Children’s Mercy
KANSAS CITY Guide for Completing Genetic Sendout Consents

When sending testing to an outside genetics reference laboratory (Ref Lab) we will ask for both a CM consent form as
well as the Ref Lab’s consent form. In the case of an order for sponsored testing, an additional eligibility form may be
required. CM Lab can be emailed to ask for these specific forms if needed.

**Patient must have name and MRN on all pages of consents, CM and Ref Lab

CM providers should send all signed consents via Outlook to geneticslabconsents@cmh.edu and HIM at chart@cmh.edu.
e Please do not send via Cerner message.
e Please be sure that attached documents are able to be opened without a password.

STEPS FOR CONSENTS:

1) CM consents -- Must have test name and date ordered

- Patient/Parent/Guardian signature - either mother or father.
" Verbal consent can be obtained from them, please write down VERBAL CONSENT when it’s the
case.
- Printed name & date.

- Must have a witness signature/printed name/date (witness usually clinical staff member filling form).

Patient Name: %Chﬂdmmﬁq
MRN: Informed Consent for Genetic Testing at Independent
Reference Laboratories
B07£436 MR 12720

UL T R
Test orderedL[TEST NAME + LAB ITS GOING TO | Date ordered:

| understand that my child's healthcare provider has recommended my child have genetic testing listed above to try and identify
the reason far my child's symptoms. My child's provider and/or genetic counselor have explained this testing to me and answered
my questions.

| understand that DNA will be extracted from my child's bloog/saliva. DNA is the genetic matenal in our cells that makes up the
"recipes” {known as genes) which makes us who we are. Everyone's genes are different and cause differences between people
such as eye color, hair color and blood type. Genetic differences can be the reason why some people get certain diseases and
others do not.

| understand that Children's Mercy Hospital's ("Children’s Mercy”™) genétics laboratory offers testing for this purpase, but | am
electing to use a |aboratory outside and independent from Children's Mercy for my child's testing.

| understand that because | am using an independent |aboratory, my child's genetic testing results will not be reviewed or verified
by the Children's Mercy laboratory, including genetic scientists, and that Children's Mercy is not responsible for any inaccurate
rasults ar erronecus diagnoses made in reliance upon these testing results. | also understand that any financial arangemants
made between myself and the independent laboratary to pay for my child's testing are not the responsibility of Children's Mercy.

| understand that aven if this test finds genstic differsnces that are responsible for my child’s symptoms, tha testing will not
completely predict the severity of my child's diseass, passible future prablems, or responsa to treatment.

| understand that this report will be placed in my child's medical record. Once my child is 18, he or she may have access to this
report as well.

| understand that my child’s provider may decide to recommend additional testing based on the test results or my child's symptoms.
If the independent laboratory does not identify a genetic cause far my child's symptoms or the results are unclear, additional testing
may be ded. | that this additional testing may resultin additional charges, which may or may not be covered
by my child’s hea'th insurance. My child may also be referred to another clinic/specialist based on the results of the testing.

Independent laboratories may utilize, manage, and share data and information in cifferent ways. Please refer to the independent
laboratory's privacy policies and notice of privacy practices for more information.

| understand that because of the complicated nature of this testing, and the information that might be learned, it is recommended
that | or iy family meset with a genetic counselor based on the results of the testing. Genetic counseling is an additional resource
to answer questions and help me understand the results of the testing and informaticn that may be learned.

By signing befow, | dge that | their ion described in this Informed Consent, including the risks, benefits
and alternatives to using an independent genetic laboratary far my child’s genetic testing. | have been given an opportunity to ask
questions about my child's condition and the genetic testing recommended, and | have sufficient infarmation and understanding
to give this informed consent.

PARENT/GUARDIAN/PATIENT SIGNATURE IPR\NTED NAMEFRELATIONSH\PI i‘“‘ WHEN GONSENT Oﬂ“‘"EDJ s
renlil eal Guardian Printed JR Dale Time

PERSON FILLING CONSENT/USUALLY CLINICAL STAFF‘ IW|TNESS NAME ‘D.\\Ew»—EN conseNTORTARED|
Witness to Signature Prinled Name Dale Time
Telephone and Interpreter Consent: STAFF USE ONLY
| read the above staternent to _reached at{__) = al hours; heishe stated understanding and approval.

i of hours
Signature of 19 Wilness. Printed Name: Date Time

i/ hours
Signature of 2 Witness Frinted Name Osta Time

i/ hours
Signature of 2® Witnass. Printed Name Dale Timg

8071-438 MR 12/20  Informed Consent for Genetic Testing al Independent Reference Laboratories
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Children’s Mercy

KANSAS CITY

2) REF LAB INSTRUCTIONS:

Guide for Completing Genetic Sendout Consents

For our Ref Labs, instructions will basically be the same regarding their consent forms.

In general:

- Must have nhame + MRN/DOB on all pages.

- Patient/Parent/Guardian signature - either mother/father/guardian AND dated.

. For MOST Ref Labs, verbal consent can be obtained.Please write down VERBAL CONSENT in
the signature line when it's the case.

- Provider/clinical staff signature - dated.

Example:

@ INVITAE Informed Consent for Genetic Testing

FM04-16

b oo with mmions of "my hiaithears providsy,” “my sampin,” my resuts,” an 53 o eefor 1 th pationt heing
v i e ptiens s e she pavers oo il prowidecomsent o ghe mnor s bl

¥y healtheare provider has ordered or e or more genelic screets o tests ofered by Invitae Corparation {”lnvitas"). Viere information chout
HIAIAE {eondition(s) wested or oher reasor for testing), as well as the serecn(s)

ortenis orercd, i vaila e forr my haslthzare orowice” a2 tan als0 b2 fuz on 12 Iyines webs 10 (s imtae.com).

How s testing performed? Testing is performed on 3 small sample of bloos, salive, buccal swab or solzted DNA. Gnee col ccted, -he sample will be sertta
Iniitae for testing, Diuring testing, Invicas wil bie lasling for changes in genctic szquence, knawn as “variants.”

What miight | learn from this test? The results of this test could be:

a  Pusith

e, und may:
i contributc fo the diagnosis of a genetic conditian
I revesl esrer stalus for 2 genatic concitior that rry child could iherit

revel = predisposition or an i P in the future.
i, have implica ons for other family mermbe-s.

b Megetive, and may:
b reduce but 10t climinate the possizTits that my cond tinn bes @ gonctic bazis,
I reduce bul 1ot el

ale tFe pos:

that my child esuld “nherit 3 genelic disorder

i reduce but aot sliminate rry prediszosition ar ris« for develaping 2 genatic dissast in he
i beLnimormative.
. nolrermove the need foracdivona Lesting.
< OFuncertain sigrificance or indetceminas and may:
L lesd to a suggestion trat cdditional sesting. or the genetlc testng of azdizonal farmily mermbe<s, mray be helpul

remain uncartain for the fareseeable future,

i be resolved over time. My 1ealthcare provider will be notified of any cranges to the ¢ sssification of previcusly repo-tee variznts tht
relaze to my rosat.

Wrhat are the risks and limirstions of this sesi? This test iy - may nat help my heclthoare provider beter eptions.
Some types of DI\ A variants that could cause a pecific genetic disarder may not be detected o 1Fis tosz. When available, testing an aFected family membes
oy be mare infeom acive. s with all molacu s genctic tests, Irvitac's tost has tochical limizatians that may present detceon afsors rar gers var ants, or
iy gies an " accurate a4, i bo: et DA Al are e el rvars e aborstory,incareet regor g o i elaions s o il g
frmatian, ar sther types of lmitations. In same ar ey i ol provide

sl ifrmmatin. ity ensrates s reporforthe Leas; 1 were urdsred 2 s hsalthcare prasider. I v Gouree of e Rarmin he ordered Lests,
Iiviluse may rarely find varianls thal ere unrelaled Lo Lhe clinical concerm Lal promples my L1e w5l bul ave sssueialed wilh 3 significan. risk for anulher
condition that could aegatively mpsct my heahth [Fese are knewn 25 “incdental Fndings.” In accordance with vell established medical guidelines, 1rvitae
will consul: with y Feclthcare provider wher there sre accepted medicel rterventlans availab e and my healthcare pegvider can discuss tese vith me. There
i5 3 possibility that. it 711 tipie family mambers aretestee, 11is st nay find 113 my family rclarianshios arc rotwhat | sclizee them o be. For examplz, this
tost could find shat the stated fainar of an individual is 1% the bia agical fxther Invitac vl ol repart those findin s if 1eaossary fo provide cor-oct tost
vesies. In s where 2 sprcimer i l5n e osto for BA ana i, the spac il bagin processing upen receips, hwrwedepencing on he resul of
the ONA analysis, the BNA duts may not se sna vred or uses s evidenee i DR varisne € ossiF extion. Rarely, RN 2na ysis may [ to on indesermings

verall Lest resull. 1 my seszonsibiliiy Lo cans der the passibleimzact of ry Lesl resulls as ey rebale La insurance rales, oblaieing disability or e insarance
and emelogrsent, Withi the U led Slales. Lhe Ganelie Informalion Nor discriminalion Acl [GINAL & feeral liw, srovides some prolec ions agsinsl gerelic

discrimintior. Fe- inforratier on GINA, wsit hutp:f e genome.govf 10002326,

Howwill 1 lear my resalts? il dinieal reporls are relzused Lo e eer Ted heal heave grevider(s) lisked on e Lest arder farn. € inieal repurls ore
confidential znd wil only be shared in acca-cance with spelicable laws. My <linical resor: is available for me o dawnlasd fram Uhe Invitse pazent ports!
{wvevsIritae.compatlants/slgnirly sfer it has been re essed to e by my healthcare prowider(s) of upsn my request in accordance with the .

who cant my st 1 congull witha ar iy heal-heare provider before co1sent ng Lo this
screer. Invitae clsa recormeaos that| speak to o genehic caunselor or my healthcere promcer aseut my results,

wlll my test resuts ever change? Knuwledje ”er it lormalion will imfove over Lrme, $i new inforralion atsy bieLurme 3 able 0 L fulure thal could
mpast i1 terprelstion o my results. Irtae risy rotfy me of clinlesl updates re aled s iy genelc Lest, n carsultetio wilh my ordr ng healtacers srovicer
1 sy “aquest additional netificatio 12 31¢ resources fe vant to Iry genetic test by crating an

ITHIN THE US | 2 BRAICI007 | 1S 804104 | & diertsenvessgpiratce.cam | OUTSIDE THEUS | pe 1154304018 | % 11 SIOS17.3822 | e plabals pparipiriitac com
INYITAE | 100 6tk Suewt, Sz Farninees CAOAITY, L 3A | mumirwitoe comiontart | 2 202 livee Corpo-sion, Al Righ s Raperos) 112

For WES testing:

GeneDx:

[Patientnams: |
@ INVITAE Informed Consent for Genetic Testing

Fh104-18
This seceian describes how initas uses and data and she chot labl s0 daseronivg how It I used. T of trsitowrs founding principles are 1] pasiants
atn and confrol theirawn penstic iformetion nmm ENEC information i€ more vaiabie when shared. Thess principles hve guided te company SinCe its inception and
nfarm how Imedlae uses and proiecis pabivn! dala.

What types of data does Invitae uss? A3 a genet c testing lzbaratary, Invitae rece ves my sample (e.g. blood, saliva) along with my relevant health nforrration.
Irae tren analyzes the genetle 1 formation eontzined within e sumple a7d celivers o genelie lest resarl Lo my heallhesre provider. My sample sne the healh

= (enlirclively, “rmy dsLi"] i zonsidered s sgrsiling porsanal daly by rmglator. Wy dala is subjecl
o srictlcgal requiremen:s rogarding ~ow iz c2n and canno: be usod and howit must be protecred.

How does Invil P levitin takes el ke e chts safe ard secue anc limit yse of my it only far permitted purposes
Imitag yses technical, admiristrarive and physica saﬁguams 0 secure my dats and protest ft against misuse. loss, or alieratian, Invitac 3 5o takes stcas o
deidertify or snorymize my dsta in sccordance wit e . e 4o {slso called pseudanyrnized data) is dzta that has been stripped of
idenfying mformation [such as my narve or email .adm,s, althauph the data may cantain s key 3t Iy tas can sse to ik back ta te Indlvidual where reuired.
Aronyenized data is 5 rilar fo de-dentifed datu except that there is no ubiliz ta link t7e data back to an individual.

andl genclic irformmalion Inwilag ~ccsives and grrnrales 4bou

How may my data be used ar shared? The fallaing uct
consenting to and understand | cannot opt out o thesz activitics
a Providing genciic tosting sersices. including prepar ng and delivering a genetic tes: repartte my healthcare providers
Performing opcrational activitics in support of ger ctic testing serviccs, such s billi1g for scrvices Invitac provids, Inviter may confact me via teat or
email {per my contact preference) &5 part af celivering the genetic testing serv ces.
110l uses For walidelion. .3l g ansrme rL, reRninp and upedali v Invilas's lassificalion of peneld variants. 3nd praduct developrmen. related
testing.

a casne par of b’ et besting services such thatwsen | consent ka u gerets tosd, | am

4, mmg o oz arint informt o wit Clinfr, s lra prograr st enables rescarh on geves and it
Sharing of data that is surmmarized at a group or spgregte leve. razier than data that is sp.
Sharing of the contact informatien of my healtheare provder with third parties i my hal: care provicer has provided consert,

ual.

13m alea consanting b the rxsarch and commercial aclivilien s sel forth helos and | understand | esn opt oubef any ofthe Rollowing Setivitist by sellicg m
preferances inhe Intee pevert et o b e <lerieerices e o, Scrples arginetog i she S o et vork il ot e for 7 esearch
T commertial o tice desc b sl 1 tets rhes <181 those sutha 2 sl & parormed on & logica sample eugh i Snts ey
sl be wtilized unless | opt o1t as desc-ibed abow
5. Perforreing temal research setivities. These are acthices whare Imitae Uses paciant samp es of dhta ta gugmu new knawledge
k. Sharing de-identiied data and sarn ples with Ureed parkies fur ressarh o cummerial aeivities. Thind part e acadernis ressarhens,
Commanil Fotsies. ot ge1ete et b oratocs, ROt Herts e e demshed s an 54 mples e prah e e akerpHInE 1 1
identify me. Recipicrts may link ecidertifed data from Invitac with ather data sources to create a combined data set as long as the data remains
de-identfied. Invitae will NOT share my idenifiable data or sample withaut my eddit onal, exolic't consent. If | apt out ot deta sharing sfter my cata
ha sleeadly been shared, | Ladarsland my dala canral be funsHsred®

e Con

iang me sboul research opporlunilies, opparlunilies L conneel with others, produel feedback, anel new producls and services.

Spanaored Testing Pragrams and Data Sharing. IF| choozeta participae in & sponsored testing program or vther data sharing program ofered by Invitaz to
help ir dividuals £ceess perelie Lesling, | o eanseting s de. dentified dila sharing thraugh the prugrasi. | understand thal {1) 1 cannel opt au of data sharing
through the program (mecet vk rrm required by |sw] and (2} my general dirta sharing prefiersnre wi | nns app y fo rara sharing through the prograrm.

What happens ta my data | am outshde the United Statas? 1nditoe is lacated in the Urited States and lmitoe wi | srocess my dats snd sample inthe Uinied Stes.
How long may my date or sample be retsinad? Invicae may resain my dete and sample for as long s ressonsbly necessary for the purposes descrized above
Fowauar, If ) am a resident of New Yark, my sample will e des oyed 1o maons than 60 days 3ller 118 sample was Laken o4 al 112 and of Lhe Lesting fovess,
whvicheyer is later,

How can | find mare informalion sbaut how iy data is used and shared? Invitse provides rore informaton soul s data Use prectices o s preacy Tomepage
 vevrscimvitaz.cam{privacy, On thit pags, |mitus: provides a link to its Privacy Policy, HIPAR Motics of Brivacy Practices, snd other privacy resaurces,

BY SIGNING BELOW, | CONFIRNE THAT. (1) | have read for had rcad to-med and | understand the infomation proviced in this consent; (2} | understand that
enetic testing s volurtary, and | may croose not to have my semple tested; (3] | have received a copy of this consent form; {£) All my questions have been
salisfaclorly arsweredy and (5] | hevely eansent Lo gene e lesting, and Lo he relenlion, use, v s aring of my dala arel sarmsle us desesibied in (h's fary

Tgnawne = Cartz (MM DDV
e |Verba\ consent obtained \ |Date cansent fill=d

‘ 1 am the [select;

Fimod ra 7 q
i |F’arenlﬂ’guard|an printed name e

Ermmil adchess

{OParertfpuardian il patient is a minor)

HEALTHCARE PROVIGER STATEMENT: By signing bielow, | attest that: (1) 1 am the referring shysiclan or astharized heslthcere pro der, [2] | heve explained the
purpise of Leel described above 3] The palien has had Lhe opporlunily o ik quesLions egarding (kis Lest anc the relentan, use, and sharing o His Her dala
and sample, ard 5 seck genetic counseling; and (4] The patiens has volunsarily Secided to rave this test performed by Irvisae,

Healthaars, o

Provider/GC/Clinical staff filling consent's s\gnaturel | PR M e}

Date consent filled | [

Wi

1 57 e e bl o o e, £ o st | b ! w2t dohalf sk

WITHIN THEUS | v B00496-3097 | 4152764764 | o eller tsordceschine fae com | DUTSIOE THE US | =" 4155304008
INYITAE | 1400 1oeh SEEer, 531 Franclsen, CA 4103, L1 |t mIc-compcontast | £ 2023 Inse Carao

110418978 | < gblspronBinsteceon
oo, 4l Rights esened, 32

For XomeDx Duo/Trio/etc: One consent can be used for patient and parent(s).

e Same rule applies for Names and MRNs which MUST be on top of all pages of consent forms.

e Only proband’s name/MRN is required for consent.

e Parent signature/verbal consents can be documented as Relative A and Relative B.

***Please also specify if secondary findings will be wanted with testing. For this, both parents must agree to secondary
findings to request them.***
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Children’s Mercy
KANSAS CITY Guide for Completing Genetic Sendout Consents

Ambry:

Each family member must have their own CMH AND Ambry consent.

1) Names and MRNs must be on top of all pages of consent forms.
2) Must initial the bottom of page 1.
3) If verbal consent, must hand write the addition ‘verbal consents’ manually at bottom of page 2.

***Also, please remember to circle what specific test option is wanted. This will be found in the first page of Ambry’s
consent form.

Special consents:

Some labs might be a bit more specific with what they want in their consents. Updates will be added here as we become
aware.

Prevention:

Prevention actually requires parent/guardian’s physical signatures in the consent forms for all their tests.

For questions relaled Lo the

Far questions related to the : basity P
PREVENTION EEIBIeN y h m Uncovaring Rars Obesity Prograr, PREVENTIO Rh yt hm Uncovaring fyore Qliasity [roes,
GENETICS Spensared by Rhythm Pharmacauticals, cal GENETICS ¢ FhARLER GFneeE B R eaaice
ol = call (844) 513

PreventionGenalics al {844) 513-3994

(7] Plose ship o Buccal OCD-190 Kit 1 patontshome acdiess. - cics = THES FORM MUST ACCOMPANY ALL SPECIMENS e THS PO NUST ACECHAANY ALL SHEEIMIN
UNCOVERING RARE OBESITY GENE PANEL

TEST REQUISITION FORM - SP068 CLINICAL INFORMATION

* » SHADED AREAS MUST BE COMPLETED TO BE ELIGIBLE = »
PERSON COMPLETING FORM PHONE AND EMAIL DATE CF REQUEST San
adicatonst N0 []¥ES [JUninow
Davar tdotber ] Sblingist [Unkrown
& srrery faheee (1N (SIYES[5] koo

leigh: o in tescht Ibs. P Hissory of prio- ans-obas
Chidhood obesty? [Iho []¥ES

Farriy bstory of obesityt

+CINO

Wnknown [

PATIENT INFORMATION

LAST [FAMILY) NAWE FIRST NAME [ DATE OF BIRTH + & o Farmiy b sty of ge-etic vssese andior sarlier tesiog [ING (Y55 [JUrkrewn
PT LAST NAME |PT FIRST NAME | N O [ 1 NG T Dliniorn
STREET ADDRESS (MUST BE US. US TERRITORIES OR CANADIMN ADDRESS] amy uEDANCESWV FETHNICITY -
L Hispanic er Latino PROVIDER INFORMATION
ST R b N ——
S e At Please provide an email address, when possibie. If you have additional specific reporting requests, indicate them belaw.

EMAIL (PATIENT OR PARENT 7 GUARDIAN] TRETITOTGN
PT MRN LI Lest Asian
FOR MINORS - LIST PARENT OR GUARDIAN NAME AND RELATICNEHIF | BIOLOGICAL SEX [ South Asian ADDRESS {Street, City, State / Province, Country and Zip / Postal Codle) (MUST BE A US, LS TERRITORY OR CANADIAN ADDRESS)

[vae  [JFemola Ote | [IFirst Nariens
EGQD TRANSFUSIGN BONE MARRCW TRANSPLANT ] Nativo Havatian i SPECIALITY
NO

Other Pacific Isla
[T ithin Last 30 Deye, Dete and Tups i Dewand Tee || oy FHONE NUMEER ENAIL ADDRESS {FOR REFORT ACCESS)

TFVOU REGUIRE REPGRTS TG BE TRANSMITIED ANGTHER WAY, SPECIFY TN FERE.

TEST SELECTION

TIST ADOITIGNAL EMAILS TO HAVE ACCESS 10 REPORTS

s i DESCRIFTION. SPECIAL INSTRUCTIONS
15187 Un[omnng Rare Obesity Gene Panel | Gene variants that may cause rare genetic discases of nbesity,

PROGRAM ELIGIBILITY AND PROVIDER AUTHORIZATION
o0 '+ narme,

Please selzct the appropriate one. | FOR NEW PATIENTS FoR FAM‘LYF“AEEMEEES“OTFESS-ETIE%CT RATIENTS!

g

[ Age of 219 years of age, BMI 240, and a histery of childhoed obesity 'j:‘ allglbliny el
BMI: Age of onset: ik

report ra paral iy
requast exception belon) | Call PrauentionGanstics at{B4:; 5133994 to confim efigibily prior to tast submissien

Age of <18 years of age, BMIl >97th percentils. w.‘.r o Srmeenic
O g?;MI. years ag: ) percantils praband i+ -0 CICIC] oo
: ge of onsst:
Comment SP068
[ clinical or suspacted disgnosie of Bardet Bied) Syndrome (B85] Proband Name
ip to Affected Patient (Proband) ADDRESS

Dimntwkeqwsted b e PreventionGanatics - Diagnastic. | ah
B in. - T szt ppmeal. R r B e o N
¥ o 3800 S, Businass Park Ave.

Marshfleld, Wisconsin 54449
USA

L ezer Faber [Sibling
BVl of Family Member:
Childhaad Obesity of Family Member
TINo [ Yes, Ageofarset____ []Unknown

exseplian s vl s

P
@l

Age of enset: __tfunkno,

Explain elinieal presentation and reason fer requesting axception

e o s ] by

<enserts fo-allecing the soe)
2 avrie mne-this tex

ard b o]

4o Rtytm <ontacting e abeut the

& but notlimited 15 offca vt | oso understond]

HEALTHCARE PROVIDER SKNATURE PRIMTEL NAME creaALTy [ ——
3800 South Business Perk Avenue, Marshfield, Wisconsin 53449 USA =  www.PreventionGenetics.com EE m 3800 South Business Park Avenus, Marshfisld, Wisconsin 54449 USA * www.PreventionGaenetics,com PAGE m

Fhome (715 370480+ Canera 1 e Bilieg Fer (1152078502 » Emsl . Phons: (193970181 ¢ Geneal Fac 75 2503667 ¢ Biling Fac FIS 2075602 + Emai support@preention sare
2o N TV e 50 21504 azvmapes W3 aar v AR A= . LRI ¥ revzapmie W3
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Children’s Mercy

KANSAS CITY

Consent for genetic testing and participation
in sponsored testing program

Rhythm Pharmaceuticals, Inc. (“Rhythm") is providing the Uncevering Rare Obesity Gene Panel { "the Genetic Test")

under a sponsored genetic testing program {*the Program”} to healthcare providers and their patients to help identify rare
genetic diseases of obesity. Rare genetic diseases of ohesity are associated with early-onset, severe obesity that may

be accompanied by insatiable hunger. The Genetic Test will be performed by PreventionGenetics, LLC (“PG") in a CLIA-
accredited clinical DNA testing laboratory. Under the Program, the Genetic Test will be provided at no charge to patients,
excluding the cost of office visits, sample collection, and any other related costs, which shall be tha patient's rezponsibility.

pay cHiLp, IEARENETARRISNEINAME | , agree to participate in tha Program and requast
and permit PG to analyze MY/MY CHILD'S genetic information in the buccal or blood sample provided to PG in connection
with the Program as described in this Consent Form.

| UNDERSTAND AND AGREE THAT: )

1

The purpose of the Genetic Test, which will be conducted by PG and is sponsored by Rhythm, is to identify gene
variants that may cause or predispose an individual to rare genetic diseases of obesity. This test analyzes the
sequence of specific genes for variants that may cause or predispose an individual o rare genstic dizeases of obasity.
No other tests other than those authorized in this Congent Form shall be performed on the blood, saliva, o buccal
samples provided.

[N

My/my child's healthcare provider has advised me that hesshe would like to order the Genetic Test and has confirmed
that I/my child meets one of the eligibility criteria below:

#Age of 219 years of age, BMI =40, and a history of childhood obesity

Age of <18 years of age, BMI 207th percentile

Family testing for previously reported Uncovering Rare Obesity Gene Panel positive findings
Suspected or clinical diagnosis of Bardet-Bied| syndrome

Other clinical justification to support exemption from eligibility criteria; approved by Rhythm

w

Tha Genetic Test provided under the Program requires that I/my child provide a blood, saliva, or buccal specimen for
testing, which will be conducted by PG. My healthcare provider has explained the risks associated with a blood draw (if
applicable), and | consent to the specimen being collected and shared with, and analyzed by, PG.

£

My healtheare provider has also discussed the following with me:

The Genetic Test will include gene variants that may cause or predispose an individual to certain rare genetic
diseases of obesity

The limitations of genetic testing; some genetic test results may not necessarily be conclusive for purposes of
establishing a diagnosis of a rare genetic disease of obesity in all individuals

The meaning of a negative genetic test result {where nothing is reported back to me from the test) and what the
negative result may mean for me/my child, along with the limitations of negative resuls

The meaning of a positive result; as the Genetic Test looks for a variant associated with a rare genetic disease of
ohesity, the likelihood of a positive result in any individual patient may be low. | may consult with my healthcare
provider or ask to be referred to a geneticist, genetic counselor, or other qualified healthcare provider 1o discuss
any additional testing or counseling that may be helpful.  understand that | would be responsible for the costs
associated with such counseling, except where | use the no-charge genetic counseling offered under the Program
Learning about test results may he stressful and upsetting for me and my family

It is my responsibility to consider the possible impact of my/my child's test results as they relate to insurance rates,
obtaining disability or life insurance, and employment. | may consult with other professionals or genetic counselors
who are extperts in this area to counsel me

{continued on next page)
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Patient name:

UNCOVERING| Optional authorization to use and
RARE OBESITY" |  disclose Identifiable Health Information

Guide for Completing Genetic Sendout Consents

UNCOVERING| <Consent for genetic testing and participation PREVENT O ) GENETICS
RAREOBESITY* | in sponsored testing program (continued)

= Errors or incorrect results may occur; however, control measuras are in place to limit them to the extent possible.
Sources of error may include, but are not limited to: specimen contamination, technical laboratory mistakes,
presence of DNA variants that compromise data analysis, inconsistent scientific classification systems, and
inaccurate reporting of family relationships or clinical diagnosis information

Reports are current as of the date provided. However, as genetic knowledge and understanding increases and
evolves, it is possible that the clinical significance of the genetic variant(s) identified in my/my child's sample will
change over time, at PGS and Rhythm's sole discretion. To the extent such additional interpretive information is
provided, | should discuss with my/my child's healthcare provider

5 | Theresults of the Genetic Test in the form of a clinical report will be released to the healthcare provider(s) listed on the
test requisition form. My/my child's healthcare provider may communicate with me about possihie eligibility for future
clinical trials or other research opportunities based on my/my child's Genetic Test rasults.

6 I/my child may be offerad no-charge genetic counseling with a genefic counselor who can answer questions and
provide information and advice about testing before and after having the Genetic Test. | authorize PG to release a copy
of my/my child's Genetic Test results to the genetic counseling provider under the Program,

7 PG may disclose my Genetic Test results after stripping them of parsonal identifying information ("De-identified
Results™) to Rhythm for the purposes of carrying out the Program, including potentially contacting my healthcare
provider to discuss treatment options or to discuss my/my child’s possible eligibility for clinical trials or other research
opportunities. Rhythm may store, use, and disclose De-identified Results for its business purposes, research, and
publication, and to conduct other analyses. My/my child’s name or other personal identifying information will not be
used in or connected to the results in any educational materials, presentations, or other publications. Rhythm will take
steps to protact my De-identified Results from use or disclosure in a manner not permitted under applicable laws
and regulations.

8 | Theuse of my/my child's De-identified Resulis may lead to commercial products in the future. Neither | nor my child
will receive compansation or any rights or interests in those products.

9 | If1 do not sign this form, | understand this means | will not be able to participate in the Program
New York residents only:

10| 1authorize PG to retain my/my child's sample for potential future testing, for research ordered by my healthcare
professional, andfor for quality control purposes. (If this statement is not signed, unused sample will be destroyed
60 days after testing is completed )

INITIAL HERE D

BY SIGNING BELOW, | AGREE TO THE FOLLOWING: )

INITIALS

1, the undersigned, have reviewed the information referenced above, including information regarding the possible benefits
and risks of the Genetic Test. | have reviewed this informed consent. | have been given the opportunity to ask questions
before | sign this document, and | have been told that | can ask additional questions at any time.

| consent 1o the Genetic Test and participation in the Program as described in this Consent Form,

GN HERE >

PATIENT 516 HATURE PATIENT NAME {PLEASE PRINT) DATE
|PARENTGUARD\AN PHYSICAL S\GNATURE' [PARENT/GUARDIAN NAME ] [

PARENT / GUARDIAN SIGNATURE,
IFPATIENT IS A MINGR

PARENT / GUARDIAN NAME
(PLEASE PRINT)
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PREVENTION s

Rhythm Pharmaceuticals, Inc. ("Rhythm") is providing the Uncovering Rare Obesity Gene Panel {“the Genetic Test")

under a sponsored genetic testing program (“the Program®} to healthcare providers and their patients to help identify
rare genetic diseases of obesity. Rare genetic diseases of obesity are associated with early-onset, severe obesity that
may be accompanied by Insatiable hunger. The Genetic Test will be performed by PreventionGenetics, LLG {*PG”) in a

ClLIA-aceredited clinical DNA testing laboratory.

IF I CHOOSE TO SIGN THIS AUTHORIZATION, | UNDERSTAND AND AGREE THAT: )

1 | Rather than disclose to Rhythm only my Genetic Test results that have been stripped of personal identifying
information as described in the Consent for Genetic Testing and Participation in Sponsored Testing Program, PG may
use and disclose to Rhythm and others working for or with Rhythm my identifiable Genetic Test results, my contact
information, and other ¢linical information provided by my doctor on the form 1o request Genetic Testing (collectively,

“Identifiable Health Information”).

2 | The purposes for PG's use and disclosure of my [dentifiable Health Information to Rhythm is 1o help determine
my eligibility for clinical trials and other research studies that are conducted on behalf of Rhythm or other entities,
including research about my experience with the Sponsored Testing Program, and to contact me about potential
research opportunities for which | may be eligible. | am under no obligation to participate in any of the research

opportunities that | may be contacted about.

I [ Bychecking this box, | alse authorize PG te disclose my Identifiable Health Information o Rhythm so that
Rhythm may send me disease education materials or information about Rhythm Pharmaceuticals and its programs.
I understand | can opt out of these communications at any time via the contact information provided in

these communications.

3 | This authorization will remain in effect for five years from the date of my signature below unless a shorter period Is

provided for by state law.

4 | Once my Identifiable Health Information is disclosed to Rhythm, it may be re-disclosed by Rhythm and may no longer

be protected by federal health privacy faws.

5 | This authorization is voluntary, and | am not required to sign this authorization. PG cannot condition my treatment,
payment, enrollment, or eligibility for benefits on whether | sign this authorization.

6 I may revoke (take back) this authorization at any time In writing by sending a letter to PG at the address listed below. If
I revoke my authorization, it will not affect uses and disclosures of my Identifiable Health Information that were already
made before PG received my authorization revocation. In addition, PG will not be able to take back my Identifiable
Health Information that it has already shared with Rhythm before it received my authorization revocation. If | revoke my
authorization, PG may still use the Identifiable Health Information for certain purposes, such as to comply with the law.

To revoke this authorization or to change your contact pl
submit

BY SIGNING BELOW, | AGREE TO THE FOLLOWING: )

at 1-715-387-0484 or

written request to: PreventionGenetics, LLC, 3800 South Business Park Avenue, Marshfield, Wi 54449,

I, the undersigned, have read and understand this authorization. | authorize the use and disclosure of my |dentifiable Health

Information as described above.

SIGN HERE >

PATIENT SIGNATURE

PATIENT NAME (PLEASE PRINT) DATE

‘FARENT!GUARD\ANPHYS[CM5\GNATURE| |PARENT}GUARD\AN NAMEl |

PARENT / GUARDIAN SIGNATURE,
IF PATIENT IS A MINOR

PARENT / GUARDIAN NAME DATE
(PLEASE PRINT)

Fr icale, nc. i iy,
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