=2 H
EB 55 A% Name of Applicant:
EBEE A 4% 858 Contact of Applicant:

% EBLEETE

Program running #: (For official use only)

' NOVARTIS

HENE

[ BEEAEBEEL FRER

Gene Testing Financial Assistance Program — Application Form
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This program is applicable to HR+/HER2- advanced or metastatic breast cancer patients only

The doctor-in-charge shall arrange the appropriate gene mutation test depending on patient’s clinical
conditions

After testing, applicants need to complete this application form, attach referral letter and official receipt

of the gene mutation test. Qualified applicant shall reimburse the actual expenses (maximum cap of
HKD4,000 only) from Hong Kong Breast Cancer Foundation
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IEEAREBFEFRE Complete this application form
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| declare that all the information in this application is true and complete.

| understand that the Program will only use my information to decide if | qualify to participate in the
Program, administer or improve the Program.

| understand that | can at any time withdraw from the Program, and cancel my permission to Hong Kong
Breast Cancer Foundation for further validation of my information provided.

| understand that Hong Kong Breast Cancer Foundation shall vet all applications and reserve the right for
final decision.
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