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<
rd

REEFHEE. AVESSI - Dv/ UKRKSRHAETITREZEANTH ST 510 TI/A0— (200 ZOREKE, BEE. BZABLURKE
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This Patient Transfer Form notifies and authorizes Invisalign Japan, Inc., Align Technology, Inc., a U.S. corporation, its representatives,
successors, assigns and agents (together “Align”), to transfer all of the patient's electronic Medical Records (described below) in its
possession to New Treating Doctor listed below.

BEER /| PATIENT INFORMATION

[ 1 [ ] [ / / 1
BER (.4 )/ Patient Name (Last, First) HEHES /Patient ID Number S H B (YYYY/MMDD)/ Patient Date of Bitth

BEDA L EYIAUIA L EFTA Y GoBBUT, AVESSAVEE]) ICREHSHEREE / PATIENT MEDICAL
RECORDS

[ L e T A AEICEED SR L. LUN VR, OERAASER. REE. K. NHE LHEE. TH. AESE. AEEELLTEIINR.
DU BE. RERER. BREBLUZTOMRIS—DFET B LT 1 L ABRRESDA. ChBICELNAVNEDELET,

“Medical Records” include, but are not limited to, x-rays, scans, reports, charts, prescriptions, medical history, photographs, findings, plaster models or
impressions of teeth, diagnosis, medical testing, test results, billing, and other treatment records on file with Align for treatment purposes.

BEREDRE EEETFY4—) | RELEASE OF PATIENT BY CURRENT TREATING DOCTOR

DAVEYTAU- RYE—Y A L&Y, DI F - T74IEED ., LETBERBRIBBOEFEBEL T30, ThIZKY, KAEICEHTS
—VIDEBETRLEDEEEN VI —~FBLET DS, NAREEEXN VI —~BETLLISERTHER., @HOEBICEAL, 71043 —
NEREEVER A BERIICKRESICEVTREL-ERICEIAEEL. BITRBTHILERAMLES,

Please transfer the patient listed above out of my Invisalign Doctor Site including the patient’s ClinCheck® files. | understand that by doing so, |

relinquish all control of this patient to the New Treating Doctor listed below. Align shall not be responsible for any cost, liability, or obligation
resulting from my decision to transfer the patient to another doctor for treatment or from transferring the Medical Records.

| acknowledge that | am still responsible for any open balance incurred for this patient’s treatment prior to the transfer.

[ 1 [ ]
FeHE M4 / Doctor's Name (Please print) FHEDI—H—%F /Doctor's ClinlD

[ ] [ / / ]
SeHEMES / Doctor's Signature ZELEFAH (YYYY/MM/DD)/ Date Signed

BEBESOERE (EE%XFY49—) | ACCEPTANCE OF PATIENT BY NEW TREATING DOCTOR

DAVEY S ROE—H LA DU FIV - T7ANEESD . LRITBERBRITZHOBZEBEL TSN, TNIZKY FAlE. A BV F
A NEEICET A5 ERFEET LI TCOEBRICEALERZ8CLICRELET . ABRBOEGEE (L. B ABZEOAVEYSAUBEREZETD
CEICERTHER. BEORBICEL. 7o E—EEZEEAVER A,

Please transfer the patient listed above into my Invisalign Doctor Site including the patient’s ClinCheck files. | understand that by doing so, |

accept and will assume full responsibility of any future Invisalign treatment charges. Align shall not be responsible for any cost, liability, or
obligation resulting from transferring the patient or from my decision to accept the patient for treatment.

[ ] [ ]

FHEDEKSH | Doctor's Name (Please print) FEEDI—Y—4% /Doctor's ClinlD

[ 1 [ / / ]
FHEDES /Doctor's Signature E45AH (YYYY/MM/DD) / Date Signed

[ ]

B5= St ERe 4/ Clinic Name

[ |

BRE S ERBRATTEH (1 FT) / Shipping &Biling Address (Practice address including street, city & postcode)
SO EFIEEETRESE T, ZUBEDOSBITARVERAIFREL TERINET  1VEY S FO2—Y AN TERBITERUERETHA S B
DHHEFDEHEHFEVERLET , BEITEEFERETERGIERTOEFECHEDIGE. 0 a3,
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Please fill in the correct practice address as recorded in Invisalign Doctor Site.

BEFHRET T 5423 BERNISI—LEEERIF—RADELNVBETY  ALEAL, KRICEOTE, 7M1V 4EEEETN V52— DEEE
BUEEAN A —BLVEEROEZEZAIRSES . BEFREEDISENHYFTT, COBEFHRICERTSER. EHOEBICEL. 751>
#HIF-UEFEREVFEEA,

In order to complete a patient transfer, both the Current Treating Doctor and the New Treating Doctor should sign the transfer request.
However, in some instances, Align may agree to transfer a patient without authorization from the Current Treating Doctor if the request is
signed both the patient and the New Treating Doctor.

BEHRA REEBROBEICEET S5 ME /FOR THE PATIENT: PATIENT REQUEST AND AUTHORIZATION FOR TRANSFER

T AVETFIIVARBRERERLUVTORE. TIToM () ECEAARDOER ORI CRAZEICL>THELALSNDER. =13 () &
AEBEMREREERERICOVT. 7oA E EICERALIZRV2—D OBEFLIEETICE>TOYRYTHIEERELET £ A& 1>
EYZ10 - Ov/ U RHITHL T, EEFHREOD BT, AABREECIDOT1VEY IV ARICELIRERIEBENDT SV - T /00—
AV BNIZZEDFEUBLVEERHICIRM T S EERFELET .

BB LUVFDIMAIZEREAL, REEFHREITRESNIFBFHIH > TROAVETSIVICEDIE/RIMERINDEIRYRELSDIEM.
AEDOLLLEIEE LDEFTLLTHFICET SRR, BEEK, IGULLIIGDEBKRICET HENEFTSLVLDELFET . KEEFHREDSL
[FEARRIRICENE SV EBEAGEINET  AEEHFAEE. MO TRIERL-ARMLYIERMAMELET,

This Patient Transfer Form authorizes correspondence with Align and any doctor named above, verbally or in writing, regarding Medical Records
and the transfer thereof, or other related information that may be (i) considered confidential under a national or state health, safety, or privacy
code or (i) otherwise considered individually identifiable health information. It also authorizes transfer of my Medical Records including the
patient’s personal information by Invisalign Japan, Inc. to Align Technology, Inc., its subsidiaries and affiliated companies outside of Japan for the
purpose of this patient transfer.

I will not, nor shall anyone on my behalf, have any rights of approval, claims of compensation, or seek or obtain legal, equitable, or monetary

damages or remedies arising out of use of my Medical Records that comply with the terms of this Patient Transfer Form. A copy of this Patient
Transfer Form shall be considered as effective and valid as the original. This authorization shall be valid three years from the date | sign below.

FAIREEFRAREZ T, TONECEMELELT,

| have read and understand the contents of this Patient Transfer Form.

BEELORRATHEENRREDIZE. REEFFEEREBAORERUVEANDETT,

If patient lacks the legal capacity to sign, the parent or legal guardian must also sign this form.

l ] [ 1 [ / / ]
BEOKA (m—~5F / #f, 4) BENDEAS / Patient's Signature £ A8
Patient Name (please print) (YYYY/MM/DD)
Date signed
[ K4: 1 e 1 [ ] [ / / ]
REE EERBEAORZBIVEERLOHE KBS/ ZEKEAOES EHFAR
Legal Guardian/Parent Name and Relationship Legal Guardian/Parent Signature (YYYY/MM/DD)
(please print) Date signed

LTOEBNTEASINEFRAESEEZ, TROIAIV-YR-IATRELIZE,
FRABSEZER. MEDBWEEE 3 BEHURNCEEF HEVLET,
(BB VER, REEBLFOLHNRNTWSIGENTIVNET, CIRERIICITHRIN, )
Please send completed Patient Transfer Forms to:
1YEYS1IEI45— EX-)) | info-japan@aligntech.com
1YEH314Y GokJ45— EX=Jb . info-igo-jp@aligntech.com
Fax : 0120-041-187 / 03-5719-7270

KRR EEREZEOSFAOMVNEDEROLLE>TEYET,
—ROANSOMNEDEEER TN LHIRET,
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BRE Fle A2 / PATIENT TRANSFER FORM

FEEFREBIL, AVEFF12- D UBRSH W PITREZATHEITSAL - TH/OT— A0, TOREE BRE, B2 ABLUTE
AT TSN THLT, BUBFICHDIUTO2 TOBEFIEROEFNEH LIVMELE~BET I LERELBNT 240 TT,

This Patient Transfer Form notifies and authorizes Invisalign Japan, Inc., Align Technology, Inc., a U.S. carporation, its representatives,
successors, assigns and agents (together “Align”), to transfer all of the patient's electronic Medical Records (described below) in its
possession to New Treating Doctor listed below.

EBE1{H38 / PATIENT INFORMATION

Eﬁ a2 (% A ) / Patient Name (Last, First) Eﬁﬁ% / Patient ID Number £ 88 (YYYY/MM/DD) / Patient Date of Birth

BEQAETIA UL EF T A GofR (AT, [MVEYSL2AK)) SB4SEEE /| PATIENT MEDICAL
RECORDS

[ EFT A AHISBD BRI, LM U EE, ORRDASER. 58, £, 05, ARE. SH. ISR, BEERLLIEFINE,
B, BE. RERR. BRELVTOMRIS—DTAYT 51 L EF 51 ARRRESTH, ChbICROAGNEDELET,

“Medical Records” include, but are not limited to, x-rays, scans, reports, charts, prescriptions, medical history, photographs, findings, plaster models or
impressions of teeth, diagnosis, medical testing, test results, billing, and other treatment records on file with Align for treatment purposes.

BERBEORE (EERTFJ4—) | RELEASE OF PATIENT BY CURRENT TREATING DOCTOR

HDAVEFTA 0 FoA—H (&Y, U Frud- D7/ ILEED . LRI BERRISHOBEEBEL TSI, kY, FEHIET5
—HDERE TROEELRII—~RBLET D RABREERERF I3 —~BETHILCEETHEA., EHEOSEICEL, P50 —
UEEEEVFEEA., BERCEREMNCSNTEREL-BRICEI2ETE. RCRBT20LERILET .

Please transfer the patient listed above out of my Invisalign Doctor Site including the patient’s ClinCheck® files. | understand that by doing so, |

relinguish all control of this patient to the New Treating Doctor listed below. Align shall not be responsible for any cost, liability, or obligation
resulting from my decision to transfer the patient to another doctar for treatment or from transferring the Medical Records.

| acknowledge that | am still responsible for any open balance incurred for this patient's treatment prior to the transfer.

[ 7:74:/ 7Ki]3 ] [ ’l'a“ﬂh ]
L=

ﬁf‘.ia)ﬁ.ﬁ / Doctor's Name (Please print) FEDI1—H—4F /Dactor's ClinlD

[ MW/W‘ ] [ 2°22 ; 2 , 22 ]

EREDER / Doctor’s Signature F|ELAEHHE (YYYY/MMWDD)/ Date Signed

BEEREOEE (EE%F245—) | ACCEPTANCE OF PATIENT BY NEW TREATING DOCTOR

ROAVEF S FIF— YA DI F ool TV EES, ERMBEEFRIBHOBEEBELTLEID, TRIZEY R, £ 225
A ERICHET S HFEET L TOERAICHLERZESCLIIRABLET . ABREOEETIE. A FREEOIVESSAUAEEZHTS
CEITERTAER. @EOEBICEL. TIAHE—YEEEEVEE A,

Please transfer the patient listed above into my Invisalign Doctor Site including the patient's ClinCheck files. | understand that by doing so, |

accept and will assume full responsibility of any future Invisalign treatment charges. Align shall not be responsible for any cost, liability, or
obligation resulting from transferring the patient or from my decision to accept the patient for treatment.

: 774 REPB ] i giroaligh ]
4] 1=

SEEDES [ Doctor's Name (Please print) FEDI—HF—%F /Doctor's ClinlD

i Xé@w«n gp«mﬂ— ] (2022 ;, 2 22 ]

KEDEA .’Doctors Slgnature FLAEAH (YYYY/MM/DD)/ Date Signed

[ A ETFTYZ9T

EREE S EEBR A/ Clinic Name

[ FAAFSENE R 3-1-1 TREZBE e TF ]

;j E%Eﬁm&m(ﬂiﬁﬁ) / Shipping &:Billing Address (Practice address including street, city & postcode)
DRI EEFRET T, ZUBEOSETERUGERAEFEL TEHRSNET . 1 E VI Ro4— (N TEREIT A RUERE THAZ S5
OHLHEFNOFTHESFBLET . SR ASERETELIER COBFECHFEOES, TOETHT=EL,
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Please fill in the correct practice address as recorded in Invisalign Doctor Site.

BEFHEET o803, BETF VI —EEEARVA—RADELMBETT, BUENE RRIZLoTE, TS ALEERETR 74— 0KE
B EEEN BV BEROFERMNES. SEFHA#DIEENHYET. COEEFRICERT %M. BECRBICEL. 751>
HE—EFEAVEEA,

In order to complete a patient transfer, both the Current Treating Doctor and the New Treating Doctor should sign the transfer request.
However, in some instances, Align may agree to transfer a patient without authorization from the Current Treating Doctor if the request is
signed both the patient and the New Treating Doctor.

BERR BEEEOBEICEY 5578 /FOR THE PATIENT: PATIENT REQUEST AND AUTHORIZATION FOR TRANSFER

FAlE, AVEHSAURBERERES SUTORE. TEToM () EBOBBEROESTOENCRIF S TRELALShDIER, FE (i) B
AERSERRE S REMEERICDWC, 7oAt EIZER LR I4—0, QEELIEETICE>TOYRY TR EERELET . = FAlE, 1
EYSA 2 Do AU BRASHITH LT, BEFHRE0O BN T, BAEREELAOT U EY S/ ARICEDLIRRIEFNOFT I/ -TH/A0—
AV BPIEDFEHELUEESHITEMTE I LERFELET.

IBIUROMMELREAL, REEEFRSCHESNAEERH T TV ESFSAUVICEHAEHFAEASh DI T EURELS DM,
HifiDBLERE EDQIBFLLEHFICE T H5GE. BEFR, RELLAIRE0ERICETIEANEZEIILLOLLET .. FEEFHENEL
(FRERBCHME LVESEAHEENEY . RERESTRIEL, PO R EA LB EYSEMAERLLET.

This Patient Transfer Form authorizes correspondence with Align and any doctor named above, verbally or in writing, regarding Medical Records
and the transfer thereof, or other related information that may be (i) considered confidential under a national or state health, safety, or privacy
code or (i) otherwise considered individually identifiable health information. It also authorizes transfer of my Medical Records including the
patient's personal information by Invisalign Japan, Inc. to Align Technology, Inc., its subsidiaries and affiliated companies outside of Japan for the
purpose of this patient transfer.

I will not, nor shall anyone on my behalf, have any rights of approval, claims of compensation, or seek or obtain legal, equitable, or monetary

damages or remedies arising out of use of my Medical Records that comply with the terms of this Patient Transfer Form. A copy of this Patient
Transfer Form shall be considered as effective and valid as the original. This authorization shall be valid three years from the date | sign below.

FAIABREFRAH ETHA, CONEEEELEL,

| have read and understand the contents of this Patient Transfer Form.

BEFAORATRENRAEDNES. RREF-IEEFREAOEERUVEANDBETT,

If batient lacks the legal capacity to sign, the parent or legal guardian must also sign this form.

. |nvisalign Hanako D AAisaaBin o [ famoks (2022 ; 2 ;22

BEORES (0—~F / i, 4) EZEDE4 / Patient's Signature E&EAR
Patient Name (please print) (YYYY/MM/DD)
Date signed
[ K4: 1 [feh: 1 [ ] [ / / 1
GRHEE ZERBAOEEESUVBELORNE &GEE ZTERBAOESL =4£5HAH
Legal Guardian/Parent Name and Relationship Legal Guardian/Parent Signature (YYYY/MM/DD)
(please print) Date signed

S TOEBNBAINEFHREESE, TR NAIV-YR-FATIRHEZL,
FRAGHEEZEZHEE, Ml RWEEE 3 2 HUACEEFRZWELET,
(EFRL PIERT. FEEEBLAFOZHNRN VBB ENTENET, JIRHATNCTHESEESL, )

Please send completed Patient Transfer Forms to: _
1T S1IR99— EX=)b | info-japan@aligntech.com
1IEYS1Y GobkI45— EX=)b | info-igo-jp@aligntech.com
Fax : 0120-041-187 / 03-5719-7270

K ERIE EFEFEOAFTHOBNEDOEEO LA TEYET,
—iROFADLORNEDE BRIV LIMET,
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