Initiate the patient enroliment process by completing ALL REQUIRED FIELDS indicated by*.

1. Patient information

LOARGYS PATIENT ENROLLMENT FORM ’° There for

Once complete, submit insurance card and pages 1-2 by fax to (844) 982-5693

P
()Loargys
(pegzilarginase-nbln)

Rare

by Immedica Pharma

First name* Last name*

Primary language

Address* City*

[JPrimary

State*
[ Primary

ZIp*

Mobile phone* Home phone

[ ]

Patient Sex*: [1Male [JFemale

Email*

ALTERNATIVE CONTACT AND/OR CAREGIVER

Date of birth* (MM/DD/YVYYY)

Last name
O Primary

First name

Email
O Primary

Mobile phone Home phone

2. Consent and direction to release and process health information

Relationship to patient

I understand that by signing below, | am indicating that | have read and understand the Consent and Direction to Release and Process
Health Information (page 3), and | am legally authorized to consent, and that | am providing my consent (as the patient or the patient’s legal
representative for Immedica) to use and share my Health Information for the purposes described within the Consent and Direction to Release

and Process Health Information.

Patient (or legal representative) signature

Date Signed

Patient name (printed)

Legal representative name (if applicable & printed)

Mobile phone*

Home phone

*By providing my mobile number, | am agreeing to receive calls and texts related to Immedica’s patient support services program, which | can stop at any time.

3. Patient insurance information

Please attach copies of the front and back of patient’s medical and prescription insurance cards.

Does this patient have insurance (third-party or private insurance?)* [JYes [JNo (if no, you can skip this section)

Primary insurance*
If copy of insurance card (front and back) is attached check here [

Secondary/prescription insurance [ Prescription Insurance
If copy of insurance card (front and back) is attached, check here []

Primary insurance name*

Secondary insurance name

Primary insurance phone #*

Secondary insurance phone #

Policy #*

Policy # BIN #

Group #*

Group # PCN #

Policyholder name*

Policyholder name

Policyholder’s relationship to patient*

Complete signatures and prescription information on next page }

Policyholder’s relationship to patient
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4. Prescribing physician information

Physician information Primary office contact
(Who There for Rare should contact to review patient coverage, collect missing
information, and determine treatment setting and product acquisition.)

Name*
Practice/facility name* Name
Address*

Direct phone #
City* State* ZIP*
Phone #* Fax* Email

" N . Preferred method of contact: OPhone QOEmail QOFax
National Practice Identifier (NPI)* Tax ID #

Preferred day(s) of contact: [OMon [Tues [OwWed [OThurs [OFri

Group NPI

Treatment setting and administration (Benefits will be provided based on indicated preferences and patient’s plan coverage.)

Preferred treatment setting Name of preferred site of administration, if different from
practice/ facility name above

O Home

O Clinical setting
O In-office O Infusion center Address

O Undecided-Benefits information will be provided for available options City State ZIP
based on plan coverage

Phone # Fax

5. Diagnosis/prescription

[ Argininemia/ARG (E72.21)* [J Other diagnosis, ICD-10*

Please visit www.icd10data.com/Convert/270.6 for more information.

[

Patient first name* Patient last name* Date of birth*

(MM/DD/YYYY)

[] LOARGYS (pegzilarginase-nbln) injection, for intravenous or subcutaneous use 2 mg/0.4 mL*

Directions: Administer LOARGYS once weekly via the preferred route of administration (intravenous (IV) infusion or subcutaneous (SC) injection).
Administer LOARGYS under the supervision of a healthcare provider.

or [J No known drug allergies (NKDA)

Known drug allergies*
Route of administration* (Please select one):

Patient weight (kg)* [ Intravenous (IV) infusion

OR

LOARGYS dose (mg/kg)* Once weekly dose (mg)*
[ Subcutaneous (SC) injection

Refills* (Days' supply: 28)

State requirements: the prescriber is to comply with state-specific prescription requirements such as e-prescribing, prescription form, fax
language, etc. Noncompliance with state-specific requirements could result in outreach to the prescriber.

Signature below indicates prescription authorization and prescriber certification.

Prescriber signature*
Written or e-signature only; stamps not acceptable.

m Date: / /

Dispense as written (MM/DD/YYYY)

Prescriber certification: | certify that (1) the above medicine is medically necessary for this patient, (2) | have reviewed this therapy with the patient and/or parent/guardian and will be monitoring

the patient’s treatment, (3) the information on the enrollment form was completed by me or at my direction and (4) the information contained therein is complete and accurate to the best of my
knowledge. Further, | also certify that | (1) am disclosing the information on this form for the treatment purposes of the patient, (2) have discussed this Program and the Study, both as defined in the
Consent and Direction to Release set forth herein, with the patient or parent/guardian, (3) have obtained all necessary permissions from the patient or parent/guardian and am acting at their direction
to disclose personal information to the patient’s insurance providers and to Immedica Pharma US Inc. and its affiliates and their respective employees, agents, service providers, business partners and
designees, including any designated specialty pharmacy (‘lImmmedica”), for the purposes of administering the Program and the Study. | understand that Immedica may contact me or my patient for
additional information relating to this enrollment form.

| agree that any program, service, or medicine provided as a result of completing this form is solely for the benefit of the specified patient and does not constitute a direct or indirect inducement or
reward to prescribe, use or recommend an Immedica service, program or medicine. Additionally, | acknowledge that Immedica does not represent or guarantee reimbursement or coverage for any
medicine or related services and that the patient and their healthcare provider are responsible for insurance and benefit verification and completing any documentation seeking reimbursement or
coverage. Further, neither | nor my affiliated practice or facility will bill or seek reimbursement for any such patient support program or service, including any medicine provided free of charge through
a bridge or patient assistance program, from the patient or any third-party payer or insurer (including any federal healthcare programs).

| understand that | must comply with my practicing state’s specific prescription requirements such as e-prescribing mandates, state-specific prescription forms, required fax language, etc. Non-
compliance with state-specific requirements could result in outreach from the dispensing pharmacy.

Once complete, submit insurance card and pages 1-2 by fax to (844) 982-5693
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Consent and direction to release and process health information

| hereby direct my health care providers—including my doctors and their staff, health care plan and insurance company,
pharmacies, laboratories, and similar health care entities, and/or their contractors (collectively “Health Care Providers”),

to disclose my Health Information, as described below, to Immedica Pharma US Inc. and its affiliates, agents, service
providers (including Veeva), business partners and designees, (collectively and individually, “Immedica”) and to use my
Health Information as described below. If | signed this form as a legal representative, | understand that references to “my
Health Information” or similar phrases, refer to the Health Information of the individual whose interests | am representing.

My Health Information includes my protected health information, my contact information, and any other records that
pertain to my medical care, treatment, prescriptions, history, and prognosis as well as claim forms, Explanation of
Benefits, enrollment information, premium information or other benefits information or documents—to/from insurance
companies, self-insured plans, TPA's, claims administrators, Plan Sponsors, Plan Administrators, utilization review
companies or other third-party payers involved with evaluating, adjusting, processing or paying my claim(s) for insurance
benefits, whether pre-service or post-service in nature related to or potentially relevant for the Program as defined below.

| understand and agree that Immedica and my specialty pharmacies and designated care centers, will process, use, and
disclose my Health Information—including any inferences that may be drawn from my Health Information, and which

may be considered to be “Sensitive Data” and/or “Consumer Health Data” under the laws of some states—for purposes of
supporting my participation in Immedica’s patient support services program (“Program”) and to contact me regarding

my participation in the study assessing the safety of the Loargys Arginine Test System, which includes the assay and

blood collection tubes (the “Study”), including to contact me regarding my participation. The Program will (i) assist me

with applying for prior authorizations and reimbursements from my insurance plan; (ii) assist with navigating any appeal,
grievance, and/or independent review of a denial of insurance benefits and/or coverage; (iii) provide me with patient support
services and educational materials about the above medicine or any other Immedica-affiliated patient support services and
activities related to my condition or treatment (for example, co-pay card programs, bridge or patient assistance programs,
reimbursement assistance programs, drug coverage verification, patient access liaison services, adherence program and
disease management support); (iv) improve, develop, and evaluate Immedica’s products, services, materials and programs
that are related to my condition or treatment; and (v) facilitate commmunication between my Health Care Providers,
Immedica, myself and/or my representative. | understand that as part of the Program, Immedica will communicate directly
with my healthcare providers and health plans regarding my treatment/therapy and benefit coverage and will contact me
with patient support services, educational materials, or other Program communications.

| understand that Immedica will not sell my Health Information to third parties, but may disclose my Health Information
to Immedica’s agents, service providers, and business partners for Immedica’s business purposes related to the Program.
| also understand that my Health Care Providers and Immedica’s servicers providers, including specialty pharmacies, may
receive payment from Immedica for providing services including the use and disclosure of my Health Information to
Immedica. | understand that Immedica may use my Health Information to contact me by mail, email, and if | provided my
number, by telephone or text, for the above purposes.

| understand that | may terminate this direction and consent to my Health Care Providers to release my Health
Information and/or revoke my consent for the continued collection and processing of my Sensitive Data/Consumer Health
Data, as defined under state law, in connection with the Program, by contacting Immedica via privacy@immedica.com.

| understand that my termination/revocation could mean that | will not get the full benefit of the Program. | understand
that my termination/revocation will not have a retroactive effect on any Health Information collection or processing
activities which Immedica took before it received my termination/revocation, and that my termination/revocation will
mean that | will not have access to support services from the Program.

| understand that | may have additional rights in certain states, such as the right to access a copy of the Health
Information Immedica has collected about me and the right to request deletion of this data. | understand that Immedica
will honor these requests where reasonably possible, but that it will maintain my Sensitive Data despite my deletion
request where it is used for solely internal purposes reasonably aligned with my expectations, or where Immedica must
maintain it to prosecute or defend their legal rights or to comply with legal or regulatory obligations. | understand the
information disclosed pursuant to this Consent and Direction to Release may be used or disclosed by the recipient as
stated herein, but that it will no longer be protected by the federal HIPAA privacy rules, but that laws and regulations
under applicable state law will still apply. | understand | can access Immedica’s Privacy Statement and Consumer Health
Data Statement at ImmedicaUS.com, which also includes a description of my privacy rights.

| request that any Health Information disclosed by my Health Care Providers pursuant to this request be transmitted to
Immedica’s secure portal (including a portal operated by Immedica’s affiliates, agents, or service providers), or if a portal
is not available, in a manner providing reasonable safeguards, without need for further written agreement. Further,
this disclosure request is made pursuant to my right under HIPAA to access my Health Information and direct it to third
parties of my choosing.

Marketed by:
Immedica Pharma US Inc., Chicago, IL 60642

©2026 Immedica Pharma AB. All rights reserved.
LOARGYS is a registered trademark of Immedica Pharma AB.
PRC-US-LRG-00010 v2 3/26

Once complete, submit insurance card and pages 1-2 by fax to (844) 982-5693
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