Genentech Patient Consent Form How to submit

A Member of the Roche Group ACCGSS SOIUtionS Send a" completed pages Via-

Fax: (866) 480-7762 or

Questions? Call (866) 422-2377 Text a photo: (650) 877-1111 or
Monday-Friday, 6 a.m.-5 p.m. PT Scan QR code to complete digitally

First name: Last name:

Date of birth (MM/DD/YYYY): / / Email:

Cell phone: ( ) — Can we leave a detailed message? |:|Yes |:|No

Preferred language |:|English |:|Spanish |:|Other:

Alternate contact (optional) Who should we contact if we can’t reach you?
Relationship 3
Full name: to patient: Phone: ( )

|:| Check this box to receive free disease education, patient stories, financial support options and other materials
tailored to my treatment journey and about other products and services from Genentech, its affiliates and its
service providers.

It may be necessary to use my personal health information to provide me with these materials. | understand that providing this is
voluntary and plays no role in getting services or my medicine. | may withdraw my consent at any time by calling (877) 436-3683.

|:| Check this box to receive the materials described above directly to my phone (call or text) from and on behalf of
Genentech at the phone number(s) | have provided on this form.

| understand that | do not need to agree to receive calls/texts as a condition of receiving goods, services or my medicine. These
communications may be made using an automatic dialing system or an artificial or prerecorded voice. Message frequency may vary.
Message and data rates may apply. | may opt-out at any time by texting STOP or by calling (877) 436-3683.

Patient Support Services Terms and Conditions

By signing below, | agree to enroll in Genentech patient support services (the “Services”) and authorize Genentech and its service
providers to use and disclose my information, including sensitive personal information, for coverage verification, financial assistance,
care coordination and other support services.

These Services are entirely voluntary, are not a condition of health care treatment or medication access and do not obligate my health
care provider to prescribe Genentech products. | am not required to consent to this processing, but, if | do not consent, | will not be able
to receive the Services. | may withdraw my consent at any time by calling (877) 436-3683. Genentech reserves the right to modify, pause
or cancel these free Services at any time without notice. For information on your privacy rights, review the Genentech Privacy Policy at
www.gene.com/privacy-policy.

Kl Patient Signatures - BOTH SIGNATURES AND DATE ARE REQUIRED

3A. | agree to enroll in the Services outlined in Section 2.

Scan to save Genentech
m to your phone contacts.

Patient/legal representative if patient is <18 years old (Puerto Rico age <21) Know it’s us when we call.

3B. | agree to the HIPAA Authorization for the Use and
Disclosure of Health Information outlined in Section 4.

| sien g B .

Patient/legal representative if patient is <18 years old (Puerto Rico age <21) (MM/DD/YYYY)

If signed by legal representative:
Printed name: Relationship to patient:

HIPAA=Health Insurance Portability and Accountability Act.
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Genentech Patient Consent Form Questions? Call (866) 422-2377

AMember of the Roche Group Access Solutions Monday'Frlday, 6 a.m.-5 p.m. PT

3 HIPAA Authorization for the Use and Disclosure of Health Information

Who is sharing my information, and what are they sharing?

| give my health care providers (my doctors, their staff, my pharmacies, lab service providers
and my health insurance plan) permission to disclose and redisclose my protected Health
Information (collectively, “Health Information”). This includes my contact details, basic
facts about me, financial information and details about my health, medical treatments
and insurance.

Who is receiving my information?

My health care providers may share this information with Genentech, USA Inc., the
Genentech Patient Foundation, and their partners, affiliates, service providers and agents
(collectively called “Genentech”).

Why is my information being shared?

I’m authorizing Genentech to receive, use, share and re-share my Health Information so
that | can enroll and participate in Genentech patient support services (the “Services”). |
give Genentech permission to collect, use, share and re-share my Health Information to:

« Sign me up for the Services and, if applicable, process my application for the
Genentech Patient Foundation

« Check if | can get financial assistance, such as co-pay help, and help me sign up for it,
if | qualify
« Communicate with my health care providers to help understand or check my coverage
for Genentech products
« Monitor for safety and quality and to improve Genentech products and services
« Contact me by mail, email, text or phone using the information | gave on this form for
purposes related to my participation in the Services, including to discuss my coverage,
costs and whether | can get financial assistance and to send Services-related resources
« Support internal Services operations, analytics and improvement, including to manage
my relationship with Genentech and personalize my Services
« Help me get my Genentech products
« Meet and support Genentech’s legal and compliance purposes
| understand that Genentech may also share my Health Information, including sensitive
Health Information, for these same purposes with my health care providers, service
providers and any alternate contact | have listed.

Important things | understand

« My Choice: | do not have to sign this authorization. My health care providers cannot
make me sign this to receive treatment, payment or insurance benefits. However,
Genentech cannot provide the Services to me without my signature

« Provider Payment: My health care providers might receive payment or remuneration
for sharing my Health Information for these Services

« Privacy Protections: Once my Health Information is shared under this authorization,
it may no longer be protected by state and federal laws like HIPAA and the recipient
could redisclose it. However, Genentech will only use and share it for the purposes
listed here or as the law permits

Continued on page 3

© 2026 Genentech, Inc. All rights reserved. M-US-00002802(v4.0) Printed in USA Page 2 of 3
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AMember of the Roche Group Access Solutions Monday'Frlday, 6 a.m.-5 p.m. PT

¥ HIPAA Authorization for the Use and Disclosure of Health Information (continued)

My rights

« How long this lasts: This authorization is valid for 6 years from the date | sign it or the
date | last enrolled (whichever comes first), unless the law requires a shorter time. If |
live in Maryland or California, this authorization is valid for 1 year from the date | sign

« How to cancel: | have the right to cancel (revoke) this authorization at any time by
calling (866) 422-2377 or submitting a written notice to: Genentech Access Solutions,
1 DNA Way, South San Francisco, CA 94080-4990

« What happens if | cancel: If | cancel, | will no longer be eligible for the Services
described. The cancellation takes effect when my health care providers receive notice
of it, but it will not undo any sharing of my information that has already happened

« Getting a copy: | have the right to receive a copy of this authorization. | can request a
copy at any time by calling the number or writing to the address listed above

« More privacy info: | can read more about my privacy rights, including specific state
rights, in Genentech’s privacy policy at www.gene.com/privacy-policy

B Genentech Patient Foundation Eligibility - Complete only if applying for financial assistance

The Genentech Patient Foundation gives free medicine to people who are uninsured, are insured
without coverage or with financial concerns and meet eligibility criteria.

To determine your eligibility, complete this section acknowledging that you have provided accurate,
complete information and agree to the terms and conditions below.

How many people live in your household? Include yourself, your spouse, and any legal dependents for
whom you are financially responsible.

[]1 [ ]2 []3 []4 [ ]other:

What is your annual household income before taxes? $

Genentech Patient Foundation Terms and Conditions

+ My responsibilities: If | receive free medicine from the Genentech Patient Foundation, | will not sell or give out the
medicine because it is illegal to do so. | am responsible to ensure that the medicine is sent to a secure address when
shipped to me and | must control any medicine that | receive

» Income verification and audit: | understand that, for purposes of an audit, the Genentech Patient Foundation may
ask me for a copy of my IRS 1040 Form or other proof of income

+ Alternative funding programs: Some insurance plans and/or employers partner with organizations known as
alternate funding programs. Such arrangements require patients to apply to the Genentech Patient Foundation as a
condition of, or prerequisite to, coverage of relevant Genentech products. These alternate funding programs include
SHARXx, Paydhealth and Payer Matrix, among others. Patients whose insurance plans and/or employers use an
alternative funding program are ineligible for support from the Genentech Patient Foundation

» Employer and insurance plan attestations: | acknowledge that, to the best of my knowledge, neither my insurance plan
nor my employer (1) required me to apply to the Genentech Patient Foundation and/or (2) changed or hid my insurance
coverage for my Genentech medicine to make me appear to be underinsured and eligible for support from the Genentech
Patient Foundation. | am not applying to the Genentech Patient Foundation on behalf of someone whose insurance plan
and/or employer partners with an alternative funding program. The Alternate Contact listed on my application (if any) is
not associated with or a representative of my insurance company, employer or a business partner of my insurance company
or employer. If | subsequently learn that my insurance plan and/or employer uses an alternative funding program, | agree
to inform the Genentech Patient Foundation immediately and understand that | will no longer be eligible for support
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