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Guardant360 CDx Test Requisition & Statement of Medical Necessity

All shaded boxes REQUIRED

1. PATIENT INFORMATION

5. ORDERING PHYSICIAN (or other Licensed Medical Professional)

State  Country 2p

Preferred Contact Phone Number Emart (We will email status updates of your test)

New Guardant360 CDx Patient Existing Guardant360 CDx Patient

2. SPECIMEN INFORMATION

Collection Date {yyyy/mmvdd) Name of Person Coflecting Specimen

3.1CD-10 CODE(S)

4. STAGE (REQUlRED) Patients not eligible for systemic therapy

or Stage I/l not currently accepted
Advanced Cancer Currently on Therapy? If yes, please list below
(Stage IB/IV-NSCLC,

Stage IIl/IV-other cancer types) *

| First Name
Last Name First Name Last Name
DOB (yyyy,mm/ad) Sex Medical Record Number Email
F M
Street Address
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OPS Guardian Medical Logistics

’

Phone: (314) 576-7766
Fax: (866) 458-3654

i rofessional Consent )
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*A Guardant360 CDx test order report conlains both the FDA-approved report with 55 genes and the
professional services report with 74 genes including MSI-High

Medical Professional Signature Date

X

6. TEST SELECTION (MUST choose one)

- Guardant360 CDx* (~7 day TAT)

7. ADDITIONAL RECIPIENT

Madical Professional Name

GENITOURINARY

'Hepatocellular Carcinoma
Bladder Carcinoma

Pancreatic Ductal Adenocarcinoma

Prostate Adenocarcinoma i Pancreatic Neuroendocrine Tumor Smali Cell Lung Carcinoma gal’Clnoma of Unknown Primary (CUP)
Renal Cell Carcinoma { |Other Gastrointestinal Tumor + Other Lung Tumor ther
: Renal Pelvis Urothelial Carcinoma » > >

Guardant360 (- 10 day TAT) K e T i ern | e
8. DIAGNOSIS (MUST choose one)
Date of Oniginal Diagnosis (yyyy/mm/dd) Gl GYNECOLOGIC SARCOMA
'Appendiceal Adenocarcinoma - Cervical Squamous Cell Carcinoma  Sarcoma, please specify
Cholangiocarcinoma Endometrial Garcinoma .
BRAIN . Colorectal Adenocarcinoma Ovarian Carcinoma e -
Glioblastoma Ve aphanes Aumrees el HEAD & NECK SKIN
Other Primary CNS Tumor | zarcnoma ‘ ~'Squamous Cell Carcinoma - Basal Cell Carcinoma
1", Gastric Adenocarcinoma Squamaus Ceil Carcinoma
» Esophageal/Gastroesophageal !’UNG Melanoma
BREAST Junction Adenocarcinoma Adenacarcinoma (NSCLC) THYROID
~'Breast Carcinoma (GIST) Gastrointestinal Stromal Tumaor  -@rge Cell Carcinoma (NSCLC)

Sauamous Cell Carcinoma (NSCLC) THSIER Barinome
‘Lung Carcinoid/Neuroendocrine OFHER

9. RELEVANT CLINICAL HISTORY (ALL REQUIRED for medical coverage determination)

1, The patient is seeking further treatment and is: | Newly diagnosed (Stage lI/V)

Not responding to therapy

2. Has the patient received a Guardant360 CDx report since their most recent progression? No Yes Please see the b
X R @ back page
3. Is tissue-based comprehensive genomic profiling (CGP) from a recent biopsy feasible? No Yes ot this form for deunag
regarding Medic
4. Has tissue-based CGP from a recent biopsy been performed with a non-QNS resuit? No Yes coverage cn:gn:r!
5. Has tissue-based CGP from a recent biopsy already returned an actionable result? No Yes
10. BILLING INFORMATION Please attach a copy of the front and back of the patient’s insurance card and;or the patient face sheet ——
Patiert Status (Medicare only) ' Hospttal inpatient Hospital Cutpatient Non-Hosptal Patient ———
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"o"l[:;r::,sg“"w Re Sell Spouse Bhill | Biee TeRD0B
GENERAL COMMENTS: \J
T
AT ”m
GUA4203807 D-000334 R e
@GUARDANT 505 Penobscot Dive ! Bodwood City, CA DRIV I B SRR BN IS W ST U 30,08 40

1,868 N "
D-000354 Ry




GUARDANT,360cox

je:r 1 !",t'-’p“'p";(,[_ B Sotiav, e r 448 LT :
L e \ ¢ .
ig m‘.‘ Professonal Consent 1 -1 et kv 1t puatmnt Bks, v consont for this testing "7 ba
ATty L ey Uy o ik e S (e : X » 36 T 3 W & tosstany wrwd ihe - T in
; " et e Skl S Kt WL, IR (G N TR l““’:»:':..wll\ﬂI]xnvwh- ot tha lest requesiion fo attect the

[CEAT T TS B PP R N B
R T T AN Py R

ALt ot vt s Y » PRI RIS T TD SR VAN LS M TR T AN BV 4]

‘oo woulkd acv
e S I R RU LY oS U0 tent | have obtaned In

500
Linp ; '9"“"““ of thus pd

[ ] g s P g AT N UL R et e - repnThat PR ‘ <o :

' yll’|'.l< Muordiperigoy (2 n w1 . (R TR Nt oM e L TN TR A R ta TS ’\'-\\'\“,-.;_u!‘rr.‘\n:..q_,‘-'_“,;' W Cl oy L';'l.‘u’“”. et o

# mv.:n W {ut O datie wha P T T e T 4 s e In e 8 e e Lo ose of (VU es sy s ke i artimned e Crrie hor. :

weme b T TN A KN AP e L B B T et A T Pt LA S et s AT 1 L e L edaotve! ' 3

085 2 obtainod the patient's i

PRMRG, e wioe 00 oA Tt 100 VS aneont S et 0 E s 1 Ty | abey 3 et s Cuver whien (e pssan, as ! of the rounded senont I'L'lm;r::n:)ht{l':: et s suranco s !

TORER N TN G e el e e 1 g ases e B T a0t s Letallf L e e ELESONOE as el s R G L0 Tovaive iyttt l"'l.'l”‘v" s etlon 8 3 by Medcare, {

Mot vt wll v ey oy T r et Bur ke T Ve B e axram e Mt @e a0 w et e s Lo Ineal of capxose an ek ey pationt W-lhnm}m,! :u ¢ "-um st o K’ly b i
DOr Ot e e, AR e T e Be e 1 weTia BT b o A v Emsary @11l will b used @) the nuagereint of he patront's U'Krnﬂ:l Lt r(mk(muvﬂs n\w\v i E

(NS " R T RN . Beh A TR PR BT rwp vl WOy i tendt™ L Rw W ow ? T LT | ek owhock e that |\(Ihu\l:'- who o wed < - -

G oleE 1 e A et e 2 e A ave it ure Vif e g e asagautend o Iw it ks

Trwedowstay i e s wes v w8 000 e arv rf Acsk e 1 Te esd 180 KD L tasT

Fow Meati it faan st h "

' .. .~ N 5 1
1 GuBrdemIB0 CO = ' Eret » Wit e MAiey o 'we b, e fe AR Al e wfrnatieo A s Meck are catent e whom has prevously had n(.muu«mlf:(f,: ;‘i’&?ﬂ:ﬂ:ﬁigm In
P e et e e P (retas g fema wie [ wet PoE ) T Oeaerdent s Wesn? . = Rectnw (AENI i be Sll!‘mtl’ for any Machcaro patie ¢ . The
M v wenl 4 L doars Ao @ teeefoary ioble (AU LTS o & 1S merk “Yns'of('J)IfIISSUO 1 CGP

“wew fux o e oA (s e pwset E Pe i ey ¥y er . 3 i - . 9t ¥
aaadh* (MhES T3 s #yty fon s omarhend “Yes T or CHFQUOS
! AR e T oo i ; “yas®, all CNS patients requiro an ABN. ABN forms

Piortio emxr ) gy wort el Fuf i r (meYeew cer o Do onoe) s merhod
s S BT (et e Thar Mo L 0 ABN s required It any Question 15 ke 5 > g 1

D e twow (wer fuqt i | WAl s e Ml € Ly mm Ly Te €t Yor  war 3t ealth Customer Senive. Guarkintatd Chn product mmsunwmu(n.l.lrd.\nt.lh(}bt)xLOIWAHNor

Wion b M Gl B Wy b gt RS L e e e ver € L bt el it Tl s, e Rt B85 U4 08, or el 10 hiling@guardanthoalth.com.

T 1 AT

oot A TP IRTRRVES) RVER S TR I 1Y CO (res g e
SOIGNME NT OF BENLEITS

Fhaeresyy Mo Al sy ol e ke T e Bir e e Paw e n el @ g e o el nnursement as well as all eghts
Connedr (B Rt 8 Se Ve g (Ret Ut T s L M s s and Fiealth as iy authonsed representative Lo

and ebligations that | have under my health plan, to

Vit Al Clartis Wil oy Vel |

Uik apopmtals Atk vy an witt ori, Luwdtt e

s el 0 evar tn WD 8 CR s e e B et &t i 3l oeas e Doard independent reviow organization, Oftice of Porsonnol Managemeont, Department ot Labor
CHO QAR )Y s dev iy

Ve o Cormg ! et g B Lt ate LA TS LR ensE ) (s L om0 DNCIG 10 CMS or thewr agent rogarding iy Modicara Part C plan

Pledorsasag: 110 B A0 aF KT ISP AT B O NTOTTRETE O e Oy T A S R TS OF el

EONLaH s T e A Tew el TeskeatenT 1o mearvac g, i Ovicies) Dy s ! Flesalth s wher) it s reurec] 1O IOCess dt lawn or appeal,

ol prayTrenl OF arry a ! al Owadi s Donofits orcd @l e (0 secs eectly o My health plan (including Medicart and Medicaid),

Flesoive any wstance relatod] mialton fegari g @ sanv e provaoed Dy Guardant Health deectly with my hesaltn plan

§
8
|

0 payrents deductibles and o nsurdnce as required Ly my modical and/or othor healthcare benefits plans. If |

T ACRNIOWSR IO @i e g | rew T uan s tondOr i BOF af o al e
fexd by Guardant Health | shall pay Guardant Health the full amount of that payment,

recowe ayiiont of e al @i o Ottien Dresalth s Doroetits 00 acc ol Of Servie e Prove

AUTHORIZATION RELEASE

theroty acdlions e Caarilant Hoatths Lo

Fokast dly Nt Decessary 1oy Dialfl! ) Deawalit D (o 15 T straton roGgardin g iy difess and treatrments,

T e AlexT i1 Uier COurSe OF Badt T ahion of treoat el aid

Faocois and Submt msiranc o (R UH)
L renanGes Of apgesals This authonzation will remain in eflect until revoked by me in wnting

AW @ PROKCORY LT My sgfatee o be used o PrOCOSs NSO Ice Chns pa e

OUT-OF -NETWORK DISCLOSURE AND PATIENT CONSENT
§ o network serace Dy sorme nsurance plans As a result, there may be costs associated with these services

| Ly S1and thal Giuardant Heath seneces Midy be Qesay o as an ol <
Al are 1t Covored Dy 1Ty INsUzance pla | Nerely Luisent ot ot e twork senCes 10 g provded by Guardant Health

Yo Ty VIS WWW guaraammﬂh.comﬂr\suﬁmce tor & kst Of (swance pas trat Curster Guardant Health seraces as n network Guardant Health will provide upon request, the

ST out of
Eulimatea amount that Guardant Heaflth expets 10 Dl 1 Ser v iCes assocaled with out o network Pians

ERISA AUTHORIZATION

i tewolyy dosgnate. authonze

Oenelit play e 100wy
The nght and abiity 10 act as 1y Auttonsed Hepresentatoe
and ur bonetit plan, and
The nght and abity 10 act as
not bimned 10, the oght and atlity 10 act as m
§2000 HUSUDL)E Y wath respect 1o ay healthc
Dehall such benetits. Clanms, Of resTDursunent. and ary

ELIGIBILITY FOR FINANCIAL ASSISTANCE
| ety consunt Guardant Health: o evaisate my gty for the Guardant Heatth Fnancial Assistance Program
A photocopy of this Authorwation shall be as ettective @d vakd as the ungindl

This 10 15 Not an Advanc od Boneticiary Notificatun (AN} i )
If you have any questions. phaase Ju NOT hestate 10 Contact us at 1 859 GUH BEBT or chentservices@guardanthealth com

and cohvey 1o Guardant Healtn 10 the ful exten! penmIssibie UNGEr law and under any applicable insurance policy and/or employee health care

w1 Conne tor with ariy Cldd . igrt, of Caust: of action aganst my health plan that | may have under such insurance policy

Iy Autnurced Ropresentatne 10 pursse Such clam, nght. or Cause of 4Ction N connection with said Insurance policy and/or benetit plan (including, but 1
J Authonzed Reprosentatie with respect 10 a benefit plan governed by the provisions of ERISA as provided in 20 CFR

Ae EAPONSE NCUMT a5 @ result of he senices | recewed from Provider and, to the extent permissible under the law, 1o claim on my
Ot apphCabie remedy, Ncludng fnes | understand | can revoke this authonzation in wriling at any time.

DU —

b PRINT NAME OF PATIENT DATE
SIGNATURE OF PATIENT EMAIL
@GUARDANT' 6H0L Penobscot Dive Hedwood City, CA G003 T 1,850 o33 888, | 1ass o0 4400n ARULARHERAN

— U R TR, TR >



