Solicited Program Adverse Event/Special

Situation Report Form i GF-21045H.03

Please complete as many details as possible and forward within one business day to:

Mame of Pragram: HCV Eliinination Project Form Completed By

Print Name: Giorgi Khatelishvili

Name of Organisation:  Ministry of Labour, Heatth and Social
Aiffairs of Georgia

Signature: a R i'D 299 on ggoc "
Date aware of Safety Information: - — )
?, q { () . {B Telephona Number;  +995598708807

Country of Oocurranca of Safety information Georgia Fax No/Email: Gkhatelishvili@moh.gov.ge

Mate [ Famale [7] [ poB: ) /Oq_ {or year of birh): fg Sy

i Drug Name Dose Route Start Date Stop Date {ar On-going) Reason For Taking Lot/Batch No

(DDMOHYYYY) (DDMINAYY)

\ Sovaldi 400mg PO ?_[H O} %j S . (’+ ( (/'9 / [ < C(f\mlﬂ;( /A@PC Pt/\l HED
Bilbavivin P71 09ys | F103/rS_ | Cheomic ep C |FY E27]
__Lhsex U oo/ 1S |41 01/1S ERR 08

Chronic ]fft‘Zp C

fdvove Event  Casdiae [Pisease

Does the Reporter congider that the event(s) were possibly related to the | Has this safety informationpreviously been reported to a Regulatory
drug? Yes @f No [ Authority? Yes No [

Is tha Reparter a; Doctor ] Nurse [ Pharmacist [] Non-healthcare professional {e.g. patient, relative}® (1
If the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below

*if the Reparter is a Non-healthcare professional, please confirm if they are willing o provide contact information for their HCP:

Yes [] (Please record Q etails below) No 1
HCP Name: HCF Address
_ First Line:
HCP Telephone No/FAX No: TowniCity:
- Caounty/State:
HCP Email: )
Postcodel/Zip code:

Please be aware tht information provided o Gilead relating 1o you, may be used fa comply with epplicable laws and reguletions. By providing ws with
infarmation yow ave consenting 1o the control and processing of 1his personal or sensitive duta by Gilead in accordance with applicable dota profectivn lews
and rhe Uilead privacy policy, ovailable 1o you either an wiw.gilead. cordprivecy or upon reqiress,

Page 1 of 1
CONFIDENTIAL INFORMATION
Gilead Sciences, Inc. = Foster City, CA 94404
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Solicited Pfogr‘gm Adverse Event/Special GF-21045H.03
Situation Report Form

Please complete as many details as possible and forward within one business day to:

Name of Program: T1CV Elimination Project Form Completed By
Print Name' Giorgi KhateHshvili
Name of Organisation: ~ Ministry of Labenr, leatth and Sacial
Affairs of Genrgia 3 Signarure: &- bao peo ggrm_n
Date aware of Safety Information: i
{29 . LO l g Telephone Number:  +993398708807
Country of Occurrence of Safety Information Geargia Fax No/Email: CKhatelishvili@moh, gov. ge

- dl/og. 19<3

{or year of birth):

Initials: g H ‘ Sex: Male [E{

Female [J

iart Date Stop Date (or On-gaing) Tob
Drug Name Dose Route vt SBAGRITY: Reason For Taking Lot/Batch Mo

o | aoms | ¥ |9y o 15] (57075 Chonic fiep CPRMISD
Rolle 1ol 10%mg 0O 290845 IS 1O/ planic Hep CiSR.CIASE O

Rlwerse everd | Poria | vedin thrombosig

Does lhe Reporter cc@ﬁder that the evenl(s) were possibly related o the | Has this safety 1nformat§1/§eviously heen repored to a Regulatary
drug? Yes No [ Aulhority? Yes No O

Is the Reporter a; Doctor [ Nurse [ Phamacist [ Nen-healthcare professional {2.g. patient, relativey” (]
if the Repotter is a Healthcare Prafessional {HCP) and they are willing o provide us with their conlact information, please reccrd below

*If the Repcrler is a Non-healthcare professional, piease confirm if they are willing to provide confact information for their HCP:

Yes [ (Please record HCP details below) Mo [] )
HCP Name: ; HCP Address
First Line:
HCP Teiephons No/FAX No: TowniCity:
- - County/State:
HCP Email:
Postcode/Zip code:

Please be aware that fnjirmation provided (o Giload relating to yow. may fo wsed fo comply with applicoble laws and regulations. By providing us with
information You e consenting lo the conirol wnd processing of this personal ov sensitive dowa by Gilead in accordunce with applicable date protection fervey

and the Gilead privacy policy, available i vouw either on www.gilead, com/privacy or upon request.
: . ] & = . f ]
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ﬁ E §m & w Solicited Program Adverse Event/Special | GF-21045H.03
- - [ Situation Report Form i '

Please complete as many details as possible and forward within one business day to:

SIS

Form Completed By

Name of Program: HCY Elimination Project
L]

Print Name: Ciorgi Khatelishvili

Name of Organisation:  Minisiry of Labour, 1lealth and Social
Alfairs of Genrgia Signature: & oo uacn (asn(\, N

Date aware of Safety Information: —
2910 . 1S

Telephone Number:  +¥33398708807

Country of Occurrence of Safety Information Georgia Fax No/Email: Glhatelishvili@moh,gov.ge

Hi

‘ Sex: M

pos: 3/09

o

{or year of birth):

Initials: M 6 ale Female [

Gtart Date Stop Date (or On-going) f e .
Drug Name Dose Route (DDA e Ve, Reason For Taking Lot/Batch No

| Sous womg | PO 411071§103/06 /(5 | Uronic JlsClPUMND
Brbavein WOmg PO 2 [0F 1S 105 /06 4C (Chiowic WJ!%C NO 338/K

£33

ﬂAuQ{QQ Eveind } V«/Ga(dhg g

Does the Reporter consitler that the eveni{s) were possibly refated to the | Has Lhis safaty Infarmation previously been reported to a Regulatory
drug? Yes Mo [ Authority? Yes No

Is the Reporler a: Doctor [ Nursa [ Pharmacist [ Non-healthcare professionsl (e.g. patient, relative)” [J
If the Reporter Is a Healtficare Professional (HCP} and they are willing fo provide us with their contact information, please record below

“If the Reporter is @ Non-heaithcare professional, please confirm if they are willing to provide contac! information for their HCP:

Yes [] (Please record HGP details below) Mo [
HCP Name: HCP Address
First Line:
HCP Telephone No/FAX No: TowniCity:
- County/State:
HCP Email:
Postcode/Zip code:

Please be-aware that informativn provided to Gilead relating to vou, may he used o comply with applicehic lws end regulations. By providing us with
information you wre consenting o the conrel and processing of this personad or venxitive data by Gileed in accordance with applicadle dota protection laws
and the Gilead privacy poficy, available 1o vou either on winw. gifead.com/privacy oF upon request.

. Page 1o 1
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Solicited Program Adverse Event/Special

Situation Report Form GF-21045H.03

Please complete as many details as possible and forward within ane business day ta:

Name of Program: HCV Elimination Project Form Completed By

Print Name: Giorgi Khatelishyili

Name of Organisation: ~ Ministry of Labour, Health and Sucial ,
Affairs of Georgia Signaturc: a) L; 2 6‘] Q" "]b'g \

Date aware of Safety Information: -
y 29 L0 J( Telephone Number: 1995598708807

Country of Ocourrence of Safety Information  Georgia Fax No/Email: Gkhatelishvili@moh. gov.ge

,tA\‘_cA;;: qg I Initials: ]Qz J Sex: Male IE’ Female OJ ‘ DOB: 2 "/O/ (or year of birth): 4939 :

S

Drug Name Dase Route ICE%E;’;&Z&} Stop gg},ﬁégﬁ;g"'"w Reason For Taking Lot/Batch No

Sovald womg | PO | 03)0R) 15|09 )09 ]1S Chrome }/@)6 PlikD

Bi8owirin Zcomg Po  |o3/0g/1s 02/09/1S (hropic Hepl F6E o

Serious Bdverse Fver | Wospitalizahoy, due yo extrafopast
M LEStaon

Does the Reporter congider that the eventis) were possibly related to the | Has this safety informationprevicusly been reported to a Regulatory
drug? Yes Iﬁs Ne [J Authority? Yes F]jp No [J

U T

Is the Reporter a: Doctor [ Nurse [ Pharmacisl (1 Nan-healthaare professional {e.g. patient, relative}” []
If the Reporter is a Healthcare Professional (HCP) and they are willing fo provide us with their contact information, please record below

~if the Reporter is a Non-healthcare professional, please confirm if they are willing to pravida contact infarmation for thelr HCF:
Yes [] (Please record HCP details below) No [

HCP Name: HCP Address
First Line:
HCP Telephone No/FAX No: Town/Gily:
- County/State:
HCP Email: .
i Postcade/Zip code: j
I i

Please be aware that information provided to Gilead reloting to you, snay be vsed 1o comple with applivable levwes and resudations. By providing s with
information you ure consenting to the control and processing of this personal or sensitive dotw by Gilead in accordonce with applicable duta protection laws
amd the Gitead privacy policy, avatlable to vou either on www. gilfcad com/privacy or upon request.

Page 1 of 1
CONFIDENTIAL INFORMATION
Gilead Sciences, Inc. « Foster City, CA 94404



Solicited Program Adverse Event/Special
Situation Report Form

GF-21045H.03

Please compiete as many details as possible and forward within one business day to:

Name of Program: HCV Eliminatior Project

Form Completed By

Narne of Organisation:  Ministry of Labour, Health and Secial
Affairs of Georgia
Date aware of Safely Inforrﬁ;;aion: ' -
26. W0 WIS

Country of Qcourrence of Safety Infarmation (Georgia

Ciorgi Khatelishvili

Print Name:
Signature: é LO@J(:* (:lj" [\\(‘
+9953598708807

Teleghone Number:

Gkhatelishvili®@moh.gov.ge

Fax No/Email:

Female [

) 3 / ) P ] (or<yearof birth): /9’6?’

Start Date

Dmg Name Dose Route OO TTY) Stop ggﬁﬁ[}(ﬁ:{%“:?omg) Reason For Taking }th'BﬁfCh No
Sovaldi PO} o )
Sovaldi t00mg 29/08/s5 | Chronic idep CIPISIBD

:8auirin

3 Jes 115
/051

{Q,AC
V0338808

100mg
'§|

20/ 02/(5. Cheonic HzpC

ﬂd.u exse evend } Hnomia

der that the eveni{s) were possibly related tc the

Does the Reporter coy
No O

drug? Yes

Has this safety informatiopraviously been reported (o a Regulatory
Authority? Yes MNa

i Is the Reporter a: Doctar {1 Nurse [ Pharmacist []

Noen-healthcare professional {e.g. palient, relative)* {J
! If the Reporter is 'a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below i

Yes [ (Please record HCOP details below) No

“If the Reporter is a Non-healthcare professional, please confirm if they are willing fo provide contact information for their HCP:

HCP Name:

HCP Telephone No/FAX No:

HCP Email:

HCP Address
First Line:
Town/City:
County/State:
Pasteode/Zip code:

Please be avvare that information provided 1o Gilead veloting bo you, iy be wved to counply with applicahle kovs and regulatiors. By providing us with

infurmation you are consenting fo the control and peoe

e of this personal or sensiiive data by Gilead in aecordanee with applicable date protection lews

and ihe Gilead privacy polley, available 1o vou either on wivw. gilead Cony/privacy oF kpon regues!.

Page 1 of 1

CONFIDENTIAL INFORMATION
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Solicited Pfogra}m Adverse Event/Special | GF-21045H.03
Situation Report Form

HEEERL

Name of Program: HCV Eliminatisn Project Form Completed By

Print Name: Giorgl Khatelishvili

Name of Organisation: ~ Ministry of Labeuwr, Fealth and Sacial

Affairs of Geargia Signature: ,& ] b;’iﬂ o nrg'sr@m

Date aware of Safety Information: 4
! 29 oI Telephona Number:  +995508708807

Country of Occurrence of Safety Information Georgia Fax No/Email: Clhatelishvili@moh. gov.ge

Eiat

Femzle ]

Male ”20 O (oryearof vinth): /9 6?

e i FREiE

Drug Name Dose Route (D\?:gmaiév) Stop {lgg‘lgo(ﬁi(?x]gmné] Reason ;or Taki;g Lot/Bateh No
Sovaldi 0omg | PO 70 JOS /1S | ©3 /Oy NS | Chrowt J/@PCPUJNKIQ
Tnjeteron | #0m 0nd 1001081 (C103/09) 1S |Chronic Hep( | 196605

1

Adverse event , Cardiae Gwo{lftczmg

Does the Reporter congjder that the event(s) ware possibly related to the | Has this safety information previcusly been reporiad to a Regulatory
! drug? Yes No O3 Authority? Yes D]/p No [3

=

Pibasnn 2‘90!’?’;? PO 20/03/1S  T3)09/1S |Chronic HopC FGEE-7%6

|s the Reporter a: Doctor [J Nurse []] Pharmacist [ Norrhealthears professional {e.g. patient, relative)* []
If the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below

*If the Reporter is a Non-healthcare professional, please confirm if they are willing fo provida contact informafion far their HCP:
Yas [] (Please record HCP details below) Mo [

HCP hame: HCP Address
First Line:
HCP Telephone No/FAX No: Town/City:
- County/State:
HCP Email: .
Poslcode/Zip code:

Please be aivare that information provided 1o Gilead velating lo yau, may be used 1o conply with applivable Tnvs and vegulations. By providing us with
information you ave consenting ko the control and processing of this personal or sensivive duta by Gilead in accordance with applicable data protection laws
and the Gilead privacy policy, available to vou elther on wanse.gilead.com/privacy or upon reguest,

Page 1 of 1
CONFIDENTIAL INFORMATION
Gilead Sciences, Inc. - Foster City, CA 94404



GILE

Solicited Program Adverse Event/Special

Situation Report Form

GF-21045H.03

Please complete as many

details as possible and forward within ene business day to:

Name of Program: HCYV Elimination Project

Form Completed By

Print Name: Cibrgi Khatelishvili

Ministry of Labour, Iealt}
Affairs of Georgia

Name of Organisation:

h and Social

Signature:

Date awars of Safety Infermation: .
d 29 0. 1S

4. gz ae

Telephone Number:  +935538708807

Ceuniry of Qoourrence of Safety Information

Georgia

Fax No/Email: Gkhatelishvili@molugov.ge

Initials: [ "’L_

l Sex: Male ﬂ

Female [J | DOB,{S Of

(or year of birth): { L{?

Lot/Batch No

Drug Name Dose Route iﬂ;gaiiﬁ” Stop gg}.ﬁéﬁ;&'};?"'“g] Reason For Taking
Sovaldi 4mg | PO ‘9)0/0‘7[ S| OF/c5 /< | C{q VOw L ME’PC PWM KlD

30/0t (19

1907 -1

-
Linsexferon
Q\ll wac\’fh

GLICHLLS — Chyomic bepC
GElo9 (S Chronic HopC

S0 0FHS

FGEZ250

H(LU@U’SQ QuUent | gf@()@gﬂ, ;a(q;uj, qému\% i Th 614‘3 ow wsi 1

drug? Yes [J nNo [3

Does the Reporter cansider that the event(s) were passibly ralated lo the ! Has this safety information previously been reported to a Regulatory

Ne [

. Authority? Yes [

Is the Reporter a; Doctor [ MNurse [

Pharmacist []

Non-healihcare professional {(s.g. patient, relativey (J
if the Reporter is a Healthcare Professional {HCP) and they are willing to provide us with their confact information, please record below

Yes [J (Pleasa record HCP details below)

*If the Reporler is a Non-healthcare professional, please confirm if they are willing fo provide contact information for their HCP:

Na [

HCP Name:

HCP Address
First Line:

HCP Telephone No/FAX Na:

TowniCity:
County/State:

HCP Email:

Postcode/Zip code:

Plause he aware that infarmation provided to Gilead relating to you, may be vsed to conply with applicable lews and regudativns. By providing us with
information you are consenting to the control and processing of this personal or sensitive data by Gitead in accordence with applicable data protection laws
aid the Gilead privacy policy, avatlable 1o yvou cithor on wwnw gilead comiprivacy or upon request.

Gi

CONFIDENTIAL INFORMATION
lzad Sciences, Inc. « Foster City, CA 94404

Page 1 of 1



( G I LE A D Solicited Progre_lm Adverse Event/Special GE-21045H.03
_ ) - A et Situation Report Form

Please complete as many detalls as possible and forward within one business day to:

Name of Program: HCV Elimination Project Form Completed By
-y - Print Name: Giorgi Khatelishvili

Name of Organisation:  Ministry of Labour, Health and Social

Affairs of Georgia Signature: ’6 e A’QB,L

o oren
Date aware of Safety Information: _ s
9.40. (S Tetephone Number: 995598708807

Gountry of Occurrence of Safety Information Georgia Fax No/Email: Gkhatelishvili@mech.gov.ge

Drug Name Dose Route (D%tnign?v:lver}' Stop {Dnglme: O(mlgﬂmﬂ Reason For Taking Lot/Batch No

Sovaldi gomg | PO | 4307/ 1S | 2109 /1S | Chromic ”@C PWN}SD
AiBowirin 100ms| PO |13 107/S |21/031/S  |Chronic HepC |FHE 2791

=

S(’]&UQJ«*SQ Eveny ,.-P%(monafg ({LLQQFCMQQ,('S -

Does the Reporter cansider that the event(s) were possibly related to the | Has this safety information previously been reported o a Reguiatory
Yes Ne O Authority? Yes Eﬂ/p Ne O

Is the Reporter a: Doctor [] Nurse [] Pharmacist [] Non-healthcare professional (e.g. patient, relative)* (3
If the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below

*f the Reporter is @ Non-heaithcare professional, please confinm if they are willing to provide cantact information for their HCP:

Yes [] (Please record HCP details below) Ne O
HCP Name: HCP Address
First Line:
HCP Telephone No/FAX No: Town/City:
— County/State:
HCP Email: )
Postcode/Zip code:

Piease be aware that information provided to Gilead relating o you, may be used to comply with app.ﬁwae laws and regulations. By providing us with
information you are consenting lv the control and processing of this personal or sensitive data by Gilead in accordance with applicable data protection lows

and the Gilead privacy policy, available o you either on www.gilead. com/privacy ar upon reques!.

Page 1 of 1

CONF{DENTIAL INFORMATICN
Gilead Sciences, Inc. « Foster City, CA 94404



r AW al ¥ U Solicited Program Adverse Event/Special
[g GILEAD Situation Report Form GF-21045H.03

Please complete as many details as possible and forward within one business day to:

HCV Elimination Project Form Completed By

Name of Program:
‘ Print Name: Gicrgi Khatelishvili

Name of Organisation;  Ministry af Labour, Health and Secial

Affiirs of Georgia Signalure: % ) BJU@%., oA
Date aware of Safety Information: 0 3 0 ]'S

Telephone Number:  +995588708807

Country of Occurrence of Safety Information Georgia Fax No/Email: ' GKkhatelishvili@moh.gov.ge

' ' StartDate | Stop Dats {or On-gain }
Brug Name Dose Route [DDMONYYYY] pwmo{w 9) Reason For Taking . Lot/Batch Ne

Sovld soomg | PO | 03/06/1S |20 /o6 /S | Chowe HepC| SEMTD
B bayirin wo%t Po | 03/06115 |20/06/(S | Chnomic }{}% C INOBRER

L.iver rrcungflanmﬁoﬂ

Does the Reporter confider that the event{s} wera possibly related to the | Has this safety information-previously been reported to & Regulatory
drug? Yes No [ Authority? Yes No [

i

Is the Reporter a: Doctor [ Nurse [J Pharmacist [ Non-healthcare professional (e.g. patient, relative)* L1
If the Reporfer is a Healthcare Professional {HCF) and they are willing to provide us with their contact informalfon, please record befaw

*If the Reporter is & Non-healthcare professional, please confirm if thay are willing to provide contact information for their HCFP:

Yes [J (Please record HCP details below) No [
HCP Name: ] HCP Address
First Line:
HCP Telephone No/FAX No: Town/City:
- County/State:
HCP Email: .
Pastcode/Zip code:

Please be aware that information provided to Gilead relating to you, may be used to comply with applicable laws and regulations. By providing us with
information you are consenting to the control and processing of this personal or sensitive daia by Gileud in accordance with applicable data protection laws
and the Gilead privacy policy, available to you either vn www.gilead.com/pri veCy OF upon request.

Page 1of 1

CONFIDENTIAL INFORMATION
Gilead Sciences, Inc. « Foster City, CA 84404



[g GILEAD

Situation Report Form

Solicited Program Adverse Event/Special

GF-21045H.03

Please complete as many details as possible and forward within one business day to:

HCV Elimination Project

Form Completed By

Name of Program:
— . Print Name: Giorgi Khatelishvili
Name of Qrganisation: Ministry of Labowr, Health and Social
Affairs of Georgia Signature: l;: o J ]
Date aware of Safety Information: a\' RN
(29 (/O O] §_ Telephone Number:  +995598708807

Gkhatelishvili@moh.gov.ge

Greorgia Fax No/Email:

Country of Occurrence of Safety Information

Start Date

Drug Name Dose Route O Stop ggﬁé&%?"i“g} Reason For Taking Lot/Batch No
Sovaldi 400mg | PO {3/07 //Sf ’E,f/ Qﬂ//sr ij,rgﬂjg MC P\J\JMKD

Rbayirin Blolik |25 [09//5 (€ B0

%mﬁc I{%ﬁc

Has this safety informationpreviously been reported to a Regulatory

Daes the Reporter congider that the event(s} were possibly related to the
E]; Ne O] Authority? ] No {3

drug? Yes

Is the Reporter a; Doctor [J Nurse [] Pharmacist []  Mon-hesithcare professional {e.g. patiart, relative)* (]
if the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below

*If the Reporter is 8 Non-healthcare professional, please confirm if they are willing to provide contact information for their HCP:

Yes [] (Please record HCP details below) No O
HCF Name: HCP Address
First Line:
HCP Telephone No/FAX No: Town/City:
- County/State:
HCP Email: _
Postcode/Zip code:

Please be aware that information provided to Gilead relating to you, may be used to comply with applicable laws and regulations. By providing us with
information you ure consenting 1o the control and processing of this personal or sensitive data by Gilead in accordance with applicable data protection taws

and the Gilead privacy policy, available to you either on www.gilead com/privacy or upon request.

Page 1 of 1

CONFIDENTIAL INFORMATICON
Gilead Sciences, Inc. * Foster City, CA 94404




&4 r~1 Solicited Program Adverse Event/Special
[g G l L EA D Situation Report Form GF-21045H.03

Please complete as many details as possible and forward within one business day to:

Name of Program: HCV Elimination Project Form Completed By

Print Name: Glorgl Khatelishvili

Name of Organisation:  Miristry of Labour, Health and Social

Affairs of Georgia Signature: & . L’:U?Q o j 3(}@-. 2l

Telaphone Number: 993598708807

Date aware of Safety Information; zg t O
10. (S

Country of Occurrence of Safety Information  Georgia Fax No/Email: Gkhatelishvili@moh.gov.ge

Start Data Stop D - i '
Drug Name Dose Route (ammom?n’n op (Dm{}(m"'"g) Reason For Taking Lot/Batch No

Sovaldi omg | 0 |12/06/)S" | Orgoing  |Chwopie flop CISEMTD
bateprdenon | B0ms| Tn| |1 Floe/ i< Ohgoing  |Chrone Uep C |4ACN 32 o)
) ' ) - : ] ; J :

Has this safety information, previously been raported to a Regulatory

Does the Reporter culﬁ;iﬂer that the event(l.-'%%F were possibly related to the
Authority? Yes No [

drug? Yes

Is the Reporter a: Doctor [J Nurse [J Pharmacist [J  Non-hsalthcare professional (e.g. patient, relative)* [
if the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record befow

*If the Reporter is a Non-healthcare professional, please confirm if they are willing to provide confact information for their HCP:

Yes [] {Please record HCP details below) No [
HCF Name: ' ' HCP Address
First Line:
HCP Telephone No/FAX No: Town/City:
- CountyIState:
HCP Email: .
Posteode/Zip code:

Please be aware that information provided to Gilead relating to you, may be used to comply with applicable laws and regulations. By providing us with
information you are consenting to the control and processing of this personal or sensitive data by Gilead in accordance with applicable date protection laws
ond the Gilead privacy policy, available to you either on www.gilead.comiprivacy or upon requtest.

Page 1 of 1

CONFIDENTIAL INFORMATION
Gilead Sciences, Inc. « Foster City, CA 94404



_ y Solicited Program Adverse Event/Special
Eg G I L EAD Situation Report Form GF-21045H.03

Please complete as many details as possible and forward within one business day te:

i

orm Completed By

HCV Elimination Project
Print Name: Giorgi Khatelishvili

Name of Organisation;  Ministry of Labour, Health and Social
Affairs of Georgia

Signature: («') - b_:mcm\%nQ‘»\

Date aware of Safety Information:
79 L0 Telephone Number:  +995598708807

Country of Occurrence of Safety Information Grorgia Fax No/Email: Gkhatelishvili®moh.gov.ge

o S

Lot/Batch No

Start Date Stop Date (or On-goin
Drug Name oMo P (DDIMO(NNWYJQ o) Reason For Taking

Sovaldi w00mg | PO | 92 /0671 {L//g;t//g Chronic. [,'(gfo( ﬂkt/ﬁ[)
BiBewivnin | U0l Po 22106115 |14/ 07/1S | thmone tonl | 4RCIATRAOT
Ui feron g /(S /V/W{ Ohworc Jt) 9063

Does the Reporter col%;ider that the event(s) were possibly related to the | Has this safety inforration, previousty been reported to a Regulatory
drug? Yes 14 O

No [ Authority? No

Yes

Is the Reparter a: Doctor [ Nurse [] Pharmacist [] Non-healthcare professional (e.g. patient, relative)* (]
if the Reporter is a Healthcare Professional (HCP) and they are willing to provide us with their contact information, please record below

“If the Reporter is a Non-healthcare professional, please confirm if they are wilfing to provide contact information for their HCP:

Yes [] (Please record HCP details below) No [J

HCP Name: HCP Address
First Line:

HCF Telephone No/FAX No: Town/City:

HCP Enail County/State:
Posteode/Zip code:

Please be aware that information provided to Gilead relating to you, may be used to comply with applicable laws and regulutions. By providing us with
information you are consenting to the control and processing of this persunal or sensitive data by Gilead in accordance with applicable data profection laws
and the Gilead privacy policy, available to you either on www.gilead com/privacy or upon request. :
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