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Name: Case ID:

Age: Sample Type:

Sex: Sample Receipt Date:
Referring Clinician: Reporting Date:

Test Requested: Whole Exome Sequencing (WES)

CLINICAL INFORMATION/HISTORY

] ) B ~, presented with the complaints of color vision
fail, nyctalopia, difficulty in seeing fast moving objects and difficulty in adapting to dark and light. On examination findings revealed
tessellated background , myopic fundus, photophobia, pale optic disc, arteriolar attenuation and macula with dull foveal reflex. .
Previous Investigations: Electroretinography was suggestive of reduced scotopic and photopic responses.

Age of Onset:

Family History: His maternal grandfather, grandaunt and granduncle has retinitis pigmentosa. His mother has high myopia and had
undergone cataract surgery at 22 years of age. His uncle has cardiac issues and father has squint.

Clinician’s Suspicion: Retinal dystrophy, Retinitis Pigmentosa.

RESULT SUMMARY

A Pathogenic variant in the RPGR gene probably causative of the reported phenotype was
identified.
*Correlation with clinical profile and family history is required.

VARIANTS RELEVANT TO INDICATION FOR TESTING

A pathogenic variant in the RPGR gene was identified in this individual. No other variants of relevance to the indication were identified.
Please see below for more detailed variant information.

. . . . . . ACMG
Gene & Transcript Variant Zygosity Location Disorder Inheritance Classification
RPGR €.2218G>T Hemizygous Exon 15 Cone-rod X-linked Pathogenic
NM_001034853.2 p.Glu740Ter dystrophy, X- Recessive PM2, PVS1 &
linked, 1 PP5
[OMIM ID: 304020]
Retinitis X-linked

pigmentosa 3
[OMIM ID: 300029]
/

Retinitis
pigmentosa, X-
linked, and
sinorespiratory
infections, with or
without deafness
[OMIM ID: 300455]
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DETAILED VARIANT INFORMATION (VARIANTS RELEVANT TO INDICATION FOR TESTING)

RPGR Chr. X:38286781 — Pathogenic:

The stop gained NM_001034853.2(RPGR):c.2218G>T (p.Glu740Ter) has been reported to ClinVar as Pathogenic with a status of (2
stars) criteria provided, multiple submitters, no conflicts (Variation ID 1275779 as of 2025-01-02). The p.Glu740Ter variant is not
reported in any individuals in 1kG All. The p.Glu740Ter variant is not reported in any individuals in gnomAD v4 All. This variant is
predicted to cause loss of normal protein function through protein truncation. This variant has been previously classified as
pathogenic, indicating that the region is critical to protein function. There are 269 downstream pathogenic loss of function variants,
with the furthest variant being 392 residues downstream of this variant. This indicates that the region is critical to protein function.
The gene RPGR has a low rate of benign loss of function variants as indicated by a low upper bound of the observed/expected
confidence interval 0.21. The p.Glu740Ter variant is a loss of function variant in the gene RPGR, which is intolerant of Loss of
Function variants, as indicated by the presence of existing pathogenic loss of function variant NP_001030025.1:p.E6* and 382
others. For these reasons, this variant has been classified as Pathogenic.

Cone-rod dystrophy, X-linked, 1 [OMIM ID: 304020]:

Cone-rod dystrophy, X-linked, 1 (COD1) are caused by mutation in an alternative terminal exon 15 (ORF15) of the RPGR gene
(312610), which maps to chromosome Xp11. X-linked cone-rod dystrophy is a rare, progressive visual disorder primarily affecting
cone photoreceptors (Demirci et al., 2002). Affected individuals, essentially all of whom are males, present with decreased visual
acuity, myopia, photophobia, abnormal color vision, full peripheral visual fields, decreased photopic electroretinographic
responses, and granularity of the macular retinal pigment epithelium. The degree of rod photoreceptor involvement is variable,
with increasing degeneration. Although penetrance appears to be nearly 100%, there is variable expressivity with respect to age at
onset, severity of symptoms, and findings (Hong et al., 1994).

Retinitis pigmentosa 3 [OMIM ID: 300029]:

Retinitis pigmentosa 3 (RP3) is caused by mutation in the RPGR gene (312610) on chromosome Xp11. X-linked retinitis pigmentosa
(XLRP) is a severe form of inherited retinal degeneration that primarily affects the rod photoreceptors (Demirci et al., 2002). It
typically causes an early-onset night blindness and loss of peripheral vision, often causing patients to become legally blind by the
age of 30 to 40 years. In RP3, affected males have a severe phenotype, and carrier females show a wide spectrum of clinical features
ranging from completely asymptomatic to severe RP (Jin et al., 2007). Mutation in the RPGR gene is believed to account for
approximately 70% of XLRP (Vervoort et al., 2000).

Retinitis pigmentosa, X-linked, and sinorespiratory infections, with or without deafness [OMIM ID: 300455]:

Retinitis pigmentosa, X-linked, and sinorespiratory infections, with or without deafness (RPSRDF) is caused by mutation in the RPGR
gene (312610) on chromosome Xpll. X-linked retinitis pigmentosa and sinorespiratory infections with or without deafness
(RPSRDF) is characterized by typical features of RP, including night blindness, constricted visual fields, progressive reduction in visual
acuity, bone-spicule pigmentation, and extinguished responses on electroretinography. Affected individuals also experience severe
recurrent sinorespiratory infections, and some develop progressive hearing loss. Carrier females may show an attenuated ocular
and/or respiratory phenotype (Zito et al., 2003; Moore et al., 2006).

FINDINGS UNRELATED TO PHENOTYPE

This section provides information on variants identified which are unrelated to the provided phenotype.

ACMG Secondary Findings

No clinically relevant variants associated with the ACMG recommended secondary list of genes were found in the sequence data.

Incidental Findings

No variants were detected as incidental findings in the sequenced data which may not be associated with the diagnostic indication
for which the sequencing test was performed.
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Carrier Status in the genes related to disease

No Pathogenic or Likely Pathogenic variants were detected.

RECOMMENDATIONS

Based on the clinical features and the observed genetic findings the following have been recommended:

1. Genetic counseling is recommended to discuss the potential clinical implications of this result.
Clinical/ Genotype-phenotype correlation is strongly recommended.

3. Sanger validation of the identified variant(s) in the proband and segregation analysis in the parents, affected and
unaffected family members and close relatives is advised.

4. Re-analysis of whole exome sequencing data can be done if additional phenotype is provided, and results may
change/differ on re-analysis depending on the provided phenotype.

5. If the clinician suspects for copy number variations as a cause of the patient's phenotype then additional testing with
chromosomal microarray is recommended with better sensitivity and specificity for the detection of copy number
variants.

6. If the above results do not correlate completely with patient phenotype, additional testing is advised based on the
clinician’s recommendation.

REPORTED VARIANTS STATISTICS:

Al Allel
Gene/Transcript Variant Allelic Depth ternatt? ele dbSNP rsID
Fraction

RPGR €.2218G>T 57X 57X 1.00 rs983693027
NM_001034853.2

DATA STATISTICS

Total data generated (Gb) 9.9
Reads that passed alignment (%) 99.83
Data > Q30 (%) 92.43

METHODOLOGY

Sequencing of the protein coding regions of approximately 41Mb of the human exome (targeting approximately 99% of regions in
CCDS and RefSeq) was performed using lllumina NovaSeq platform at a mean depth of 100-150X and >90% of bases covered at 30X
depth >90% in the target region. The individual’s DNA was extracted and fragmented, with fragments from the coding regions of the
selected gene panel targeted for amplification and sequencing. Reads from the sequence output were aligned to the human reference
genome (GRCh38) using the Burrows-Wheeler Aligner (BWA). Duplicate reads identification and removal, base quality recalibration
and re-alignment of reads based on indels were done using inbuilt DRAGEN bio-IT pipeline. Variants to the reference were called using
the Genomic Analysis Tool Kit (GATK). The variants were annotated and filtered using the Golden Helix VarSeq and Varsome analysis
workflow implementing the ACMG guidelines for interpretation of sequence variants. This includes comparison against the gnomAD
population catalogue of variants in 123,136 exomes, the 1000 Genomes Project Consortium’s publication of 2,500 genomes, the NCBI
ClinVar database of clinical assertions on variant’s pathogenicity and multiple lines of computational evidence on conservation and
functional impact. All variants with minor allele frequency (MAF) of less than 1% in gnomAD database, and disease-causing variants
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reported in HGMD, in ClinVar are considered. The investigation for relevant variants is focused on coding exons and flanking +/-10
intronic nucleotides of genes with clear gene-phenotype evidence (based on OMIM information). All potential modes of inheritance
patterns are considered. In addition, provided family history and clinical information are used to evaluate identified variants with
respect to their pathogenicity and causality. This test has not been cleared or approved by the U.S. Food and Drug Administration
(FDA). The FDA has determined that such clearance or approval is not necessary.

VARIANT ASSESSMENT PROCESS

The following databases and in-silico algorithms are used to annotate and evaluate the impact of the variant in the context of human
disease: 1000 genomes, gnomAD, ClinVar, OMIM, dbSNP, NCBI RefSeq Genes, ExXAC Gene Constraints, VS-SIFT, VS-PolyPhen2, PhyloP,
GERP++, GeneSplicer, MaxEntScan, NNSplice, PWM Splice Predictor. Analysis was reported using the HGVS nomenclature
(www.hgvs.org/mutnomen) as implemented by the VarSeq transcript annotation algorithm. The reported transcript matches those
used most frequently by the clinical labs submitting to ClinVar.

GENES CHECKED ASSOCIATED WITH PHENOTYPES

AARS1, ABCA12, ABCA2, ABCA4, ABCD1, ABHD12, ABHD5, ACADS, ACBD5, ACER3, ACO2, ACOX1, ACTB, ADA2, ADAMSY, ADAMTS10,
ADAMTS17, ADAMTS18, ADAMTSL4, ADGRV1, ADNP, AFF4, AFG3L2, AGA, AGBL1, AGBL5, AGK, AHI1, AHR, AHSG, AIFM1, AIPL1,
AIRE, AKT1, ALDH18A1, ALDH3A2, ALDH6A1, ALDOB, ALG2, ALG3, ALG6, ALGS, ALMS1, ALPK1, ALX1, ALX3, AMACR, AMER1,
AMMECRI1, ANAPC1, ANK1, ANKRD55, ANO10, ANO1, ANOS1, ANTXR1, AP1B1, AP1S1, AP3B1, AP3B2, AP3D1, AP4M1, APC2, APC,
APOA1, APOB, ARCN1, ARHGAP31, ARHGEF18, ARHGEF2, ARL13B, ARL2BP, ARL3, ARL6, ARMC9, ARPC4, ARR3, ARSG, ARSL, ARV1,
ARVCF, ASPA, ASPH, ASXL1, ATAD3A, ATF6, ATOH7, ATP11A, ATP2B2, ATP5F1A, ATP5F1D, ATP6VOA2, ATP6V1A, ATP6V1B2,
ATP6V1E1, ATP7B, ATP8AZ2, ATPAF1, ATPAF2, ATXN1, ATXN2, ATXN7, B3GALNTZ2, B3GALT6, B3GLCT, BAGALNTI1, BAGALT1, B4GAT1,
B9D1, B9D2, BAP1, BAZ1B, BBIP1, BBS10, BBS12, BBS1, BBS2, BBS4, BBS5, BBS7, BBS9, BCAP31, BCL7B, BCOR, BCS1L, BDNF, BEST1,
BFSP1, BFSP2, BLOC1S3, BMP4, BRCA1, BRCA2, BRCC3, BRD4, BRF1, BRIP1, BUB1B, BUB1, BUB3, BUD23, C1QTNF5, C4A, CA4, CAS,
CABP4, CACNA1F, CACNA2D4, CARS1, CASK, CASZ1, CAV1, CBS, CC2D2A, CCDC103, CCDC141, CCDC28B, CCDC39, CCDC40, CCDC65,
CCNO, CCNQ, CCR1, CD247, CDH11, CDH23, CDH3, CDHR1, CENPF, CEP120, CEP164, CEP19, CEP250, CEP290, CEP41, CEP57, CEP7S,
CERKL, CFAP221, CFAP300, CFAP410, CFAP74, CFH, CFl, CHD7, CHMP4B, CHM, CHRDL1, CHST®6, CIB2, CLCC1, CLCN3, CLCN7, CLDN11,
CLDN19, CLEC3B, CLIP2, CLN3, CLN5, CLN6, CLN8, CLPB, CLRN1, CLTRN, CNBP, CNGA1, CNGA3, CNGB1, CNGB3, CNNM4, COG4,
COL11A1,COL11A2, COL17A1, COL18A1, COL25A1, COL2A1, COL4A1, COL4A3, COL4A4, COL4AS5, COL4A6, COL7A1, COL8A2, COL9A1,
COL9A2, COL9A3, COMT, COPB1, COQ2, COQ6, COX7B, CPAMDS, CPSF1, CPT2, CRB1, CREBBP, CRIPT, CRPPA, CRX, CRYAB, CRYBA1,
CRYBA2, CRYBA4, CRYBB1, CRYBB2, CRYBB3, CRYGD, CRYGS, CSPP1, CST6, CTC1, CTDP1, CTNNA1, CTNNB1, CTNS, CTSD, CW(C27,
CYP1B1, CYP27A1, CYP4V2, CYP7B1, CYSLTR2, DACT1, DAG1, DARS1, DBR1, DCC, DCN, DCT, DDB2, DDR2, DGUOK, DHCR7, DHDDS,
DHX38, DKC1, DKK1, DLL4, DMPK, DNAAF1, DNAAF2, DNAAF3, DNAAF4, DNAAF5, DNAH11, DNAH1, DNAH5, DNAHS, DNAI1, DNAI2,
DNAJB13, DNAJC21, DNAJC30, DNAJC5, DNAJC6, DNAL1, DNM1L, DNMBP, DNMT1, DOCK6, DOHH, DPAGT1, DPH5, DRAM2, DRC1,
DSG4, DUSP6, DYNC2H1, DYRK1A, EBP, EDNRA, EED, EFEMP1, EFEMP2, EFL1, EHMT1, EIF2B2, EIF4H, ELN, ELOVL1, ELOVL4, ELP4,
ENTPD1, EOGT, EP300, EPCAM, EPG5, EPHAZ2, ERAP1, ERBB3, ERCC1, ERCC2, ERCC3, ERCC4, ERCC5, ERCC6, ERCCS, ESCO2, ESPN,
ESR1, ETFA, ETFB, ETFDH, EXOC8, EXOSC2, EXOSC3, EYS, FA2H, FAM111A, FAM111B, FAM126A, FAM161A, FAM50A, FANCA, FANCB,
FANCC, FANCD2, FANCE, FANCF, FANCG, FANCI, FANCL, FANCM, FAR1, FAS, FBLN5, FBN1, FBXL4, FDXR, FEZF1, FGF12, FGF14, FGF17,
FGF3, FGF5, FGF8, FGFR1, FGFR2, FGFR3, FH, FIBP, FIG4, FKBP6, FKRP, FKTN, FLI1, FLNA, FLNB, FLRT1, FLRT3, FLVCR1, FOXC1, FOXC2,
FOXJ1, FOXRED1, FSCN2, FTL, FYCO1, FZD4, GABRD, GALC, GALK1, GALM, GALT, GAN, GAS2L2, GASS, GATA1, GATA3, GBA2, GCNT2,
GDF6, GEMIN4, GFER, GFM2, GGCX, GJA1, GJA3, GJAS, GJAS, GJB2, GIB3, GIB4, GIB6, GLA, GLRA2, GMPPB, GNA11, GNAQ, GNAS,
GNATI1, GNAT2, GNB3, GNPAT, GNS, GPR143, GPR179, GRHLZ2, GRID2, GRK1, GRM6, GRN, GSN, GSR, GTF2E2, GTF2H5, GTF2IRD1,
GTF2IRD2, GTF2l, GTPBP2, GUCA1A, GUCA1B, GUCY2D, GUSB, GZF1, HACE1, HADHA, HARS1, HCCS, HDACS8, HEATR3, HERC1, HESX1,
HGSNAT, HID1, HIRA, HK1, HKDC1, HLA-A, HLA-B, HLA-DRB1, HMX1, HNRNPA1, HNRNPA2B1, HNRNPDL, HPS1, HPS6, HS25T1,
HS6ST1, HS65T2, HSD17B10, HSD3B7, HSF4, HSPA9, HSPD1, HSPG2, HTRAZ2, HYDIN, IARS2, IDH1, IDH3A, IDH3B, IDS, IFNGR1, IFT122,
IFT140, IFT172, IFT27, IFT43, IFT74, IFT8S8, IKBKG, IKZF1, IL10, IL12A-AS1, IL12A, IL17RD, IL23R, IL2RA, IL2RB, IMPDH1, IMPG1,
IMPG2, INPP5E, INPP5K, INTS11, INTS1, INVS, IPOS, IQCB1, IRX5, ITGB6, ITM2B, ITPA, JAG1, JAM3, IMJD1C, KANSL1, KAT5, KCNA4,
KCNAB2, KCNC3, KCNH1, KCNJ13, KCNMA1, KCNN3, KCNV2, KCTD1, KDSR, KIAA0586, KIAA1549, KIF11, KIF21A, KIF3B, KIF5A, KiZ,
KLC2, KLHL7, KLLN, KLRC4, KMT2C, KRT12, KRT14, KRT25, KRT3, KRT5, KRT71, KRT74, KRT83, KRT86, LAMA1, LAMB1, LAMB2,
LARGE1, LASIL, LCA5, LEMD2, LETM1, LIG3, LIG4, LIM2, LIMK1, LIPH, LMBRDZ2, LMNA, LMX1B, LONP1, LOXL1, LOXL3, LPARG6, LRAT,
LRIT3, LRMDA, LRP2, LRP4, LRP5, LRPAP1, LRRC56, LRRK2, LSS, LTBP1, LTBP2, LUZP1, LYRM?7, LYST, LZTFL1, LZTR1, MAD2L2, MAFA,
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MAF, MAG, MAK, MAN2B1, MANF, MAP2K2, MAPKAPK3, MAPKAPK5, MAPT, MAX, MBTPS1, MBTPS2, MCI1R, MCAT, MCIDAS,
MCOLN1, MDH2, MECP2, MECR, MED11, MED25, MED27, MEFV, MERTK, METTL27, MFF, MFN2, MFSD8, MIEF1, MINPP1, MIPEP,
MIP, MITF, MKKS, MKS1, MLXIPL, MMP19, MMP23B, MORC2, MPLKIP, MRPS28, MSMO1, MSRB3, MSTO1, MTAP, MTFMT, MTTP,
MVK, MYHS, MYMK, MYO5A, MYO6, MYO7A, MYOC, MYSM1, NAA10, NACC1, NAGA, NAXD, NBAS, NCF1, NDNF, NDUFA11,
NDUFA13, NDUFA1, NDUFA6, NDUFAS, NDUFAF1, NDUFAF2, NDUFAF3, NDUFAF4, NDUFAF5, NDUFAF8, NDUFB10, NDUFB11,
NDUFB3, NDUFBS, NDUFC2, NDUFS1, NDUFS2, NDUFS3, NDUFS4, NDUFS6, NDUFS7, NDUFS8, NDUFV1, NDUFV2, NEDD4L, NEK10,
NEK1, NEK2, NEK9, NEU1, NF2, NFIX, NGLY1, NHP2, NHS, NIPBL, NLRP1, NLRP3, NME5, NMES, NMNAT1, NOD2, NOP10, NOTCH1,
NOTCH2NLC, NOTCH2, NPHP1, NPHP3, NPHP4, NPM1, NR2E3, NR2F1, NRCAM, NRL, NSD1, NSUN2, NUBPL, NUP188, NUS1, NYX,
OAT, OCA2, OCLN, OCRL, OFD1, OPA1, OPA3, OPN1LW, OPNIMW, OPN1SW, OSTM1, OTX2, OVOL2, P3H2, P4HA2, PAH, PAK2,
PALB2, PANK2, PANK4, PARK7, PARN, PARS2, PAX2, PAX6, PCARE, PCDH15, PCLO, PCNA, PCYT1A, PDE6A, PDE6B, PDE6C, PDE6G,
PDE6H, PDPN, PDXK, PDZD7, PERCC1, PEX10, PEX11B, PEX12, PEX13, PEX14, PEX16, PEX19, PEX1, PEX26, PEX2, PEX3, PEX5, PEX6,
PEX7, PGAP1, PGK1, PHF6, PHGDH, PHOX2A, PHYH, PIBF1, PIGB, PIGY, PIK3C2A, PIK3CA, PIK3R1, PIKFYVE, PINK1, PISD, PITPNMS3,
PITX2, PITX3, PLA2G5, PLCD1, PLCG2, PLK4, PLOD3, PMM2, PNPLA6, PNPT1, POC1B, PODXL, POGZ, POLA1, POLG2, POLG, POLH,
POLR1B, POLR1C, POLR1D, POLR3A, POLR3B, POLR3GL, POMGNT1, POMGNT2, POMK, POMT1, POMT2, POU3F4, PPOX, PPP2R3C,
PPT1, PQBP1, PRCD, PRDM16, PRDMS5, PRG4, PRIM1, PRIMPOL, PRKAG2, PRKCZ, PRKN, PROK2, PROKR2, PROM1, PRORP, PRPF31,
PRPF3, PRPF4, PRPF6, PRPF8, PRPH2, PRPS1, PRR12, PRUNE1, PSAP, PSAT1, PSMC3, PTCH1, PTCHZ2, PTEN, PTHI1R, PTH, PTPN22,
PTPN2, PXDN, PYCR1, RAB18, RAB28, RAB3GAP1, RAB3GAP2, RAD21, RAD51C, RAD51, RALGAPA1, RAP1B, RAX2, RB1, RBM8A,
RBP3, RBP4, RBPJ, RCBTB1, RD3, RDH11, RDH12, RECQL4, REEP6, RERE, RET, RFC2, RFWD3, RGR, RGS9BP, RGS9, RHOA, RHO, RIC1,
RIMS1, RIMS2, RIN2, RLBP1, RNF113A, RNF13, RNH1, ROM1, RP1L1, RP1, RP2, RP9, RPE65, RPGRIP1L, RPGRIP1, RPGR, RPL10, RPL11,
RPL15, RPL18, RPL26, RPL27, RPL31, RPL35, RPL5, RPL8, RPL9, RPS15A, RPS17, RPS19, RPS20, RPS24, RPS26, RPS27, RPS28, RPS29,
RPS6KA3, RPS7, RRAGC, RREB1, RRM2B, RS1, RSPH1, RSPH3, RSPH4A, RSPHS, RSPO2, RTN4IP1, RTTN, RXYLT1, SAG, SALL1, SALL2,
SALL4, SBF2, SC5D, SCAPER, SCLT1, SCN1A, SCO2, SDCCAGS8, SDHB, SDHC, SDHD, SEC23A, SEC23B, SEC24C, SEC31A, SEMA3A,
SEMA4A, SETD2, SF3B1, SH2B1, SHROOM4, SiIL1, SIN3A, SIPA1L3, SIX6, SKI, SLC16A12, SLC19A2, SLC1A3, SLC24A1, SLC24A5,
SLC25A13, SLC25A4, SLC2A1, SLC33A1, SLC35A2, SLC39A4, SLC39A5, SLC40A1, SLC45A2, SLC4A11, SLC4A4, SLC6A1S, SLF2, SLITRKE,
SLX4, SMAD3, SMAD4, SMARCB1, SMC1A, SMC3, SMC5, SMCHD1, SMGS8, SMPX, SMS, SNCA, SNRNP200, SOX2, SPAG1, SPATA7,
SPEF2, SPEN, SPG7, SPRED1, SPRTN, SPRY4, SPTBN1, SPTLC1, SRD5A3, SREBF1, ST14, STAT4, STIM1, STK36, STX1A, STX3, SUFU,
SUMF1, SYCE1, SYNJ1, TACR3, TACSTD2, TAOK1, TARS1, TASP1, TAT, TBC1D20, TBC1D24, TBL2, TBR1, TBX1, TCF4, TCOF1, TCTN1,
TCTNZ2, TCTN3, TDRD7, TELO2, TERT, TFAP2A, TGFBI, TGM3, TIMMS8A, TIMMDCI1, TIMP3, TINF2, TK2, TKFC, TKT, TLCD3B, TLR4,
TMEM106B, TMEM107, TMEM126A, TMEM126B, TMEM127, TMEM138, TMEM216, TMEMZ218, TMEMZ231, TMEMZ237, TMEM270,
TMEMG67, TMEM70, TMTC3, TNF, TONSL, TOPORS, TOR1A, TP63, TPI1, TPP1, TRAF3IP1, TRANK1, TRAPPC11, TRAPPCY, TRIM44,
TRIP13, TRNT1, TRPM1, TRPM3, TRPV4, TSPAN12, TSR2, TTC12, TTCS8, TTLL5, TTPA, TTR, TUBA1A, TUBB2B, TUBB3, TUBB4B, TUBG1,
TUBGCPS6, TUB, TULP1, TWNK, TXNDC15, TYMS, TYR, UBAC2, UBE2A, UBE2T, UBE3B, UBE4B, UCHL1, UFD1, UNC119, UNC458B, USB1,
USF3, USH1C, USH1G, USH2A, USP45, USP9X, VAC14, VCAN, VCP, VHL, VIM, VLDLR, VPS13B, VP513C, VPS37D, VP541, VPS4A, VPS50,
VSX1, VSX2, VWAS, WARS2, WDPCP, WDR11, WDR19, WDR35, WDR45, WDR73, WDR81, WFS1, WHRN, WNT10A, WNT3, WRAP53,
WRN, WT1, XPA, XPC, XRCC2, XRCC4, XYLT2, YAP1, YARS1, ZBTB20, ZEB1, ZEB2, ZMYND10, ZNF335, ZNF408, ZNF423, ZNF469,
ZNF513, ZNF526, ZNF644, ZPR1

LIMITATIONS

It should be noted that this test is limited to a limited number of genes and does not include all intronic and non-coding regions. This
report only includes variants that meet a level of evidence threshold for cause or contribution to disease. Certain classes of genomic
variants are also not covered using the NGS testing technology, including triplet repeat expansions, copy number alterations,
translocations and gene fusions or other complex structural rearrangements. More evidence for disease association of genes and
causal pathogenic variants is discovered every year, and it is recommended that genetic variants are re-interpreted with updated
software and annotations periodically.

VARIANT CLASSIFICATION BASED ON ACMG RECOMMENDATIONS

Genetic test results are reported based on the recommendations of American College of Medical Genetics (ACMG) as described
below [1]
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Variant A change in a gene. This could be disease causing (pathogenic) or not disease
causing (benign).
Pathogenic A disease-causing variation in a gene which can explain the patients’ symptoms.
Likely Avariant which is very likely to contribute to the development of disease. However, the
pathogenic scientific evidence is currently insufficient to prove this conclusively. Additional
evidence is expected to confirm this assertion of pathogenicity
Variant of uncertain significance A variant which is difficult to classify either as pathogenic (disease causing) or
benign (non-disease causing) based on current available scientific evidence.

ACMG Criteria for classifying Variants.

PVS1

Very Strong (PVS1)

Null variant (nonsense, frameshift, canonical £1 or 2 splice sites, initiation codon, single or multi-exon
deletion) in a gene where LOF is a known mechanism of disease.

Strong (PS)

PS1 Same amino acid change as a previously established pathogenic variant regardless of nucleotide change

PS2 De novo variant (both maternity and paternity confirmed) in a patient with the disease and no family history.

PS3 Well-established in vitro or in vivo functional studies supportive of a damaging effect on the gene or gene
product.

PS4 The prevalence of the variant in affected individuals is significantly increased compared with the prevalence in

controls.

Moderate (PM)

Located in a mutational hot spot and/or critical and well-established functional domain (e.g., active site of an

PM1 enzyme) without benign variation

PM2 Absent from controls (or at extremely low frequency if recessive) in reputed databases.

PM3 Variant (one of the compound heterozygous), is segregating with a pathogenic variant with known phase after
testing of parents.

PM4 An in-frame deletions/insertions in non-repeat region or stop-loss can alter the protein length.

PM5 A novel missense change at the same amino acid residue where a pathogenic missense variant has already
been determined.

PM6 De novo, without testing in the family.

Supporting (PP)

PP1 A variant in known gene for a disease which is co-segregating in multiple affected family members

PP2 Missense variants are a common mechanism of disease in a gene which has low benign missense variants.

PP3 A deleterious effect of the variant is predicted by multiple lines of computational evidence (conservation,
evolutionary, splicing impact, etc.)

PP4 Patient’s phenotype or family history is highly specific for a disease with a single genetic etiology.
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Reputable source recently reported the variant as pathogenic, but the evidence is not available to the

PP5 . .
laboratory to perform an independent evaluation.

DISCLAIMER

® In accordance with the Pre-Conception and Pre-Natal Diagnostic Testing (PCPNDT) Act, 2003- Govt. of India; Lab does not
disclose the gender of the fetus.

® Prenatal genetic testing or pre-implantation genetic diagnosis is not recommended for the variants reported as variants of
uncertain significance (VUS).

e Interpretation of variants in this report is performed to the best knowledge of the laboratory based on the information
available at the time of reporting. The classification of variants can change over time and the laboratory cannot be held
responsible for this. Re-analysis of variants in previously issued reports considering new evidence is not routinely
performed but may be available upon request.

e Negative results do not completely exclude the risk/carrier status for these disorders tested (residual risk)

e The sensitivity of this assay to detect large deletions/duplications of more than 10bp or copy number variations (CNV) is 70-
75%. The CNVs detected must be confirmed by an alternate method.

e Due to inherent technological limitations of the assay, not all bases of the exome can be covered by this test. Accordingly,
variants in regions of insufficient coverage may not be identified and/or interpreted. Therefore, it is possible that
pathogenic variants are present in one or more of the genes analyzed but have not been detected. The variants not
detected by the assay that was performed may impact the phenotype.

e Itis also possible that a pathogenic variant is present in a gene that was not selected for analysis and/or interpretation in
cases where insufficient phenotypic information is available.

® Genes with pseudogenes, paralog genes and genes with low complexity may have decreased sensitivity and specificity of
variant detection and interpretation due to inability of the data and analysis tools to unambiguously determine the origin of
the sequence data in such regions.

e The mutations have not been validated/confirmed by Sanger sequencing.
e Incidental or secondary findings (if any) that meet the ACMG guidelines [2] can be given upon request.

e The report shall be generated within turnaround time (TAT), however, such TAT may vary depending upon the complexity
of test(s) requested. Laboratory under no circumstances will be liable for any delay beyond aforementioned TAT.

e Itis hereby clarified that the report(s) generated from the test(s) do not provide any diagnosis or opinion or recommend
any cure in any manner. Laboratory hereby recommends the patient and/or the guardians of the patients, as the case may
be, to take assistance of the clinician or a certified physician or doctor, to interpret the report(s) thus generated. Laboratory
hereby disclaims all liability arising in connection with the report(s).

e Inavery few cases genetic tests may not show the correct results, e.g., because of the quality of the material provided to
the laboratory. In cases where any test provided by the laboratory fails for unforeseeable or unknown reasons that cannot
be influenced by the laboratory in advance, the laboratory shall not be responsible for the incomplete, potentially
misleading, or even wrong result of any testing if such could not be recognized by the laboratory in advance.

e This is a laboratory developed test and the development and the performance characteristics of this test was determined
by the laboratory.
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CONDITIONS FOR REPORTING

1.

8.
9.

It is presumed that the specimen belongs to the patient named or identified, such verification being carried out at the point
of generation of said specimen.

A test might not be performed due to following reasons:

a. Specimen quantity not sufficient (Inadequate collection/spillage during transit).

b. Specimen quality not acceptable (Hemolysis/clotted/lipemic).

c. Incorrect sample type.

d. Test canceled either on request of patient or doctor.

In any of the above cases a fresh specimen will be required for testing and reporting.

The results of the tests may vary from lab to lab, time to time for the same patient.

The reported results are dependent on individual assay methods, equipment, method sensitivity, specificity and quality of
the specimen received.

Partial representation of the report is not allowed.

The reported tests are for the notification of the referring doctor, only to assist him/her in the diagnosis and management of
the patient.

Report with status "Preliminary" means one or more tests are yet to be reported.

This report is not valid for Medico Legal Purpose.

10. Applicable Jurisdiction will be of "Delhi" for any dispute/claim concerning the test(s) & results of the test(s).

Note: This is a sample report for illustrative purpose only. Actual report may vary
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Terms and Conditions of Reporting

1. The presented findings in the Reports are intended solely for informational and interpretational purposes by the
referring physician or other qualified medical professionals possessing a comprehensive understanding of
reporting units, reference ranges, and technological limitations. The laboratory shall not be held liable for any
interpretation or misinterpretation of the results, nor for any consequential or incidental damages arising from
such interpretation.

2. Itis to be presumed that the tests performed pertain to the specimen/sample attributed to the Customer's name
or identification. It is presumed that the verification particulars have been cleared out by the customer or his/her
representation at the point of generation of said specimen [ sample. It is hereby clarified that the reports
furnished are restricted solely to the given specimen only.

3. It is to be noted that variations in results may occur between different laboratories and over time, even for the
same parameter for the same Customer. The assays are performed and conducted in accordance with standard
procedures, and the reported outcomes are contingent on the specific individual assay methods and equipment(s)
used, as well as the quality of the received specimen.

4. This report shall not be deemed valid or admissible for any medico-legal purposes.

5. The Customers assume full responsibility for apprising the Company of any factors that may impact the test
finding. These factors, among others, includes dietary intake, alcohol, or medication / drug(s) consumption, or
fasting. This list of factors is only representative and not exhaustive.

DISCLAIMER

This is a sample report provided for demonstration purposes only and does not represent an actual patient report. Test results, reference
ranges, methodologies, instrumentation, and report formats may vary depending on the laboratory performing the test. The format and
representation shown are indicative of reports generated by the National Reference Laboratory of Redcliffe Labs, Noida. This sample report
should not be used for medical interpretation, diagnosis, or treatment decisions.



