CARDIOVASCULAR DISEASE (CVD) RISK MANAGEMENT

Comprehensive support for
cardiovascular disease testing

@ labcorp



Identify and monitor patients at risk
for cardiovascular disease

We believe confidence is key for providing care. That’s why we offer a range of cardiovascular

disease testing to help you diagnose and support your patients.

‘ Cardiovascular diseases represent the leading cause of death globally,
with 85% of these deaths due to heart attack and stroke.! The majority

of these deaths are considered preventable with appropriate medical

treatment and healthy lifestyle behaviors.

85%

Understand the prevalence Recognize at-risk patients
Approximately 50% of all U.S. adults have cardiovascular Cardiovascular disease risk factors include®:
disease, including dyslipidemia, coronary artery disease, . Dyslipidemia

peripheral artery disease, stroke, heart failure, arrhythmia
and inherited cholesterol disorders.?

Hypertension
Diabetes
Obesity

Lifestyle choices (smoking, unhealthy diet,
physical inactivity, excessive alcohol use)

Enable earlier interventions with timely
screening and diagnosis

Cardiovascular diagnostic and prognostic testing—
coupled with our complementary analytical tools—can
support risk assessment and management interventions
in primary care settings and help reduce the complexities
of cardiovascular care.

Together, let’s empower clear, confident
decisions for your patients’ health.




Assess risk with standard lipid screening

Guidelines recommend screening cholesterol with a lipid panel
every 4-6 years for average-risk adults over the age of 20 and
more frequently for high-risk patients.* Children, teens and
young adults should be tested once between the ages of 9 and
11 and then again between the ages of 17 and 21.°

Monitoring may be done more frequently if risk factors for heart
disease are present, if prior results showed high risk levels and/
or when undergoing treatment for unhealthy lipid levels.

Lipid Panel 303756
Lipid Panel With LDL:HDL Ratio 235010
Lipid Panel With Total

Cholesterol:HDL Ratio 221010
Lipid Profile With Non-HDL 34392
Cholesterol 5

Assess the risk of adverse cardiovascular
events: Advanced lipoprotein testing

Evaluate response to therapy and optimize treatment decisions with reliable measures of LDL levels

Low-density lipoprotein particles (LDL-P) are highly atherogenic,
playing a key role in the development and progression of
atherosclerosis and cardiovascular disease.

Traditional low-density lipoprotein cholesterol (LDL-C)
measurements—which are only an estimate of LDL-P quantity—

Lipid Cascade Panel
Total cholesterol, triglycerides, HDL, LDL calculation,
LDL/HDL ratio, Non-HDL calculation

If triglycerides

LDL <130 dL
mg/ >800 mg/dL

Direct LDL if
<130 mg/dL

Reflex*

Reflex*

LDL particle number of ApoB

may be an unreliable measure for at-risk patientsin a
management setting.®’

To provide better markers for prediction of cardiovascular
disease than total LDL-C, the Labcorp Lipid Cascade starts
with a traditional lipid panel that reflexes to either LDL-P
measurement by nuclear magnetic resonance (NMR) or
Apolipoprotein B (ApoB) (depending upon the ordered test
option) when LDL <130 mg/dL.

These Labcorp tests can help inform patient management

for at-risk patients with Type 2 diabetes (T2D), statin-treated
patients and those with cardiometabolic risk factors.”?

Test Name

Test No.

Lipid Cascade With Reflex to
Lipoprotein Particle Assessment by
NMR (Without Graph)

361946

Lipid Cascade With Reflex to

Apolipoprotein B 363676

NMR LipoProfile® With Lipids

(Without Graph)* 884247

NMR LipoProfile® with Insulin

Resistance Markers (Without Graph)* 88400

*Additional charge

*For other NMR LipoProfile® configurations, please visit our test menu on Labcorp.com



[dentify residual risk in your patients with

lipoprotein and apolipoprotein testing

Apolipoprotein B

Apolipoprotein B (ApoB) provides an accurate assessment
of atherogenic particle number and its associated
atherosclerotic cardiovascular disease (ASCVD) risk, whereas
low-density lipoprotein cholesterol (LDL-C) does not.

Although LDL-C, non-HDL-C, and ApoB are highly correlated,
“discordance analyses” have demonstrated that ASCVD

risk tracks with ApoB, not the cholesterol measures, when
levels differ, 8101314

Apolipoprotein B

167015

Lipid Panel With
Apolipoprotein B (ApoB)

123544

Lipoprotein(a)

Lipoprotein(a) is an independent risk factor for coronary
artery disease and cerebral infarction equal to high LDL
cholesterol .12+

Test Name

Lipoprotein(a)

Test No.

120188

Low-Density Lipoprotein Cholesterol

LDL cholesterol measurement, in conjunction with other lipid
measurements, has been shown to be useful in assessing
the risk of coronary heart disease in non-fasting patients

orin patients whose fasting triglycerides are >800 mg/dL.

(Direct)

Low-density Lipoprotein Cholesterol

120295

Oxidized low-density lipoprotein (oxLDL)

OxLDL particles are considered to be an important driving
factor in the pathophysiology of atherosclerosis and oxLDL
measurement has been used to test the efficacy of CVD
drugs (e.g., statins) to reduce oxidative stress.*®

Test Name

Oxidized Low-density Lipoprotein

(OxLDL)

123023




[dentify emerging risk factors and
inflammatory markers of CVD

We’re here to assist clinicians in identifying risk factors and sustained inflammation to help
stratify individuals at risk for acute cardiovascular and cerebrovascular events.

Test Name Test No.

GlycA: A more stable measure of inflammation
As a composite biomarker, GlycA integrates the protein levels
and glycosylation states of several of the most abundant acute GlycA 123850

phase proteins in serum.

C-Reactive Protein (CRP), High

e : ) 120766
Data suggest that GlycA has clinical utility similar to high- Sensitivity (Cardiac Risk Assessment)
sensitivity C-reactive protein (hs-CRP) but has the advantage Lipid Panel with GlycA
of having much lower intra-individual day-to-day variability. (Inflammation) 123510

However, GlycA and hsCRP together could also serve as
complementary inflammatory biomarkers that may provide
a more reliable indication of a patient’s inflammatory CVD
risk than either marker alone.*™

Understand the disease potential of your
. . . Test Name Test No.
patients and monitor risk

Homocysteine can be considered to be an independent risk Homocyst(e)ine 706994

factor for the development of cardiovascular disease.?*

Patients with cardiovascular disease, including heart disease,
stroke, peripheral vascular disease and thromboembolic
disease generally have higher homocysteine levels than
matched controls. Test Name

Lipoprotein-associated
Phospholipase A, Activity

Lipoprotein-Associated Phospholipase A, activity may be 123283

used in conjunction with clinical evaluation and patient

risk assessment as an aid in predicting risk of coronary
heart disease (CHD) in patients with no prior history of
cardiovascular events.>?

Test Name

High levels of TMAO have been associated with an TMAO (Trimethylamine N-oxide) 123413
increased risk of heart disease. 2 The TMAO test may be
used as an aid in the assessment of risk for cardiovascular
disease, independent of established risk factors, aid in the
determination of altered gut microbiome (gut dysbiosis)

in individuals who may benefit from intensive dietary
intervention, and monitor therapy aimed at reducing
TMAO concentrations.



Assess, diagnose and monitor patients for heart failure and acute coronary syndromes

Labcorp cardiac biomarkers allow for the assessment of cardiac events and should be used in accordance with published guidelines
for use and in appropriate settings.

Creatine Kinase (CK), MB 120816
Creatine Kinase (CK), Total 001362
Myoglobin 010405
Troponin T (Highly Sensitive) 140150
B-Type Natriuretic Peptide (BNP) 140889
NT-proBNP 143000

For test specific TAT information please visit Labcorp.com/testmenu or contact your local representative.

Cardiovascular disease and diabetes:
I[dentify cardiometabolic comorbidities
to inform disease management decisions

Patients with diabetes are two to four times more likely to
. ) . Test Name Test No.
develop cardiovascular disease as compared to patients

without diabetes *3!
Metabolic Panel (14), Comprehensive 322000

Guidelines recommend screening patients with diabetes } _

i ) ) ) Metabolic Panel (8), Basic 322758

for comorbidities—such as cardiovascular disease, chronic

kidney disease and liver disease—which can help inform . ¢

your clinical decision making.? Metabolic Syndrome Profile 335884
Diabetes Risk-Asymptomatic Adults 090400
Diabetes Comorbidity Assessment 023400
Kidney profile 140301
Albumin/Creatinine Ratio, 340285
Random Urine




Simple, reliable ways to assess insulin resistance, systemic inflammation and cardiovascular disease

The assessments of insulin resistance, systemic inflammation and lipoprotein particle levels can provide a more detailed—and in
some cases, a more accurate—depiction of a patient’s cardiometabolic risk.>*3’

The Labcorp proprietary Diabetes Risk Index (DRI) was developed to assist clinicians in identifying patients at risk of developing T2D
as more than 80 million U.S. adults are considered “prediabetic.”* %

The DRI score uses both the measured Lipoprotein Insulin Resistance Index (LP-IR) and selected branched-chain amino acid (BCAA)
levels to predict the development of T2D—independent of the level of glycemia. LP-IR is an easy way to assess insulin resistance, and
as such the LP-IR score predicts a patient's likelihood of future development of T2D,*2 while BCAA levels have also been shown to

predict incident Type 2 diabetes.**

We offer comprehensive, innovative panels to help identify cardiometabolic risk with a refined and cost-effective approach.

Test Name Test No.

Lipid Panel With Diabetes Risk Index (DRI) 123525
Lipid Panel With GlycA (Inflammation) and Diabetes Risk Index (DRI) 123559
Lipid Panel With Apolipoprotein B (ApoB), GlycA (Inflammation), Diabetes Risk Index (DRI) 123567

NMR LipoProfile with Insulin Resistance Markers without Lipids 884209




Genetic testing—
a powerful tool
to uncover the

causes of familial

cardiac disease




Cardiogenetic assessment to support
early diagnosis

GeneSeq® Cardio offers comprehensive genetic testing for clinical indications associated with cardiomyopathies, arrhythmias,
aortopathies, RASopathies, congenital heart defects, early-onset coronary artery disease, and familial hypercholesterolemia.
Identification of a pathogenic variant(s) in genes associated with these cardiovascular diseases is helpful in confirming a clinical
diagnosis, defining a genetic etiology, and directing treatment options. This information can also be used to identify at-risk family
members, thereby allowing for earlier initiation of preventative treatment and reducing the risk of heart attack, stroke and sudden
cardiac death. Labcorp also offers full gene and variant-specific sequencing for all genes included into GeneSeq® Cardio panels.

GeneSeq®: Cardio-Familial Hypercholesterolemia Profile 452040
GeneSeq®: Cardio-Early-onset Coronary Artery Disease/Familial Hypercholesterolemia Profile 451416
GeneSeq®: Cardio-Familial Aortopathy Profile 451432
GeneSeq®: Cardio-Familial Arrhythmia Profile 451412
GeneSeq®: Cardio-Familial Cardiomyopathy Profile 451422
GeneSeq®: Cardio-Noonan Syndrome/RASopathies Profile 451441
GeneSeq®: Cardio-Familial Congenital Heart Disease Profile 451402
FBNI (Marfan Syndrome) Full Gene Sequencing 452028
GeneSeq®: Cardio-Gene Specific Sequencing 452053*
Mutation-specific Sequencing, Whole Blood 451382**

“Full gene sequencing for any gene(s) on any of the GeneSeq®: Cardio panels
**Targeted variant analysis for any gene(s) on any of the GeneSeq®: Cardio panels



Measure what matters: Enable opportunities
for early detection and diagnosis

Through our world-class diagnostic tests, we deliver health answers that power clearer, more confident decisions for both
patients and healthcare providers.

Get actionable information to support clinical decision-making

Our complimentary reports provide you with a patient-specific, guideline-based analysis of test results as they relate to
cardiovascular risk factors. We also offer patient-friendly versions to help educate and counsel your patients.

PATIENT
Patient Name

DATE OF BIRTH GENDER

XX/XX/19XX M

DATEOF SERVICE  PHYSICIAN
XX/XX/2015 Physician Name

DISCLAIMER: These assessments and treatment suggestions are provided as a support of the pl not intended to
Toplace the physician s onealJudgment. They are darved from th national §uidalnes i addtion o ather evidence and xpert opmion. Th dincan shoutd
consider this information within the context of clinical opinion and the individual patient.

'SEE GUIDANCE FOR CARDIOVASCULAR REPORT: National Heart, Lung, and Blood Institute’s Third Report of the NCEP Expert Panel on Detection, Evaluation and
Treatment of High Blood Cholesterol in Adults (ATP ) (2002. NIH publication 02-5215); Brunzell et al. Diabetes Care 2008; 31(4):811-82; Contois et al. Clin Chem
2009; 55(3):407-419; Stone N et al. 2013 ACG/AHA guideline on the treatment of blood cholesterol to reduce atherosclerotic cardiovascular risk in adults: a report
of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines. Circulation 2014;129(suppl 2):1-545.

Note: Please refer to vour LabCorp Report for all results as well as tspecific and

Cardiovascular Report

Patient Assessment

Current available clinical information suggests the patient's risk is at least HIGH. Your patient has an eGFR result (<60) that could indicate the
presence of a CHD risk equivalent (chronic kidney disease). Two additional major risk factors are present (age over 45 and HDLC less than 40).

Insulin resistance, obesity, excessive alcohol use, smoking, nephrotic syndrome, liver disease, and certain medications can cause secondary
dyslipidemia. Consider evaluation if clinically indicated.
Therapeutic lifestyle changes are always valuable to achieve optimal blood lipid status (diet, exercise, weight management).

Lipid Management
Select one patient risk category based upon medical history and clinical judgment. Additional risk factors such as personal or family history of

DATE OF BIRTH GENDER

XX/XX/19XX  F

DATE OF SERVICE  PHYSICIAN
09/30/2015 PHYSICIAN NAME

PATIENT
PATIENT NAME

Patient Results Summary

Cholesterol comes in different forms and has varying effects on your heart health. Some cholesterol is “good” and not known to
cause disease, this is HDL. The rest of cholesterol causes disease by clogging your arteries, this is non-HDL. LDL cholesterol is the
largest component of the non-HDL cholesterol. Lowering your levels of “bad” cholesterol will lower your risk for disease.

@ LDL cholesterol (LDL-C) is the largest of the non-HDL (“bad”

@ non-HDL is composed of many different types of cholesterol (not just LDL-C) and high levels cause disease.

@ ApoB is another measure thought to give a better estimate of heart disease risk other than just measuring LDL cholesterol.
The level to which your LDL must be lowered depends on the risk for developing heart disease or having a heart attack. The
higher your risk for heart disease, the lower your LDL goal.

f Contributing Risk Factors For Heart Disease

10

‘premature CHD, smoking, and hypertension modify a patient's goals of therapy. In CVD prevention, the intensity of therapy should be adjusted to the Heart and/or vascular disease s
level of patient risk. MODERATE intensity statin therapy generally results in an average LDL-C reduction of 30% to less than 50% from the untreated o / [ Cigarette (tobacco) smoking
baseline. Examples include (daily doses): 1020 mg, 5-10 g, si in 20-40 g, pravastatin 40-80 mg, lovastatin 40 [] High blood pressure [] Low HDL (men less than 40 mg/dL, women less than 50 mg/dL)
mg. HIGH intensity statin therapy generally results in an average LDL-C reduction of 50% or more from the untreated baseline. Examples include o
(daily doses): atorvastatin 40-80 mg and rosuvastatin 20 mg. [] Diabetes [] Family history of early onset heart disease
T - PATIENTS RESULT atient Risk Category (select one) [] Chronic kidney disease [7] Man over 45 years or woman over 55 years
ANALYTE / RESULT Low INTERMEDIATE HIGH [ obesity [C] Familial Hypercholesterolemia
i
LDL-C v v
84 mg/dL - R - | = - - -
i 2% 20 ® 1% Selected by your physician based upon your risk factors and clinical judgement.
non-HDL i ki v Yoo Rosults [JLow D Intermediate [ High
113 mg/dL - I T = e e our Reau
190 130 160 100 130 LDL-C kv v
LDL-P v 81 meg/dL e S e aa—
1434 rmoyL | CEEEEN T | G - w -
1600 1000 1300 800 1000 non-HDL kv vl v
Lipid LDL-C s optimal, was 88 and now is 84 | LDL-C is optimal, was 88 and now is 84 | LDL-C is normal, was 88 and now is 84
optimal, was 115 and now is 113 optimal, was 115 and now is 113 normal, was 115 and now is 113
mg/dL. LDLP is acceptable, was 1286 | mg/dL. LDL-P is borderline high, was | mg/dL. LDLP is high, was 1286 and Apo-B W v
and now is 1434 nmol/L. 1286 and now is 1434 nmol/L. now is 1434 nmol/L. 62 me/dL - ) - @ B ) - @ -
Treatment Please refer to assessment and Please refer to assessment and Cardiovascular risk may be further 120 80 100 70 80
treatment under high risk | treatment suggestions under high risk | increased due to elevated LDL-P. Begin 7 = Your Result: Left (Green) = Optimal, Center = Acceptable, Right (Red) = High Risk
category. category. statin. If statin already in use, consider
increasing dose to achieve at least a
50% LDL reduction from baseline. | Your Care Plan (as selected by your physician)
Moderate or high intensity statin is [ Change your diet: imit saturated / trans fats | Control any other medical conditions: such as diabetes, high blood
preferred. If statin cannot be tolerated and cholesterol, increase fiber pressure
orincreased, include use -
r as scheduled and obtain all follow-up tests/treatments
FRTHNT DATE OF BRTH GENCER DATE OF SERVICE. medications your doctor(s) have prescribed
CVD, TESTL 01,/30/1956 M 12/20/2011 I.HWH(. Testing
Tasting Litholink MD tor patient you, nor does it h
Pprehensive treatment plan. Neither you nor your physician should rely
2250 Wast Carspbed Dadle R L] ¥ NCEP Expert Pancl on Detection, Evaluaton and Treatment of High Blood
Chicago, IL 80812 AT Itute’s Your Guide to Lowering Your Cholesterol with TLC (2005. NIH
1t reduce atherosclerotic cardiovascular risk in adults: a report of the
DISCLAIMER: T7 B B 8 B4 B lation. 2013; 00:000-000.
They.
conuser this
‘SEE GUIDANCE FOR AR RISH Lung
Evaluation and Aduirs 0136708 1821 and
Contols ¢t & (00 Chivm. 20005516407 425,
Laboratory Director's Notes
Latormtory 1651 valu berish ) from our pifysicians and qualty assurance
staff, Plesss feel free to cal s at B00 338 4333
SWMED  COLECTONDE o) RELATED NTES:
12345678 o 8.7 . 6.4 Diabetes: 6.4 for
«
12343670 12/20/2011  eetimated GFRt  Soifreported race was not provided: eGFR was calculated as If the petient was not African

13345678 13/30/3011 Sodium
Mitcheli 5. Laks, PD - Laboratory Director

Asterican. Multiply oGFR by 1.158 if Mricsn Amardcsn,
* *Plisas rote refenence intervl change* *

Current Laboratory Results :
Fantisg: YES
Lipid Casc-ade
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