):( invi SGllgn BAE FHEAAGEE / PATIENT TRANSFER FORM

AHRE Tt & 13, 77/(/ TrmY— A7 ZOREE | MERE | EZNBIOREN BFRITTTA AL ISR T, 3% R
FHIZBDDLL T OETOBEFHEROMEFZH LW [E~BE DI 2K Ll 500 T,

This Patient Transfer Form notifies and authorizes Align Technology, Inc. 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.

HZ &SR / PATIENT INFORMATION

HEA (k. 4 )/ Patient Name (Last, First) S5 /PatientID Number  ZE4EH H (YYYY/MM/DD) / Patient Date of Birth

BE ORI A306% / PATIENT MEDICAL RECORDS

NWEEICBE DL L. LU N U BERE, AN AR, @G E, R AFE IGEE, B8, AEER. A BERULLATHEFI-IS:,
T, A, AR, FERBIOVEDMI 72— 3 AIBREEE A B 100, ZIDIZERONARNEDELET,
“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.

BEBEOR (BGEILNZS—) [ RELEASE OF PATIENT BY CURRENT TREATING DOCTOR

FADALEYTALY RIZ—DANED, 7V TF oo T7ANEED, ERBEHER RROBEEBEL IESW, sy, R
TRRIZEIT 2~ UIDOE A TRUDIRESER 72—~ L £ 77, FAD . RIRIRAHRE LR 7 X —~BE T HZLICER T 28 M. 55
RBEBICEL, T ANE - UETA A VWEY A, BERNCAEGNZ W THAEL &R AICBET 25T, RIIRB T 22 82K A
L/jiﬁ_o

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.

FAEDEA4 [ Doctor’'s Name (Please print) S —4—4 [ Doctor’s Invisalign ClinID

SeHEDE 4, Doctor’s Signature EX44EHH (YYYY/MM/DD) / Date Signed

BEBEDAR (ERESFZ%—) [ ACCEPTANCE OF PATIENT BY NEW TREATING DOCTOR

FADALEFTA LRI E—P A TV F 27T 7 ANEED, LB RIFTCHROBELZBE L TIZEW, £HUSdD, fA
3 A EFTAARFRICE T 25 BB ET L2 TOEMCALEEZRAIZLICRARELET, ABEOIEFIT, BOREE DR
WESH T HIEITRE T2 EBRLRBICEL, 7 I AT —UREEA AV EE 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.

FAD B4 [ Doctor’'s Name (Please print) S D —3—4% [ Doctor’s Invisalign ClinlD

S DE 4,/ Doctor’s Signature EBX44EHH (YYYY/MM/DD) / Date Signed

B[ JC E B 4h B L OFTEH (A7) / Practice address (include street, city & postcode)

HRE T a5e T 521203, SRE TR 72— LHRESR 72— 7 OBL INLETT, ’%L&#% RN E S TUE, TIAALTERE T
K2 5 — DR A SN 7 5 — 35 L OB R D B4 OB 6 BEE TR ED A A B ES, ZOIE FCE R T 5%
. BECEBICEL, 77— O E LR AV EE A,

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.
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BEEH BEEHEOBEIZE TS FE /FORTHE PATIENT: PATIENT REQUEST AND AUTHORIZATION FOR TRANSFER

AL TBREEEB IO OBE . FI1320M () ER BIBEROESRLLHICHRAIE I Lo TS L e SNATE R, F7-1T () &
NE R TR R BRI C DN T, TIA & BICBA LTZR 72 =08, QEEEIIER L > TRV A2 2K L ET,
FAB L OFLOUNR 2 DRIEND . AHRE Tt H I HUE SV DRE SRIEITIE > TRAOIRRIZ B D AFEERME S LD LI A LS D1k
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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 ( ii) otherwise considered individually identifiable health
information.

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.

FIIAREBEFRAEE LTS TCONBTLEMLELT,

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

D 20 IR OB E IRER L/NTILIEICPEN D] E R NES DB ZETT,

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

BEOKRLYL (—F /I, &) BEDEAL | Patient's Signature BLEHH
Patient Name (please print) (YYYY/MM/DD)
Date signed
PR EERIAD KA BL O LOf TR EENBANDEA BA4FEHH
Legal Guardian/Parent Name and Relationship Legal Guardian/Parent Signature (YYYY/MM/DD)
(please print) Date signed

ETOEBPRASNCFRAREL, TRRART =P R—ITEHTIZS,

Please send completed Patient Transfer Forms to:

TEFA—/L : info-japan@aligntech.com
Fax : 0120-041-187 /03-5719-7270
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