNVs + ROS1 [ (1012) PD-L1 Expression

« INDELs « RET

«TMB «NTRK123 [ (1011) NTRK 1/2/3 Gene Fusions

- Msl + +66 Other Fusion Partners

* PD-L1 Expression , qPCR « NTRK 1,2,3 Gene Fusions, QPCR

8 Ordering Provider Signature Required

Provider Signature Printed Full Name Date

0 Test Selection

Please select the necessary test by checking the box for either the comprehensive
Somatic Molecular Profile, or by Selecting the test(s) individually from the list on
the right.

Q Ordering Providers Signature (Required)

A Signature from the ordering Provider is required to acknowledge the
acceptance of the Providers duty to inform the patient about the Circulogene
Test, to provide Consent, and to provide Certificate of Medical Necessity.

Contact information to Fax or Email the Test Requistion Form, to request
support, or to order supplies:

Phone: 855.380.1555
Fax: 833.476.1555
Email: Support@circulogene.com

For More Information, please visit: www.Circulogene.com






