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“THE T-FILES 2021” Contest 
 Entry From
*Please fill in all the required fields
	Part 1: Doctor’s information*

	Title
	Dr. / Prof. / Others:__________________

	Surname
	

	First name
	

	Nationality
	



Treatment Summary 
	Part 2: Patient’s information*

	Surname
	

	First name
	

	Nationality
	

	Patient’s age
	

	Gender 
	Male / Female

	Part 3: TrioClear Treatment*

	Diagnosis


	

	Treatment option
	Touch-Up   /   Complete

	Total treatment time (month)
	

	Number of cycle: Maxillary
	

	Number of cycle: Mandibular
	

	
	

	Aligner wear time (days)
	

	Soft – Medium - Hard
	

	
	

	Retention
	

	Maxillary
	

	Mandibular
	

	
	

	Result achieved 
(maximum 200 words)

	· 
· 
· 

	Comments 
(maximum 200 words)
	· 
· 
· 

	The bestselling points you pitched TrioClear to your patient
(Optional)
 

	









Checklist for photographs and radiographs (Please tick below as appropriate): 

□ I attached the requested extraoral front view photographs of the patient (1 before and 1 after the treatment). All photos and radiographs have to be in jpg format, and no less than 2 MB.
□ I attached the requested intraoral photographs of the patient including frontal view, right buccal view, left buccal view, maxillary occlusal view and mandibular occlusal view. (5 before, 5 during and 5 after the treatment). All photos and radiographs have to be in jpg format, and no less than 2 MB.
□ I attached the requested radiographs of lateral cephalogram and orthopantomogram (2 before and 2 after the treatment). All photos and radiographs have to be in jpg format, and no less than 2 MB.
□ I submitted this Entry Form, requested photographs and radiographs to a TrioClear sales presentative by email or USB. 






















	Part 4: Doctor’s Consent Form*





I hereby confirm that all the information is provided voluntarily and is true, correct and complete in all aspects and hereby authorize TrioClear to process my above content.

I understand and agree that TrioClear intends to use the above content including medical records, photographs and radiographs for business and marketing purposes online and offline including publication on social media channels. I understand and agree that TrioClear has and will have complete ownership of Material, and that I will not receive any compensation for the use of the material. If I wish to withdraw my consent in the future, I may do so with a written request.

Please tick below as appropriate:
□ I would like TrioClear to reveal my personal information such as my title and name for any clinical case nomination.

□ I would NOT like TrioClear to reveal my personal information such as my title and name for any clinical case nomination.

I have read and understood the relevant privacy policy, terms and conditions, of “THE T-FILES” contest and confirm that I accept and agree to be bound by them.

By signing this form below, I confirm that the above statement has been read by me and well understood by me.





Printed name of the contestant 	Signature of the contestant



Date	Email address






	Part 5: Photo Consent Form - For Patient 



 
Without expectation of compensation or other remuneration, now or in the future, I hereby give my consent to TrioClear, and its affiliates and agents to use my photographs, radiographs and medical records from me in its publications, advertising or other media activities. I understand and agree that TrioClear intends to use the content including medical records, photographs and radiographs for business and marketing purposes online and offline including publication on social media channels. This may include printed publications; adverts; display materials; social media and any other media we may use in the future.  

I understand and agree that TrioClear has and will have complete ownership of the material, and that I will not receive any compensation for the use of the material. If I wish to withdraw my consent in the future, I may do so with a written request.
By signing this form below, I confirm that this consent form has been explained to me in terms which I understand.
 
 
	
	
	
	

	
	
	
	


Printed name of the patient                                                                          	Signature of the patient
	
	
	
	

	
	
	
	


Date                                                                                                                    	Email address & mobile
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