UNITED STATES STEEL CORPORATION

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
(General Form for use by alf Uniled States Steel Corporation Medical Depariments)

Please read this entire form before signing and complets alf the NAME OF PATIENT OR INDIVIDUAL

sections that apply to your decislons relating to the disclosure
of heaithiinformation. Covered entities {as defined by applicable law) a1 T Widde
must obtain a signed authorization from the individual or the individual's

legally authorized representative 1o disclose that individual's health OTHER NAME(S) USED

information.  Authorization Is not required for disclosures. related to
treatment, payment, healthcare operalions, performing certaln DATE OF BIRTH  Month Day Year
Inswance. funclions, or as may be otherwise aulhorized by law. . s STEEL EMPLOYEE ID OR PAYROLL NUMBE

individuals cannot be denled freatment based on & fallure to sign this STEEL EMP R R
authorization formn, and a refusal to sign this form will not affect the ADDRESS
payment, anroliment, or eligibifity for bénefils, except In connection with
disability benefits (e.g.. Sickness & Accident) or where otherwise

permitted by applicable law. In certaln cases, where information Is. ¢y STATE ziP
necessaty for empioymoentselated purposes or  activitles
{e.g.. employment drug tesling), your refusal to sign may have PHONE( ) ALT.PHONE (__ )
emplayment consequences.

EMAIL ADDRESS {optional)
$ AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S HEALTH INFORMATION: REASON FOR DISCLOSURE

{Choose anly one option helow)

Any employae, volunteer, contractor, or other agent of Unlted States Stael Corporation and iis . Treatment/Continuing Medical Care

affillated entities, including the Medical Department(s).

. Parsonal Use
WHO CAN RECEIVE AND USE THE HEALTH IATION? ___Billing or Claims
N Kelly Cain-Jackson,
United States Steel Corporation Legal Depertment|_v_|{check here for yes), and (3% Cain-Jackson an:;;agZ?p o
Person/Organization Name RECORDS DEPOSITION SERVICE, INC. Disability Determination
Address PO BOX 5054 ___ School
ity SOUTHFIELD State MICHIGAN Zip 48086-5054 —3’3‘2‘:""‘3“‘
Phone {248} 357-3330 Fax {248) 357-3337 -

WHAT INFORMATION CAN BE DISCLOSED? Complete the fallowing by indlcating those items that you want disclosed, whether created now or inthe
future. The signature of a minor patientIs required for some of these iteriis. If all health infonnation is to be released, then check only the first box.

All Haalth [nformation _ HistoryPhysical Exam __ PastPresent Medications .. Lab Restits
__Physidan’s Orders __Patient Allergies __ Operation Reports .. Consultation Reports
__Progress Notes __Discharge Summary .. Diagnostic Test Reports _ EKGICardiclogy Reports
__ Pathology Reporls __Billing information .. Radiology Repoits & images __ Ofther
Your Initials are required to release the following Information:

Mental Health Records {excluding psychotherapy -notes) Genelfic information (including Genetic Tast Resufts)

Drug, Alcohol, or Substance Abuse Records HIV/AIDS Test Results/Trestment

Sexually Transmitted Disease Records Reproductive Care Records

EFFECTIVE TIME PERIOD: This authorization is valid until the earlier of the ceeurrence of the death of the individual or the individual reaching the age
of majority, or the following spscific dats (optional): Month Day Year . However, ihis authorization will expire earlier where
required under applicable state law.

RIGHT TO REVOKE: | understand that | can withdrasw my permisslon at any ime by giving wiilten notice stating my intent to revoke this authorization to
United States Steel Corporation — Headquariers Madleal Department. [ understand that prior actions taken in reliance on this authorization by entities that
had my permission fo disclose/access my health information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree to the uses and disclosures of the information as described. § understand that
vefusing to sign this forma does not stop disclosure of health information that has cccurred pror to revacation aor thatis otherwise permitted by law without
my specific authorization or permission. | understand that information disclosed pursuant to this authorization may be subject to redisclosurs by the reciplent
and may no longer be protected by federal or state privacy laws:

SIGNATURE

Signature of Individual or individual's Legally Authorized Representative DATE
Printed Name of Legally Authorized Representative {if applicable):
tfroprasentative, specify relationship to the individual: Parent of minor Guardian Other

A minorindividual's signature Is raquired for the release of certain types of information, including, for example, information related to certain
types of reproductive care, sexually traismitted diseases, drug, alcchol, or substance abuse, and mental health treatment.

SIGNATURE

Signature of Minor individual DATE





