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1. PURPOSE

a. Instruction. This Instruction is composed of several Volumes, each containing its own
purpose. The purpose of the overall Instruction is to establish and implement policy, establish
procedures, provide guidelines and model programs, delegate authority, and assign
responsibilities regarding civilian personnel management within the Department of Defense.

b. Volume. This Volume of this Instruction implements DoD policy, prescribes procedures,
and delegates authority on implementing the DoD injury compensation program under the
“Federal Employees” Compensation Act” (FECA), section 8101 of title 5, United States Code
(U.S.C.), (Reference (a)) which provides benefits to civilian employees of the Federal
Government for disability due to personal injury, disease, or death arising from or within the
scope of their employment.

2. APPLICABILITY. This Volume applies to OSD, the Military Departments, the Office of the
Chairman of the Joint Chiefs of Staff and the Joint Staff, the Combatant Commands, the Office
of the Inspector General of the Department of Defense, the Defense Agencies, the DoD Field
Activities, and all other organizational entities in the Department of Defense (hereafter
collectively referred to as the “DoD Components”).

3. DEFINITIONS. See Glossary.
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4. POLICY. Itis DoD policy under Reference (b) to:

a. Ensure that DoD employees are entitled to a safe and healthful work environment that
complies with the DoD safety and health policies identified in Reference (c).

b. Provide prompt medical attention and full assistance in claiming just compensation for
injuries or occupational illnesses incurred in the performance of their duties. Supervisors and
managers shall:

(1) Create a culture of safety consciousness.

(2) Make every effort through light duty programs and reemployment.

(3) Ensure that all involved in the program, including private sector medical personnel,
are aware of these programs.

(4) Investigate and take appropriate action on fraud and abuse in the program.

5. RESPONSIBILITIES. See Enclosure 2.

6. PROCEDURES. See Enclosure 3.

7. RELEASABILITY. UNLIMITED. This Volume is approved for public release and is
available on the Internet from the DoD lIssuances Web Site at
http://www.dtic.mil/whs/directives.

8. EFFECTIVE DATE. This Volume is effective immediately.

Enclosures:
1. References
2. Responsibilities
3. Procedures
Glossary
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ENCLOSURE 1

REFERENCES

Sections 552a, 5545, 5546, 8101, 8105, 8106, 8107, 8112, 8115, 8119, 8122, 8124, 8128,
8129, 8131, 8133, 8134, 8140, 8147, 8148, 8149, 8344, and 8468 of title 5, United States
Code

DoD Directive 1400.25, “DoD Civilian Personnel Management System,” November 25,
1996

DoD Instruction 6055.1, “DoD Occupational Safety and Health Program,” August 19, 1998
Title 20, Code of Federal Regulations, current edition

Sections 5545, 8344, and 8468 of title 5, United States Code

Section 651 of Public Law 104-208, September 30, 1996

Deputy Assistant Secretary of Defense/Civilian Personnel Policy Memorandum,
November 8, 1996, “Death Gratuity Payment” (hereby canceled)

Sections 286, 287, and 1001 of title 18, United States Code

Under Secretary of Defense for Personnel and Readiness Memorandum, “Injury
Compensation Program Administration,” June 13, 2003 (hereby canceled)

Title 29, Code of Federal Regulations, Part 20, Subpart D, sections 1614 and 1910.95,
current edition

Under Secretary of Defense for Personnel and Readiness Memorandum, “Injury
Compensation Automated Data Systems,” July 23, 2003 (hereby canceled)

OPM “Guide to Processing Personnel Actions,” December 31, 1998

Section 1910.95 of title 29, Code of Federal Regulations, “Occupational Noise Exposure,”
current edition

Section 5546, title 5, United States Code

Title 5, Code of Federal Regulations, Parts 550 and 551, current edition

Title 5, Code of Federal Regulations, Part 550, Subpart M, “Pay Administration (General),”
current edition

“FECA Procedure Manual,” April 1995

Title 29, Code of Federal Regulations, Part 20, Subpart D, “Federal Claims Collection,”
current edition

OPM Operating Manual, Section 102 of the Civil Service Retirement System and Federal
Employees Retirement System Handbook for Personnel and Payroll Offices, April 1998
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ENCLOSURE 2

RESPONSIBILITIES

1. CIVILIAN PERSONNEL MANAGEMENT SERVICE (CPMS). The CPMS is responsible
for:

a. Providing operational guidance, advice, and assistance concerning injury compensation
matters.

b. Developing, enhancing, and maintaining a standard enterprise-wide civilian HR system
for injury compensation program management (June 13, 2003 "Injury Compensation Program
Administration” memorandum, (Reference (i)) that:

(1) Uses standardized processes and procedures to streamline operations and ensure data
integrity.

(2) Contains appropriate safeguards for the protection of sensitive medical, personnel,
and payroll data.

c. Reviewing and approving in advance any plans from DoD Components to incorporate
workers’ compensation data elements into new or existing automated reporting systems
(Reference (i)).

2. SUPPORTING DoD LIAISONS. The supporting DoD liaisons, in or near the 12 OWCP
district offices, shall:

a. Establish and nurture a good working relationship with DOL.
b. Provide assistance and guidance to serviced activities, as needed.

c. Serve as central point of contact between serviced activities and the OWCP district
offices, and other concerned offices.

d. Review OWCP case files for accuracy, legitimacy, medical evidence, reemployment
potential and questionable case status.

e. Conduct staff assistance visits to activities within assigned districts.
f. Assist in the training of ICPAs.

g. Provide assistance in activity reemployment efforts by reviewing job offers and
advocating approval by DOL.

7 ENCLOSURE 2
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h. Attempt to resolve disagreements between DOL and serviced activities informally.
i. Participate in installation FECA meetings.
J. Receive and execute all chargeback corrections from DoD Installations.

k. Coordinate and arrange for all district office file review visits by ICPAs.

3. ORGANIZATIONS ONE LEVEL ABOVE INSTALLATION LEVEL AND
COMPARABLE ORGANIZATIONS. Organizations one level above installation level (i.e.,
MACOMS (Army), Major Claimants (Navy), MAJCOMs (Air Force)) and comparable
organizations that have a directorate of civilian personnel or human resources assigned must
ensure that the injury compensation program is effectively administered in CPOs/HROs. A staff
member is designated as the ICPA. Headquarters level ICPAs monitor numbers and types of
injuries and associated costs (including COP). The ICPA coordinates with higher headquarters’
level safety and medical offices for technical advice and assistance in improving work
environments and developing cost containment initiatives.

4. ACTIVITY COMMANDER. The Activity Commander ensures:

a. The CPO/HRO, as well as the appropriate regional service center, has a staff member
designated as the ICPA.

b. Management responsibilities under the commander’s authority are timely fulfilled with
delays held to a minimum.

c. Employees are advised of their rights and responsibilities under the Injury Compensation
Program and that compensation claim forms are made available to employees.

d. Maximum effort is made to keep injured employees on the job and that light duty
positions are made available.

e. Maximum effort is made to restructure positions for employees who have been
permanently or partially disabled because of a job-related injury or illness. The “reasonable
accommodation” (see Glossary for definition) provisions of 29 CFR 1614 (Reference (j)) apply
to the Injury Compensation Program.

f. The FECA Working Group meets periodically (usually quarterly) to analyze FECA costs,
trends, plans, etc., and develop cost containment initiatives. FECA Working Groups shall
consist of management, safety, personnel, medical, and investigative services staffs. FECA
Working Groups are mandatory.

8 ENCLOSURE 2
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5. ACTIVITY MEDICAL SERVICE

a. Medical Officers. Medical officers review all reported cases of occupational illness and
take or recommend action. Upon the ICPA’s request, they:

(1) Provide medical information to be sent to OWCP to support or to controvert a claim
for an occupational illness or work-related injury.

(2) Communicate with the employee’s personal physician, in writing, to clarify medical
evidence when ICPA's attempts fail.

(3) Conduct a medical review of controversial and complex cases.

(4) With the treating physician’s recommendations, participate with the CPO/HRO in
returning employees to duty as soon as medically feasible.

(5) Assist the ICPA in informing the local medical community of FECA program and
problems being experienced.

(6) Review, evaluate, and recommend light-duty assignments and make
recommendations on employee placements involving work limitations.

(7) Advise the attending physician, in writing, that the medical facility may give
supportive treatment such as physical therapy, under his or her direction (arrangements should be
made with the concurrence of the employee and attending physician).

(8) Provide a representative to actively participate in the activity FECA Working Group.

b. Occupational Heath Officials. Occupational health officials (industrial hygiene, public
health, epidemiology, etc.) shall:

(1) Receive notice that an occupational disease or illness claim has been filed. This
notice must not compromise the protection of sensitive medical, personnel, or payroll data.

(2) Provide workplace exposure monitoring and epidemiology data appropriate for
investigation.

(3) Advise workplace managers and supervisors of the result of the exposure monitoring,
and recommended workplace practices to control worker exposure (i.e., process changes,
material substitution, engineering controls, personal protective equipment, administrative
controls, and worker training).

(4) Provide a representative to actively participate in the activity FECA Working Group.

9 ENCLOSURE 2
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6. ACTIVITY SAFETY OFFICES. The Activity Safety Offices shall:

a. Investigate all reported job-related injuries and prepare required reports.

b. When requested by the ICPA, provide information to be sent to OWCP to support or to
controvert a claim for compensation.

c. Provide a representative to actively participate in the activity FECA Working Group.
d. Provide safety training, as required.
e. In conjunction with the CPO/HRO, identify positions/duties for light duty assignments.

7. ACTIVITY INVESTIGATIVE SERVICE. Activity Investigative Service personnel assigned
to the activity shall:

a. When requested by the ICPA through appropriate channels, conduct an investigation of
the specified claim to determine and document evidence of fraud.

b. Provide a written report of findings of the investigation through appropriate channels to
the ICPA.

c. Provide a representative to actively participate in the activity FECA Working Group.

8. FIRST-LINE SUPERVISORS. First-line supervisors shall:

a. Enforce safety and health regulations.

b. Ensure that the location and telephone number of emergency medical facilities are made
known at the work site.

c. Ensure that employees know when and how to report occupational injuries and illnesses.

d. Obtain training in, and have a good understanding of, the Electronic Data Interchange
(EDI) application when filing claims for injuries and illnesses under FECA (July 23, 2003,
“Injury Compensation Automated Data Systems” memorandum (Reference (k)).

e. Ensure that employees know they have the freedom to choose a treating physician (see
paragraph 11.j. of Enclosure 2), and send injured employees for medical treatment when a
traumatic injury is reported. If an employee refuses treatment, document the facts of the
situation as reported and investigate as necessary;

f. Ensure COP is reported accurately and completely for time and attendance purposes.

10 ENCLOSURE 2
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g. In conjunction with the CPO/HRO’s staffing employment division, identify positions or
duties to make light duty offers.

h. Ensure doctors are notified in writing of possible duty accommodations.

i. Report all injuries and illnesses promptly to the ICPA.

j. Promptly complete injury compensation forms and send them to the ICPA.

k. Report injuries and illnesses as required by governing safety regulations.

I. Make decisions regarding whether to controvert COP based on information available.

m. Maintain continued personal contact with the injured employee as the disability warrants.
n. Enforce safety regulations and the wearing of required protective equipment and clothing

and take appropriate disciplinary action against employees for failure to comply.

9. CIVILIAN EMPLOYEES. Civilian employees shall:

a. Promptly and accurately report all job-related injuries or illnesses to their supervisors,
unless prevented from doing so by the severity of the injury. If an employee is unable to report
an injury or illness, anyone, such as a friend, relative, co-worker, or supervisor may report for
the employee. Employees on TDY should report job-related injuries or illnesses to their
servicing CPO/HRO by the best available means. If that is impossible, they may report them to
the nearest DoD CPO/HRO.

b. Observe all safety instructions, procedures, and regulations to include the proper use of
personal protective equipment and clothing.

c. Report for medical examination or treatment as described by established procedures or as
directed by their supervisors.

d. Advise the treating physician of light duty programs.
e. Advise supervisor when they are medically released for light duty.

f. Provide medical documentation as soon as possible, but no later than 10 working days, or
COP may be discontinued.

g. Return to regular or light duty as soon as medically feasible.

h. Participate in vocational and job related training designed to provide suitable alternate
employment when job-connected injury or illness precludes return to previous type of work.

11 ENCLOSURE 2



DoDI 1400.25-V810, April 15, 2005

10. INJURY COMPENSATION PROGRAM ADMINISTRATOR (ICPA). The ICPA serves as
the focal point in all aspects of the program, coordinating efforts of safety officials, occupational
health officials, medical officials, supervisors and other management officials, and local labor
representatives, as appropriate. To ensure optimum effectiveness in the administration of the
program, it is imperative that the ICPA maintain a professional and cooperative relationship in
his or her contacts with the OWCP district offices, supporting DoD liaisons, activity personnel
and the injured worker. The ICPA shall:

a. Provide training and operational guidance to supervisors and employees concerning their
responsibilities within the injury compensation program.

b. Ensure that Form CA-10 (poster), “What a Federal Employee Should Do When Injured at
Work™ (Figure 1) is posted at the work site.

c. Maintain a working knowledge of the Electronic Data Interchange (EDI) application,
ensure that supervisors are trained in, and have a good understanding of the application, and
utilize EDI when filing claims for injuries and illnesses under FECA (Reference (k)).

d. When notified about a job-related injury or illness or an actual or potential claim, give
prompt help to the supervisor and the employee. The ICPA shall ensure that pertinent forms are
properly and timely completed. (The ICPA is not responsible for the accuracy of information
provided and entered on forms by the employee, supervisor, or witnesses, but must obtain
clarification of conflicting or confusing statements.) NOTE: The ICPA has the final
responsibility for the technical adequacy of all documents sent to OWCP.

e. Upon receipt of a Form CA-1 or Form CA-2, check the form for completeness. If there is
any doubt about the information shown on the form, the ICPA will resolve the matter before
further processing. The electronic version of Forms CA-1 and CA-2 contain an Authorization
for Release of Information. If necessary, the ICPA can require the employee to sign and date an
Authorization for Release of Information. A sample is at Figure 2. Because there is a short-time
limit (10 working days or less) on processing injury compensation forms, any necessary action
should be taken on a priority basis.

f. When appropriate, the ICPA will request that safety or medical services furnish, in
writing, a report on the claim and include this information with the claim when sending it to
OWCP. If this would cause an undue delay, this information can be sent to OWCP at a later
date. Both safety and medical services officials may, of their own volition, initiate letters or
other documents to accompany claims. After determining that all forms are correct and reflect
the correct chargeback account code, the ICPA sends them to OWCP.

g. If the injury results in no medical expense and no lost time, the Form CA-1 or Form CA-2
is permanently filed in the Employee Medical File (EMF) and no copy is sent to the OWCP. The
ICPA should send notification to the activity safety office that a traumatic injury or occupational
disease or illness claim has been filed. This notice must not compromise the protection of
sensitive medical, personnel, and payroll data.

12 ENCLOSURE 2
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h. In prolonged COP cases, the ICPA will ensure that a Form CA-7 is completed and sent to
the OWCP, no later than 5 calendar days before the COP period expires (if the claimant wishes
to file for compensation).

i. When the injured employee is absent from duty, the supervisor, ICPA, and medical
officials estimate the earliest date that the employee should be reasonably able to return to full-
time or part-time light or regular duty based on medical evidence deemed appropriate by OWCP.
On that date, if the employee has not returned, and the employee has not provided medical
evidence to support continued absence, the supervisor contacts the employee to learn the reason.
The ICPA shall contact the attending physician in writing to inquire about restrictions and
estimated return to light duty and/or the servicing OWCP office for an expected date of return to
duty. If the employee is still not able to return to duty, a new estimated return date is
established, and the procedure is repeated until the employee is returned to duty. It is important
for physicians to understand that supervisors can and will accommodate restrictions imposed by
medical officials.

J. Assist supervisors and employees in all aspects of the Injury Compensation Program,
including, electronic and paper forms completion and case follow-up with the OWCP.,

k. Maintain adequate records to administer the program and reconstruct claim files, if
necessary. A copy of all documents sent to OWCP should be retained in the activity claims file.

I. Monitor COP days to ensure they do not extend beyond the 45-calendar day period.

m. Periodically, compare COP payments in the civilian pay activity with the claim status
shown in the ICPA’s records to assure accuracy.

n. Establish procedures to ensure that all claims (CA forms) and related documents are
processed to or through the office of the ICPA.

o. If light duty is a possibility, ensure that job requirements and environmental conditions
are made known to physicians when injured or ill employees or former employees are scheduled
for examinations.

p. Notify OWCP and furnish documentation of any pre-existing medical condition that
might be useful in adjudicating a claim.

g. Refer suspected fraud cases through channels to the proper military investigative
authority, DOL Inspector General (IG), or other investigative services. Contact the supporting
DoD liaison for any needed assistance.

r. Notify the selective placement coordinator of employees requiring placement assistance.

s. Coordinate with the activity legal office on claims that appear to involve third-party

liability.
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t. Ensure that an ample supply of required forms is maintained and available to employees
and supervisors, as needed.

u. If an employee dies as the result of a job-related injury, immediately notify OWCP, by
telephone, fax, or telegraph, and send a completed Form CA-6, “Official Supervisor's Report of
Employee's Death,” to OWCP within 30 calendar days from the date death occurred.;

v. Attend pre-scheduled meetings of the Occupational Safety and Health Council or other
similar activity. The ICPA must be prepared to discuss the Injury Compensation Program.

w. Annually, initiate requests for review of selected long-term claim files and request
current medical reports from the supporting DoD liaison to:

(1) Ensure that claimants receive compensation benefits for which they are entitled.

(2) Identify claimants who can return to work. Those claimants who have been formally
determined by OWCP as having no wage-earning capacity or reemployment potential for the
indefinite future are identified by OWCP as a PN status case. PN claimants are required by
OWCP to furnish medical documentation of continued disability once every 3 years; therefore,
copies of medical reports for these claimants should be requested on a 3-year basis instead of an
annual basis. Claimants receiving payments for loss of wage-earning capacity are required to
furnish medical documentation every 2 years. Note: OWCP makes PN status determinations. It
is inappropriate and costly for agencies to request OWCP to change the pay status of a case to
PN without a sound and clearly defined basis. All such requests must be sent with
accompanying justification to the supporting DoD liaison who will assist with agency requests.

X. Maintain a file of names of physicians who have been excluded from payment under
FECA. (The OWCP makes this determination and provides the list.) The ICPA shall ensure that
activity officials who issue Form CA-16 are kept informed of the names and changes on that list.

y. Work with rehabilitation counselors and the activity staffing function on reemployment
referrals and work with OWCP-directed field nurses on return to duty under the Nurse
Intervention Program.

z. Verify claimant information received from OWCP in the “Defense Injury &
Unemployment Compensation System (DIUCS)”(see paragraph 2.d.(3) of Enclosure 3),
electronic notifications through EDI, and on Form CA-801, “Acknowledgment of Receipt of
Claim.” Immediately ask OWCP to correct erroneous information. All erroneous chargeback
code corrections should be requested through the supporting DoD liaison.

aa. Verify program reporting information and certify the accuracy of all charges and
chargeback codes received from OWCP using “Defense Injury & Unemployment Compensation
System (DIUCS)” reports (see paragraph 2.d.(3) of Enclosure 3), and the “Defense Portal
Analysis Center (DefPAC).” Immediately request that supporting DoD liaisons coordinate the
correction of erroneous data with OWCP.
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ab. Certify the accuracy of all charges and chargeback codes on the DOL Quarterly
Chargeback Billing Lists and report any errors to the supporting DoD liaison. (Detailed
instructions for correcting erroneous data is further explained in section 10 of Enclosure 3, “The
Injury Compensation Chargeback System.”).

ac. Serve as a chairperson or as an active participant in the activity FECA Working Group.

ad. Contact the supporting DoD liaisons for assistance with unique and unusual problematic
issues.

11. PROVIDING COUNSEL AND ASSISTANCE. One of the primary functions of the ICPA
is to provide counsel and assistance to injured employees as well as to supervisors. When an
employee sustains a job-related injury or illness, the ICPA shall explain to the employee the
basic benefits provided under FECA:

a. Entitlement to compensation for injuries or illnesses sustained in the performance of duty:
66-2/3 percent of basic salary for employees without dependents; 75 percent for employees with
dependents.

b. The importance of providing written notice of injury and timely submission of forms and
related documentation.

c. Entitlement to COP for a traumatic injury up to a maximum of 45 calendar days. If the
injury extends or is expected to extend beyond the 45-day COP period, the employee should be
informed of the proper procedure to claim wage loss (Form CA-7). Explain the 3-day waiting
period (see Glossary for definition).

d. The difference between use of sick and annual leave versus COP for Form CA-1, item 15;
who approves COP and how COP days are counted. If COP is disallowed by OWCP, explain
that money paid is considered a debt and is subject to recovery.

e. The difference between benefits under workers' compensation and Federal disability
retirement, if eligible (Figure 3).

f. For employees separating from employment, the consequence of withdrawing retirement
contributions. Provide the employee a copy of the notice to individuals with funds in the civil
service retirement system (Figure 4).

g. Adjudication of claims by the Department of Labor, OWCP. The employing activity acts

only as an intermediary in gathering information pertinent to the claim and submitting it to
OWCP. Decisions made by OWCP can be appealed by the employee.
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h. Leave buyback procedures when an employee does not wish to immediately file for
compensation, the claim has been approved by OWCP, and the COP period has expired or there
is no entitlement to COP. If applicable, explain the 3-day waiting period.

I. The penalties provisions as detailed in paragraph 1.k. of Enclosure 3, "Penalties for
Employees and Supervisors.”

j. An employee has the right to select his or her own physician, as long as the physician is
located within 25 miles of the employee's place of employment or residence and is not on the list
of excluded medical providers. However, if the employee wants to change the physician, after

the initial selection has been made, written justification must be provided and prior approval
obtained from OWCP.

k. The importance (requirement) that OWCP authorization is needed before extensive tests,
hospitalization, or surgery.

I. Procedures for filing for medical and travel expenses.

m. Death benefits to survivors in fatality cases.

Appendix
Figures
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APPENDIX TO ENCLOSURE 2

FIGURES

Form CA-10, “What A Federal Employee Should Do When Injured At Work”

What A Federal Employee
Should Do When Injured At Work

Report to Every job-related injury should be reported as soon as possible to your supervisor.
Supervisor Injury also means any iliness or disease that is caused or aggravated by the
employment as well as damage to medical braces, artificial limbs and other
prosthetic devices.

Obtain Before you obtain medical treatment, ask your supervisor to authorize medical
Medical Care treatment by use of form CA-16. You may initially select the physician to provide
necessary treatment. This may be a private physician or, if available, a local
Federal medical officer/hospital. Emergency medical treatment may be obtained
without prior authorization. Take the form CA-16 and form OWCP-1500/HCFA-1500
to the provider you select. The form OWCP-1500/HCFA 1500 is the billing form
physicians must use to submit bills to OWCP. Hospitals and pharmacies may use
their own billing forms. On occupational disease claims form CA-16 may not be
issued without prior approval from OWCP.

File In traumatic injuries, complete the employee's portion of Form CA-1. Obtain the
Written Notice form from your employing agency, complete and turn it in to your supervisor as
soon as possible, but not later than 30 days following the injury. For occupational
disease, use form CA-2 instead of form CA-1. For more detailed information
carefully read the "Benefits ..." and "Instructions ..." sheets which are attached to
the Forms CA-1 and CA-2.

Obtain A "Receipt" of Notice of Injury is attached to each Form CA-1 and Form CA-2. Your
. . supervisor should complete the receipt and return it to you for your personal
Receipt of Notice records. If it is not returned to you, ask your supervisor for it.

Submit Claim For If disabled due to traumatic injury, you may claim continuation of pay (COP) not to
exceed 45 calendar days or use leave. A claim for COP must be submitted no later

COP/Leave and{or than 30 days following the injury (the form CA-1 is designed to serve as a claim for
Compensation continuation of pay). If disabled and claiming COP, submit to your employing
For Wage Loss agency within 10 work days medical evidence that you sustained a disabling

traumatic injury. If disabled beyond the COP period, or if you are not entitled to
COP, you may claim compensation on form CA-7 or use leave. If disabled due to
occupational disease, you may claim compensation on form CA-7 or use leave. A
claim for compensation for disability should be submitted as soon as possible after
it is apparent that you are disabled and will enter a leave-without-pay status.

The Federal Employees' Compensation Act (FECA) is administered by the U.S. Department of Labor, Employment
Standards Administration, Office of Workers' Compensation Programs (OWCP). Benefits include continuation of
pay for traumatic injuries, compensation for wage loss, medical care and other assistance for job-related injury or
death. For additional information about the FECA, read pamphlet CA-11, "When Injured at Work" or Federal
Personnel Manual, Chapter 810, Injury Compensation, available from your employing agency. The agency will also
give you the address of the OWCP Office which services your area.

Post on Employees' Bulletin Board

U.S. Department of Labor
Employment Standards Administration +

Office of Workers' Compensation Programs

us.

PRINTING OFFICE: 1951 196435 Form CA-10

Rev. Aug. 1987
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Figure 2. “Authorization for Release of Information” Form

Federal Employee’s Notice of U.S. Department of Labor
Traumatic Injury and Claim for Employment Standards Administration
Continuation o Pay/Compensation Office of Workers' Compensation Programs

Employee: Please complete all boxes 1 -15 below. Do not complete shaded areas.
Witness: Complete bottom section 16.
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and c.

|Empldyee Data CEIEEE : :
1. Name of employee (Last, First, Middle) 2. Social Security Number

3. Date of birth  Mo. Day Yr. 4. Sex 5. Home telephone 6. Grade as of
1 male L Female date of injury  Level Step
7. Employee's home mailing address (Include city, state, and ZIP code) 8. Dependents

[ wife, Husband
[ children under 18 years
[ other

Description of Injury === : : : : Pt DI : :
9. Place where injury occurred (e.g. 2nd floor, Main Post Office Bldg., 12th & Pine)

10. Date injury occurred Time 11. Date of this notice 12. Employee's occupation
Mo. Day Yr. Jam. Mo. Day Yr.
dpm.

13. Cause of injury (Describe what happened and why)

‘. Occupation code

14. Nature of injury (Identify both the injury and the part of body, e.g., fracture of left leg) ‘b Type code | € Solrce code

OWCP Use = NOi Code -

|Emp|oyee.Signature LT A A A : : : : : : : =

15. | certify, under penalty of law, that the injury described above was sustained in performance of duty as an employee of the
United States Government and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by
my intoxication. | hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

[1 a. Continuation of regular pay (COP) net to exceed 45 days and compensation for wage loss if disability for work continues
beyond 45 days. If my claim is denied, | understand that the continuation of my regular pay shall be charged to sick
or annual leave, or be deemed an overpayment within the meaning of & USC 5584.

[] b. Sick andfor Annual Leave

| herehy authorize any physician or hospital (or any other person, institution, corporation, or government agency) to furnish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its official representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

Signhature of employee or person acting on his/her behalf Date

Any person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provided by the FECA or who knowingly accepts compensation to which that person is not entitled is subject to civil or administrative
remedies as well as felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine or imprisonment or both.

Have your supervisor complete the receipt attached to this form and return it to you for your records.

Witness Statement: : : :
16. Statement of witness (Describe what you saw, heard, or know about this injury)

Name of withess Signature of withess Date signed

Address City State ZIP Code

Form CA-1
Rev. Apr. 1999
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Figure 2. “Authorization for Release of Information” Form, Continued

Official Supervisor's Report:

Supervisor's: Report

Please complete information requested below:

17. Agency name and address of reporting office (include city, state, and zip code)

OWCP Agency Code

OSHA Site Code

ZIP Code
18. Employee's duty station (Street address and ZIP cede)
19. Employee's retirement coverage . .
O CSRS [OFERS [ Other, (identify)
20. Regular 21. Regular
work Oam. Oam. work
hours  From: Opm. To: Opm. schedule OO0 Sun. OMon. O Tues. OWed. O Thurs. OFr. [ Sat.
22. Date Mo. Day Yr. 23. Date Mo. Day Yr. 24. Date Mo. Day Yr.
of notice stopped Oam.
Injury received work Time: Op.m.
25. Date Mo. Day Yr 26. Date Mo. Day Yr 27. Date Mo. Day Yr
pay 45 day returned Oam.
stopped period began to work Time: O pm.
28. Was employee injured in performance of duty? [ Yes [ No (If "No," explain)
29. Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or ancther? [0 Yes (If "Yes," explainy [1 No
30. Was injury caused 31. Name and address of third party (Include city, state, and ZIP code)
by third party?
Oves O No
(I "No,"
goto
item 32.)
32. Name and address of physician first providing medical care (Include city, state, ZIP code) 33. First date Mo. Day Yr.
medical care
received
34. Do medical OvYes [ No
reports show
employee is
disabled for work?
35. Does your knowledge of the facts about this injury agree with statements of the employee and/or withesses? [1 Yes [ No (If "No," explain)
36. If the employing agency controverts continuation of pay, state the reason in detail. 37. Pay rate
when employee
stopped work
3 Per

may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

Name of supervisor (Type or print)

Signature of supervisor

Date

Supervisor's Title

Office phone

39. Filing instructions

[ No lost time and no medical expense: Place this form in employee's medical folder (SF-66-D)

O Ne lost time, medical expense incurred or expected: forward this form to QWCP
' Lost time covered by leave, LWOP, or COP: forward this form to OWCP

First Aid Injniny

Form CA-1,

Rev. Apr. 1999
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Figure 2. “Authorization for Release of Information” Form, Continued

Instructions for Completing Form CA-1

Complete all items on your section of the form. If additional space is required to explain or clarify any point, attach a supplemental
statement to the form. Some of the items on the form which may require further clarification are explained below.

|Employee (Or.person acting.on:the employees’ behalf)

13) Cause of injury
Describe in detail how and why the injury occurred. Give

appropriate details (e.g.: if you fell, how far did you fall and in
what position did you land?)

14} Nature of Injury

Give a complete description of the condition(s) resulting from
your injury. Specify the right or left side if applicable (e.g.,
fractured left leg: cut on right index finger).

15) Election of COP/Leave

If you are disabled for work as a result of this injury and filed

CA-1 within thirty days of the injury, you may be entitled to receive
continuation of pay (COP) from your employing agency. COP is
paid for up to 45 calendar days of disability, and is not charged
against sick or annual leave. If you elect sick or annual leave

you may not claim compensation to repurchase leave used

during the 45 days of COP entitlement.

Supervisor:

At the time the form is received, complete the receipt of notice of
injury and give it to the employee. In addition to completing

items 17 through 39, the supervisor is responsible for obtaining
the witness statement in Iltem 16 and for filling in the proper codes
in shaded boxes a, b, and ¢ on the front of the form. If medical
expense or lost time is incurred or expected, the completed form
should be sent to OWCP within 10 working days after it is received.

The supervisor should also submit any other information or
evidence pertinent to the merits of this claim.

If the employing agency controverts COP, the employee should
be nctified and the reason for controversion explained to him or
her.

17) Agency name and address of reporting office

The name and address of the office to which correspondence
from OWCP should be sent (if applicable, the address of the
personnel or compensation office).

18) Duty station street address and zip code

The address and zip code of the establishment where the
employee actually works.

19) Employers Retirement Coverage.

Indicate which retirement system the employee is covered under.
30) Was injury caused by third party?

Athird party is an individual or organization (other than the
injured employee or the Federal government) whois liable for
the injury. For instance, the driver of a vehicle causing an
accident in which an employee is injured, the owner of a

building where unsafe conditions cause an employee to fall, and
a manufacturer whose defective product causes an employee's
injury, could all be considered third parties to the injury.

32) Name and address of physician first providing
medical care

The name and address of the physician who first provided
medical care for this injury. If initial care was given by a nurse
or cther health professional (not a physician) in the employing
agency's health unit or clinic, indicate this on a separate sheet
of paper.

33) First date medical care received
The date of the first visit to the physician listed in item 31.

36) If the employing agency controverts continuation of
pay, state the reason In detail.

COP may be controverted (disputed) for any reason; however,
the employing agency may refuse to pay COP only if the
controversion is based upon one of the nine reasons given
below:

a) The disability was not caused by a traumatic injury.

b) The employee is a volunteer working without pay or for
nominal pay, or a member of the office staff of a former
President;

) The employee is not a citizen or a resident of the United
States or Canada;

d) The injury occurred off the employing agency's premises and
the employee was not involved in official "off premise" duties;

e) The injury was proximately caused by the employee's willful
misconduct, intent to bring about injury or death to self or
another person, or intoxication;

f The injury was not reported on Form CA-1 within 30 days
following the injury;

9) Work stoppage first occurred 45 days or more following
the injury;

) The employee initially reported the injury after his or her
employment was terminated; or

) The employee Is enrolled in the Civil Air Patrol, Peace Corps,
Youth Conservation Corps, Work Study Programs, or other
similar groups.

Employing Agency. - Required Codes:

Box a (Occupation Code), Box b (Type Code),
Box ¢ (Source Code), OSHA Site Code

The Occupational Safety and Health Administration (OSHA)
requires all employing agencies to complete these items when
reporting an injury. The proper codes may be found in OSHA
Booklet 2014, "Recordkeeping and Reporting Guidelines.

OWCP Agency Code

This is a four-digit (or four digit plus two letter) code used by
OWCP toidentify the employing agency. The proper code may
be obtained from your personnel or compensation office, or by
contacting OWCP.

Form CA-1
Rev. Apr. 1999
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Figure 2. “Authorization for Release of Information” Form, Continued

The FECA, which is administered by the Office of Workers'
Compensation Programs (OWCP), provides the following
benefits for job-related traumatic injuries:

(1) Continuation of pay for disability resulting from traumatic,
job-related injury, not to exceed 45 calendar days. (To be
eligible for continuation of pay, the employee, or someone
acting on his/her behalf, must file Form CA-1 within 30 days
following the injury and provide medical evidence in support
of disability within 10 days of submission of the CA-1. Where
the employing agency continue's the employee's pay, the pay
must not be interrupted unless one of the provision's outlined
in 20 CFR 10.222 apply.

(2) Payment of compensation for wage loss after the expiration
of COP, if disability extends beyond such point, or if COP is not
payable. If disability continues after COP expires, Form CA-7,
with supporting medical evidence, must be filed with OWCP.
To avoid interruption of income, the form should be filed on the

(4) Vocational rehabilitation and related services where
directed by OWCP.

(5) All necessary medical care from qualified medical providers.
The injured employee may choose the physician who provides
initial medical care. Generally, 25 miles from the place of
injury, place of employment, or employee's home is a reasonable
distance to travel for medical care.

An employee may use sick or annual leave rather than LWOP
while disabled. The employee may repurchase leave used

for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision

is made to use leave.

40th day of the COP period.
For additional information, review the regulations governing
the administration of the FECA (Code of Federal Regulations,

(3) Payment of compensation for permanent impairment of
Chapter 20, Part 10) or pamphlet CA-810.

certain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidney, loss of vision, etc.),
or for serious defringement of the head, face, or neck.

PRVACY A CE T

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 552a), you are hereby notified that: (1) The Federal Employees'
Compensation Act, as amended and extended (5 U.S.C. 8101, et seq.) (FECA) is administered by the Office of Workers' Compensation
Programs of the U.S. Department of Labor, which receives and maintains personal information on claimants and their immediate families. (2)
Information which the Office has will be used to determine eligibility for and the amount of benefits payable under the FECA, and may be
verified through computer matches or other appropriate means. (3) Information may be given to the Federal agency which employed the
claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify biling, and to
consider issues relating to retention, rehire, or other relevant matters. (4) Information may also be given to other Federal agencies, other
government entities, and to private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and services.
(5) Information may be disclosed to physicians and other health care providers for use in providing treatment or medicalivocational
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (6) Information may be
given to Federal, state and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, to
determine whether benefits are being paid properly, including whether prohibited dual payments are being made, and, where appropriate, to
pursue salary/administrative offset and debt collection actions required or permitted by the FECA and/or the Debt Collection Act. (7)
Disclosure of the claimant's social security number (SSN) or tax identifying number (TIN) on this form is mandatory. The SSN and/or TIN), and
other information maintained by the Office, may be used for identification, to support debt collection efforts carried on by the Federal
government, and for other purposes required or authorized by law. (8) Failure to disclose all requested information may delay the processing
of the claim or the payment of benefits, or may result in an unfavorable decision or reduced level of benefits.

Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the
processing and adjudication of the claim you filed under the FECA.

|Receipt of.Natice of Injury:. k :

This acknowledges receipt of Notice of Injury sustainedr by ]
(Name of injured employee)

Which occurred on (Mo., Day, Yr.)

At (Location)

Signature of Official Superior Title

Date (Mo., Day, Yr.)

HIE. GPO: 1999-454-845/12704 Form CA-1

Rev. Apr. 1999
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Figure 3. Comparison-Workers’ Compensation vs. Disability Retirement

COMPARISON

WORKERS’ COMPENSATION VS DISABILITY RETIREMENT

WORKERS* COMPENSATION

1. Must have total or partial
disability or permanent impairment
of a scheduled member or function

of the body.

2. Injury or illness must be job-
related.

3. 66 2/3 percent of service pay
without dependents or 75 percent
of pay with dependents when
totally disabled. If partially
disabled, reduced benefits.

4. No minimum service required.

5. Tax free.

6. Periodic examinations are
required.

VS

DISABILITY RETIREMENT

1. Need only be disabled for
current position and no equivalent
position is available which the
employee is capable of performing.

2. Disability does not have to be
job-related

3. Depends on the length of service
as a Federal employee, the age of
the employee, and the retirement
system. The servicing personnel
office has specific information
regarding the entitlement.

4. Need five years civilian service
(CSRS) or 18 months (FERS) to
apply for disability retirement.

5. Taxable.

6. Periodic examinations are
required.

Figure 810-3. Workers” Compensation vs. Disability Retirement
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Figure 4. “Notice to Individuals with Funds in the Civil Service Retirement System (CSRS) or
Federal Employees Retirement System (FERS)”

NOTICE TO INDIVIDUALS WITH FUNDS
IN THE CIVIL SERVICE RETIREMENT SYSTEM (CSRS)
OR FEDERAL EMPLOYEES RETIREMENT SYSTEM (FERS)

The Federal Employees' Compensation Act (FECA) is not a retirement system. Your
award of compensation is subject to change or termination if a change occurs in your
job-related medical condition or if other evidence is received showing that adjustment
or termination of benefits is necessary. Should it become necessary to reduce or
terminate your compensation payments in the future, you may wish to elect Civil
Service Retirement System or Federal Employees' Retirement System benefits. Once
your employment is terminated, applications for disability retirement must be filed
within one year. In the event of your death, compensation is not payable to your
survivors unless they can establish that your death is the result of the accepted
job-related medical condition.

The U.S. Office of Personnel Management (OPM) administers the retirement systems.
OPM has asked that you be reminded of the temporary nature of FECA disability
compensation payments and of the job-relatedness requirement for payment of FECA
death benefits. If you remove your contributions from the Retirement Fund, you lose
all entitlement to a Civil Service annuity and your survivors lose all entitlement to a
Civil Service survivership annuity. If you have any questions about the consequences
of taking a refund of your retirement contributions, please contact your servicing
personnel office and read the information contained with the application for a refund
of your retirement deductions. Be sure to get the form that applies to you: SF-2802
for employees under the Civil Service Retirement System and SF-3 106 for employees
under the Federal Employees Retirement System.
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ENCLOSURE 3

PROCEDURES

1. AUTHORITIES

a. Statutory Authorities. The DoD Injury Compensation Program is based on FECA and the
rules and regulations of the U.S. Department of Labor Office of Workers' Compensation
Programs under 20 CFR (Reference (d)). Claim forms referred to herein are covered by the
Privacy Act of 1974 (Reference (a)). Records are authorized by FECA.

b. The Federal Employees’ Compensation Act (FECA), as amended. FECA provides
monetary compensation, medical care and assistance (attendant allowances), vocational
rehabilitation, and reemployment rights to Federal employees who sustain disabling injuries as a
result of their Federal employment. FECA also provides for a fixed payment for the deceased
employee's funeral expenses and for compensation benefits to qualified survivors of the decedent
in cases of employment-related death. In 1974, FECA was amended, increasing benefits and
significantly changing the law by adding provisions such as continuation of pay (COP) and
claimant's choice of physician.

c. Federal Employees’ Compensation Program Financing. FECA program is financed by the
Employees' Compensation Fund, which consists of funds appropriated by Congress directly, or
indirectly, through a chargeback to the various agencies. Each year, the Secretary of Labor
furnishes a statement to each DoD Component of payments made from the Fund. These costs
are charged back to each DoD Component. The DoD Components include FECA costs in their
budget requests and use the resulting sums to reimburse the Fund for these charges.

d. Department of Labor (DOL) Involvement. In 1908, President Theodore Roosevelt signed
legislation to provide workers’ compensation for certain Federal employees in unusually
hazardous jobs. The scope of the law was very restricted and its benefits were quite limited.
However, it was the first workers’ compensation law to pass the constitutionality test of the
United States Supreme Court. FECA, enacted in 1916, superseded the 1908 statute. An
independent quasi-judicial Employees’ Compensation Commission was created to administer the
law. In 1950, DOL assumed administrative responsibility for FECA. FECA is now
administered by the Office of Workers” Compensation Programs (OWCP), Employment
Standards Administration, U.S. Department of Labor.

e. DoD Involvement. As costs of workers’ compensation benefits continue to grow, the
need for a consolidated approach by all DoD Agencies to reduce costs and to improve program
management has become necessary. Each Civilian Personnel Office /Human Resources Office
(CPO/HRO) will designate a staff member as Injury Compensation Program Administrator
(ICPA) to oversee the program, to coordinate the efforts of all involved management officials,
and to ensure optimum effectiveness in program administration.
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f. Basic FECA Requirements. To qualify for benefits, the employee or employee’s survivors
must establish that the injury or employee’s death met the requirements:

(1) Time. For injuries and deaths which occurred before September 7, 1974, different
provisions apply with respect to timeliness. ICPAs are to contact the supporting DoD liaison to
obtain assistance before making a pre-September 7, 1974, timeliness determination. For injuries
or deaths on or after September 7, 1974, Reference (a) requires that a claim for compensation
must be filed within 3 years of the injury or death. Even if the claim is not filed within 3 years,
compensation may still be allowed if written notice of injury was given in 30 days or the
immediate supervisor had actual knowledge of the injury or death within 30 days of occurrence.

(2) Civil Employee. If the claim is timely filed, it must be determined whether the
injured employee or deceased employee was an employee within the meaning of the law. It
covers all civilian Federal employees, whether permanent or temporary, except for
nonappropriated fund employees. Federal employees who are not citizens or residents of the
United States or Canada are covered subject to certain special provisions governing their pay
rates and computation of compensation payments. Determinations for other employees must be
made on a case-by-case basis once a claim is filed.

(3) Fact of Injury. It must be established whether the employee in fact sustained an
injury or disease. Two factors are involved in this third determination. Did the employee
actually experience the accident, event, or employment factor which is alleged to have occurred?
Did the accident or employment factor result in an injury or disease?

(4) Performance of Duty. If the first three criteria have been accepted, it must be
determined whether the employee was engaged in the performance of duty when the injury
occurred. The question of where and when the accident, event, or employment factor(s) leading
to filing of a claim occurred must be studied.

(5) Causal Relationship. After the four factors aforementioned are considered, causal
relationship between the condition claimed and the injury or disease sustained is examined. This
factor is based entirely on medical evidence provided by physicians who have examined and
treated the employee. Sometimes the circumstances of a case raise the issues of willful
misconduct, intention to bring about the injury or death of oneself or another, or intoxication. If
any of these factors is established as the cause of the injury or death, benefits must be denied.

g. FECA Benefits. Employees may be eligible for six basic types of benefits under FECA:
Medical benefits (including transportation expenses incurred); Continuation of Pay; Disability
compensation; Schedule awards; Vocational rehabilitation; and, Death benefits that include
allowable funeral benefits and survivor compensation. The program applies to any disability
(temporary or permanent, partial or total) incurred as a result of a job-related disease or
condition, as well as an on-the-job traumatic injury.

(1) Medical Benefits. Payment may be made for any medical services needed for
treatment or to counteract or minimize the effects of any condition, disease, or injury determined
to be causally related to employment with the Federal Government. There is no limit on the
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extent of medical treatment payable, nor is there a time limit for which they are payable if the
need for medical treatment can be substantiated and connected to the employment-related injury
or disease. However, fee schedules do apply to many charges and balances from fee reductions
cannot be collected from the employee. Payment will be made for first aid, medical treatment,
hospitalization, physician's fees, drugs, appliances, or other supplies directed for use by a
qualified physician. Bills must be submitted within 1 year of the date of service, 1 year beyond
the calendar year in which the expense was incurred, or 1 year beyond the calendar year in which
the claim was accepted, whichever is later, or they will not be paid. The employee may elect to
be treated by a government physician (if available) or by a duly qualified physician of his or her
choice who is not excluded. Although payment for preventative treatment is generally not
provided, payment may be made for certain specified conditions even though such treatment is
designed, in part, to prevent further injury. The specific conditions when payment may be made
include: complications of preventative measures which are provided or sponsored by the agency,
such as an adverse reaction to a prophylactic immunization; actual or probable exposure to a
known contaminant due to an injury, thereby requiring disease specific measures against
infection such as tetanus antitoxin or booster toxoid injections for puncture wounds; conversion
of tuberculin reaction from negative to positive following exposure to tuberculosis in the
performance of duty; and where injury to one eye has resulted in loss of vision, periodic
examination of the uninjured eye to detect possible sympathetic involvement of the uninjured
eye at an early stage. There shall be no charge for occupational health or OWCP care for DoD
employees treated at Federal government medical facilities. However, DoD Components shall
continue to bill, at the interagency rate, for OWCP care provided to non-DoD employees by a
DoD medical treatment facility. The interagency rate charge shall be processed through the
OWCP Revolving Fund.

(2) COP. Anemployee who sustains a disabling, job-related traumatic injury is entitled,
under certain circumstances, to COP for a period not to exceed 45 calendar days pending
OWCP's determination of the employee's claim for compensation under FECA. To qualify for
COP, the traumatically injured employee or someone authorized to act on his or her behalf must
file written notice of injury on a Form CA-1, “Federal Employees' Notice of Traumatic Injury
and Claim for Continuation of Pay/Compensation,” within 30 calendar days after the date of
injury. COP is not compensation for FECA purposes and is subject to all applicable taxes and
payroll deductions. The injured employee or someone authorized to act on his or her behalf must
provide written medical evidence to support the disability within 10 calendar days of submitting
the CA-1. COP is not applicable for occupational illnesses and diseases claims. The employee
must make a separate claim for monetary compensation on a Form CA-7, “Claim for
Compensation on Account of Traumatic Injury or Occupational Disease,” with Form CA-20,
“Attending Physician's Report,” if the disability exceeds 45 calendar days or results in any
permanent disability.

(3) Disability Compensation. Employees may be eligible for one or more of several
types of wage loss compensation. Disability benefits are classified based on the nature and
extent of disability incurred and are categorized as temporary total, temporary partial, permanent
total, or permanent partial.
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(a) Compensation Rates. Generally, in cases of total disability, an employee is
entitled to compensation equivalent to two-thirds of the weekly salary if there are no dependents,
or three-fourths of the salary if there are one or more dependents (see Glossary for definition of
dependents). Compensation is tax free. In establishing a person’s wage rate, the law recognizes
certain additional amounts that may be included in salary, such as premium pay, night and
Sunday differential, holiday pay, hazard pay, dirty work pay, quarters allowances and post
differential for overseas employees. Overtime pay is not included except for administratively
uncontrollable work covered under 5 U.S.C. 5545(c)(2) (Reference (a)). Under Reference (a)
the maximum compensation rate may not exceed more than 75 percent of the monthly pay of the
maximum rate of basic pay for GS-15 (excluding locality pay).

(b) Duration of Compensation. Compensation payments for total disability may
continue as long as the disability continues and suitable modified work is not available; in some
instances, for the lifetime of the employee. As with medical care, there is no total dollar
maximum or time limitation.

(c) Loss of Wage-Earning Capability (LWEC). When an injured person suffers a
wage loss because of disability that is less than total, compensation may be paid for this partial
loss of wages or wage-earning capacity. Provisions of Reference (a) govern the determination of
wage-earning capacity. When a claimant has completed 60 days of employment in a suitably
modified, formally classified position, the agency should complete a LWEC worksheet and
request that a formal LWEC rating be issued. If the position carries a pay rate less than that of
the date of injury, compensation will be payable for a loss of wage earning capacity. Such a
formal rating can be changed only under very limited circumstances.

(d) Schedule Awards. Reference (a) also provides for payment of compensation for
permanent loss or loss of use (either partial or total) of certain internal and external organs;
members or functions of the body such as arms, legs, hands, feet, fingers, toes, eyes; or loss of
hearing or loss of vision. Each extremity or function has been rated for a specific number of
weeks of compensation that can be paid in addition to full salary. If a serious disfigurement of
the head, face, or neck results from a job-related injury, an award may also be made for such
disfigurement, not to exceed $3,500. Multiple schedule awards may be paid concurrently for
different body parts or paid concurrently with the Office of Personnel Management (OPM)
retirement benefits. Employees can receive schedule award payments concurrently while
receiving severance pay for involuntary separation from their employment. Schedule awards can
be paid even if the employee returns to work. However, employees cannot receive wage 10ss
compensation and schedule award benefits concurrently for the same injury.

(e) Vocational Rehabilitation. If the injured employee suffers a vocational handicap
due to the injury and cannot resume usual employment, OWCP-directed vocational rehabilitation
may be arranged to assist in training for work that the employee can do. The cost for
rehabilitation is paid from the Employees’ Compensation Fund and charged back to the DoD
Component. Rehabilitation service is supervised by OWCP, but is usually provided in
cooperation with state and private rehabilitation agencies. In addition to the cost of
rehabilitation, an employee may qualify for a monthly allowance of up to $200 necessary for his
or her personal maintenance. Employees are also entitled to collect total disability payments
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during their rehabilitation period. When the rehabilitation program is completed, the claimant is
expected to actively seek employment. Vocational rehabilitation is not confined to formal
retraining. It includes the employment efforts of vocational rehabilitation counselors and
compensation specialists. An offer of a position (employment or reemployment) for which an
injured employee is medically qualified is usually the more expedient and less costly method of
rehabilitation.

(F) Death Benefits. If the employee’s death was due to the job-related injury,
dependents are entitled to benefits.

1. Widow or Widower and No Eligible Child. The widow or widower is eligible
for 50 percent of the deceased employee’s regular pay.

2. Widow or Widower with Eligible Children. The widow or widower is eligible
for 45 percent of the deceased employee’s regular pay, plus an additional 15 percent for each
child, to a maximum not to exceed 75 percent of the deceased employee’s regular pay.

3. Eligible Children and No Widow or Widower. An orphaned child is eligible
for 40 percent of the deceased employee's regular pay, plus 15 percent for each additional
orphan, not to exceed 75 percent of the deceased employee’s regular pay. Benefits are divided
among the children, share and share alike.

4. Surviving Legal Dependents. If a deceased employee leaves no widow,
widower, or child, benefits are paid to the surviving legal dependents of this employee as
specified in Reference (a).

5. Remarriage or Death. Widows and widowers receive benefits until death, or
remarriage, if they are under age 55. If a widow or widower under age 55 remarries, a lump-sum
payment equal to 24 times the monthly compensation he or she is receiving at the time of
remarriage is made. If the widow or widower is age 55 or older, compensation continues as long
as he or she lives, regardless of remarriage.

6. Orphaned Children. Orphaned children receive benefits until they die, marry,
or reach the age of 18. If a surviving child pursues higher education on a full-time basis
(generally 12 semester hours), payments will continue until he or she has completed 4 years of
study beyond the high school level or until he or she is 23 years of age. Payment will not extend
beyond the semester or enrollment period in which the surviving child reaches 23 or completes
his or her fourth year of higher education, whichever occurs first.

7. Funeral Expenses. Up to $800 is paid for a deceased employee’s funeral
expenses. If the employee dies away from home, the cost of transporting the body to the place of
burial will be paid in full. Also, an additional sum of $200 is paid to the personal representative
of the decedent for reimbursement of the expense of terminating the deceased employee’s
Federal employment status.
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8. Death Gratuity Payment. Reference (f) authorizes a death gratuity payment
when a civilian employee dies from a traumatic injury sustained in the line of duty on or after
August 2, 1990 (November 8, 1996, “Death Gratuity Payment” memorandum, (Reference (g)).
This gratuity is payable by the DoD Component, and is payable only when OWCP has approved
the death claim. The $10,000 death gratuity (Reference (f)) is payable minus the $200 payable
under Reference (a) and the $800 payable under Reference (a) by OWCP.

h. Third-Party Liability. When the circumstances of the employment-related injury or
iliness create a legal liability on a third party other than an employee or activity of the Federal
Government, the government has a subrogation interest (that is, the right to recover any payment
it makes should the claimant collect money from another source). The injured employee or
survivor is required by Reference (a) to pursue such recovery or assign the right to recover to
OWCP. Failure to do so can result in a loss of all benefits.

i. Hearings and Appeals. If an employee (or an employee’s survivors) disagree with a final
determination of the OWCP, either may request a reconsideration or review. The employee or
survivor has the right to a hearing before the OWCP. Further, he or she has the right to appeal
any decision to the Employees’ Compensation Appeals Board (ECAB), a separate entity in the
DOL. The time limits for filing such requests for hearings or appeals vary, and are strictly
enforced.

J. Exclusiveness of Remedy. Except for third party rights, FECA is the sole legal avenue by
which a Federal employee (or survivors) may recover damages due to an injury or death that is
causally related to Federal employment, as noted in Reference (a). FECA is the exclusive
remedy; therefore, employees may not sue the U.S. Government for damages on their own.

k. Penalties for Employees and Supervisors

(1) An employee who knowingly makes or knowingly certifies to any false statement,
misrepresentation, concealment of fact, or any other act of fraud with respect to a claim under
FECA, or who knowingly accepts compensation to which that person is not entitled, is subject to
criminal prosecution and may, under appropriate U.S. Criminal Code (18 U.S.C. 287 and 1001
(Reference (h)), be punished by a fine of not more than $10,000 or imprisonment of not more
than 5 years, or both.

(2) Any employee, beneficiary, official superior, representative, or other person who,
with respect to a claim under FECA, enters into any agreement, combination, or conspiracy to
defraud the United States by obtaining or aiding to obtain the payment or allowance of any false,
fictitious or fraudulent claim is subject to criminal prosecution and may, under appropriate U.S.
Criminal Code provisions (Reference (h)), be punished by a fine of not more than $10,000 or
imprisonment for not more than 10 years, or both.

(3) Any beneficiary who pleads guilty to or is found guilty on Federal or State criminal
charges of defrauding the Federal Government in connection with a claim for benefits will have
his or her benefits terminated effective the date the guilty plea is accepted or a verdict of guilty is
returned after trial, for any injury occurring on or before the date of such plea or verdict.
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(4) Any beneficiary who is incarcerated in a State or Federal jail, prison, penal
institution, or other correctional facility due to a State or Federal felony conviction forfeits all
right to compensation during the period of incarceration, and right to benefits is not restored after
such incarceration ends, although payment of compensation benefits may resume. Eligible
dependents will receive compensation at a reduced rate during the period of incarceration,
according to the percentages laid out in Reference (a).

(5) Any claimant convicted of fraud related to FECA claims on or after October 1993
will lose entitlement to FECA benefits under Reference (a).

(6) Any claimant convicted of a felony and imprisoned as a result to claims under FECA
will have benefits suspended effective date of imprisonment in accordance with Reference (a).

(7) An officer or employee of the Federal Government responsible for making reports
(such as an “official superior”) who willfully fails, neglects, or refuses to make a report of injury
or files a false report may be fined not more than $500, be imprisoned not more than 1 year, or
receive both penalties.

(8) A partially disabled employee who refuses to seek suitable work or refuses to accept
work after it is offered is not entitled to any compensation except for medical benefits.

(9) If an employee refuses to submit to or obstructs an examination by a Federal medical
officer or by a qualified private physician as required by OWCP, the employee’s right to
compensation under FECA will be suspended until the refusal or obstruction ceases. The action
of the employee’s representative is considered to be the action of the employee for the purposes
of this section. The period of refusal or obstruction will be deducted from the period for which
compensation is payable to the employee.

(10) An individual who, without good cause, fails to undergo vocational rehabilitation,
when directed by DOL, may have his or her compensation reduced.

(11) Anemployee who fails to make an affidavit about his or her employment (including
unremunerated work performed in furtherance of a business) when required, or knowingly omits
or understates any part of his or her earnings, forfeits his or her right to compensation with
respect to any period for which the affidavit or report was required. Compensation forfeited,
under Reference (a), if already paid, will be recovered by a deduction from additional
compensation payable, if any, or otherwise recovered under Reference (a) unless recovery is
waived.

(12) An employee who refuses to assign or prosecute an action in his or her own name
against a third party when required is not entitled to compensation.
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2. CLAIMS AND RECORD MANAGEMENT

a. Handling and Controlling Claims

(1) General Information. For proper injury case management, it is essential to closely
monitor the completion and control of claims and establish an administrative system that
accurately reflects the status of all claims at all times.

(a) The supervisor notifies the ICPA/CPO/HRO immediately or as soon as possible
after an injury has been reported.

(b) The supervisor works with the employee to file the claim form through the EDI
application, which forwards all claim forms to the ICPA on completion. The ICPA is
responsible for processing all injury or occupational illness or disease forms and submitting the
claim form to the appropriate OWCP district office in the most expeditious manner.

(c) Injury compensation personnel properly monitor claims to ensure that employees’
rights are protected, that appropriate management options are timely exercised, and that workers’
compensation costs are effectively controlled.

(2) Advising Employees of Program Benefits. The DOL provides publications for
agencies to use in telling their employees about the compensation program and how they may
obtain benefits.

(@) The pamphlet, CA-11, “When Injured at Work,” is issued by the DOL and
provides facts about compensation for civilian employees of the Federal Government. The
CPO/HRO issues a CA-11 to each employee at the time of appointment (see Figure 5).

(b) When notified that an injury, occupational illness or disease, or a recurrence of a
documented injury has occurred, the employee’s immediate supervisor should take time to
discuss with the employee the nature of the injury, how, when, and where the injury or
recurrence occurred and obtain the names and statements of any witnesses. Also, refer to
paragraph 11.b of this enclosure, for information about injuries sustained under special
circumstances.

(3) Authorizing Medical Examination and Treatment for Traumatic Injuries

(@) If an employee requests medical care, the supervisor should:

=

. Advise the employee that he or she has the initial choice of physician;

N

. Prepare and issue Form CA-17, “Duty Status Report;” and,

3. Offer to refer the employee to the activity medical services, if available, for
examination and recording of the injury in the employee’s medical record. Referral to the
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activity medical services is not mandatory on the employee’s part, nor shall it be construed as the
initial choice of the attending physician.

(b) The supervisor, or activity medical services, or activity hospital/clinic or ICPA
(as required locally):

1. Makes an appointment with the physician of the employee’s choice.

2. Informs the employee that he or she should make another choice if the
physician is not available or is excluded from payment under FECA.

3. Issues Form CA-16, “Authorization for Examination and/or Treatment,” to a
physician willing to provide treatment. Informs the employee that a change of physician
requires prior OWCP approval or referral by his or her attending physician. The injured
employee should receive the Form CA-16 within 4 hours of request. If an employee has reported
an injury several days after the fact, or did not request medical treatment within 24 hours, the
supervisor may still authorize medical care using form CA-16. The supervisor may, however,
refuse to issue a CA-16 if more than a week has passed since the injury on the basis that the need
for immediate treatment would normally have become apparent in that period of time;

4. Instructs the employee to contact the supervisor immediately after examination
and treatment.

5. Informs the employee that it is the employee’s responsibility to provide
medical evidence as to his or her duty status and to advise the physician of the fact that light duty
is available should the employee be physically able to perform such duty.

(c) The employee should:

1. Advise the supervisor or activity physician of his or her choice of physician
(who may be an activity medical officer).

2. Choose a physician who is eligible and willing to give timely examination and
treatment, if initial choice of the physician is not available to give examination or is on the
excluded list;

3. Inform the physician of the availability of light duty, if the employee has been
informed that light duty is available.

4. Notify the supervisor of duty status immediately following treatment and
regularly after that.
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(4) Eiling the Claim

(@) The supervisor will ensure the completeness and, to the extent possible, accuracy
of each claim prepared before submitting it to the ICPA.

(b) Immediately on notification that an injury has occurred, the immediate supervisor
should investigate the claim. The ICPA/CPO/HRO or safety office should also investigate, if
necessary. The investigation should either substantiate the claim or show doubt about the
validity of the claim. Some sources and expertise available during the investigation are:

1. Injured employee.

2. Witnesses (or others in the area who heard, saw, or have knowledge).

[®

Immediate supervisor.

I

Treating physician.

o

Safety staff.

o

Employee’s injury compensation case file(s).
7. Official personnel folder.

8. Activity physician and employee’s medical file. If review of the medical
records shows evidence to dispute the claim or shows that the injury may have only caused an
aggravation of a preexisting condition, such evidence or a memo signed by the activity physician
to include the name of doctors and hospitals where the employee was treated is sent to the ICPA
for forwarding to OWCP.

(c) Based on the results of the investigation, the supervisor shall decide whether to
controvert the claim. If the supervisor is confident that there is no basis for controversion, he or
she shall immediately print and submit the claim and all supporting documentation to the
ICPA/CPO/HRO for forwarding to OWCP. If the investigation reveals that there are
questionable circumstances surrounding the claim, the supervisor contacts the ICPA.

(d) The ICPA develops a controversion package in accordance with section 5 of this
enclosure, “Controversion of Claims,” and if possible, forwards it with the claim to the OWCP.
The supervisor notifies the employee verbally or in writing that the claim has been controverted.
Either a copy of the notice or a memorandum for record should state that the employee was
notified of the controversion.

1. Ifitis decided that either the traumatic injury or occupational disease claim, or

any portion of it should be challenged, the ICPA shall enter the reasons in Block 35 of either the
CA-1 or CA-2 claim form.
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2. Ifitis decided that the entitlement to all or a portion of COP resulting from a
traumatic injury claim should be controverted, the ICPA shall enter the reasons for controversion
in Block 36 of the CA-1 claim form.

(e) In either a challenged or controverted case, the ICPA must ensure that any
supporting documentation, such as signed witnesses’ statements, investigative reports, and
photographs, are forwarded to OWCP once a claim number is assigned on the case.

(F) The supervisor shall notify the employee verbally or in writing that the claim has
been controverted. Either a copy of the notice or a memorandum for record should state that the
employee was notified of the controversion.

b. Completing OWCP Forms

(1) Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for
Continuation of Pay/Compensation.” Use this form for traumatic injury cases only. A traumatic
injury is defined as “a wound or other condition of the body caused by external force, including
stress or strain.” It must be identifiable as to time and place of occurrence and member or
function of the body affected. It must be caused by a specific event or incident, or series of
events or incidents within a single day or work shift. (See Glossary for definition of traumatic
injury.) The Form CA-1 provides official notice to the employee's supervisor and to OWCP that
a traumatic injury has occurred. (Figure 6 contains a sample Form CA-1, an information sheet,
and instructions for completing the form.)

(a) Time Requirement. The employee should complete and submit the Form CA-1
as soon as possible after the injury, but no later than 30 days after the date of injury. To be
eligible for COP, the employee must file the Form CA-1 within 30 days from the date of injury.
Statutory time requirements for other FECA benefits will be met if the Form CA-1 is filed no
later than 3 years after the injury. Someone acting in the employee’s behalf (that is, a co-worker,
a relative, or the supervisor) may complete the Form CA-1.

(b) General Procedures

1. The employee’s CPO/HRO, supervisor, or activity’s medical service provides
the employee with a Form CA-1, or provides access to the electronic CA-1 form through the EDI
Application.

2. The employee completes items 1 through 15. The CPO/HRO, supervisor, or
activity’s medical service should complete items 17 through 38 on the Form CA-1, print the
completed form, sign the completed form, and request that the employee sign the completed
form.

3. If the employee is eligible for COP, but elects annual or sick leave, the
supervisor or ICPA explains COP to the employee.
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[~

. The supervisor gives the employee or the employee’s representative a signed
receipt.

o1

. The supervisor forwards the Form CA-1 to the ICPA.

(c) Forwarding to the OWCP. The ICPA receives electronic notification of the
completed form and reviews the Form CA-1 for accuracy and completeness. The ICPA must
code the appropriate items on the form.

1. If the employee has lost time from work or incurred medical expenses, the
ICPA prints a hard-copy of the completed form, approves, and submits the electronic form to
OWCP within 10 working days from the date of first notice. The ICPA files one copy of the
CA-1 in the EMF and one copy in the working folder for this claim. The ICPA shall send
notification to the agency Safety Officer that an injury has been claimed.

2. If the employee does not lose time from work and has no medical expenses,
the ICPA files the original Form CA-1 in the EMF and sends notification to the agency Safety
Officer that an injury has been claimed.

3. If the employee later seeks medical treatment, loses time from work, or both,
the ICPA will retrieve the claim from the EDI application, correctly recode the claim, print,
approve, and then submit Form CA-1 to OWCP.

(2) Form CA-2, “Notice of Occupational Disease and Claim for Compensation.” The
Form CA-2 provides official notice to an employee's supervisor and OWCP of an occupational
illness or disease caused or aggravated by factors of employment. (Figure 7 contains a sample of
a completed Form CA-2 and an information sheet. (Instructions for completing the Form CA-2
are at Figure 8)). Besides submitting this form, the employee must furnish a narrative statement
and supporting documentation - explaining how the ailment is related to the work environment
(see section 3 of this enclosure).

(a) Time Requirement. The injured employee or someone acting on his or her behalf
should complete and submit the Form CA-2 to the official supervisor. Statutory time
requirements will be met if the Form CA-2 is filed no later than 3 years after the date the
employee first became aware, or if the employer had prior knowledge of the illness or disease. It
should be emphasized that the employee has the responsibility to provide all the necessary
documentation as outlined in item 2 under “Instructions for Completing Employee’s Portion of
the Form CA-2,” before submitting it to the official supervisor. Occupational disease cases are
not eligible for COP.

(b) General Procedures

1. The employee’s supervisor helps the employee in obtaining the Form CA-2
and appropriate checklists.
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2. The employee completes items 1 through 18. The CPO/HRO, supervisor, or
activity’s medical service should complete items 19 through 35 on the Form CA-2; print the
completed form, and request that the employee sign the completed form . Someone acting on the
employee’s behalf; that is, supervisor, coworker, or relative may complete Form CA-2 if the
employee is unable to do so.

[eM)

. The supervisor gives the employee or the employee's representative a signed
receipt.

I~

. The supervisor submits the Form CA-2 to the ICPA.

(c) Forwarding Form CA-2 to OWCP. On receiving electronic notification of a
completed Form CA-2, the ICPA should review all entries for completeness and accuracy of
information. The ICPA should ensure that the additional information required by the Form CA-2
instructions and Occupational Disease Checklist is included. If the employee did not submit the
required statements and medical reports, the ICPA should emphasize to the employee that failure
to do so will either jeopardize the claim or delay OWCP's adjudication process. If the employee
insists on submitting the Form CA-2 without supporting documentation, the ICPA should
approve and submit the CA-2 to OWCP, noting in Block 35 of the form that the employee was
advised to submit supporting documentation.

(3) Form CA-2a, “Federal Employee’s Notice of Recurrence of Disability and Claim for
Continuation of Pay/Compensation”

(a) Purpose. Form CA-2a (see Figure 9 for sample form and instructions) reports a
recurrence of an earlier disability. An employee is considered to have a recurrence when, after
having returned to work, he or she is again disabled and stops work because of the original injury
or occupational disease. (A new period of disability is not a recurrence if it is caused by a
condition that results from a new incident or injury even to the same portion of the body
previously injured, or from a new exposure to the cause of a previously suffered occupational
disease.) The ICPA may help the employee and supervisor in filing a recurrence claim.

(b) General Procedure

1. The employee notifies the supervisor of the recurrence.

2. The employee completes Form CA-2a, Part A. If the employee is no longer
employed with the Federal Government, the employee should complete Part C.

[eM)

. The supervisor completes Part B.

I~

. The supervisor forwards the Form CA-2a to the ICPA.

5. The ICPA forwards the Form CA-2a (and controversion package, if
appropriate) and related documentation to the OWCP.
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(4) Form CA-5, “Claim for Compensation by Widow, Widower, and/or Children”

(@) Purpose. Form CA-5 (see Figure 10 for sample form and instructions) serves as
official notice to OWCP of surviving widow’s, widower’s, or children’s claim for compensation
due to an employee’s death, which resulted from job-related injury or illness.

(b) Time Requirement

1. If possible, the ICPA forwards Form CA-5 to OWCP within 30 days of the
death, but no later than 3 years after the death.

2. If death resulted from an injury for which a disability claim was timely filed,
there is no time restriction on submission of the Form CA-5.

(c) General Procedure

1. The ICPA provides a Form CA-5 (all items on the Form CA-5 are self-
explanatory).

2. The widow, widower, child or children, or child’s or children’s guardian
completes the Form CA-5.

3. If death resulted from an injury or illness previously reported to OWCP, the
ICPA enters the OWCP file number on the upper right corner of the Form CA-5.

4. The ICPA obtains a certified copy of the death certificate and a copy of the
autopsy report (if available) to forward to OWCP.

(5) Form CA-5b, “Claim for Compensation by Parents, Brothers, Sisters, Grandparents,
or Grandchildren”

(@) Purpose. Form CA-5b (see Figure 11 for form and instructions) serves as official
notice of eligible dependent’s (parents, brothers, sisters, grandparents, or grandchildren) claim
for compensation due to employee’s death, which resulted from job-related injury or illness.

(b) Time Requirement. Claim must be filed within 3 years following date of death.

(c) General Procedure

1. The ICPA provides a separate Form CA-5b to each claimant.

2. Each claimant completes a Form CA-5b (instructions are on the back of the
form) and returns it to the ICPA.
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3. If death resulted from an injury or illness previously reported to OWCP, the
ICPA enters the OWCP file number on the upper right corner of Form CA-5b. A separate form
is required for each person claiming benefits.

(6) Form CA-6, “Official Superior’s Report of Employee’s Death”

(@) Purpose. Form CA-6 (see Figure 12 for sample form and instructions) serves as
official notice of an employee’s job-related death.

(b) General Procedure

1. In case of an employee’s job-related death, the supervisor must immediately
notify the ICPA and the Safety Office. The ICPA, in turn, will immediately notify OWCP and
the supporting DoD liaison by telephone, priority message, or facsimile message. Expedience is
required so that the OWCP medical advisor can advise if an autopsy will be required.

2. In all death cases, the ICPA will help supervisors in completing the Form
CA-6.

3. After a thorough investigation by the Safety Office of the circumstances
surrounding the death, the supervisor completes the Form CA-6 and returns it to the ICPA.

4. If death resulted from an injury or illness previously reported to OWCP, the
ICPA enters the OWCP file number in the upper right corner of the Form CA-6.

5. The ICPA reviews the form for completeness and submits it to OWCP
immediately. (Any missing information should be obtained in the quickest way possible.)

(7) Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease, with Attached Form CA-20, Attending Physician's Report”

(@) Purpose

1. Form CA-7 (see Figures 13, 14, 15, and 16 for sample forms and instructions)
is used to claim compensation for wages or time lost due to a traumatic injury or occupational
disease. OWCP must have Form CA-1 or CA-2 on file to process the Form CA-7. If Form CA-
1 or CA-2 was not previously submitted, it should accompany the Form CA-7 to OWCP.

2. Form CA-7 is also used to initiate a claim for a schedule award or leave buy-
back.

(b) General Procedure

1. The ICPA provides the employee with a Form CA-7 with attached Form
CA-20, “Attending Physician’s Report.” In traumatic cases, if the medical evidence shows that
disability will extend past the COP period, the ICPA provides a Form CA-7 to the employee with
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instructions to return it to the supervisor or to the ICPA 10 days before COP expires. The ICPA
should send Form CA-7 to OWCP by the 40th day of COP to avoid interruption of the
employee’s pay. In occupational disease cases, the supervisor should forward Form CA-7 to the
ICPA within 10 calendar days from the date pay stops. The ICPA should forward to OWCP as
soon as possible, but no later than 5 workdays after its receipt from the employee. When filing
Form CA-7 for continuing periods of disability, the claimant should complete the form at 2-week
intervals until he or she returns to full-time duty or OWCP places him or her on the periodic
rolls. The ICPA should send the Form CA-7 to OWCP as soon as possible, but no more than 5
working days after receipt from the employee.

2. The employee or someone acting on the employee's behalf completes Part A
(items 1 through 20) of the form.

3. The supervisor completes Part B (items 20 through 38).

4. The employee takes the Form CA-20 to the attending physician and requests
the completed form be returned to the ICPA.

5. The ICPA reviews the Form CA-7 for completeness and accuracy and sends it
to OWCP with the following attachments: a copy of the position description for the job held on
the date of injury and a copy of the SF 50, “Notification of Personnel Action,” in effect on the
date of injury; physical requirements (SF 78, “Certificate of Medical Examination™), for the job
held on the date of injury; a copy of most recent “Application for Federal Employment,” from
the Official Personnel File (OPF) (the Form CA-7 should be promptly forwarded to OWCP even
if the attachments have to be sent later).

6. The ICPA makes periodic follow-ups with OWCP until a decision has been
rendered.

(8) Form CA-16, “Authorization for Examination, and/or Treatment”

(a) Purpose. Form CA-16 (form contains instructions) is used to authorize an
employee who claims a traumatic injury to obtain examination or treatment at a medical source
of his or her choice. Such a medical source may be: any duly qualified local physician, surgeon,
osteopath, and, within the scope of their specialty, a podiatrist, dentist, clinical psychologist,
optometrist, and (within certain limitations) a chiropractor. Form CA-16 will not be issued to
providers who are excluded or suspended from participation in the FECA program. An excluded
physician may be reimbursed only for services rendered in a medical emergency. In
emergencies, the employee will be sent to the nearest available physician or hospital. The
physician who provides the emergency treatment is not usually considered the employee’s initial
choice of physician. In emergency cases, it is not necessary to take time to fill out the
appropriate forms; however, these forms must be submitted within 48 hours following first
examination or treatment. Form CA-16 should never be issued without a specific medical
provider indicated; without the date of issue and signature of the activity representative entered;
or, once the urgent need for immediate treatment has passed.
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(b) OWCP Approval. Form CA-16 is issued in traumatic cases only. Issuance of a
Form CA-16 can obligate the Department of Defense for the cost of medical treatment for a
60-day period from the date of issuance. If there is doubt that the injury is job-related, block
6.B.2. should be checked. Only one CA-16 should be issued for an injury. It may not be issued
for an occupational claim (Form CA-2) without prior approval from OWCP. Form CA-16
should rarely be issued in cases of recurrence. It may not be issued if more than 6 months has
elapsed since the employee last returned to work. Form CA-16 is not used to authorize a change
of physician after the initial choice is exercised by the employee. Form CA-16 should not be
used to authorize medical testing for an employee who has merely been exposed to a workplace
hazard, unless the employee has sustained an identifiable injury or medical condition as a result
of that exposure.

(c) General Procedure. The supervisor or the activity medical facility completes Part
A (items 1 through 13) and gives the original to the employee. The employee should receive
Form CA-16 within 4 hours of request. “Light Duty is Available” may be shown on the Form
CA-16 provided to the physician or by a letter attached to the Form CA-16 informing the
physician of light duty (see Figure 17). Physicians must be informed of possible
accommodations provided for injured employees.

=

. The employee gives the original to the physician or treating medical facility.

N

. The attending physician completes Part B (items 14 through 38) of the Form
CA-16.

3. On receiving the completed original Form CA-16 from the attending
physician, the ICPA forwards it to OWCP.

(9) Form CA-17, “Duty Status Report”

(@) Purpose. Form CA-17 (see Figure 18 for sample form and instructions) is used in
disabling injury cases to provide the supervisor and OWCP with a brief interim medical
statement concerning the employee’s ability to return to full or light duty (Figures 19, 20, and 21
contain sample letters that can be used to transmit the Form CA-17 to the treating physician).

(b) General Procedure

[

. The issuing official completes Part A, items 1 through 7.

N

. The employee gives the Form CA-17 to the attending physician.

[oM)

. The attending physician completes Part B of the Form CA-17 (items 8 through
20).

4. If the physician completes the Form CA-17 immediately, the employee may
return it to the supervisor. “Light duty is available” may be entered on the Form CA-17.
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5. Upon receipt of the Form CA-17 from the attending physician, the supervisor
or activity physician determines whether the employee can return to full duty or to a light-duty
assignment.

6. The ICPA should forward the original Form CA-17 to OWCP and retain a
copy with the compensation case file.

c. Duty Status Determination

(1) General Guidance. The claimant or treating physician should return medical
evidence to the supervisor or ICPA immediately after examination or at the start of the
employee's next scheduled work shift so the employee's duty status can be decided. Upon
determination of status, the employee will be:

(a) Returned to full duty;
(b) Assigned to, or continued in a light duty status;
(c) Placed in a COP status; or,

(d) Placed in a sick leave, annual leave, or leave without pay (LWOP-OWCP) status
as elected by the employee.

(2) Light Duty. Light duty is provided to an employee who has sustained a job-related
injury and has physical limitations identified by the treating or activity physician. However, the
light-duty assignment should be within the limitations imposed by the treating physician. When
an employee has partially overcome a compensable disability, it is DoD policy that supervisors
make every effort to assign the employee to light duty within his or her medically defined work
limitations.

(@) Indetermining light-duty assignments, the supervisor considers:

[

. The employee’s medically-defined work limitations;

N

. The employee’s job skills;

[oM)

. The work organization to which the employee is regularly assigned; and,
4. The hours that the employee regularly works.

(b) Supervisors may verbally make light-duty offers, but should follow up in writing
within 2 business days of the verbal job offer. Copies of the job offer should be sent or faxed to
the treating physician. The offer should include a description of the duties to be performed, the
specific physical requirements of the position and any special demands of the workload or
unusual working conditions, the organizational and geographical location of the job, the date on
which the job will first be available, the date by which a response to the job offer is required, and
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pay rate information for the offered job. The employer should send a complete copy of any job
offer to OWCP when it is sent to the employee.

(3) LWOP Documentation. The supervisor is responsible for submitting an SF-52,
“Request for Personnel Action,” when an employee is on LWOP for 80 continuous hours or
more and is expected to receive compensation benefits. The Nature of Action code should be
entered as 460 (LWOP/OWCP), and the authority code must read Q3K. The remarks section
should read, “The employee is expected to be paid under 5 U.S.C. 81.” If DOL subsequently
denies the claim, the authority code must then be corrected to reflect LWOP only and the
authority code must read DAM rather than Q3K. The supervisor, on the employee’s return to
duty (RTD), should immediately notify both OWCP and the ICPA, and should submit an RTD
Form SF-52 to the ICPA. The RTD SF-52 should be reviewed by the ICPA and submitted
immediately along with a cover letter verifying the employee’s RTD to OWCP to ensure that
compensation has been terminated (OPM *“Guide to Processing Personnel Actions,” (Reference

).

(4) Obtaining the Status of the Claim. The ICPA obtains information from OWCP, such
as current medical information, Work Capacity Evaluation Form (OWCP-5), and rehabilitation
information by telephone or written request.

d. Injury Compensation Records

(1) Access and Disclosure Guidelines. All records related to an employee’s injury or
illness are sensitive. The ICPA should protect them from unauthorized access and disclosure;
limit access to these records to those individuals with an authorized need to know; use caution
when releasing medical reports; and under no circumstance, release a psychiatric report. If in
doubt, the ICPA should contact OWCP or the supporting DoD liaison for guidance. It is
mandatory that the employee specify in writing the name of the individual designated to act as
his or her representative.

(2) Injury Compensation Case Files. The ICPA prepares and maintains an injury
compensation case file for each injury or illness for which compensation is claimed. As a
minimum, the case file is to consist of copies of OWCP forms, relevant medical information
supplied by physicians, claim-related correspondence, and other sensitive information that
specifically relates to the injury or illness. Case files should be secured in locked cabinets or
otherwise secured as required by the Privacy Act. All records are official records of OWCP and
are covered by the government wide Privacy Act system of records titled DOL/GOVT-1.

(@) Claim Numbers. Upon electronic notification from CPMS that OWCP
acknowledges receipt of the claim and assigns the claim number, the ICPA shall verify
ownership of the case and chargeback code and, if there are discrepancies, the ICPA shall notify
OWCP district office immediately. The ICPA shall also annotate all appropriate documents with
the claim number in the upper right-hand portion of the document before forwarding to OWCP.
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(b) File Setup. The ICPA shall:

1. Upon receipt of a Form CA-1 or Form CA-2 requiring submission to OWCP,
prepare a working folder.

2. Make sure labels have the minimum information: name; Social Security
number; date of injury; and OWCP claim number (when received).

3. Arrange documents chronologically, from bottom to top, with a copy of the
claim form (CA-1 or CA-2) on the bottom. Ensure all memos, notes, and records of telephone
calls contained in the case file are dated and signed.

[~

. Arrange file folders alphabetically.

(82

. Maintain a separate folder for each injury or illness.

[op)

. File recurrences (Form CA-2a) with the original injury file folder.

7. If an employee is transferred to a different agency or servicing CPO/HRO,
forward his or her file folder to the new servicing activity. (A skeleton file may be retained at
the losing CPO/HRO, if desired.)

8. Maintain two separate sets of files: one for active compensation cases and one
for inactive cases.

9. Retain the injury file folders as follows:
a. No Lost Time/No Medical Expense. Ninety days after the claim was

submitted, retain the CA form as an inactive file at the agency or an agency document storage
facility.

b. First Aid. One year after the date of the last medical appointment or
treatment, retain the CA form and medical reports as an inactive file at the agency or an agency
document storage facility.

¢. Medical Expenses Only. Two years after the date of the last appointment
or medical treatment, retain the CA form (including employee, supervisor, and witness
statements), claim acceptance/denial letter, any appeal decisions, claims for recurrence, decisions
on claims for recurrence, and the most recent medical report contained in the file detailing the
claimant’s ability to work. Keep these documents as an inactive file at the agency or an agency
document storage facility. Purge all other non-pertinent documents such as transmittal letters
and bills from the file.

d. Medical Expenses and COP. Two years after the date of the last
appointment or treatment retain the CA form (including employee, supervisor, and witness
statements), claim acceptance/denial letter, any appeal decisions, claims for recurrence, decisions
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on claims for recurrence and the most recent medical report contained in the file detailing the
claimant’s ability to work. Keep these documents as an inactive file at the agency or an agency
document storage facility. Purge all other non-pertinent documents such as transmittal letters
and bills from the file.

e. Medical Expenses, COP and Compensation. Four years after the latter of
the last medical appointment or treatment, termination of compensation, or expiration of appeal
deadlines retain the CA form (including employee, supervisor, and witness statements), claim
acceptance/denial letter, any appeal decisions, initial CA-7 submitted to OWCP, claims for
recurrence, decision on claims for recurrence, awards of compensation for impairment, and the
most recent medical report contained in the file detailing the claimant’s ability to work. Keep
these documents as an inactive file at the agency or an agency document storage facility. Purge
all other non-pertinent documents such as transmittal letters and bills from the file.

10. All active and inactive records are governed under the disclosure provisions
of DOL/GOVT-1, Office of Workers Compensation Programs, Federal Employees’
Compensation Act File.

(3) Defense Injury/Unemployment Compensation System (DIUCS). The Defense Injury
and Unemployment Compensation System (DIUCS) and its related components are the
foundation of the standard enterprise-wide civilian HR system for injury compensation program
management. DIUCS is a valuable Web-enabled tool designed to provide comprehensive,
detailed information; a more efficient method of filing initial injury claims; and a more efficient
method of record keeping, thus providing more time for the ICPA to manage his or her program
effectively. DIUCS contains:

(@) Individual Case Records. The DIUCS provides secure, detailed information
about individual workers’ compensation claims. Data is immediately available to answer queries
about personnel matters, salary information at time of injury, OWCP information such as claim
number, status, latest medical bill payments or compensation disbursement information.

(b) Electronic Data Interchange (EDI). EDI enables DoD Components to file
workers’ compensation claims securely through electronic transmission with OWCP. The EDI
provides Web-enabled CA-1 and CA-2 claim forms that are accessible to supervisors and
employees for completion and forwarding to the local ICPA. Electronic notification alerts the
ICPA to a claim requiring processing. Through a secure link, the ICPA may review, code, and
transmit a claim to OWCP. Within 48 hours, EDI electronically notifies the ICPA of a claim
number assignment at the OWCP district office.

(c) Reports. In addition to pre-constructed or “canned” reports, the ICPA can use the
DIUCS report function to design and create a master log or unique activity reports. Log and
reports should begin and end with the DOL billing year (July 1 through June 30). If the DIUCS
is not available, the ICPA must maintain a master record by manual methods or any other
reliable data system.
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e. Program Management Tools. The Defense Portal Analysis Center (DefPAC) is the
enterprise-wide injury compensation reporting system that provides a virtual library of workers’
compensation information, as well as an aggregate, corporate-level data reporting tool for
workers’ compensation statistics. DefPAC is a secure, Web-enabled system that provides one-
stop access to all references, system applications, training modules, and statistical data reports
necessary to understand the workers’ compensation program and is accessible by all
organizational levels in each DoD Component.

3. OCCUPATIONAL ILLNESS OR DISEASE CLAIMS AND REQUIRED AGENCY
DOCUMENTATION

a. General Information on Documentation

(1) Purpose of Documentation

(a) Provide compensation personnel with a general knowledge of complexities
involved and the importance of obtaining and submitting required documentation to support or
controvert an employee’s claim.

(b) Ensure that the ICPA involves all appropriate functions in submitting proper
activity documentation, whether it supports or contradicts the employee’s allegations.

(2) Activity Responsibility. Occupational illness or disease cases require special effort
and extensive documentation. ICPAs should use all resources available in acquiring
information. Normally, this will include medical records and opinions, co-worker statements,
information obtained from the official personnel folder and activity medical records,
documentation from the occupational health and safety officers, and information regarding the
feasibility and availability of alternate employment.

(@) Itis important that the ICPA ensures that the evidence submitted in occupational
illness or disease cases is clear, concise, and factual, and includes all required documentation.
As appropriate, the supervisor, occupational health official, audiologist, safety and medical
officers, and other interested parties submit their respective portions of the documentation to the
ICPA for review and forwarding to OWCP.

(b) The ICPA should review all evidence before submitting it to OWCP, taking
whatever actions are necessary to clarify contradictory or vague statements and obtain additional
information. In unusual cases, this process may require requesting assistance from the
CPO/HRO to resolve guestionable issues. In some cases, it may be beneficial to coordinate the
cover letter to OWCP with the functional offices involved.

b. Categories of lllnesses

(1) Hearing Loss (Types, Causes, Prevention). Supervisors and compensation personnel
should have some basic knowledge of the possible causes of hearing loss and be extremely
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conscientious in ensuring that documentation is complete and factual. (See Figures 22, “Hearing
Loss Checklist” and 23 for sample hearing loss case. Also refer to Figure 24 for sample
supervisor’s/employee’s questionnaires and Figure 25 for sample work history and occupational
noise exposure form.) Types of hearing loss fall into several categories.

(@) Sensorineural hearing loss generally occurs in the inner ear and can be caused by
exposure to hazardous noise levels. The latter may consist of intermittent or continuous
exposure to steady state, impulse noise, or both. In most cases, however, noise-induced hearing
loss will not occur if proper hearing protection devices are well-fitted and used when an
employee is exposed to hazardous noise levels. Sensorineural noise-induced hearing loss is
permanent. Neither medicine nor surgery can reverse this condition. Unprotected exposure to
hazardous noise levels of 85 dBA for 8 hours per day may cause permanent decrease in the
auditory threshold of hearing sensitivity. A significant auditory threshold shift is defined as a
decrease of 20 dB or more at any test frequency for either ear. This type of hearing loss
generally occurs in the high frequencies particularly at 4000 Hz. A noise-induced hearing loss
will result in the employee's inability to understand speech. In severe cases, a hearing aid may
be of some benefit.

1. Hazardous noise is defined as: (1) exposure equal to more than 85 decibels
when measured on the dBA scale for 8 hours in a 24-hour period or its equivalent exposure at
higher levels for shorter times, or (2) impulse or impact noise that is more than a peak sound
pressure of 140 dB. Noise-induced hearing damage primarily depends on the intensity and
duration of the noise. As sound intensity goes up, duration of exposure must go down. A few
individuals are more susceptible to hearing damage than the normal population; therefore, noise-
induced loss can be identified only through routine audio-metric monitoring.

2. Not all exposure to hazardous noise is produced at the worksite, nor is it
limited to employment. For example, loud noises, such as those produced by chainsaws,
snowmobiles, motor boats, motorcycles, firearms, lawnmowers, home carpentry equipment
(saws, drills, or other), and automotive equipment can also cause or contribute to noise-induced
hearing loss.

3. Many hearing loss claims filed by employees do reveal some exposure to noise
levels well above 85 dBA. In these cases, the duration of the exposure determines the
probability of impairment. For instance, exposure to a dynamometer (105 dBA) used in a
vehicle maintenance shop for about 45 minutes per week should not cause a noise-induced
hearing loss, even without the use of hearing protectors (muffs or plugs). Normally, employees
assigned to a hazardous noise area are not constantly subjected to hazardous noise. The flight
line, for example, is designated a hazardous noise area, but actual exposure depends on aircraft
activity and support equipment in use. Also, a carpentry shop designated as a noise hazardous
area may simply mean that equipment there can produce hazardous noise. If equipment is not in
operation, there is obviously no exposure to hazardous noise.

4. Noise-induced hearing loss can be prevented by proper use of hearing

protection. No occupations involving hazardous noise exposure have been identified for which
there was no adequate protection or method for preventing personnel from being over exposed.
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29 CFR 1910.95 (Reference (m)), Occupational Safety and Health Administration, Labor,
mandates that protection against the effects of noise exposure should be provided when the
sound levels exceed those shown below for the period of time identified.

Table. Permissible Noise Exposure as of July 1, 2003

Duration per day Sound level dBA
(in hours) Slow response
8 90
6 92
4 95
3 97
2 100
1.5 102
1 105
0.5 110
0.25 or less 115

(b) Conductive hearing loss occurs in the outer or middle ear, or both, and can be
caused by ear infection, sudden pressure changes, or blows to the head. Generally, conductive
hearing loss is characterized by a perforated eardrum, fluid in the middle ear, or damage to the
ossicles (middle ear bones), which would prevent sound from reaching the inner ear (cochlea).
In most cases, this type of hearing loss is not occupationally related and can usually be corrected
by medical and surgical methods. When not medically contraindicated, the use of amplification
can be of significant benefit.

(c) Non-organic behavior (exaggerated hearing loss), malingering (willful
falsification of test results), or feigning may occur when an individual expects to gain financially
from a hearing loss; expects other desired action such as being retained on an assignment; or
desires reassignment to avoid unpleasant duty. Non-organic behavior is first suspected when the
perceived hearing ability appears better than the audiometric test results indicate. Frequently
invalid, unreliable, and inconsistent test results are obtained. Often the patient will display
exaggerated attempts at lip reading and over-dramatization of his or her hearing difficulty.
Advanced auditory tests, which do not require a voluntary patient response, are available for the
audiologist to determine whether the test results are accurate, if a hearing loss is present, and the
type and extent of disability.

(2) Communicable Diseases. Communicable disease claims include those for infectious
or contagious diseases caused by microorganisms or by parasites contracted from another
person, a contaminated article, or insect or animal.

(3) Dermatitis or Skin Diseases. Normally, dermatitis claims concern inflammations of
the skin resulting from contact with substances of an irritant nature from such chemicals as dye,
ink, solvent, detergent, or from plants (poison ivy, poison oak). (Checklist for skin disease
claims is at Figure 26.)

47 ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

(4) Silicosis, Asbestosis, and Chronic Bronchitis. Silicosis is caused by inhalation of
particles of dust or stone, sand or flint containing silica (silicon dioxide). The mere inhalation of
dust alone will not cause silicosis; the dust must contain silica. Asbestosis is caused by
inhalation of asbestos particles or fibers. In these cases, it is essential that substantial exposure
in the Federal employment be well established and the silica content of the dust be provided.
Chronic bronchitis is a common condition that may be caused by exposure to chemical irritants,
smoke or fumes, repeated attacks of acute bronchitis or bronchial asthma, prolonged inhalation
of irritating vapors, dust or smoking tobacco. (See checklist in Figures 27 for required
documentation: CA-35C and CA-35F.)

(5) Cardiovascular Diseases. There are several types of cardiovascular diseases, and
claims may be made for any of them. Even in situations where the condition was clearly not
caused by work, it may be alleged that factors of employment aggravated a condition or
precipitated a period of disability. (See Figure 28 for coronary/vascular condition checklist.)
Some types of cardiovascular problems are:

(a) Congestive Heart Failure. A general circulatory problem that occurs when the
heart is unable to put out enough blood to meet the requirements of the body.

(b) Arteriosclerotic Heart Disease (ASHD). Hardening and narrowing of the
coronary arteries resulting in the heart not receiving the oxygen it needs. Characteristically, this
is a degenerative change that occurs in middle or old age. It is more common in men than
women.

1. Coronary Insufficiency (Occlusion). A mild form of ASHD, also known as
angina pectoris. The condition occurs due to an inadequate supply of blood and oxygen to the
heart. These episodes are often precipitated by physical exertion or emotional stress.

2. Myocardial Infarction. The more serious form of ASHD, in which part of the
heart muscle is completely deprived of oxygen and dies.

(c) Rheumatic Heart Disease. Occurs because of rheumatic fever (usually in
childhood), which causes damage to the valves of the heart.

(d) Hypertensive Heart Disease. A defect present at birth.

(e) Congenital Heart Disease. A defect present at birth.

(F) Itis important for OWCP to be able to distinguish between a chronic underlying
coronary artery disease or other heart disease, which may not be attributable to employment.

(6) Psychotic and Neurotic Disorders. Emotional disorders can cause disability; an
employee may file a claim based on an emotional disorder if the stress and/or strain are related to
the work environment. Normally, the work environment is not the sole cause of an emotional
disorder, which usually results from a combination of additional factors including genetic history
and home environment. It is especially important for OWCP to receive factual evidence
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concerning the employee's medical history and work and home environment (CA-35G,
Psychiatric Checklist at Figure 29).

(7) Low Back Strain. Most claims for back strains are alleged to have occurred because
of traumatic injury rather than because of general working conditions and thus fall under that
category rather than an occupational illness. The back is prone to progressive deterioration
associated with aging. A back condition may also be due to an injury having no relation to the
work, faulty posture, a congenital condition or a disease process. ICPAs should carefully review
low back strain claims based on traumatic injury and if the situation warrants, obtain and provide
the same information to OWCP as for occupational illness claims.

(8) Radiation and Similar High Energy Injuries. These claims can include, injuries
involving X-rays, radioisotopes and radio nuclides, radar, microwaves, radio frequencies, alpha
and beta particles, gamma rays, high energy neutrons, and laser beams. These claims are
handled by District 09.

(9) Other Occupational Iliness or Disease. The activity obtains and reviews all pertinent
documentation, including the evidence required in Figures 30 and 31, and forwards to OWCP
(CA-35H and CA-35A). In most traumatic injury cases, the documentation required is far less
extensive; but, the ICPA should carefully review each claim. When evidence is required from
the employing activity for occupational illness and it is relevant to a traumatic injury claim, the
ICPA should obtain and forward it to OWCP.

c. Claims Filed by Claimants After Federal Employment Has Been Terminated

(1) Initial Action Required. Often a claim for compensation because of a job-related
illness or disease is not filed until sometime after an employee has been separated from the
employment rolls. When the ICPA receives such claims or a request from OWCP for employing
activity documentation, it is important that as much information and documentation as possible
concerning the employee's Federal employment and medical records, and any non-Federal
employment or activity, be obtained and provided to OWCP. Upon receipt of a claim or OWCP
request, the ICPA should:

(@) Complete SF-127, “Request for Official Personnel Folder (OPF) (Separated
Employees)” and send it to the National Personnel Records Center (NPRC), 111 Winnebago
Street, St. Louis, MO 63118.

(b) Complete SF-184, “Request for Employee Medical Folder,” for employees
separated after August 1984. For employees separated before September 1984, complete OF-11,
“Reference Request - Federal Records Center.”

(2) Follow-Up Actions. The ICPA should:

(a) Review the OPF, medical records, and DIUCS to extract as much information as
possible to determine a possible employing activity position regarding the claimant’s allegations.
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(b) If the claimant had remained at the same employing office during the period of
employment alleged to have caused the illness or disease (and the installation is still in
existence), obtain documentation as would be available if the claimant were still employed.

(c) If the installation or organization is no longer in existence and exposure
monitoring or other data has been destroyed or otherwise not available, request assistance from
the DoD servicing liaison.

(d) A sample letter to OWCP showing types of information that an employing
activity can provide is at Figure 32.

(e) The claimant’s signature and date in blocks 15 and 18 of the current Forms CA-1
and 2, respectively, satisfy the requirements of any local regulation for written consent to release
of medical information to OWCP to process a claim in which a person's medical history is
relevant.

4. CONTINUATION OF PAY AND ACCOUNTING PROCEDURES

a. Continuation of Pay (COP)

(1) Coverage. The ICPA and supervisor must follow specific timekeeping and
accounting guidelines. Accurate input of time and attendance is necessary in tracking injury
compensation costs.

(2) COP Applicability. COP applies only to employees suffering traumatic injuries.
Persons disabled because of occupational illnesses (those illnesses that are the result of
continued exposure to a condition of the work environment) do not receive COP; they are only
eligible for injury compensation benefits from the OWCP, and/or may use sick or annual leave
or LWOP, as appropriate.

(3) COP - The 45-Calendar Day Period. COP is the continuation of an injured
employee’s regular pay for up to 45 calendar days with no charge to sick or annual leave. COP
is charged in full days only and includes weekends and holidays. COP is paid by the employing
activity and contributes directly to the cost of doing business in lost production time.

(a) Computation. The 45 days begin according to the appropriate one of the three
rules provided below:

1. If the injury occurs before the start of the employee’s scheduled tour of duty,
the first day charged to COP is the date of injury. EXAMPLE: An employee whose tour begins
at 9:00 A.M. is injured while entering the building at 8:50 A.M. on Tuesday. Tuesday would be
the first day of COP.

2. If the injury occurs during the employee’s scheduled tour of duty and
immediate time loss results, the first day charged to COP is the first calendar day after the date
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of injury. EXAMPLE: An employee whose tour begins at 9:00 A.M. has a disabling on-the-job
injury at 10:45 A.M. on Tuesday. The employee cannot return to duty for 5 days. Wednesday
would be the first day of COP.

3. When the time loss is not immediate, the first day charged to COP is the first
day of lost time following the date of injury. EXAMPLE: An employee is injured at 2:00 P.M.
on Tuesday, is examined at the activity hospital, and returns to duty after the examination. At
10:00 A.M. on Thursday, the employee returns to the activity hospital for a follow-up. In this
case, Thursday would be the first day of COP.

(b) Continuation-of-Pay Limitation

1. COP is calculated for each injury. One COP period is not added to another.

2. COP can be received only if the initial disability begins within 45 calendar
days of the occurrence of the injury. In recurrence cases, COP is allowed if:

a. The initial claim had been previously approved or is pending OWCP
adjudication; and,

b. The 45-day calendar days were not all used during the initial period of
disability; and,

c. The recurrence is within 45 calendar days, beginning from the date the
employee first returned to work following the first period of work stoppage.

(c) Partial Days Lost. If the employee stops work for only a portion of the day or
shift, such day or shift shall be considered as 1 calendar day for purposes of counting 45 days.
However, while such a day is considered 1 calendar day for counting purposes, the employee is
NOT entitled to COP for the entire day or shift unless the physician advises (in writing) the
employee to stay at home for the rest of the day. For example, if an employee who has returned
to work uses 3 hours to receive physical therapy for the effects of the injury, the employee is
entitled to only 3 hours of COP for that day or shift even though 1 full calendar day will be
charged against the 45-day limit. If the employee is absent for all or any portion of the
remaining 5 hours (assuming an 8-hour workday or shift), such absence is covered by leave -
annual or sick leave, LWOP, or AWOL, as appropriate. Any absence during that day or shift
beyond the time needed to travel to and from the therapy location and to obtain the physical
therapy, cannot be charged to COP.

b. Authorization and Certification of COP

(1) Recurrence of a Job-Related Traumatic Injury

(@) An employee who suffers a recurrence of a job-related traumatic injury may elect
to receive COP (if eligible), charge the absence to sick or annual leave, or take LWOP and file
for injury compensation benefits from OWCP. COP is available as an option only:
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1. If the 45 calendar days were not all used during the initial period of work
stoppage; and,

2. If the recurrence is within 45 calendar days of the date that the employee first
returned to work. If the recurrence occurs more than 45 calendar days after the employee
returned to work following the initial work stoppage, COP may not be continued, even if some
portion of the 45 days remains unused. In this case, the employee is entitled only to sick or
annual leave or OWCP compensation.

(b) The phrase, "first returned to work™ means the first return to any work, including
part-time work. The first day of COP must be taken within 45 calendar days from the date of
injury. The following example illustrates when the 45-day period begins from the date the
employee "first returned to work™ following the initial disability.

1. EXAMPLE: The employee is injured on January 2 and is totally disabled for 2
days. On January 5 the employee reports to work and works a full day. The employee does not
lose any time from work again due to the injury until February 8; is off work February 8, 9, and
10; and receives COP for those 3 days. The employee returns to work on February 11 and does
not lose any further time from work due to the injury until March 20; but on March 20, 21, and
22 again loses time from work due to the disability. The employee would not be entitled to COP
for time lost in March as it was more than 45 calendar days since the first return to work, which
was January 5.

2. Once begun, COP is continued (if the 45-day period has not been expended)
for the entire period of continuous disability, even though it extends beyond the 45 calendar-day
period. However, all entitlement to COP for the injury ends after the first return to work
thereafter (beyond the 45-day period).

(2) Authorization and Supporting Evidence. When an employee sustains an on-the-job
traumatic injury, COP should be authorized pending receipt of the CA-1, “Federal Employee’s
Notice of Traumatic Injury and Claim for Continuation of Pay/Compensation,” and medical
evidence. If the agency does not receive the completed CA-1 and prima facie medical
documentation within 10 calendar days from the date the employee claims COP or the disability
begins, whichever is later, COP shall be discontinued and the employee shall have his or her
time charged to sick or annual leave or LWOP. (A completed CA-1 must be received within 30
days from the date of injury for the employee to be authorized COP.)

(3) Certification of COP. A physician's statement is necessary for all periods of absence
due to an on-the-job injury. The treating physician should provide rationalized medical evidence
supporting the treatment provided and any period of disability causally related to the on-the-job
injury. If the physician does not provide medical evidence, it may result in OWCP's denial of
COP and be subject to recovery.

(4) Computing Employee's Pay for COP. COP is an employee's regular pay. It is the
employee’s current weekly earnings excluding Sunday premium and overtime pay 5 USC 5546

52 ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

(reference (n)). Firefighters and certain other employees are eligible to receive overtime when in
receipt of COP (5 CFR Part 551) (reference (0)).

(@) Anemployee (full-time or part-time) receives COP for the number of hours
(excluding overtime) he or she would have worked if he or she had not been injured.

(b) Intermittent, WAE (when actually employed) or part-time employees, either
permanent or temporary, who do not work each week of the year (or period of appointment),
receives COP in an amount equal to the average weekly number of paid hours that the employee
has worked during the previous 52 weeks (excluding overtime). The weekly pay rate equals the
average of the employee's weekly earnings during the 1 year before the injury. It is the total
earnings divided by the number of weeks worked (partial weeks worked are counted as whole
weeks). The annual earnings used for this computation must not be less than 150 times the
average daily wage earned within 1 year before the date of injury (the daily wage is the hourly
rate times eight). (Refer to Figure 33 for worksheet used to compute intermittent, WAE, or part-
time employee’s COP.)

(c) Normally, employees who would have been eligible to receive night differential
or any other additional pay, excluding overtime or Sunday premium pay, will continue to receive
these premiums while in COP status. However, a 1987 court decision requires firefighters to
have overtime included in their COP. For computation information regarding firefighter pay-
rates, please make reference to 5 CFR Part 550, Subpart M (reference (p).

(d) Employees normally entitled to holiday pay and a holiday falls within the 45-day
CORP period, the holiday will be counted against the 45 days.

(e) Particular attention to the physician's report is required when charging COP on
Saturdays, Sundays, and other non-workdays. EXAMPLE: If the employee has a disabling on-
the-job injury on Wednesday and the physician's statement says the employee cannot return to
duty until the following Monday, Saturday and Sunday would be counted in this case.

(F) Any within-grade increases or promotions the employee receives are included in
COP, since COP is replacement of the employee's normal salary.

(5) Election of Annual or Sick Leave. If an employee elects sick or annual leave instead
of COP, he or she should be advised that such leave during the 45-day entitlement cannot be paid
back by compensation and that this time counts against the 45 days of COP.

(6) Election Changed Within the 45-Day Period. An employee who first elected sick or
annual leave on the Form CA-1 may change that election to COP for the entire COP period.
EXAMPLE: An employee had an on-the job injury on June 20 and was totally disabled. The
first day of COP would have been June 21, but the employee elected to use sick leave instead.
Sick leave was charged from June 21 through 28 and the employee decided to use COP rather
than sick leave. A written request was submitted on June 28, so COP would be charged starting
June 21. However, the employee must request the change to COP within 1 year of the date the
leave was used or the date the claim was approved, whichever is later.
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(7) Eirst Aid Examination and Treatment for On-the-Job Injury or Iliness. When
management refers an employee to a medical unit (either on-site or off-site) due to illness or
injury, all time spent waiting for and receiving medical attention on the workday on which the
illness or injury occurs (that would otherwise have been worked, excluding overtime) is credited
as work time. The supervisor so notes and initials the employee's timecard. This does not imply
that an employee whose treatment extends beyond his or her scheduled tour of duty is to be
credited for that time. An employee will be credited only for the number of regular hours he or
she was scheduled to work that day (applicable to injuries that occur after the work shift has
begun).

(8) COP Beyond Separation (General). COP may not be interrupted as part of a
disciplinary action unless a preliminary notice was issued to the employee before the date of
injury and the action becomes final or otherwise takes effect during the COP period. The ICPA
must ensure that documentation is made available and that the preliminary notice was issued
before the date of injury. COP is provided only through the date that the proposed action
becomes final. If a disabling injury occurs just before the end of a temporary appointment and
the employee was formally advised of the final date of the appointment before the injury, COP
would be provided only through the date of termination. Where such notice was not issued
before the date of injury, the agency will continue to pay COP. Formal notice of termination
affects COP only; therefore Form CA-7 should be completed promptly and forwarded to OWCP,
with the original CA-1 and other documentation.

(9) Pay Adjustments and Recovery of Overpayments

(@) Occasionally, OWCP may determine that an employee is not entitled to all or part
of a period of COP that has already been given. The ICPA and claimant will be notified of such
a decision and COP should be recovered accordingly.

(b) Upon receipt of the initial OWCP decision, the ICPA advises the employee, the
employee's supervisor, and the civilian payroll activity that a corrected time and attendance
document or data entry is needed to change COP to sick or annual leave, or LWOP, as elected by
the employee. If LWOP is elected, the overpayment will be recouped by the payroll activity. An
SF-52 will be submitted to document LWOP in excess of 80 hours when LWORP is taken for the
purposes of receiving compensation benefits.

(c) Supervisors should submit an adjusted time and attendance document or input
corrected data to the payroll activity to recover COP hours.

(d) When the COP adjustment has been processed, a letter should be sent to OWCP
showing that the COP has been recovered.

(e) COP is not considered compensation, therefore, the cost of time charged to COP
cannot be recouped in third party recovery cases.
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(10) Light Duty Chargeable to the COP Period

(@) Normally, an employee performing light duty because of an on-the-job injury is
not charged COP. However, COP is charged if an employee has been assigned light duty by an
official personnel action (SF-50) and pay loss results. The employee must be furnished with
documentation of the personnel action before the effective date of the action.

(b) When an employee is detailed to a work schedule entailing loss of night
differential pay earned before the injury, COP days will be charged, even though the employee is
working. The cost of COP is calculated as the difference between the employee’s normal pay
and pay earned in the detail position.

5. CONTROVERSION OF CLAIMS

a. Controversion. "Controvert" means to dispute, challenge, or deny the validity of the
claim. For cases where entitlement to COP is not a consideration, the term controvert and
challenge are used interchangeably.

b. General Guidelines

(1) Purpose of Controversion. The FECA provides for the controversion of an
employee’s claim for COP and compensation when there is reason to believe that the employee
is not entitled to certain benefits under the law. It is the responsibility of all supervisors and
ICPAs to dispute any injury compensation claim or element of that claim for which there is
credible evidence of fraud, abuse, honest misjudgment by the employee, or any other
circumstances that constitutes doubt as to the employee’s entitlement to one or all benefits under
FECA.

(2) Questionable Cases. In questionable cases, consult the supporting DoD liaison for an
opinion on whether to withhold COP pending further developments in the case. For example, a
temporary employee reports an injury sustained after having received notice of termination and
there are no witnesses.

c. Types of Controversions

(1) Controversion of the Entire Claim. The entire claim should be controverted when
there is reason to believe that the claimant is not entitled to the benefits he or she is claiming.
These types of cases include fraudulent claims, honest misjudgment by the claimant as to job
relatedness, injuries caused by willful misconduct and injuries proximately caused by
intoxication.

(2) Partial Controversion. Any portion of a claim may be controverted when there is
evidence to substantiate that the employee is not entitled to certain benefits under FECA. For
example, an employee sustains a laceration to the right leg and the treating physician states that
the employee is totally disabled for 2 days, but the employee takes off 4 days. Althoughiitis a
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legitimate injury, 2 days of COP should be controverted, unless the claimant provides further
evidence to justify the additional time.

(3) Controversion with Termination or Denial of COP

(a) The FECA provides that the employing activity may controvert and terminate or
withhold COP on the basis of information submitted by the employee or secured on
investigation, if the claim falls into one of the following nine categories:

1. Disability results from an occupational disease or illness (see sample letter at
Figure 34);

2. Employee is excluded by reference (a);

3. Employee is not a citizen or a resident of the United States or Canada;

4. Injury did not occur at the employing activity and the employee was not
involved in official off-premises duties;

5. Injury was caused by the employee's willful misconduct, intent to cause injury
or death of self or another person, or was caused by the employee's intoxication;

6. Claimant did not report injury on Form CA-1 within 30 calendar days
following the injury (see sample letter at Figure 35);

7. Work stoppage first occurred 45 calendar days or more following the injury
(see sample letter at Figure 36);

8. Employee initially reported the injury after employment was terminated (see
sample letter at Figure 37); or,

9. Employee is enrolled in the Civil Air Patrol, Peace Corps, Job Corps, Youth
Conservation Corps, Work Study Programs, or other similar groups. There is no entitlement to
COP for these individuals; however, they may be entitled to compensation.

(b) These nine provisions are also listed in the instructions attached to the Form CA-
1. These provisions should be reviewed carefully. It should be noted that OWCP makes the
final determination and can overturn the activity's controversion of termination of COP.

(4) Termination of COP. Once COP has started, it may be stopped only if:

(a) Medical evidence is not received supporting the disability within 10 calendar
days after the claim is filed by the employee;

(b) The attending physician has found that the employee is no longer disabled for the
job held at the time of injury;
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(c) The attending physician advises that the employee is partially disabled and then
the employee refuses a suitable written offer of light duty or fails to respond to such offer within
5 working days;

(d) The employee’s term of employment expires, provided the date of termination of
employment was established before the date of injury;

(e) A preliminary notice of disciplinary action was issued to the employee before the
date of injury and takes effect during the COP period.

() The OWCP advises the agency to terminate COP; and,
(g) COP has been paid for 45 calendar days.
(h) The employee returns to work with no loss of pay.
(5) Controversion Without Termination or Denial of COP. If the conditions listed in

5.c.(1) of this enclosure do not apply, it may still be appropriate to controvert COP. However,
the agency must pay COP to the claimant until notified otherwise by DOL.

(a) Reasons for controverting a claim that do not allow termination of COP are:

=

. Facts of injury are questionable;

N

. Medical evidence does not establish causal relationship;

3. Preexisting medical conditions if there is no medical evidence to explain how
the injury affected the condition;

4. The results of claimant's fitness-for-duty examination conflict with the treating
physician's medical report;

5. An employee delays reporting the injury (but still files within the 30-day time
limit);

6. The claimant sustains a disabling injury after being refused leave;

7. The claim lacks substantiating medical evidence;

8. Diagnosis is not compatible with injury (see sample letter at Figure 38);

9. Injury was not caused by employment factors (see sample controversion letter
at Figure 39).
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(b) The FECA provides for controversion of traumatic injury, but does not
specifically address occupational or recurrence claims. In these cases, it is the responsibility of
the claimant to provide evidence that his or her condition is causally related to factors of
employment. Although controversion, per se, does not apply in cases of occupational disease or
recurrences, the activity can still question the validity or job-relatedness of a claim.
Documentation is basically the same as for a controversion package; however, the claimant must
submit a statement with the claim and the supervisor must comment on the accuracy of the
statement. This gives the supervisor an opportunity to either substantiate or refute the
information given (see Figure 40 for sample letter disputing an employee's claim).

d. The Employee’s Burden of Proof. There are five basic criteria that OWCP considers in
adjudicating a claim. Where the employee's evidence fails to meet any of the five requirements,
the examiner will try to obtain clarification of significant discrepancies and any additional
information necessary to reach a decision. It is the responsibility of the supervisor or ICPA to
controvert the claim if any of the following basic requirements are not established:

(1) Time Limitations

(@) Claimant should file a notice of traumatic injury or occupational disease claim for
compensation within the time limits specified below. (These time limits apply only to injuries
and deaths that occurred on or after September 7, 1974.)

(b) Reference (a) states that the claimant should file an original claim for
compensation for disability or death within 3 years after the occurrence of the injury or death.
Even if the claimant does not file within 3 years, compensation may be allowed if:

1. The immediate superior had actual knowledge (including verbal notification)
of the injury or death within 30 days after occurrence; or,

2. The claimant gave written notice of injury or death within 30 days as specified
in reference (a).

(c) Reference (a) also provides that filing a disability claim because of injury will
satisfy the time requirements for a death claim based on the same injury. This section further
provides that failure of any individual to comply with the 3-year time requirement may be
excused by the OWCP on the grounds that notice of injury or death could not be given because
of exceptional circumstances;

(2) Civil Employee. The injured employee or decedent must be or have been a Federal
employee;

(3) Factof Injury. The employee or decedent must have sustained an injury as defined
in FECA;

(4) Performance of Duty. The injury or death must have resulted from an incident or
circumstance occurring while the employee was performing official duties; or,
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(5) Causal Relationship. The injury, disability, or death must have been caused by
conditions of employment. The causal relationship may be either direct or by precipitation,
aggravation, or acceleration of a preexisting or underlying condition.

e. The Controversion Package. The content and validity of a controversion package are the
determining factors in OWCP's decision to uphold or deny a controversion. Therefore, it is of
the utmost importance to prepare this package with care after thoroughly investigating the
circumstances surrounding the claim. It is also important to mark the appropriate controversion
block on the Form CA-1. The package should include a cover letter with documented evidence
attached. The ICPA maintains a copy of the entire controversion package in the employee's
claim file. A copy of the cover letter should be sent to the supporting DoD liaison for recording
purposes.

(1) The Cover Letter. The cover letter is the first document the OWCP claims examiner
sees and it summarizes the reason for controversion. All letters should be simple and tied to the
FECA statute. Construct the letter to include:

(@) Introduction. The introductory paragraph should contain a reference to the
claimant, the claim number (if assigned), the nature of the claim, and a statement that the claim
or identified portion of the claim is being controverted,

(b) Presentation of Evidence. The body of the cover letter presents the actual
evidence or reference to the evidence that supports the controversion. The body consists of two
types of information:

(=

. Reference to the attachment; and,

N

. Factual information not supported by attachment.

(c) The Summary. The final paragraph should contain a concise summary of the
justification for the controversion and the action needed by the claims examiner; that is, the
cover letter should:

(=

. Describe what is being controverted and why;

N

. Support the agency’s position; and,

[o8)

. State requested action.

(2) Attachments or Enclosures. The agency should support controversions with factual
evidence and present that evidence as attachments. Refer to the attachments in the cover letter
and arrange them in an orderly sequence.

(a) Examples of Attachments

1. Witness statements;
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IN

Supervisor's statements;

Medical evidence;

[®

I~

Diagrams, maps, or both;

o

Photographs;

o

Time and attendance records;

I~

Other documents obtained during the investigation; and,

00

Investigative reports (if available).

(b) Importance of Attachments. Because the attachments make up the bulk of the
evidence needed for controversion, their accuracy and completeness are vital. Documents
refuting a claim or portion of a claim will weigh heavily on the adjudication of the case as long
as they are relevant, accurate, and objective.

6. PAY RATES USED FOR COMPENSATION AND OTHER PAY RELATED ISSUES

a. Compensation Pay Rate

(1) Compensation Pay Rate Explained. The pay rate used by OWCP for computing
compensation is the highest rate on any of the following dates:

(a) Date of injury;
(b) Date of recurrence; or,
(c) Date disability began. This date applies for illness/disease claims.

(2) How to Determine Pay Rates

(a) Date of Injury Pay Rate. The date-of-injury pay rate is the rate used in most
claims. The hourly rate should be provided if the employee is paid on this basis. OWCP will
multiply the hourly rate times 2087 and divide by 52. The annual pay rate should be used if
employee is paid on an annual basis. If an annual rate is used, OWCP will divide this amount by
52, in accordance with the “FECA Procedure Manual,” (reference (q)).

(b) Date Disability Began Pay Rate. This is the pay rate used when the employee did
not stop work on or immediately following the date of injury and the disability began later. The
date-disability-began pay rate is compared to the date-of-injury pay rate and the greater of the
two is used.
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(c) Date of Recurrence Pay Rate. In order for an employee to receive the recurrence
pay rate, the recurrence must begin more than 6 months after the employee had resumed regular
full-time employment with the government. The 6 months begin after the employee has lost time
other than the date of injury. The employment with the government during the required 6
months need not have been continuous. The 6-month requirement applies only to the first
recurrence of disability and is not a requirement to subsequent recurrences.

(3) Temporary Employees. In certain situations, temporary employees are not entitled to
compensation at the same rate as full-time, permanent employees. If an employee’s appointment
was for less than 1 year, the ICPA must submit the additional information to OWCP as follows:

(a) How long was the appointment, including extensions? Submit copies of all
applicable SF-50s.

(b) Had the employee established the ability to work full time? Submit a copy of an
“Application for Employment.”

(c) What were the annual earnings of a similar employee (another 90-day appointee,
NOT a full-time permanent employee)?

(4) Computation of Compensation for Intermittent and Temporary Employees.
Normally, OWCP bases compensation on the employee's weekly pay at the time of injury.
However, if the employee was on an intermittent or temporary job that would not have afforded
employment for a whole year, OWCP may use a different formula to compute the weekly pay
rate. In these cases, the average annual earnings used as the basis for compensation will not be
less than 150 times the employee's average daily wage earned in the particular employment
during the year immediately preceding the injury. (EXAMPLE: An employee earning $7.32 per
hour - $7.32 per hour X 8 hours = $58.56 (per day) X 150 = $8,784.00 (per annum) divided by
52 weeks = a weekly pay rate of $168.92.)

(5) Firefighters and Employees Who Work Other Than a 40-Hour Workweek. For
firefighters (and other employees) who work other than a 40-hour workweek, it is critically
important that OWCP be specifically advised of: (1) the actual number of hours in the
workweek, listing regular and overtime hours separately; and, (2) the basic pay rate, the overtime
pay rate, and percentage of premium pay. The ICPA must include a statement about whether the
provided pay rate includes or does not include the premium pay. For firefighters who work 72
hours per week, overtime is paid for 19 hours. The overtime pay is included in the pay rate used
for compensation purposes (reference (0)). The formula for computing premium and overtime
pay is included in Figure 41. The ICPA should complete the worksheet and forward a copy with
the claim to OWCP.

(6) Cost of Living Increases. The FECA provides for increases based on the Consumer
Price Index (CPI) to claimants who have been receiving compensation for more than a year. CPI
increases apply only if the claimant received compensation before March of the previous year.
Figure 42 contains all the CPI adjustments granted since 1966 and can be used in determining if
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the amount of compensation paid to the claimant and charged back to the activity is reasonably
correct.

(7) Loss of Wage-Earning Capacity

(@) When an employee has a partial loss of wages, OWCP will compute the
compensation based on the "Shadrick™ formula as it reflects the principles declared by the
Employees' Compensation Appeals Board (ECAB) in the case of Albert C. Shadrick, 5 ECAB
376. In that decision, the ECAB found that reference (a) does not say that compensation is to be
based on the difference between the employee's earnings at the time of injury and whatever
variable dollar income the employee may have in the future. Instead, it is to be based on the loss
of capacity to earn wages. The ECAB went on to say, "Although capacity to earn and not wages
received is the proper test under the law, an employee's actual wages may constitute compelling
evidence of his capacity to earn and in a proper case may be used as a yardstick in determining
an injured employee's diminished earning capacity.” However, in applying this yardstick, the
Appeals Board found that ... wages received 2, 5, or 10 years after an employee has sustained an
injury and during which period changes in business conditions have caused wages to double due
to a business boom or to be cut in half due to a depression cannot be used as a conclusive factor
in determining a claimant's diminished wage-earning capacity after he has been injured.” The
Appeals Board concluded that "Actual dollar earnings received several years after injury may be
used to determine wage-earning capacity only after they have been converted into terms of actual
dollar earnings received at the time of the injury."

(b) Mathematically, this principle is represented by the "Shadrick™ formula as shown
in Figure 43. When the job held at the injury included additional elements of pay that would be
reflected in the pay rate for compensation purposes, such as night differential, such additional
pay must be reflected in the current pay for the same job. This is done by increasing the current
base pay by the same percentage as the original base pay was increased by the additional pay
elements.

b. Preventing Overpayment Occurrences. To prevent overpayments, the ICPA should:

(1) Submit a copy of the SF-50 reflecting the salary on the date of injury with the initial
CA-7,

(2) Highlight part-time or intermittent employment on Forms CA-1, CA-2, or CA-7;

(3) Avoid completing the employee's portion of Form CA-7. If there is fraud, the
government does not have a case if the form was not completed by the claimant;

(4) Review the award letters on schedule awards and compensation payments to insure
that the correct pay rates were used; and,

(5) Review leave buy-back cases and verify that the CPls are not given if the pay rate
was not in effect for 1 year as of March 1 on the following year.
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c. Leave Buy-Back Procedures

(1) Criteria for Leave Buy-Back. If an injured Federal employee elects to use sick or
annual leave during a period of disability, the employee may (with agency approval) claim
compensation for the period of disability and “buy back” the leave used. Compensation for
leave repurchase is computed in the same way as compensation for temporary total disability.
Since leave is paid at 100 percent of the usual wage rate, while compensation is paid at either 66
2/3 percent or 75 percent of the employee’s usual pay rate, the employee must refund to the
agency the difference between the compensation entitlement and the total amount of leave paid
by the agency. The employee’s leave record must be changed to leave-without-pay (LWOP) for
compensation to be paid. Since leave is not earned during a period when an employee is in a
LWORP status, the repurchase of leave may result in a reduction of earned leave. Buy back of
leave is subject to agency concurrence and availability of official leave records (any sick or
annual leave used during the 45 day COP period cannot be used for leave-buy-back purposes
unless the employee was not entitled to COP). Before leave buy-back procedures begin, the
following criteria must be met:

() OWCP has approved the employee’s claim for compensation benefits.
(b) The employee used sick or annual leave due to the disability.

(c) The claim for leave buy-back is submitted within 1 year of the date the leave was
used or the claim was accepted, whichever is later. (This would assure leave records and
medical documentation are available to support disability for the period claimed.)

(d) Requests for leave buy-back shall be submitted for a minimum of 10 hours of
leave unless no further claims are anticipated. Medical documentation must be provided for all
dates claimed.

(2) How to Process Leave Buy-Back Requests. The following are procedures to use
when an employee buys back leave:

(a) When an employee advises his or her immediate supervisor or other designated
official of intention to file a leave buy-back claim, the employee should complete a CA-7 for the
dates claimed. When more than one continuous period of leave is claimed, the employee should
complete a CA-7a, “Time Analysis Form,” (Figure 44) following the instructions (Figure 45).

(b) The employee completes the forms and returns them to the supervisor or
designated official. After completing the agency’s portion, the supervisor or other official
forwards the form to the ICPA.

(c) The ICPA reviews the CA forms and reviews and CA-7a for accuracy of hours
shown, verifying the hours against payroll records. The ICPA should contact the employing
agency’s payroll department to obtain the total repayment amount for all hours claimed. The
determination as to which hours are actually compensable will remain an OWCP function, based
on review of the medical evidence on file.
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(d) The ICPA estimates the FECA entitlement using CA-7b, “Leave Buy-Back
(LBB) Worksheet/Certification and Election” (Figure 46). Part Il of the CA-7b will be
completed by DFAS. The completed worksheet will show the total repurchase amount, the
estimated amount OWCP will pay if all hours are approved, and the balance which the employee
will be required to pay to the employing agency.

(e) The ICPA returns the CA-7b to the employee. The employee reviews the figures
provided and determines whether to pursue the leave buy-back request.

1. If the employee decides not to pursue the request, he or she will check the
“No” box on the CA-7b, sign the form, and return it to the ICPA. The employing agency will
retain the claim rather than forwarding it to OWCP.

2. If the employee decides to pursue the request, he or she will check the “Yes”
block on the CA-7B, sign the form, and return it to the ICPA. The ICPA will also sign the form
and forward the complete package, consisting of the CA-7, CA-7a (if applicable), and the CA-
7b, along with any medical documentation submitted by the employee, to OWCP.

() The FECA District Office will review the estimate of FECA entitlement shown
on the CA-7b. If there are no discrepancies greater than 10 percent (reference q)), the leave
repurchase request will be processed like a regular compensation payment. The employee is not
required to repay the employing agency until compensation has been approved by OWCP.

(g) After leave buy-back has been approved and paid, the ICPA should determine
whether the leave was used but a tax return has not been filed for that year. If so, the employee
should be advised to request an adjusted W-2 from Payroll. Figure 47 illustrates a leave buy-
back flow chart outlining the process.

(3) Impact on Leave Forfeiture and Leave Earnings. If annual leave is to be recredited to
the employee's account and it exceeds the maximum permissible carryover balance, the excess
amount is subject to forfeiture. Since the leave previously used must be converted to LWOP for
"buy back" purposes, leave earned during the buy-back period is nullified. In addition, the
employee will no longer be entitled to pay received for any holiday that was included within the
period of LWOP and each increment of 80 hours LWOP results in a corresponding loss of leave
accruals.

(4) Debt Collection. Title 29 Code of Federal Regulations, Part 20, Subpart D, “Federal
Claims Collection” (reference (r)) authorizes agencies of the Federal Government to refer debts
to private collection agencies for collection and to assess interest, penalties, and administrative
costs.

d. Projecting Lifetime Compensation Costs. Reemployment of injured workers is one of the
most effective means of reducing program costs. Providing managers and supervisors with
realistic potential lifetime costs (potential liability to the Department of Defense) can be
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effective in gaining their support in the return to duty of injured employees. Figure 48, with
accompanying instructions and tables (Figure 49), can be used to determine these costs.

7. RETENTION, REEMPLOYMENT, AND REHABILITATION

a. General Guidance. This section tells how to keep an injured employee actively employed
and how to help an employee who has partially recovered from a job-related injury to overcome
his or her disability and return to work as early as possible. (The term “employee” as used in
this section includes individuals receiving FECA benefits who have been separated from DoD
rolls.) The intent is not only to provide the injured employee with productive employment, but
also to reduce or eliminate the DoD compensation costs. A single employee retained in an active
employment status or returned to duty can result in a lifetime savings to the Department of
Defense of hundreds of thousands of dollars and depending on age, over one million.
Management and civilian personnel should make every effort to place the injured employee in a
position appropriate to his or her medical limitations. A common characteristic of successful
programs is the recognition of the need to involve all participants in the process, i.e.,
classification, affirmative employment, employee relations, manpower, and medical services.

b. Early Case Management Actions. OWCP uses the services of registered nurses to
decrease the extent and duration of disability by improving medical management in cases where
projected length of disability is uncertain. The nurses meet with injured employees, treating
physicians, and employing agency representatives to address questions about medical care,
treatment plans, return to work dates, descriptions of work limitations, and availability of light
duty jobs. Usually, nurses are assigned to claimants with injuries such as back sprain/strain,
neck or shoulder sprain/strain, knee injuries, and carpal tunnel syndrome after the 45-day COP
period has ended and a Form CA-7 has been filed with OWCP. However, the ICPA may request
nurse intervention services when they believe the services would be beneficial in the medical
management of long-term cases. A contract nurse:

(1) Communicates directly with injured workers and their families to explain and
monitor medical treatment and progress;

(2) As needed, identifies and pursues more active treatment or more active participation
by the injured worker;

(3) As requested by the claims examiner, obtains concrete work limitations;
(4) Arranges for on-site visits to the work place;

(5) Communicates directly with the treating physician about light duty opportunities and
other issues; and,

(6) Initiates return to work programs with the employee, agency and treating physician.

ICPAs should promptly submit all claim forms and related material to OWCP to ensure timely
assignment of cases to the Nurse Intervention Program.
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c. Actions Required Before or When Employees Are Separating From the Employment
Rolls. If an employee has sustained a job-related injury or occupational illness and is receiving
any FECA benefits, or is in the process of filing or may file a claim later (as in the case of a
hearing loss), the following actions are mandatory by the agency.

(1) When the employee is filing for disability retirement, the agency must:

(a) Make every effort to place the employee in a position compatible with the
physical limitations resulting from the injury or illness and any preexisting conditions. The
position can be any available permanent full-time or part-time (if the employee is unable to work
full-time) job, which the employee can perform regardless of the grade or rate of pay;

(b) Send a letter to the employee's physician explaining the differences between the
Workers' Compensation Program and the Civil Service Retirement System (CSRS) or Federal
Employees' Retirement System (FERS). Make sure the letter contains a request for the physician
to provide information regarding the employee's current work limitations and restrictions. Refer
to the sample letter in Figure 50 for this purpose;

(c) Document all actions taken to place the employee based on his or her physical
restrictions and to meet the “reasonable accommodations” obligations. (See glossary for
definition of reasonable accommodation.);

(d) Identify a position and offer it in writing to the employee. Make sure the offer
includes a description of the duties to be performed, the specific physical requirements, any
special workload demands or unusual working conditions, the pay rate, the organization and
geographical location, the hours of work, the date when the job will be available, and date of
expected response. (Refer to Figure 51 for sample job offer letter.); and,

(e) Have the employee accept or decline in writing. If the employee declines,
include the reasons for declining and a statement that he or she understands that declining may
affect entitlement to FECA benefits and OPM disability retirement.

(2) When an employee voluntarily resigns or applies for optional retirement, the agency
must:

(a) Obtain a copy of the employee's current position description, including the
precise physical requirements; and a signed statement from the supervisor concerning the
employee's past performance, the continued availability of the position, and the expected
continued performance of the employee were he or she to remain on the job;

(b) Obtain a copy of the employee's SF-52 showing the signed statement of the
employee's reason for resigning; and,

(c) Maintain a copy of the above documentation, in addition to a copy of the
separation SF-50 in the working case file and forward copies to OWCP.
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(3) If the employee’s separation results from other reasons such as reduction-in-force,
functional transfer, failure to qualify during the probationary period, failure to meet the
requirements of the Veterans Re-Adjustment Act (VRA), or disciplinary actions not related to
on-the-job injury or illness, as applicable, the agency must:

(a) Obtain a copy of the employee's current position description, including the
precise physical requirements, the salary of the position, and a signed statement from the
supervisor concerning the employee's past performance, and the expected continued performance
of the employee had it not been for the reduction-in-force;

(b) Provide a statement concerning the entitlement to relocation expenses, if
functional transfer is involved;

(c) Obtain documentation (including disciplinary actions) concerning the reasons
unrelated to the on-the-job injury or illness that caused the action;

(d) If the employee was offered and declined a functional transfer, obtain a copy of
the position description including the precise physical requirements, the salary, and a signed
statement from the employee showing that he or she understands his or her nonacceptance may
negate any entitlement to compensation payments in accordance with reference (a); and,

(e) Maintain a copy of the above documentation, in addition to a copy of the
separation SF-50 in the working case file and forward copies to OWCP.

d. Reemployment Actions

(1) Exception to Hiring Freezes. By direction of the Secretary of Defense, heads of DoD
Components have authority to exempt claimants from hiring freezes. Reemployment of
claimants makes sound economical sense by eliminating or reducing nonproductive expenditures
(compensation payments) and, in turn, receiving services for expended dollars.

(2) Reemployment Efforts

() The OWCP Rehabilitation Specialist (RS) has the responsibility to review and
screen all compensation case files to determine if an injured worker can be considered for
reemployment. The RS bases his or her determination on the results of a current medical
evaluation and an interview with the employee. If the RS decides that the injured worker is a
potential candidate for reemployment, he or she may refer the injured worker to a private
counselor for possible vocational rehabilitation. The RS also sends a copy of the referral letter to
the claimant's previous employer for possible placement.

(b) Although the OWCP has the primary responsibility of making referrals to the

employing agencies, the CPO/HRO, physicians, management, supporting DoD liaison, or the
injured employee may initiate reemployment efforts. For instance, the ICPA should carefully
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screen the case files of employees listed on the chargeback report to determine if there are
potential rehabilitation or reemployment candidates receiving compensation.

1. If, after careful review of the case file, it appears a claimant can perform some
type of work in a limited capacity, the ICPA should immediately send a letter (see sample letter
at Figure 47) to the employee requesting that he or she complete an “Application for Federal
Employment.” The ICPA should coordinate this letter with the appropriate affirmative
employment specialist.

2. When a separated employee has relocated outside the commuting area, the
activity should investigate possible employment opportunities in his or her current area. If a
suitable offer for employment in a Federal position cannot be made in the former employee's
current location, OWCP may pay reasonable and necessary relocation expenses. These expenses
are later charged back to the DoD Components.

3. Assisted reemployment may be appropriate if a suitable position in private
industry or in another Federal agency is identified in the former employee's current area. This
OWTCP project provides for 3 years of partial reimbursement of salaries to employers, other than
the original employer, who reemploy disabled workers receiving FECA compensation.

4. Telework shall be considered an appropriate alternative to traditional
placement in the work locale.

5. If assistance is needed in placing the employee or former employee, the ICPA
should request the supporting DoD liaison or the OWCP RS to review the case file to evaluate
the possibility of an official referral. In the reemployment process, it is not always necessary to
have OWCP rehabilitation involved.

(3) Preparing for Appointment

(@) Assoon as the ICPA, liaison, or RS initiates a reemployment referral action, the
employment specialist should request and review the employee's OPF and medical records to
identify all positions for which the employee qualifies.

(b) Based on the “Application for Employment,” the employment specialist should
search all current and anticipated vacancies for possible placement. Where accommodations are
necessary (based on the employee's partial disability), managers should consider creating a
position meeting the employee's medical limitations.

(c) The employment specialist should contact organizations where placement is
anticipated and provide the OWCP Form 5, “Work Capacity Evaluation,” the qualifications
statement, and any other pertinent information regarding the employee's work capability. The
employment specialist should advise the organization that an overstrength position may be
requested for this special placement through the Pipeline Reemployment Program.
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(d) If a position description is needed, the supervisor and classification specialist
should develop one (using the Factor Evaluation System format) accommodating the employee’s
physical and environmental limitations. If the current position description is modified, a detailed
position review should be attached as an addendum describing the physical and environmental
demands of the position in relation to the limitations set forth on the OWCP Form 5. Staffing
personnel will clear placement priorities before the action.

(e) The activity (or nearest) medical officer will review the OWCP medical
evaluation, the OWCP Form 5, any preexisting medical condition, and any medical condition
that may have developed after the employment injury to make a recommendation regarding
employability. The CPO/HRO should evaluate the referral, documented medical limitations, and
the medical officer's recommendations, and decide whether to make a job offer. If the
CPO/HRO requires updated medical information to determine whether a position is within the
employee's medical limitations, the request should precede the offer of employment. It should
include the same information about the duties and physical requirements of the position as would
be included in the offer of employment.

(F) The CPO/HRO has the option of obtaining the attending physician's approval
before making the official job offer. The ICPA should transmit the following to the employee's
attending physician for approval:

1. A description of the position being offered clearly defining the specific duties
and the specific physical requirements (SF-78).

2. If possible, a brief cover letter signed by a DoD Component medical officer or
the CPO/HRO.

(4) Restoration Rights. Restoration rights apply to all employees, except those serving
under a time-limited appointment. When an employee has been separated from the agency rolls
due to disability from a job related injury, the following applies:

(a) Rights For Those Fully Recovered Within 1 Year

1. Adisabled employee has mandatory restoration rights for a period of 1 year
from the date compensation begins. The 1-year period begins the date compensation is payable.
The 45-day period of COP is excluded since this is not considered “compensation.” Also
excluded is any period of sick or annual leave the employee elects to take; and,

2. The employee shall be restored immediately and unconditionally to the former
position or, with the employee’s concurrence, to an equivalent position in the commuting area in
which the employee was formerly employed,;

(b) Rights For Those Fully Recovered After 1 Year. An employee, who takes longer
than 1 year to recover and who has been separated from work because of injury or occupational
disease, is entitled to priority consideration for the former position or an equivalent one if the
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employee applies for restoration within 30 days of the date compensation ceases or 30 days from
the resolution of an appeal for continued compensation;

(c) Physically Disqualified. An employee who is physically disqualified for the
position previously held or an equivalent position, is entitled, within 1 year of the date
compensation begins, to be placed in a position for which he or she is qualified that most closely
approximates the seniority, status, and pay to which the employee would otherwise have been
entitled, consistent with the circumstances in each case. After 1 year, the employee is entitled to
the rights accorded employees who fully or partially recover, as applicable;

(d) Partially Recovered. A partially recovered employee has no right to restoration.
However, every effort shall be made to place the employee in an appropriate position in the
commuting area. This shall include re-engineering the former position, if feasible, or placing the
employee in any other position he or she is able to perform; and,

(e) Status Upon Restoration. An employee who is restored following a compensable
injury or disease is treated as though he or she had never left; however, an employee does not
earn sick and annual leave while off the rolls or in a non-pay status. The entire period the
employee was receiving COP or compensation is creditable for purposes of rights and benefits
based on length of service, including within-grade increases, career tenure, and completion of
probationary period.

e. The Official Position Offer

(1) Position Availability. When making an offer of employment, the CPO/HRO must
ensure that the offered position shall be available during the period required for OWCP to advise
the employee of suitability and to allow for the employee to respond. An employee might refuse
a job offer initially, but accept the offer after receiving a letter from OWCP.

(@) If the job is not available at the time the employee accepts the offer, OWCP will
find that suitable work was not available and benefits will continue.

(b) The success of efforts to return employees to gainful employment while
providing procedural due process requires close cooperation among the activity, supporting DoD
liaison, and OWCP. Early notification of job offers and complete information about the physical
and other requirements of the job will aid OWCP in making its decisions.

(2) Meeting the Test of Suitability. To meet the test of suitability under FECA, the job
offered must be within the physical capabilities of the employee. Generally, when an employee
can work 4 or more hours a day and the position offered is for less than 4 hours, OWCP shall
find the position unsuitable because less than 4 hours a day is regarded as sheltered employment
and is reserved for the severely disabled. In these instances, OWCP encourages the employer to
consider whether it can provide longer hours to the employee or place the employee in another
position. Other instances in which OWCP will find a light duty job offer to be unsuitable
include:
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(a) Permanent Seasonal Employment. Generally unsuitable unless the claimant was a
career seasonal or temporary employee when injured. In locations where year-round jobs are
scarce, however, a seasonal position may be considered suitable for an employee who previously
held a year-round job. In either case, the job must reasonably represent the claimant's WEC.

(b) A Temporary Job. Unsuitable unless the claimant was a temporary employee
when injured and the temporary job reasonably represents the claimant's WEC. Even if these
conditions are met, according to reference (q), a job which will terminate in less than 90 days
will be considered unsuitable.

(c) A Condition Arising Since the Compensable Injury. If medical reports in the
claimant’s file document a condition that has arisen since the compensable injury, and this
condition disables the claimant from the offered job, the job will be considered unsuitable (even
if the subsequently-acquired condition is not work-related).

(3) Employment Offer

(@) The offer of employment should contain:
1. A description of the duties to be performed. (A copy of a position description
may be attached, but the duties of the position must be described in narrative form within the job
offer letter, title, series, grade, step, rate, and salary of the position);

2. The specific physical requirements of the position, tour of duty, hours of work,
or both, and any special workload demands or unusual working conditions;

3. The date the job will be available and the expected term of the position (at
least 90 days);

4. The organizational and geographical location of the job;

5. The date by which a response to the job offer is needed (the suggested time
period is 15 days);

6. If applicable, information regarding loss of wage earning capacity benefits;

7. A statement that the job will remain available until OWCP makes a formal
determination that the job offer is valid; and,

8. The attending physician's approval of the physical requirements for the
claimant.

(b) Sometimes it is not possible to offer an employee a job at his or her current grade
level or the last grade held before being separated from the agency rolls. If the individual is
reemployed at a lower grade or pay level than previously held, OWCP will make up the
difference by determining and paying loss of wage-earning capacity (LWEC) benefits. This cost
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is charged back to the agency. It should be noted that pay retention tends to disguise the actual
cost of work injuries. When the pay LWEC is paid by the OWCP, the costs associated with the
injury are clearly identifiable.

(c) The notice to the employee about the job offer should not include a request for
election of OPM benefits if the employee decides not to accept the job offer. OWCP shall not
consider the employee to have made an informed election of benefits unless the OWCP advises
the employee that the job is suitable and the consequences of a refusal without reasonable cause.
OWCP will offer an election between OPM and OWCP benefits (see Figure 51, Sample Letter
and Acceptance or Declination Statement).

(d) The ICPA should send complete copies of the letter offering employment to the
OWCP claims examiner, the supporting DoD liaison, and if appropriate, the rehabilitation
specialist, at the time the offer is made.

(e) On receipt of the job offer, with the duties and physical requirements specified in
it, the OWCP district office will evaluate the position to determine whether it is suitable,
medically and otherwise. If the job offer is suitable, OWCP will advise the claimant and afford
him or her 30 days to submit any evidence to the contrary or reasons for refusing the job.

OWCP shall provide this advice even if the CPO/HRO has informed the claimant of his or her
responsibilities and of the sanctions that may be imposed. OWCP will transmit a copy of the job
offer with the duties and physical requirements to the employee.

(F) If OWCP determines the job offer is not suitable, OWCP shall notify the
CPO/HRO and provide assistance in identifying other accommodations to make the job offer
suitable.

(4) Job Offer Acceptance. If the employee accepts the job offer, the CPO/HRO notifies
OWCP as soon as possible of the return-to-duty date. Benefits will be terminated or adjusted as
of the date of return to duty. To avoid overpayments of compensation, the ICPA notifies OWCP
of the employee's return to work by telephone, and submits a copy of the appointment SF-50.

(5) Job Offer Refusal. If a former employee declines a valid job offer, the CPO/HRO
must send a copy of the employee's declination with the reasons for declining to OWCP. If the
employee refuses to sign a declination, the ICPA must document this information in a letter and
forward it to OWCP. If the employee refuses the offer, but provides reasons to support the
refusal, OWCP shall evaluate the reasons given and decide whether the refusal is valid.

() If the reasons are not valid, OWCP shall send another letter to the claimant
providing 15 more days to accept the offer and issue a warning that the compensation order to
terminate benefits (except for medical expenses) will follow. The claimant’s benefits will not be
terminated until the additional 15 days have passed.

(b) If OWCP cannot determine whether the former employee's reason for refusal is

justifiable without further investigation of the issues, OWCP will ask the claimant for clarifying
information and set a 30-day deadline. The OWCP will take no action until it receives a
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response from the claimant or the OWCP 30-day notice period has expired. If the employee
does not respond to OWCP's letter, OWCP will issue a compensation order to terminate benefits
under reference (a) on the basis that the employee refused suitable work.

(c) If reasons for refusal are valid, OWCP shall advise the CPO/HRO and continue
compensation at a level commensurate with the degree of disability.

f. Retirement Credit for Time Spent in Receipt of OWCP Benefits

(1) Retirement Credit Explained. When a current or former employee returns to Federal
employment, different provisions apply in crediting the time spent while receiving OWCP
benefits toward retirement. The following categories explain when the time is creditable and the
requirements to be met for the credit. (OPM Operating Manual, Section 102.A.3. of the CSRS
and FERS Handbook for Personnel and Payroll Offices (reference (5)).

() Employee in a LWOP Status. An employee who is in a leave-without-pay status
while in receipt of FECA benefits will receive full credit for the LWOP period in the
computation of annuity and for high-3 average salary purposes. LWOP while in receipt of
FECA benefits is not subject to the limitation of 6 months' credit in each calendar year, as is
other LWOP. The “one-out-of-two provision” does not apply when an employee is in a LWOP
Status. (See 7.f.(1)(b) of this enclosure.)

(b) Separated Employee. This category applies to a former employee whose
optional, disability, or discontinued service retirement has not been approved. When a separated
employee (other than an annuitant) returns to Federal service, that portion of the period of
separation during which the employee receives FECA benefits is deemed to be a period of
LWOP and is fully creditable for computation and high-3 average salary purposes. The official
personnel folder will be reconstructed for the periods of time separated, documenting all pay
adjustments and step increases as if the employee had been on the agency rolls. No period of
separation, even one in which the employee received FECA benefits, may be credited in meeting
the requirement that a CSRS employee complete 1 year of covered service in the 2-year period
immediately preceding a non-disability retirement. THE "ONE-OUT-OF-TWQO"
REQUIREMENT DOES NOT APPLY UNDER FERS.

(c) Disability Annuitant Under Age 60. This category applies to an individual who
has filed an application for retirement with OPM and who is entitled to an annuity whether or not
an annuity has ever been received. This person would be considered an annuitant. The
reemployment status of a disability annuitant is determined by the continuing nature of his or her
disability annuity. A reemployed disability annuitant can receive service credit for the time
spent on OWCP's rolls if he or she:

(=

. Subsequently returns to work in a position with retirement coverage;

N

. Is found by OPM to be either:

a. Recovered from disability; or,

73 ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

b. Restored to earning capacity; and,

3. Establishes a new entitlement to annuity. EXAMPLE: A disability annuitant
who retired from a GS-9 full-time position is awarded OWCP benefits. Later, the annuitant is
reemployed in a permanent, full-time GS-9 position, and the OWCP benefits are terminated.
OPM finds the reemployed annuitant recovered from his or disability 3 months after
reemployment. Ten months later (sufficient time for a CSRS employee to meet the 1-year-out-
of-two requirement), if the employee met the age and years of service eligibility, he or she would
be eligible for retirement. The period of separation spent in receipt of OWCP benefits is
creditable in determining entitlement to the benefit.

(d) Disability Annuitant Age 60 or Over. A disability annuitant, age 60 or over, may
be found recovered only on his or her own request. However, an annuitant's request cannot form
the sole basis for a recovery finding. There must also be evidence of medical recovery or
equivalent employment.

(e) Not Found Recovered/Restored by OPM

1. Disability Annuitant. If the disability annuitant/OWCP recipient is not found
by OPM to be recovered or restored, he or she is treated differently when reemployed. In these
instances, the reemployment service is governed by the provisions of the law covering
reemployed annuitants. Thus, the period of separation during which the individual received
OWCP benefits (instead of a disability annuity) is not creditable unless he or she is reemployed
for 5 continuous full-time years (or the part-time equivalent) and elects a redetermined annuity.
To qualify for a redetermined annuity, an annuitant must actually serve the equivalent of 5 years
of full-time service. This entitles the annuitant to recomputation of his or her annuity, as of the
date of the later separation, crediting all prior service. If the annuitant is not employed for the
equivalent of 5 years of full-time continuous service, he or she would be eligible for a
supplemental annuity. To qualify for this, an annuitant must actually serve the equivalent of 1
year full-time, continuous service in the reemployed position.

a. Part-time service is prorated. This would entitle the individual to an
additional sum of money, added on to the original annuity, proportionate to, and giving credit for
only the actual time served. No credit is given for the period in receipt of OWCP benefits for a
supplemental annuity. A non-recovered disability annuitant must earn a redetermined annuity to
credit post-retirement time spent on the rolls of OWCP.

b. Upon receipt of verification of an annuitant's reemployment, OPM reviews
the records to determine the effect, if any, on the individual's continuing eligibility for benefits
based on disability. However, continued payment from OWCP for loss of wage-earning capacity
is prima facie evidence that the person is not recovered. In such cases, OPM will not make a
finding of recovery unless there is contravening medical evidence.

2. Non-Disability Annuitant. The reemployment status of a non-disability
annuitant is determined by the provisions of reference (e).
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a. If the individual's right to an annuity continues during reemployment, the
individual cannot credit a period of separation during which he or she received OWCP benefits
unless he or she is reemployed for 5 continuous full-time years (or the part-time equivalent) and
elects a redetermined annuity.

b. If the individual's right to annuity ceases on reemployment in a covered
position, the period of separation during which he or she received OWCP benefits is not
creditable unless he or she establishes a new annuity right based on reemployment service.
(Under CSRS, this would require that the employee meet the "one-out-of-two" requirement.)

(2) OPM Notification Upon Reemployment. OPM should be notified immediately when
an annuitant is reemployed.

8. FRAUD AND ABUSE

a. Fraud and Abuse Explained. This section provides injury compensation personnel with
general criteria to apply in identifying and documenting suspected fraud and abuse in the FECA
Program. This section also establishes a uniform procedure for referring suspected claims to the
DOL Inspector General (IG) and/or other investigative services.

(1) Fraud and Abuse Program Objectives

(a) Reduce compensation costs resulting from fraudulent and abusive claims.

(b) Assist ICPAs in obtaining evidence regarding employees who may be defrauding
or abusing the FECA.

(c) Properly document and follow through with appropriate action. Such actions
may include:

[

. Disciplinary action;

N

. Advising OWCP for administrative action;

[oM)

. Referral to DOLIG or other investigative services; and,

I~

. Appropriate prosecution in the criminal court system.

75 ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

(2) Fraud and Abuse Defined

(a) Fraud. The intentional deceptive act, or series of acts, committed by an
individual with the specific intent to cause the Department of Defense or OWCP to grant benefits
under FECA that would not normally be provided. Example: Faking an injury, concealing the
fact that an injury occurred off duty, failing to report other employment, etc.

(b) Abuse. Excessive, extravagant, or wrongful use of FECA in a manner contrary to
its legal intent to acquire additional benefits for personal gain. Example: Prolonging the length
of recovery period caused by a job-related injury. Although the terms "fraud” and "abuse" are
related, they are not interchangeable. Any time employees apply for, or receive, FECA benefits
to which they are not entitled, they may be abusing FECA. It may be because the employees
have an ignorance of the law and its provisions or because they believe that they are genuinely
entitled to those benefits. When employees knowingly apply for FECA benefits they know they
are not entitled to, they are committing fraud. The key difference between fraud and abuse is
intent. Abuse may not always be fraud, but fraud is always abuse.

b. Detecting Fraud and Abuse Claims

(1) Fraud and Abuse Indicators and Warning Signals. In processing or reviewing a
compensation claim file, several warning signals or indicators of fraud or abuse can be found.
The existence of these signals or indicators does not prove fraud or abuse. They do indicate,
however, that the facts surrounding a particular claim merit further inquiry or investigation.
(This list is illustrative and not inclusive. Refer to Figure 52.) Several warning signals or
indicators of fraud or abuse have been identified and are listed below:

(a) Employee regularly participates in physically demanding activities (sports,
farming, military reserve duty, etc.);

(b) Medical treatment or documented diagnosis is not consistent with the nature of
the claimed injury;

(c) Employee changes physicians for unexplained or irrational reasons;

(d) Employee has secondary employment (injury may have been caused by the
secondary employment);

(e) Injury occurs at start of duty Monday, end of duty Friday, or immediately before
or after scheduled leave or a holiday;

(F) Injury occurs after notification or announcement of functional transfer, reduction-
in-force or base closure;

(9) Injury occurs near termination of temporary employee tenure;

76 ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

(h) Injury occurs after a leave request is denied (obtain a copy of the SF-71,
“Application for Leave,” or a signed statement from the supervisor or person denying the leave
request);

(i) Employee has a history of leave abuse (obtain copies of payroll leave and
attendance records);

(1) Employee has a history of personal or financial problems;

(k) Employee fails to identify witnesses although the injury occurred in an area
where it should have been observed,;

(I) Witnesses provide incriminating statements;

(m) Employee falsifies or alters forms;

(n) Injury occurs during the first pay period of employment;
(o) Injury occurs when disciplinary action is pending;

(p) Payments were made to physicians without medical reports to substantiate the
payments as related to the accepted injury;

(g) Filing of claim is not timely and employee is not sure of data such as date and
time of injury. Compare statements of employee, supervisor, witnesses, and treating physician;

(r) Employee changes description of how injury occurred;

(s) Employee has concealed information regarding a previous injury, physical
condition, or a medical problem;

(t) Stated disability is inconsistent with the requirements for total disability (look for
sprains, cuts, back injuries, and repeated injuries);

(u) Chargeback bill or case file shows little or no medical payments during the
billing period, yet employee is on long-term compensation.

c. Actions and Procedures when Fraud or Abuse is Suspected

(1) Identify Suspect Claims. In suspect cases, appropriate officials (a joint effort of the
immediate supervisor, safety specialist, and ICPA) should answer the questions in Figure 52 and
then determine the proper course of action. Officials should closely scrutinize the claim for
possible referral to the agency’s investigative service such as Office of Special Investigation,
Naval Criminal Investigative Service, or others. Officials should refer only those claims for
further action for which there is strong probable cause to believe fraud or abuse is present.
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(2) Procedures for Referral to DoD Component Investigative Services

(@) When the ICPA determines that a claim requires internal investigation, he or she
prepares a letter for the installation or activity commander's signature (the appropriate requesting
authority for investigative services), has it signed, and forwards it to the DoD Component
investigative service. The ICPA will retain a copy of the referral request, with any documented
evidence, in a separate jacket or file folder (THESE DOCUMENTS WILL NOT BE
MAINTAINED IN THE CASE FILE). The request should contain the basis for referral and
copies of any relevant documents.

(b) The investigative service shall furnish an original report to the installation or
activity commander. Normally, the security police force will be the focal point for receiving,
controlling and routing reports of investigation to action offices (commander, base legal, etc.).
The ICPA will coordinate with security police to assure access to the reports.

(c) Incases in which preliminary review indicates that additional investigation would
be unproductive, the investigative services refer the matter back to the ICPA for any
administrative action deemed appropriate. The case may be resubmitted for investigation if
changes in the material facts surface.

(d) The ICPA maintains contact with the security police force concerning injury
compensation investigations and, at least at quarterly intervals, requests the status of FECA
claims under investigation.

(3) Advising OWCP of the Investigation (or Referral). The ICPA should forward the
normal claims package to OWCP within the specified time limits. He or she should not delay it
because fraud or abuse is suspected and the claim is being referred to or is already under
investigation by the investigative services.

(@) Insome cases, the preliminary investigation may eliminate suspicions and prove
the claim to be legitimate. It is not necessary to routinely advise OWCP of a referral of a claim
for investigation.

(b) If it becomes necessary to advise OWCP that a claim is under investigation, the
ICPA should do so by separate letter. The letter to OWCP should include a statement such as:
"This letter and other information about the agency investigation must be kept in a separate
jacket or file folder separate and apart from the claimant's OWCP case file."”

(c) The ICPA should ensure that installation records concerning investigations are
kept in a locked cabinet or safe, separate and apart from the employees' case files.
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9. THIRD-PARTY LIABILITY

a. General Third-Party Liability Information

(1) Purpose. This section deals with on-the-job injuries to DoD employees caused by
persons or organizations other than the United States and its agencies.

(2) Obijectives of Pursuing Third-Party Claims. The DoD objectives are to ensure that
all third-party claims are properly identified before submitting them to OWCP and to ensure that
all government funds paid for a job-related injury caused by a third party are recovered to the
maximum extent possible.

(3) Background on the Government Subrogation Interest

(a) When the circumstances of the employment-related injury create a legal liability
on a third party other than an employee or activity of the Federal Government to pay damages,
the Government has a subrogation interest (that is, the right to recover any payments it makes
should the claimant collect money or other property in satisfaction of that liability because of a
suit or settlement from another source). There are some situations when a Federal employee
may be considered a liable third party. For example:

1. Two employees are involved in an altercation while on duty, causing injury to
one employee, but the altercation was in no way connected with the performance of duty,

2. While in the performance of duty, an employee’s personal auto hits and injures
another employee while the latter is driving a car, riding a bicycle, or walking on the activity’s
premises, or off premises and engaged in the performance of duty.

(b) Third-party claims include injuries caused by individuals and products. For
example, if a piece of office furniture, such as a chair, is defective and causes an injury, the
manufacturer may be sued. The ICPA or the supervisor should include any information
regarding possible third-party claims when submitting claims materials, including the name and
address of the third party (person or manufacturer).

(c) While an action or suit is pending against the third party, OWCP shall provide the
full range of medical and compensation benefits authorized by FECA. The employee (or
dependents in the case of a fatal injury) may retain 20 percent of the net recovery (the total sum
minus the settlement costs) of any third-party settlement. The Government is entitled to any
remaining portion to offset the costs of the FECA entitlement. If the amount of FECA benefits
paid is greater than the Government’s portion of the recovery, the entire remainder is paid
directly to OWCP and then credited to the agency through the chargeback system. A surplus
exists if the amount of FECA benefits paid is less than the Government’s portion of the recovery.
Although the employee may keep this surplus, he or she will not be entitled to further FECA
benefits until the surplus amount is absorbed. OWCP will resume payment of compensation
benefits and medical bills only after the employee has submitted claims equaling the amount of
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the surplus. (Refer to Figure 53 for a sample recovery statement and instructions used by OWCP
personnel.)

(d) An employee who sustains a job-related injury cannot recover damages from the
United States for the effects of injury through FECA. An employee who refuses to prosecute an
action in his or her own name against the responsible third party, after being asked to do so by
DOL, may be denied compensation.

b. Third-Party Claim

(1) Identify the Third-Party Claim. Upon receipt of Forms CA-1 or CA-2, the ICPA
should review it to decide if a third party was involved. If so, the ICPA should determine
whether the third party might be legally responsible for the injury. Examples where a third party
may be liable include:

(a) Motor vehicle or aircraft accidents;

(b) Accidents involving tripping, slipping, and falling on sidewalks, steps of non-
Federal property (or property leased by the Federal Government);

(c) Accidents involving defective machinery, tools and equipment (includes office-
type equipment);

(d) Exposure to asbestos;
(e) Negligence by a contractor or manufacturer.

(2) Actions Required. After identifying a potential third-party claim, the ICPA:

(a) Determines if the employee’s supervisor, safety office, security police, local
police, or any other organization investigated the incident. If so, obtains a copy of the report and
the investigative file;

(b) Includes the following items:

1. A detailed written statement by the injured employee concerning the
circumstances of the incident. Also, include statements from witnesses or other persons who
may have pertinent information;

2. The name, address, and telephone number of the third party; and,

3. A detailed description of the place where the incident occurred (including a
diagram) and all the circumstances concerning the incident;

(c) Upon obtaining the above information, sends the original to OWCP with a copy
to the activity’s legal representative and to the cognizant supporting DoD liaison; and,
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(d) Monitors the progress of DOL’s action and obtains periodic status reports from
OWCP until the case is closed. Cases closed without payment from the third party (or the
employee) should be reported to the servicing liaison.

(3) Prohibitions in Third-Party Cases

(@) Prohibition Contained in FECA. Reference (d) states in part: “No court, insurer,
attorney, or other person shall pay or distribute to the beneficiary or his designee the proceeds of
such suit or settlement without first satisfying or assuring satisfaction of the interest of the
United States.”

(b) Advising the Employee. The ICPA should advise the employee that he or she
should initiate action to recover damages from the responsible party and that FECA prohibits
him or her from accepting the proceeds of a settlement without first satisfying the interest of the
United States. Before reaching a settlement, the employee or the employee’s representative
should contact OWCP. If the claimant does not wish to initiate action to recover the damages, he
or she should be encouraged to assign the right to DOL to recover damages.

(4) Referral to Activity Legal Department

(@) When to Refer. If there is an indication that neither the employee nor DOL
intends to pursue the third-party aspect of the case, the ICPA should refer the following
information to the activity’s legal department:

1. Name of the employee;

2. Social Security Number;

3. Date and circumstances of injury;

4. Address of employee;

5. Name and address of third party; and,

6. Dollar amount of expenditures for medical bills, compensation, etc.

(b) Questions to be Resolved. The CPO/HRO should request a response to answer
the following questions:

1. Is the third-party liable?

2. Does the activity’s legal department agree with the intention not to pursue the
third-party aspect?
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3. If the answer to 9.b.(4)(b)2. of this enclosure is negative, what action can be or
should be taken to protect the DoD’s interest?

(c) Continuation of Pay (COP). COP is not considered compensation; therefore, the
cost of COP cannot be recouped in a third-party claim.

10. THE INJURY COMPENSATION CHARGEBACK SYSTEM

a. ltemized Chargeback Listings. The purpose of this section is to provide general
information about the DOL chargeback system, coding procedures, the Defense Injury/Unem-
ployment Compensation System (DIUCS), and the Defense Portal Analysis Center (DefPAC).
The letters provide guidance for use by ICPAs in validating and verifying the billing lists and
monthly statements.

b. The DOL Chargeback System

(1) The Chargeback System Explained. The Chargeback System is the way costs of
compensation for work-related injuries and deaths are assigned to employing agencies at the end
of the fiscal accounting period, which runs from July to June for chargeback purposes. OWCP
furnishes CPMS with a transmittal of payments made for that agency’s injured employees. (The
term “employee” includes individuals receiving FECA benefits who have been separated from
DoD rolls.) CPMS is responsible for loading this transmittal into the DIUCS system, presenting
this data to DoD Components in a usable format, providing coding information and assigning
chargeback codes to DoD Components.

(2) Chargeback Codes

(a) The chargeback code consists of six characters (four numeric and two alpha).
The numeric characters designate the branch of service incurring the charges. The two letter
alpha characters designate the servicing CPO/HRO (or reporting office). Itis crucial that ICPAs
ensure the six character code is annotated on Forms CA-1, Block 17; CA-2, Block 19; and CA-6,
Block 6, before sending to OWCP.

(b) The DoD Components will also identify installations or activities with a Unit
Identification Code (UIC) and will place this information in the OSHA site code block on Form
CA-1, CA-2, etc. EDI will not accept a 9-character entry for the OSHA site code. Therefore
leading zeros must be added to any entry with less than nine characters.

(c) To prevent incorrect chargeback codes from appearing on the quarterly
chargeback bills, ICPAs should identify coding errors and request corrections as quickly as
possible to OWCP through the district liaison (Figure 54).

1. The first opportunity to identify an incorrectly assigned chargeback code

occurs on reviewing the Agency Query System, or DIUCS application once electronic
notification is received. ICPAs should immediately review these systems and promptly report
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(in writing) any errors to the DoD servicing liaison who will effect the correction with the
OWCP. If the CPO/HRO does not come forward at this time, OWCP will assume the
chargeback code is correct and bill any costs associated with the case to that activity’s account.
No additional documentation is required if OWCP is immediately notified of the error. If the
ICPA fails to find or report the error within 60 calendar days, additional documentation is
required to support the request for a change.

2. If an error appears on the quarterly chargeback report, either in DIUCS or
DefPAC, and the ICPA can identify the owning activity, the ICPA should confirm ownership
with the claimant’s employing activity’s ICPA. A written request for correction should be
forwarded to the supporting DoD liaison with an information copy sent to the owning activity
ICPA. The letter should contain a statement that ownership identification had been coordinated
with the owning activity ICPA. Disagreements that cannot be resolved will be referred to the
supporting DoD liaison for resolution. Disagreements that cannot be resolved with the
supporting DoD liaison’s assistance will be referred, in writing, to CPMS, Injury Compensation
and Unemployment Compensation (ICUC) Division.

3. ICPAs should make every effort to establish the proper chargeback for
disputed claims. It may be necessary to send an inquiry to the Federal Records Center and/or
request the supporting DoD liaison to review the case file at the OWCP district office (see Figure
55 for sample request).

4. When possible, the ICPA should include the full six character code (four
numeric and two alpha) for all changes within the Department of Defense and for changes to
other Federal agencies. Requests for changes outside an agency should include proper
documentation. For example, include a copy of the SF-50 showing who the claimant worked for
at the time of the injury. While there is no need to provide supporting documentation to OWCP
when requesting a code change from one activity to another within a DoD Component, activities
should ensure that any disagreements in code changes have been resolved within the DoD
Component according to paragraph (2) above, before requesting OWCP to make a change.

5. If the evidence establishes that the case belongs to another agency, the OWCP
district office will send a copy of the Form CA-1 or Form CA-2 and other appropriate
documentation to that agency. If the activity disputes ownership of the case, it will have 60
calendar days to provide evidence before the code is changed.

(d) DoD Injury/Unemployment Compensation System (DIUCS)

1. Provides a standardized and automated approach to managing employee injury
and unemployment compensation claims throughout the Department of Defense. The system
consists of a centralized database of key personnel, payroll, and DOL case management and
payment information about each individual claim filed by DoD employees. Access to the system
is through an on-line, menu-driven, graphical user interface providing quick and easy availability
of the information stored in the central database. DIUCS consists of a software application
known as the Injury Compensation (IC) module. The user can determine the status of a
particular claim filed with DOL, identify the number of claims and types of injuries filed,
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determine what medical payments and compensation have been paid, identify erroneous claims,
dual payments and overpayments, produce standard reports, and reconcile DOL chargeback
billings.

2. DIUCS gives the user quick and easy access to data through screen and report
features using menu bars, icons, buttons, scroll bars, dialogue boxes, status lines, and pop-up
windows. The graphical user interface selected for the DIUCS is designed to minimize data
entry and provide sufficient on-screen information to make it unnecessary to rely on a printed
operational manual for direction or information. Multiple screens are used to display
information in a standardized format. Screens can be moved, resized, overlaid and viewed
simultaneously. The user creates cases or retrieves information by entering a social security
number, date of injury or claim number. System security is maintained through a series of
logins, passwords and assignment of access levels. The DIUCS will be maintained in
CPOs/HROs and secured at all times.

(3) DOL Chargeback Billing List

(a) The Chargeback Bill Explained. The headquarters office of DOL prepares the
chargeback listings. The listings are issued to the activity quarterly and are cumulative for the
chargeback fiscal year i.e., July 1 through June 30. The lists include all disbursements or
recovery transactions made in the expense period, e.g., the FY93/94 or March 1994 list includes
all transactions from July 1, 1993 to March 31, 1994. The fourth quarter listing covers all cases
and represents the detail backup to the “chargeback bills” rendered for the full fiscal year. The
interim quarterly reports (or listings) provide early notification of cases and payments, allowing
early verification and correction before the final bills are issued. Not all the DoD Component
ICPAs routinely receive this report, but rely on the DoD Component-specific reports to track
costs.

(b) Command Verification and Validation of Cases Listed on the Chargeback Bill.
Upon receiving a chargeback bill (see Figure 56), the Command ICPA shall review for accuracy.
If a case appears to contain errors, the reporting CPO/HRO is contacted for further information.

(c) Validating the Payments Charged Against the Claim. Figure 56 lists fifteen
claimants. A review of the employee case files and queries to the DIUCS reflects the following:

1. Employee A does not send medical bills through the CPO/HRO but expenses
appear to be reasonable. Compensation payments are correct;

2. Employee B’s medical expenses were submitted through the CPO/HRO and
agree with the ICPA’s records. However, the claimant has had no dependents after the death of
his spouse in May 1993, and it does not appear the rate of compensation has been adjusted to 66
and 2/3 percent. The ICPA had assisted the claimant in preparing notification to OWCP of the
death of his spouse. An overpayment exists; therefore, the ICPA must request correction by
OWCP, or request supporting DoD liaison assistance in obtaining the change;
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3. The new claims indicated by asterisks are compared to those claims in the
DIUCS, and all are employees of the activity with the exception of Employee C. A check with
civilian personnel records does not show that she is a current or past employee of DASC;
however, a further search discloses she is an employee of DeCA serviced by the DASC
CPO/HRO. A check of the compensation file indicates an erroneous chargeback code was
entered on the Form CA-1. A letter requesting correction is sent to OWCP, via the supporting
DoD liaison; or,

4. All of the medical expenses indicated on the chargeback billing list agree with
the ICPA’s records except those for Employee D who had surgery for her back condition in June.
The ICPA forwarded the hospital bills to OWCP but they were not processed by the end of the
quarter. A query in DIUCS shows the bills were paid in July and will be reflected on the next
chargeback listing.

(d) EECA Monthly Statement, Table 2

1. The Monthly Statement Table 2 Explained. The Monthly Statements are produced
by the DOL and provided to CPMS via electronic transmission for verification and audit. They
are used by Federal Agencies and the Occupational Safety and Health Agency (OSHA), Office
of Federal Agency Programs, to measure rates and injury trends. As new cases are assigned
numbers, they are included in the “Table 2” statement as new injuries (or “case creates”). They
are then counted against the activity or installation as reportable injuries. Coding errors distort
the number of reportable injuries which activities must investigate and report under OSHA
reporting requirements and may count against activity goals to reduce the number of new
injuries, the number of paid cases, and annual chargeback costs.

2. Verifying and Auditing of Cases Listed. ICPAs should ensure that the monthly
report in DIUCS is reviewed for erroneous chargeback codes and other errors using:

a. Guidance provided in sections 10.b.(3)(b) and 10.b.(3)(c) of this enclosure for
verifying and validating the DOL chargeback bill;

1o

. Figure 57, “Sample FECA Monthly Statement with Explanation”;

(9]

. Figure 58, “List of Occupational Codes” (these apply only to injuries before
1986);

[N

. Figure 59, “Nature of Injury Codes”;

1D

. Figure 60 “Anatomical Location of Injury Codes”;

| ==t

. Figure 61, “Extent of Injury Codes”; and,

. Figure 62, “Fatal Indicator Codes.”

(@]
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(e) Getting the Errors Corrected. Once the ICPA identifies a chargeback coding or cost
error, it is his or her responsibility to take immediate action to ensure that it is corrected; and, as
applicable, refer to the supporting DoD liaison. As an example, an agency (Agency A) has
through April 30 after the end of the last DOL fiscal year (June 30) to transfer costs to another
agency (Agency B). Agency A will receive 1 year’s credit for the transferred cases and Agency
B will be charged for these transferred cases. The Department of Labor will transfer the costs
for the previous year only in cases of inter-Component coding errors (e.g., Army to Navy). DOL
will not make adjustments to the previous year’s chargeback bill for intra-Component coding
errors (e.g., Army Corps of Engineers to Army Material Command). Requests made for transfer
of costs after April 30 will not be honored that year. Therefore, it is critical that chargeback
adjustments be made expeditiously. Sample letters requesting “correction of errors or changes”
are at Figures 54 and 55. The Injury Compensation Program expense period runs from July 1
through June 30. Before August 15 of each year, the DOL must provide each agency a statement
showing the total cost of benefits made by the DOL for employees or individuals under the
jurisdiction of the agency for the preceding expense period. In accordance with reference (a),
the data in these statements are to be used by the agency to budget for the next calendar year
(EXAMPLE: Injury Compensation costs incurred during the period July 1, 1994, through June
30, 1995, will be budgeted for and paid with FY 97 funds). Payments are due to the DOL within
30 days of fiscal year budget’s enactment.

11. MISCELLANEQOUS PROVISIONS

a. Hearings and Review

(1) Rights to Hearing. Reference (a) provides that if a claimant is not satisfied with
OWCP’s formal decision, he or she is entitled to a hearing with an OWCP representative if:

(a) A reconsideration has not already been requested; or,

(b) The request for the hearing is made within 30 calendar days after the date the
decision is issued.

(2) Notice of Hearing. The OWCP Branch of Hearings and Review shall notify the
claimant and the servicing activity of the hearing, including the date, time, and place. The notice
shall include a statement noting whether an employing agency representative will attend the
hearing, and a questionnaire for the ICPA to complete and return to the OWCP.

(3) Role and Responsibility of the ICPA

(a) After receiving notice of the hearing, the ICPA should review each case to decide
whether attendance at the hearing is necessary.

(b) If attendance of a representative is warranted, the representative should become

thoroughly familiar with the facts and issues involved in the case; review all information related
to the case and any other matters pending, such as grievance, arbitration, and Merit System
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Protection Board actions; and be prepared to testify at the hearing. However, the primary role of
the representative is that of an observer without the right to question the claimant or make any
argument. The OWCP hearing representative may make a specific request for the employing
agency representative to give oral testimony based on the claimant’s evidence. The claimant or
his or her representative may also cross-examine the employing agency’s representative.

(c) If the scheduled OWCP hearing appears to involve a question of legal
interpretation of FECA or related legal matter, the employing agency representative should
contact the activity’s legal services office for assistance or participation at the hearing.

(4) Transcript of Hearing

(@) OWCP will provide a copy of the hearing transcript when the ICPA makes an
official request for one. The ICPA may obtain a copy of the transcript by completing the
questionnaire attached to the hearing notice or by written request at the hearing.

(b) Upon receipt of the transcript, the ICPA should review the transcript and provide
any additional evidence or comments within the 20-day period allowed by DOL (reference (q)).

b. FECA Coverage Under Special Performance of Duty Circumstances

(1) Recreational Injuries

(a) Recreational Injuries Sustained in the Performance of Duty. In general, there are
two types of recreation -- formal and informal. Recreational injuries are determined on a case-
by-case basis.

1. Formal recreation refers to an organized activity for which an employee is paid
or is required to perform as part of training or assigned duties. To be eligible for coverage, the
employee must show that the employer materially and clearly benefited from the activity; the
employer materially contributed to the activity through donating space, money, or work time; or
the employer encouraged participation in the activity.

2. Informal recreation can be illustrated by a group of employees who, while on
their lunch hour and on the premises, play catch with a ball or a Frisbee. Coverage ordinarily
exists under such informal on-premise circumstances; however, informal recreation off the
premises is usually not covered.

(b) Other Recreational Injuries. In some cases, other recreational injuries may be
covered. The ICPA should provide answers to applicable questions listed below and any other
available pertinent information with the employee’s Form CA-1 or Form CA-2.

=

. Was the employee’s participation voluntary?

N

. Was he or she paid for participating?
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3. Was the employee ever excused from work to play or practice during
scheduled work hours?

4. If the employee refused to participate, would the employee be penalized with
respect to security of employment, advancement, or other personnel matters?

5. Was the recreational activity designed for the welfare, convenience, pleasure,
or morale of the employee, or to meet a specific need of the employer?

[op)

. What benefit did the employer accrue from the employee’s participation?

I~

. Was the employee encouraged to join the activity? By whom? How?

8. Did the employee’s participation in the activity violate any rules or regulations
of the employer? If so, these should be explained including the manner in which the rule or
regulation was enforced.

9. Did the injury occur during the employee’s regular working hours? If no,

explain.

10. What leadership, equipment, or facilities did the employer provide for the
activity?

11. Was the recreational activity officially sanctioned or sponsored by the
employer?

12. What type of funds were used to pay for uniforms and equipment?

13. What control did the employer have over the activity or organization or funds
sponsoring the recreational activity?

(2) Idiopathic Falls

(a) Idiopathic Falls Explained. An idiopathic fall is a fall caused by a personal and
nonoccupational disease or illness of the employee, such as a heart attack, fainting spell, or
epileptic seizure, which is not work-related. The supervisor and ICPA should give special
attention to these cases. Injuries caused by such conditions are not covered by FECA, unless
there is some intervening employment-related cause. Examples of coverage include:

1. When falling to floor, the employee hit the corner of a desk causing a head
injury; or,

2. A firefighter suffered a heart attack and fell to the floor while rescuing an
individual from a burning building.
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(b) Special Evidence Required. In these type cases, the ICPA obtains appropriate
evidence from the employee, the supervisor, witnesses, and all attending physicians. The
evidence should show clearly whether the employee fell to the supporting surface (floor); or
whether some special condition, hazard or working condition, or factor of employment
contributed to or intervened as a cause of the injury. If some factor of the workplace intervened
or contributed to the injury resulting from the fall, the employee has coverage for the results of
the injury, but not for the idiopathic condition that caused the fall.

(c) Idiopathic Falls Versus Unexplained Falls. A distinction should be made
between idiopathic falls and those that are merely unexplained. If a fall cannot be shown to have
been caused by an idiopathic condition, but is simply unexplained, it is compensable under
FECA if it occurred in the performance of duty.

(3) EECA Coverage While in Official Travel Status. When an employee is on a
temporary duty assignment away from his or her regular place of employment, he or she is
covered by FECA 24 hours a day with respect to any injury that results from activities essential
or incidental to the temporary assignment including securing meals and using lodging facilities.
However, when the employee deviates from the normal incidents of his or her trip and engages
in activities, personal or otherwise, which are not reasonably incidental to the duties of the
temporary assignment, the employee ceases to be under the protection of FECA and any injury
occurring during these deviations is not compensable. Employee A on travel status finishes a
meeting, returns to the hotel, and hurts her knee while playing basketball with co-workers. An
injury such as this would probably not be covered under FECA. Employee B, in travel status,
falls in the hotel shower, and is injured; the injury would be covered under FECA. Employee C
injured on a sightseeing trip in the city to which she was assigned, would not be covered.
Employee D, on a 14-day assignment to another state, travels 150 miles to visit his mother
during the weekend. En route, he is severely injured in a car accident. A claim would be denied
in this instance because the employee was not engaged in normal activity in the locality
indicated by travel orders.

(4) Consequential and Intervening Injuries

(a) Consequential and Intervening Injuries Explained. Under certain circumstances,
an injury occurring outside performance of duty may affect the compensability of an already
accepted injury. A consequential injury is one that occurs because of weakness or impairment
caused by a work-related injury and it may affect the same part of the body as the original injury
or a different area altogether. For instance, a claimant with an accepted knee injury may fall at
home because the weakened knee has buckled. This incident will constitute a consequential
injury whether the affected part of the body is the knee or another area, such as the back or arm;.
or a claimant with an injured eye may compensate for loss of functioning by overuse of the other
eye that may result in a consequential injury. An injury occurring outside the performance of
duty to the same part of the body originally injured is termed an intervening injury if
compensation is claimed following the second injury. It must be decided whether the disability
is attributable to the second injury alone, or whether the effects of the first injury still contribute
to the disability. Unless the second injury breaks the chain of causation between the original
injury and the disability claimed, the disability will be considered related to the original incident.
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(b) Evidence Required. The employee should explain the details of the second injury
and give reasons for believing that second injury is connected to the first. He or she must furnish
a medical report on the second injury that includes an opinion concerning the relationship
between the two injuries.

c. Coverage for Reserve Officers Training Corps (ROTC) Members. ROTC members are
covered under reference (a). Expenses incurred are not billed back to the activity, but paid by
separate appropriations to the Fund.

(1) Conditions of Coverage. ROTC members are:

(a) Not covered 24 hours a day;
(b) Not entitled to Continuation of Pay;

(c) Covered because of an injury incurred in the line of duty and only if it is the
proximate result of the performance of military training or travel to or from the training;

(d) Covered only during prescribed field training exercise (cadets must actually be
participating); and,

(e) Are not covered if injuries occur during nontraining exercises (e.g., recreational
time).

(2) Responsibility of the Military Official. Normally, the military official in charge of
the ROTC members is responsible for processing claims and counseling cadets. The military
official:

(@) Provides a line-of-duty determination citing appropriate statutory authority in
support of the determination.

(b) Normally, would not issue a Form CA-16; however, he or she may issue the
form. Since issuance of the Form CA-16 obligates the government, the military official should
issue the Form CA-16 only when he or she believes the injury was in the performance of duty.

(c) In cases where the military official's opinion shows that the injury was not in the
performance of duty, he or she informs the cadet of the cadet's right to file a claim; and,

(d) Informs the cadet that the claim would normally be disallowed by OWCP; and,

1. Filing a claim could cause undue delay in receiving benefits from his or her
health insurance carrier; and,
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2. Health insurance carriers will not pay benefits until they receive official denial
of the claim from OWCP, which normally takes over 3 months. (This could cause financial
hardship for the cadet since medical providers will expect payment promptly.)

(3) Special Processing Required. All claims filed by Reserve Officer Training Corp
(ROTC) cadets are adjudicated by the Office of Special Claims and are subject to review by the
Secretary of Labor. The military official should:

(a) Send claims filed with OWCP by ROTC cadets to: Office of Workers'
Compensation Programs, Special Claims — ROTC Case, Room 851, 1240 E. Ninth St, Cleveland,
OH 44199; and,

(b) Send Forms CA-1 with no medical expenses and no lost time to the appropriate
file custodian at the college or university the cadet is attending for filing as a permanent record
in the cadet's official military personnel records.

d. Federal Employees’ Health Benefits (FEHB)

(1) Federal Health Benefits Explained. Enrollment of employees, as well as their
surviving beneficiaries, continues when they enter on the OWCP compensation rolls, provided
they meet the requirements.

(2) Requirements Employees Must Meet to Continue Enrollment. If a compensation
recipient is covered under the Federal Employees’ Health Benefits Program at the time of injury,
the health benefits coverage will continue as long as compensation is payable. Temporary
Continuation of Coverage (TCC) of Health Benefits Insurance is not available to employees who
have an entitlement to compensation benefits. Further, it is not available to employees who lose
their coverage because their compensation terminates.

(3) Determination of Eligibility. If the employee appears eligible to continue
enrollment, show the enrollment code and the ending date of the pay period in which deductions
were last made on the Form CA-7. If the employee is not eligible to continue enroliment, note
on the Form CA-7 that the employee is "Not eligible to continue health benefits."

(4) Transferring Enrollments to OWCP

(a) Enrollments are transferred to OWCP when one of the following events occurs:
1. OWCP requests the transfer;

2. Ten months of leave without pay have elapsed without OWCP having
requested transfer; or,

3. The employee separates before OWCP requests the transfer (see Figures 63
and 64 for Sample Transfer Letters).
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(b) A copy of the transfer of health benefits must be forwarded to the servicing
payroll office for their files.

(5) Withholdings and Contributions by OWCP

() OWCP makes withholdings and contributions regardless of whether the
enrollment is transferred to OWCP.

(b) Withholdings and contributions begin the date compensation begins or the date
following the date the employing agency’s withholdings and contributions ended, whichever is
later. EXCEPTION: OWCP does not make withholdings and contributions when the employee
receives compensation for fewer than 29 days. In such a case, the employee is responsible for
paying his or her share of the enrollment cost and the employing agency is responsible for
paying its share.

(6) Transferring the Enroliment Back to the Agency

(@) The enrollment of a claimant who was transferred to OWCP is transferred back to
the employing agency when the employee returns to full-time duty and pay status (provided, of
course, that the claimant is eligible for continued coverage as an employee).

(b) If the claimant is not eligible for continued coverage as an employee, either
OWCP or the employing agency must terminate the enrollment.

(c) If the claimant returns to duty part-time, the enrollment continues with OWCP as
long as compensation payments continue. In this case, the individual is receiving both
compensation and salary.

(7) Reporting Enrollment to OWCP

(@) When reporting the compensable injury or illness on OWCP Form CA-7, the
ICPA must indicate whether the employee was enrolled on the date pay stopped. If the
employee was enrolled, the enrollment code and the ending date of the pay period in which
insurance withholdings were last made must be shown.

(b) If OWCP determines that the employee will be receiving compensation for at
least 6 months, OWCP normally requests the employing agency to transfer the enrollment to
OWCP.

(c) If the employee is separated before the employing office receives OWCP’s
request to transfer the enrollment, the ICPA must check with OWCP to determine the status of
the compensation claim. If the compensation is to continue beyond the date of separation,
transfer the enrollment to OWCP as explained in paragraph 11.d.(4) of this enclosure.
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(d) If an employee makes any permissible change in enrollment before the
employing office receives OWCP’s request to transfer, the ICPA must notify OWCP by letter of
the change and its effective date as soon as the change is received.

(e) If the employee is separated after the enrollment is transferred to OWCP, the
ICPA must notify OWCP by letter of the separation so that OWCP will know how to dispose of
the enrollment if compensation payments end.

(8) Transferring the Enrollment When Requested by OWCP

(@) The ICPA will make the transfer by attaching all SF-2809s, SF-2810s, and any
related health benefits documentation to the request form and returning it to OWCP (see Figure
63.)

(b) The ICPA should keep a copy of the request form in the employee’s OPF to show
that OWCP has the health benefits documentation.

(c) Itis not necessary for the employing agency to complete an SF-2810 transferring
the enrollment out. However, when OWCP receives the health benefits documentation, it must
complete an SF-2810 transferring the enrollment in to OWCP.

(9) Transferring the Enrollment When Not Requested by OWCP

(@) If the employee is being separated or the employee has been in nonpay status for
10 months and OWCP has not requested that the enrollment be transferred, the ICPA must check
with the OWCP to determine the status of the OWCP claim.

(b) If compensation will continue beyond the date of separation or beyond the 365th
day of continuous nonpay status, the ICPA must transfer the enroliment to OWCP by sending all
SF-2809s and SF-2810s and any other health benefits documentation in the employee’s OPF to
OWCP by letter (see Figure 64).

(c) Itis not necessary for the ICPA to complete an SF-2810 transferring the
enrollment out. However, when OWCP receives the documentation, it must complete an SF-
2810 transferring the enrollment in to OWCP.

(10) When Compensation Ends and the Employee Returns to Duty

(a) OWCP transfers the enrollment back to the employing agency by letter
transmitting the health benefits documentation and giving the date compensation ended.

(b) If the employee’s appointment makes him or her eligible for continued coverage,

the ICPA completes an SF-2810 transferring the enrollment to the agency. The effective date of
the transfer is the day after compensation terminated.
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(c) If the employee’s appointment does not make him or her eligible for continued
coverage, the ICPA completes an SF-2810 terminating the enrollment effective with the date
compensation ended. A copy of OWCP’s letter transferring the enrollment back to the
employing agency must be attached to the carrier copy of the SF-2810.

(d) When an employee returns to duty on a part-time basis and compensation
payments continue, OWCP keeps the enrollment and continues to make withholdings and
contributions for the employee.

(11) When Compensation Ends but Employee Does Not Return to Duty

(a) If compensation ends, but the employee does not return to pay status, the
employee’s coverage continues for 365 days after the date compensation terminates.

(b) If the enrollment had been transferred to OWCP, OWCP must transfer the
enrollment back to the agency, and the ICPA must complete an SF-2810 transferring the
enrollment in.

(c) The employee and the agency are responsible for paying the amount of the
withholdings and contributions, just as they are for any other employee in nonpay status.

(12) When Employee Returns to Duty Before Compensation Ends

(@) If an employee returns to duty on a full-time basis before OWCP terminates the
compensation payments, the ICPA must notify OWCP by telephone and immediately send a
follow-up letter verifying the beginning and ending dates of the pay period in which the
employee returns to work. In the remarks section, show the beginning and ending dates of the
pay period in which the employee returns to work.

(b) OWCP will discontinue withholdings and contributions with the beginning date
of the pay period in which the employee returns to full-time duty and pay status.

(c) The employing agency must resume withholdings and contributions effective
with the first pay period in which the employee returns to pay status.

(d) If the enrollment has been transferred to OWCP, OWCP must transfer it back to
the agency as described in paragraph 11.d.(10) of this enclosure.

(13) Employee Elects Retirement

(a) If an employee whose enrollment has been transferred to OWCP elects to retire
and receive an annuity instead of compensation, the retirement system will ask OWCP to transfer
the enrollment to itself.

(b) If the employee is still being carried on the agency rolls in a nonpay status, the
employing agency must note on the “Individual Retirement Record” (SF-2806 or SF-3100)
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under “Remarks,” “Health benefits enrollment transferred to OWCP,” and send the form to the
retirement system as usual.

(14) Procedures for Survivors. The enrollment of a deceased employee continues for the
surviving family members if the deceased employee was enrolled for self and family at the time
of death and at least one of the covered family members must receive compensation as a
surviving beneficiary under the Federal Employees’ Compensation law.

(15) If the Enrollment Was Not Transferred to OWCP

(@) If an enrolled employee dies and the enrollment has not been transferred to
OWCP, the employing agency must determine whether there is a surviving family member who
appears eligible to continue the enrollment.

(b) If there appears to be no eligible survivor, the agency terminates the enroliment.

(c) If asurvivor appears eligible for continued coverage, the agency sends the health
benefits documentation to the retirement system in the same way as for any other death-in-
service case. If the survivor elects to receive compensation rather than survivor benefits, the
retirement system will transfer the enroliment to OWCP.

(16) If the Enrollment Was Transferred to OWCP

(@) If an enrolled employee dies and the enrollment has been transferred to OWCP,
the employing agency must note on the employee’s Individual Retirement Record (SF-2806 or
SF-3100) in “Remarks” “Health benefits transferred to OWCP,” and send the form to the
retirement system as usual.

(b) OWCP determines whether there are survivors who are eligible and who want to
continue the enrollment. If the survivors elect to continue to receive compensation, OWCP
continues or terminates the enrollment as appropriate. If the survivors elect to receive survivor
benefits instead of compensation, OWCP transfers the enroliment to the retirement system.

e. Federal Employees’ Group Life Insurance (FEGLI)

(1) When an Employee is on Continuation of Pay (COP). No action needs to be taken on
FEGLI; coverage, withholding, and contributions continue.

(2) When an Employee is on Leave Without Pay (LWOP). Withholdings for basic life
insurance, Accidental Death and Dismemberment (AD&D), and optional life insurance begin as
soon as the employee begins receiving compensation, even if it is within the first 12 months of
nonpay status. The only exception occurs when an employee receives compensation for fewer
than 29 days. In such cases, OWCP makes no withholdings or contributions; the employee and
agency share the cost of enrollment. Form CA-7 is used to notify OWCP of optional insurance
coverage and changes in basic pay that occur so that premium withholdings can be adjusted.
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(3) When an Employee Returns to a Light Duty Job. Enrollment is transferred back to
the employing agency. If the employee has a loss of wages due to the partial disability,
premiums will be based on the amount earned in the light duty position rather than the salary at
the time of injury.

(4) When FEGLI Coverage Must Terminate. When FEGLI coverage as an employee
must terminate because of completion of 12-months nonpay status and the employee is:

(a) Not eligible to, or does not wish to, continue coverage as a claimant, the
employing office terminates the enrollment in the same manner as any other employee in a
nonpay status. To be eligible to continue FEGLI coverage after separation or 12 months of
nonpay status, the employee must have been enrolled since his or her first opportunity or for 5
years immediately preceding the start of compensation; or,

(b) Be eligible and wishes to continue basic and optional coverage as a claimant, the
employing office would:

(=

. Provide the employee a SF-2819, “Notice of Conversion Privilege”;

N

. Complete a SF-2821, “Agency Certification of Insurance Status”;

3. Have the employee complete a SF-2818, “Continuation of Life Insurance
Coverage as a Retiree or Compensationer”; and,

4. Attach SF-2818, all designations of beneficiary, and all life insurance elections
to SF-2821 (Part 1) and send to OPM.

f. Transfer of Function

(1) Transfer of Function Explained. If an agency or instrumentality (or part or function
thereof) is transferred to another agency or instrumentality, the cost of compensation benefits
and other expenses paid on account of the injury or death of employees of the transferred
function is assumed by the gaining agency. The losing agency coordinates the transfer of
function with the gaining agency.

(2) Notifying OWCP of the Transfer. In order that costs be appropriately charged to the
gaining agency or instrumentality, OWCP must be advised of the transfer of function and of the
cases to be transferred to the gaining activity.

(@) The notification letter must contain the following information:

(=

. Effective date of the transfer;

N

. Losing and gaining activity identified by name;

[o8)

. Losing chargeback code (six characters) and gaining chargeback code;
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I~

. Address for the new servicing CPO/HRO;

o1

. Name and telephone number of a point of contact at losing and gaining
activities;

6. Listing of claims to be transferred which includes case number, name, social
security number, and date of injury.

(b) An information copy of the notification and listing should be provided to the
gaining activity.

(c) The appropriate supporting DoD liaisons will effect the changes in chargeback
codes at the district office(s). Refer to Figure 54 for sample letter notifying the liaison of
transfer of function and claims.

(3) Official Notification to the Gaining Activity. After OWCP has received the transfer
of function information from the supporting DoD liaison, it will provide the names of the
claimants affected by the transfer of function to the gaining activity. The gaining activity has 60
days to raise issues of case ownership.

(4) When Charges are Included in Chargeback Billing. Charges to the gaining activity's
chargeback account include all costs incurred during the OWCP billing period (July 1 through
June 30) in which the transfer took place. This includes transfers effective on the last day of the
billing period, June 30.

(5) Transfer of Activity Case Files. The gaining activity must have comprehensive case
records of the transferred claimants to exercise effective case management. Before shipping the
case files to the gaining agency, the losing activity should screen case files to assure information
critical to good case management is in the file.

(6) Restoration Rights When Function is Transferred. If an employee is out of work due
to compensable injury, and his or her function is transferred to another agency to which the
employee would have been transferred had he or she been present, the employee has restoration
rights to the gaining agency. The losing agency should notify the employee of the transfer and
the location at which to apply for restoration. If the employee would not have been transferred
with the function, he or she has restoration rights to the former agency.

(7) Management of Closed Installation Injury Cases. Each DoD Component or DoD
Component’s major command will assign the injury cases of a closed installation to a successor
CPO/HRO within the same component.

(a) The designated successor manager should be located, whenever possible, in the
same OWCP District Office as the closed installation. Typically, case files, injury case
management resources, and, depending on DoD Component FECA bill payment policy, the
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dollars required to pay for the end of the chargeback year costs associated with the cases will be
transferred to the successor manager.

(b) Exceptions to 11.f.(7)(a) of this enclosure may be made when fiscally and
managerially appropriate. The supporting DoD liaison will be informed of any such exception.

g. Reduction in Force (RIF) Situations

(1) Impact of RIF on Employees on the Compensation Rolls. An employee who is on
the compensation rolls is subject to reduction in force just like other agency employees and is
entitled to whatever rights he or she would have to another job had the injury not occurred.
Separation by RIF or for cause while on compensation terminates entitlement to credit for the
subsequent period the employee continues to receive compensation and also means the
individual has no restoration rights.

(2) Impact of RIF on Reemployed Claimants. Reemployed claimants sometimes face
removal from employment due to a RIF or the closing of an installation. The status of such
employees with respect to receipt of further compensation benefits differs according to whether a
formal LWEC determination has been made.

(a) When a formal LWEC has been determined and a Form CA-1048 or CA-1047
has been issued by OWCP, the claimant has the burden, with respect to any subsequent loss of
earnings, to show that one of the accepted reasons for modifying an LWEC applies. These
reasons are:

(=

. The original LWEC rating was in error;

N

. The employee's medical condition has changed; or,

3. The employee has been vocationally rehabilitated, either through vocational
training or self-rehabilitation, and his or her wage-earning capacity has increased as a result.
Therefore, the status of an employee with an established wage-earning capacity who is removed
because of a RIF does not change regarding receipt of FECA benefits.

(b) When no formal finding concerning wage-earning capacity has been made, and
the claimant has worked in the position for at least 60 days, OWCP may consider a retroactive
LWEC determination. This is true even though the claimant is a Federal employee, since general
availability of the job need not be considered for a position actually held.

(c) If aretroactive LWEC determination cannot be made:
1. The claimant files a Form CA-7 and is reinstated to temporary total disability

until a second opinion medical examination establishes if there is a continuing injury-related
disability.
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2. If no continuing injury-related disability is established, compensation is
terminated.

3. If injury-related disability is established, the claimant is placed on the periodic
roll and if appropriate, referred to rehabilitation services. The claimant receives compensation
on the basis of temporary total disability until his or her wage-earning capacity can be
determined.

h. Voluntary Separation Incentive Program (VSIP)

(1) In instances where an employing agency has offered separation pay (“buyout”),
compensation must be suspended until such time that the number of weeks of compensation is
equal to the total gross sum of the VSIP payment. EXAMPLE: The amount of the VSIP is
$25,000. If 70 weeks of compensation is equal to $25,000, the employee does not have
entitlement to compensation for 70 weeks.

(2) The combination of compensation pay and separation pay constitutes dual benefits;
the two cannot be received concurrently. It is MANDATORY that when an employee receiving
compensation benefits applies and is approved for a “buyout,” the ICPA forwards a copy of the
SF-50 to the supporting DoD liaison and to the OWCP district office, indicating the amount of
the “buyout” and effective date of separation.

Appendix
Figures
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APPENDIX TO ENCLOSURE 3

FIGURES

Figure 5. Form CA-11, “When Injured at Work Information Guide for Federal Employees”

Division of Federal Employees' Compensation - CA-11 When Injured at Work Information Guide for Federal Employees
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Introduction

The Federal Employees' Compensation Act (FECA) (5 U.S.C. 8101 et seq.) is administered by the Office of Workers' Compensation
Programs (OWCP) of the U, S Depe.rlmalt of Labor. It provid tion benefits to civilian employees of the United States
for disability due to p | injury ined while in lhc purl‘ormunct of duty or to employment-related disease, The FECA also
provides for the pa)'ment of benefits to dependents if the injury or disease canses the employee's death. Benefits cannot be paid if the
injury or death is caused by the willful misconduct of the emplovee or by the employee's intention to bring about his or her injury or
death or that of another, or if intoxication (by alcohol or drugs) is the proximate cause of the injury or death.

Medical Benefits
nallpox Policy

An employee iz entitled to medical, surgical and hospital services and supplies needed for treatment of an injury as well as Statement
transportation for obtaining care. The injured employee has initial choice of physician and may select any qualified local physician
or hospital to provide necessary treatment or may use agency medical faciliies 1f available, Except for referral by the attending
physician, any change in treating physician after the initial choice must be authorized by OWCP. Otherwise, OWCP will not be
liable for the expenses of treatment.

The term "physician” includes surgeons, osteopathic practitioners, podiatrists, dentists, clinical psychologists, optometrists and
chiropractors within the scope of their practice as defined by State law. Payment for chiropractic services is limited to treatment
consisting of manual manipulation of the spine to correct a subluxation as demonstrated by x-ray to exist. If the physician selected
has been excluded from participating in the Comyp 1on Program the OWCP Distriet Office will advise the employee of the

exclusion and the need to select another physician.

Compensation for Temporary Total Disability

An employee who sustains a disabling, job-related traumatic injury may request continuation of regular pay for the period of
digability not to exceed 45 calendar days or gick or annual leave. If disability continues bevond 45 days or the employee ig not
entitled to continuation of pay, the employee may uge zick or annual leave or enter a leave without pay status and claim
compensation from OWCP.

When disability results from an pational disease, the employing agency is not authorized to continue the employee's pay. The
employee may use sick or annual leave or enter a leave without pay status and claim compensation,

Compensation for loss of wages may not be paid until after a three-day waiting period, except when permanent effects result from
the injury or where the disability causing wage loss de 14 calendar days. Comp iom ig generally paid at the rate of 2/3 of
the ealary if the emplovee has no dependents and 3/4 of the salary if one or more dependents are claimed.

The term "dependent” includes a husband, wife, unmarried child under 18 years of age, and a wholly dependent parent. An
unmarried child may qualify as a dependent after reachung the age of 18 if incapable of self-support by reason of mental or physical
disability, or as long as the child continues to be a full-time student at an accredited institution, until he or she reaches the age of 23
or has completed four vears of education beyond the high school level.

Compensation for Permanent Effects of Injury

The Act provides a schedule of benefits for permanent impairment of certamn members, functions and organs of the body such as the
eye, arm, or kidney and for serious disfigurement of the head, face or neck. For example, an award of 160 weeks of compensation is
payable for total logs of vision in one eye.

In addition, compensation for loss of earning capacity may be paid if the employee 1s unable to resume regular work becanse of
injury-related disability. This compensation is paid on the basis of the difference between the employee's capacity to earn wages
after an injury and the wages of the job he or she held when injured.
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Figure 5. Form CA-11, “When Injured at Work Information Guide for Federal Employees,”
Continued

Division of Federal Employees' Compensation - CA-11 When Injured at Work Information Guide for Federal Employees

OWCP may arrange for vocational rehabilitation and provide a maintenance allowance not to exceed $200 per month. A disabled
employee participating in an OWCP-approved training or vocational rehabilitation program is paid at the compensation rate for total
dizability.

If the employee’s condition requires a constant attendant, an additional amonnt not to exceed £1300 per month may be allowed.
Compensation for Death

If no child 15 eligible for benefits, the widow or widower's compensation is 50 percent of the employee’s pay at the time of death, 1f
death was due to the employment-related injury or disease. If'a child or children are eligible for benefits, the widow or widower is
entitled to 45 percent of the pay and each child is entitled to 15 percent. If children are the sole survivors, 40 percent is paid for the
first child and 15 percent for each addifional child, to be shared equally. Other persons such as dependent parents, brothers, sisters,
grandparents, and grandchildren may also be entitled to benefits. The total comp ton may not exceed 75 percent of the
employee's pay or the pay of the highest step for G8-15 of the General Schedule, except when such excess is created by authorized
cost-of-living increases.

Compensation to an employee’s surviving spouse terminates upon his or her death or remarriage. A widow or widower's benefits
continue, however, if the remarriage takes place after the age of 55. Awards to children, brothers, sisters and grandchildren terminate
at the age of 18, unless the dependent is incapable of self-support, or continues to be a full-time student at an accredited institution,
until he or she reaches the age of 23, or has completed four years of education beyond the high school level.

Burial expenses not to exceed $800 are payable. Transportation of the body to the employee's former residence in the United States
is provided where death occurs away {rom the employee's home station. In addition to any burial expenses or transportation costs, a
£200 allowance is paid for the administrative costs of terminating an employee's status with the Federal Government.

Cost-of-Living Increases

Compensation payments on account of a disability or death which occurred more than one year before March 1 of each year, are
increased on that date by any percentage change in the Ce Price Index published for I ber of the preceding year.

Settlements With Third Parties

Where an employee's injury or death in the performance of duty occurs under circumstances placing a legal lability on a party other
than the United States, a portion of the cost of compensation and other benefits paid by OWCP must be refunded from any
seftlement obtained. OWCP will assistin obtaining the settl t and the Act gi that the employee may retain a certain
proportion of the setflement (after any attorney fees and costs are deducted) even when the cost of comp ion and other
exceeds the amount of the settlement.

-

Appeal Rights

An employee or survivor who disagrees with a final determination of OWCP may request an oral hearing or a review of the written
record from the Branch of Hearings and Review, Oral and/or written evidence in further support of the claim may be presented. The
employee may also request a reconsideration of a decision by submitting a written request to the District Office which issued the
decision. The request must be accompanied by evidence not previously submitted. If reconsideration has been requested, a hearing
on the same issue may not be granted. The employee or survivor may also request review by the Employees’ Compensation Appeals
Board (ECAB). Because the ECAB rules solely on the evidence of record at the ime the decision was 1ssued, no additional evidence
may be presented.

More Detailed Information

More detailed information about the requirements for coverage and benefits under the Federal Employees' Compensation Act may
be obtained from Federal Personnel Manual Chapter 810, Injury Compensation [now OWCP Publication CA-810], and booklet CA-

550, Questions and Answers About the Federal Employees' Compensation Act, which answers questions commonly asked about
compensation benefits.

What To Do...

1. Keep This Pampiilet. Tt is important that von know what you are entitled to, since benefits are not paid automatically. You or your
survivors must claim them.

2. In Case of Injury, obtain first aid or medical treatment even if the injury 1s minor. While many minor injuries heal without
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Figure 5. Form CA-11, “When Injured at Work Information Guide for Federal Employees,”
Continued

Division of Federal Employess' Compensation - CA-11 When Injured at Work Information Guide for Federal Employees

treatment, a few result in serions prolonged disability that could have been pr d had the employee received treatment when the
injury occurred.

For traumatic injuries, ask your employer to authorize medical treatment on Form CA-16 BEFORE you go to the doctor. Take Form
CA-16 when you go to the doctor, along with Form OWCP-1300, whach the doctor must use to submit bills to OWCP. Your
employer may authorize medical treat for tional di ONLY if OWCP gives prior approval.

Submit bills promptly, as bills for medical treatment may not be paid if submitted to OWCP more than one year after the calendar
wear in which yon received the treatment or in which the condition was accepted as compensable.

3. Report Every Injury to your supervisor. Submit written notice af vour injury an Form CA-1 if you sustained a travanatic injury, or
Form CA-2 i the injury was an occupational disease or illness. (Forms CA-1 and CA-2 may be obtained from your employing
agency or OWCE

Form CA-I must be filed within 30 days of the date of injury te receive comtinuation of pay (COP) for a disabling travanatic injury.
COP may be terminated i medical evidence of the injury- related disability is not submitted to your emplover within 10 workdays.
YOU ARE RESPONSIBLE FOR ENSURING THAT SUCH MEDICAL EVIDENCE IS SUBMITTED 10 YOUR EMPLOYING
AGENCY. Form CA-2 showld also be filed within 30 days. Any claim which is not submitted within 3 years will be barred by
tatutory time limitations unless the i fiate superior had actual knowledge of the injury or death within 30 days of occurrence.

4. Establish the Essential Elements of Your Claim. You must provide the evidence needed to show that you filed for benefits ina
timely marmer; that you are a civil employee; that the infury occurred as reported and in the performance of duty; and that your
concdition or disability is related to the infury or factors of your Federal emplovment. OWCP will assist you in meeting iy
responsibility, which is called burden of proof. by requesting evidence needed to fulfill the requirements of vour claim.

3. File a Claim for Compensation. File Form CA-7. Claim for Compensation en Accownt of T ic fnfury or Oce
Disease, if vou canmol return to work because of vour infury and vou are losing {or expect 1o lose) pay for more than three days.
Ciive the form 1o vour supervisor seven fo ten davs before the end of the COF period, if vou received COP. [f vou are not entitled 1o
COP, submit Form CA-7 when you enter or expect to enter a leave without pay status. All wage loss claims must be supported by
medical evidence of infury-related disability for the period of the elaim.

Ifvou continue to lose pay after the dates claimed on Form CA-7, submit Forms CA-8 Claim for Continuing Compensation on
Account of Disability, through your I 1o cloim additional comy ion wntil you renirn to work or until OWCFP advises they
are no longer needed. You are not required 1o use your sick or amial leave before you claim compensation.

Ifyou choose to use your leave, vou may, with vour agency's conctirrenice, request leave buy-back by submitting Form CA-7 1o
OWCP through yvour employing agency. Any compensation pavement 1s 1o be uved 1o partially reimburse vour ageney for the leave
perv. You must also arrange to pay vour agency e difference between the lecve peay based on vour full salary and the compensation
payvment that was paid at 2/3 or 3/4 of your salary. Your agency will then recredit the leave to your leave record.

&. Return To Work As Seon As your Doclor Allows You To Do So. If vour emploving agency gives you a wrillen description of a light
duty job, vou must provide a copy 1o vour doctor and ask if and when you can perform the duties described. If vour agency is willing
1o provide light work, you must ask your doctor to specify your work restrictions. In either case, you must advise your agency
immediately of vour docter's instructions concerning refurn to wark, and arrange for your agency to receive written verification of
Hhis i ion. COP or comp fors ey be termi; 1 if v refuse work which is within vour medical restrictions withow! geod
cavse, or if vou do ol responed within specified time limits to a job offer from vour agency.

I appropriate cases, OWCP provides assi ¢ i arranging for reassi { o lightter duties in cooperation with the employing
a;gw.rcy In addition, infured emfowe.s have cerlain ol‘her.specu" ed rights wrider the jurisdiction of the Office of Persormel
Is srich as reemployment rights if the i ity has been overcome within one year.

7. Telf Your Family about the benefits they are entitled 1o in the event af vour death. For assistance in filing a claim they may
contact your employing agency's personnel affice or QOWCP.

For Additional Information or When in Doubt About Your Compensation Benefits Write to the Office
of Workers' Compensation Programs.

=1

@ Back to Top www.dol.goviesa hittp:www.dol.zov!

Frequently Asked Questions | Freedom of Information Act | Customer Survey
Privacy & Security Statement | Disclaimers | E-mail (o a Friend

L5, Department of Labor 1-866-4-USA-DOL
Frances Perkins Building TTY: 1-877-889-5627
200 Constitution Avenue, NW Condact s
Washington, DC 20210
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for
Continuation Pay/Compensation,” With Instructions

Federal Employee's Notice of U.S. Department of Labor
Traumatic Injury and Claim for i sher bbbt Q
Continuation Pay/Compensation Ofice of Workers' Compensation Frograms

Enployee . Fleas e com plete al Euns T- 18 below. Bo not com plele shaded areas. EDI Tracking Number
Witness: Com plete bottom sectlon 16. 100040533

BEmploying A (Suj H

1. Mame of Employee (Last, First Mddle Suffi) 2. Social Security Number

JONES MARY mnmm
3. Date of Birth Sex 6. Hom e Telephone 8. Grade as of date of injury
[T FEMALE 5089992222 Level G207 Step 07
7. Employee’s home mailing address(include city,state, and ZIP code) 8 Dependents

123 QORAL REEF COURT [ wire Husband

‘ ] chilgran under 18 ysar

HALA H 96752 [ otner

9. Place where injury oceurred(e g. 2nd floor, Main Past Office Bldg 12th & Pine)
CPAC, 1049 FEARL HARBOR BLVD, FT CARL TOMUIN, HI

10. Date injury occurred 1. Date of this notice 12 Employee's job title
031412005 05:00 AM 0311412005 PERSONNEL CLERK

13. Cause of Injury(Des cribe what happened and why)
WHLE WALKING TO AILE CABINET, SLIPFFED AND FELL.

14. Neture of injury (Identify both the injury and the part af the body, e.g. fracture of left leg)
SPRANED RIGHT ANKLE, BRUSED RIGHT SHOULCER AND SFRANED RIGH WRIST a. Occupation Code
0203

- Type Code | c. Source Code
0100

100
OWCP Us ¢ - NOI Code
TA

15. | certify. under penalty of law , that the injury described sbowe w as sustained in performance of duty as an employee of the
United States Govarnment and Mat & w a5 not caused by my willul MISCONAUCY, INtent th injure MySell o another person, nor by
rmy mtoxication. | hereby claim medical treatment, # needed, and the follow ing, as checked below , w hile disabled for w ork

a. Continuation of regular pay(COP) not exceed 45 days and compensation for wage loss if disability for work continues
beyond 45 days. I iy clémis denied, | understand thet the continuabion of my reguiar pay shall b charged to sick

of annualleave, of be deemed an overpaymant w thin the meaning of 5 LISC 5584

[ b Sick anclior Annual Leave

| hereby authorize any physician or hospital{or any other person, iNSHtUBON, €orporation, of government agency) 1o furnish
any desired information tothe LS. Departrment of Labor, Office of Workers' Compensaton Programs(or to ts official representative)
This authorzation also permits any official representative of the Officeto examine and to copy any records conceming me.

Signaturs of em ploye s or person acting on hisiher bshalf Date 031472005
Any person w ho know ingly makes any faise statement, misrepresentation, conceament of fact or any other act of fraud to obiain compensation as
provided by the FECA of wha know ingly accapts compensation tow hich that parson is not enttled is subject to civil or administrative remadies as
Wl 3 falony criminal prosecution and may, Under appropriate criminal provigions, be punishad by 3 fine oF IMprisonment or baotn,

16. Statement of witnes s(Describe what you saw, heard, or know about this Injury)
ITHEARDMARY SCREAM,. LOOKED UP AND SAW HER FALLING AND TRY ING TO CATCH REGAIN HER BALANCE. SHEFELL TO THEFLOOR, HTTING THE

WALL
MANN SUSAN MARE 03/14/2005
Name of wilness Signature of wilness Date signed
123 KAMEHAMEHA HWY PEARL CITY H 96817

Address Ciy State ZIP Code

Form CA-1 Rev Apr. 1999
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for

Continuation Pay/Compensation,” With Instructions, Continued

Official Supervisors Report. Pleasa complete information requested below:

17. Agency name and address of reporting office (Include city, state, and ZIP code) OWCP Agency Code
US ARMY AFSC 3118 DIAMOND HEAD ROAD 9959 00
OSHA Site Code
FT CARL TOMLMN Ho 96816 000253142
18. Bmployee’s duty station(Street address and ZIP code) Zip Code
HR OFFICE
FT CARL TOMLM H 98816

19. Employee's retirement coverage & cons Orms

[ other, (identify)

20. Regualr work hours kil

Regular work schedule

From: 08:00 AM To: 04:00 PM sun  [(XIMon [ Tue [XIwed XIThu [x]Fri []sat
22. Date of injury 23. Date notice recaived 24. Date stopped work
03/1472005 03/1472005 03/1472005 10:00 AM
25. Date pay stopped 26. Date 27. Date returned to work
45 day ¥
period bagan 031572005 03/17/2005 08:00 AM

28. Was employee injured In performance of duty? [xXIves []No (if "No", explain)

29. Was injury caused by willful

or intent to injure self or another? || Yes (If "Yes", axplain) X/ No

30.Was injury caused 3. Name and address of third party(include city, state and ZIP code)

am 32}
32. Name and address of physiclan first providing medical care(Include city,state,ZIP code) 33 First date medical

USA HEALTH CLINIC

care received 031472005

2708 BATAN DRVE

34. Do medical

FT CARL TOM. M

reports show
employee is Eves [no

disabled for work?

HI__ 96816
35. Doss your knowladgs of the facts about this injury agree with statements of the smployae andior witness? [x)Yas | | No (I

36. 11 the employing agency controverts continuation of pay, state reason in detail. 37. Pay ral

38. A supervisor who know ingly certifies to any false Statem ent, misrepresentation, concealment of fact etc., in respect of this claim
may also be subject to appropriate felony crim inal prosecuti
I certify that the inform ation given above and that furnished by the em ployee on the reverse of this form is true to the best of my

knowledge with the following exception:

explain)

hen employee
topped work

510,88 Per  HOUR

WILSON MARY
Mame of Supervisor (Type or Frint)

0311772005
Sgnature of Supervisor Date
HR SPECIALIST 8089992230
Supervisor's Tile Office Phone

39.Filing Instructions

000

First Ald Injury

No lost time and no medical expense: Place this form in emplayers medical folder(SF-65-D)
No Lost time, medical expense Incurred or expected: forward this form to OWCP
Lost time covered by leave, LWOP, or COP: forward this form to OWCP

Form CA-1 Rev. Apr. 1999
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for

Continuation Pay/Compensation,” With Instructions, Continued

Instructions for Completing Form CA-1
Compl

litem's on your section of the form. If additional space is required to explain or clarify any point, attach a

supplemental statement to the form. Some of the items on the farm which may require further clarification are explained below.

13) Cause of Injury

Describe in detail how and w hy the injury occurred.
Give appropriate detais (¢.9.: f you fel how far did you falland in what
postion did you land?)

14) Nature of Injury

Give a complete description of the condition(s ) resulling from

your injury. Specify the right of left side # applcable (e.g.. fractured left
leg: cut on right index finger).

15) Bection of COP/Laave

¥ you are disabled for w ork as a result of this injury and file CA-1
within thirty days of the injury, you are entiled to receive
continuation of pay (COP) from your employing agency. COPis
paid for up lo 45 calendar days of disabilly. and is not charged
against sick or annual leave. I you elect sick of annual leave
you may nal claim compensation 1o repurchase leave.

used during the 45 days of COP entitlement.

At the time the formis received. complete the receipt of natice of
injury and give it tothe employee. I addition to completing tems 17
through 39, the supervisor is responsile for obtaining the w iness
Statement In flem 16 Bnd for TN I te proper codes In shaced
boxes a. b, and ¢ on the front of the form ¥ medical expense o lost
time is ncurred or expected. the completed form should be sent to
OWCPw ithin 10 w orking days after itis received.

The supervisor should also submit any other information or evidence
pertinent to the merits of this clam.

I the employing agency controverts COP. the employee should be
notified and the reason for controversion explained to him of her.

17) Agency name and address of reporting office.

The name &nd address of the office tow hich correspondence from
OWCP should be sent (if applicable, the address of the personnel or
compensation office).

18) Duty station street address and zip code
The address and zip code of the establishment w here the employee
actually works.

18) Employers Retirement Coverage.
Indicate w hich retirement system the employee is covered under.

30) Was injury caused by third party?

Athird party is an individual or organization (cther than the injured
employee or the Federal government) w ho is liable for the injury

For instance, the driver of a vehicle causing an accident in w hich an
employee s injured. the ow ner of a buidng w here unsafe condiions
cause an employee to fal. and a menufacturer w hose defective product

causes an employee’s injury. could all be considered third parties to the injury.

32) Name and address of physician first providing medical care
The name and address of the physician w ho first provided medical
care for this injury. If inltial care was given by a nurse or cther

health professional (not @ physician) in the employing agency’s

health unit or clinkc. indicate this on a separate sheet of paper.

33) Airst date medical cars received
The date of the first visi to the physician listed in tem 31

36) If the employing agency controverts continuation of pay,
state the reason in detail.

COP may be centroverted (disputed) for any reason; how ever,
the employing agency may refuse to pay COP only if the
controversicn s based upon one of the nine reasons given
below

a) The disabity w as not caused by a traumatic injury :

b) The employee is a volunteer w orking w thout pay of for
nominal pay. or a member of the office staff of a former Fresident:

c)The employee is not a citizen or a resident of the United
States or Canada:

d)The hjury cccurred off the enploying agency's premises and
the employee w as not invalved in official "off premise” duties:

€)The injury w as proximalely caused by the employee’s w ilful
misconduel. intent to bring about injury or death to self or
another person, or intoxication:

1)The injury w as nt reported on Form CA-1 w thin 30 days
folow ing the injury:

9)Work stoppage first occurred 45 days or more follow ing
the injury:

h)The employee initially reported the injury after his or her
employment w as terminated: or

i) The employee is enrclled in the Civil Air Patrol, Peace Corps,
Youth Gonservation Corps, Work Study Programs, or other
similar groups.

Box a (Occupation Code). Box b (Type Code).
Box ¢ (Source Code). OSHA Site Code

The O ety and Health (OSHA) requires
al employing agencies 1o complete these ems w hen reporting an
injury. The proper codes may be found in OSHA Bocklet 2014,
"Recordkeeping and Reporting Guidelines”.

GWCP Agency Code
This is a four-digi (or four digit phus tw o letter) code used by OWCP
toidentify the employing agency. The proper code may be oblained

from your personnel or compensation office. or by contacting GWCP.

Form CA-1 Rev. Apr. 1999
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for

Continuation Pay/Compensation,” With Instructions, Continued

The FECA, w hich is administered by the Office of Workers'
Compensation Frograms (OWCR). provides the folow ing
benefits for job-related traumalic injuries:

(1) Continuation of pay for disabilty resuking from traumatic.
job-related injury. not to exceed 45 calendar days. Tobe
sligible for continuation of pay. the employee, of SoMeone
acting on his/her behalf. must file Form CA-1 within 30 days
follow ing the injury and provide medical evidence in support of
disability w thin 10 days of submission of the CA-1. Where the
employing agency continue's the emgloyee's pay. the pay must
not be interrupted unless one of the provision's cutined in 20
CFR 10,222 apply.

(5) medical providers. ploy
mau choose the physician w ho provides iniial medical care.
Generally, 25 miles from the place of injury, place of
employment, o employee's home is a reascnable distance to
travel for medical care,

An erployee may use sick of annual leave rather than LWOPw hile
disabled. The employee may repurchase leave used for approved
periods. Form CA-7b. available fromthe personnel office. should be
studied BEFORE a decision is made 1o use leave

For addtional information, review the regulations governing the
administration of the FECA (Code of Federal Regulations . Chapter 20.

Part 10 ) of pamphiet CA-510.
(2)Payment of compensation for wage loss after the expiration
of COP. if disability extends beyond such pont. or if COPs not
payable. If disabity continues after COP expires, Form CA-7.
w ith supporting medical evidence. must be fied with OWCP. To
‘avoid interruption of income, the form should be filed on the 40th
day of the COP period.

(3) Payment of compensation for permanent impairment of certain
organs, members, of functions of the body (such as loss o

loss of use of an arm or Kidney, loss of vision, etc.), of for
serious disfigurement of the head, face, or neck.

(4) Vocational rehabiitation and related services w here
directed by OWCP,

n accerdance wth the Frivacy Act of 1974, 8s amended (5 U.S.C. 552). you are hereby nclified thal. (1) The Federal Enployees’ Compensalion Act. as
amended and exlended (S US.C. 8101. el seq.) (FECA) is administered by the Office of Workers' Compensalion Frograms of the U.S. Department of Labor .
which receives and maintains perscnalinformation on claimants and their immediate fariies. (2) nformation w hich the Office has w il be used to determine
eligibility for and the amount of benefis payable under the FECA, and may be verified through computer matches or other appropriate means. (3) Information
may be given to the Federal agency w hich employed the claimant at the time of injury in order to verify statements made, answ er questions concerning the
status of the claim, verify billng, and to Gonsider issues relating to retention, rehire, or olher relevant matters. (4) hformation may also be given to other
Federal agencies. other government enities, and to private-sector agencies andior employers as part of rehabiltative and other return-to-w ork programs and
services. (5) hfermation may be disclosed to physicians and other healh care providers for use in providng o

making evaluations for the Office. and for other purposes related to the medical of the claim. (6) be given to Federal. state and
local agencies for law enforcement purposes, to obtain information relevant 1o a decision under the FECA, to determine w hether benefits are being paid
properly. inchiding w hether prohibited dual payments are being made. and, w here appropriate. to pursue salary/administrative offset and debt collection
actions required o permitted by the FECA andior the Debt Collection Act. (7) Disclosure of the claimant’s social security number (SSN) or tax

identifying nurber (TIH) on this form is mandatory. The SSH and/or TH), and cther information maintained by the Office, may be used for identification, to
support debt collection efforts carried on by the Federal government, and for other purposes required or suthorized by law . (8) Failure to disclose al
requested information may delay the processing of the claim or the payment of benefis. or may resull in an unfavorable decision or reduced level of benefits

Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the proces sing and
adjudication of the claim you filed under the FECA.

This acknow ledges receipt of Notice of injury sustained by
(MName of injured employee)
MARY JONES

Which cccurred on (Mo Day. Yr.)
03A14/2005

At (Location)
CPAC. 1049 PEARL HARBOR BLVD., FT CARL TOMLIN, HI

Signature of Official Superior Date (Mo.. Day. Yr.)

Title
HR SPECALIST

FormCA-1 Rev.Apr, 1999
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for
Continuation Pay/Compensation,” With Instructions, Continued

EMPLOYEE RIGHTS AND RESPONSIBILITIES WHEN INJURED AT WORK

It has come to our attention that you have been involved in a w ork-related accident. We would like to take
this opportunity to advise you of some of the benefits and responsibilties that are accorded by the Federal
Employees’ Compensation Act (FECA) should you file a w orkers' compensation claim

The Cffice of Workers' Compensation Programs (OWCP) administers the FECA and has sole adjudication
authority for federal w orkers' corrpensation claims. The ICPA cffice, in conjunction w ith the Civilian
Personnel Management Service, Injury & Unemploy ment Compensation Division, is responsible for
monitoring your enttierment to the benefits outlined w ithin the FECA and administered by the OWCP.

FILING A WORKERS'COMPENSATION CLAIM
If you voluntarily elect to file a w orkers' compensation claimin relation to the reported accident, please
complete the on-line OWCP Form CA-1 or CA-2 w ith your supervisor,

Form CA-1, Federal Employees” Notice of Traumatic Injury and Claim for Continuation of
Pay/Compe nsation may be completed to report a traumetic injury, w hich is an injury that has occurred
w ithin one tour of your regular duty. Form CA-1 should be filed w ithin 30 days of the injury

Form CA-2, Notice of Occupational Disease and Claim for Compensation, may be completed to report
an occupational disease, w hich is an injury or iliness that has developed over a period greater than one tour
of official duty. Form CA-2 should be filed w ithin 30 days of the date you realized the disease or illness w as
caused or aggravaled by the enployment

When filing a claim for Occupational Disease or liness, you must submit the specific detailed information
described on Form CA-2 and on any checkiist (Form CA-35, A-H) provided by your supervisor or the human
resources office. OWCPhas developed these checkists to address particular occupational diseases
Medical reports must also include the information specified on the checklist for the particular disease
claimed.

Once a claim has been filed w ith the OWCP, you have the right to w ithdraw your w orkers' compensation
claim (but not the notice of injury) by so requesting in w riting to CWCP through your respansible ICPA
office at any time before OWCP determines eligibilty for benefits.

OBTAINING MEDICAL TREATMENT

You have a right to choose your treating physician. Y ou must notify your supervisor of your preferred
choice prior to scheduling an appointment. Any request by your supervisor or the occupational health clinic
to be evaluated by medical clinic or contract physician must not interfere w ith your preferred physician
appointment.

When an appointment w ith your preferred physician is requested for a traumatic injury, your supervisar may
complete the front of Form CA-16, "Authorization for Examination and/or Treatment”. In an emergency,

w here there is no time ta complete the form the ICPA office may autharize medical treatment by telephone
and then forw ard Form CA-16 to the medical facility w ithin 48 hours. Retroactive issuance of FormCA-16

is not allow ed under any other circumstance. Your supervisor, or the ICPA office may refuse to issue a CA-
16 if more than 48 hours has elapsed since the injury occurred, or the treatment is based on an
Occupational Disease or liness

If you require medical treatment because of a w ork-related occupational iliness, it is recommended that you
obtain care directly froma physician, preferably from a specialist in the indicated field F OWCP accepts
the claim, medical treatment required by the condition(s) accepted, including treatment received before
acceptance may be reimbursed to you or your health insurance carrier by the CWCP after adjudication
Form CA-16 may not be used to authorize treatment for occupational disease or ilness except in very
unusual situations.

For each type of claim you are responsible for submitting, or arranging for submittal of a medical report
hysician for every medical service provided to you resulting from the job-related injury.
You must also submit medical evidence show ing that the condition claimed is disabling w hen applying for
wage loss benefits.

Medical reports fromservice providers must include the follow ing
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Figure 6. Form CA-1, “Federal Employee’s Notice of Traumatic Injury and Claim for
Continuation Pay/Compensation,” With Instructions, Continued

- Dates of examination and treatment

- History given by you

- Physical findings

- Results of diagnostic tests

- Dagnosis

- A description of any other conditions found but not due to the claimed injury

- Treatment provided or recommended for the claimed injury

- Physician's opinion, w ith medical reasons, as to causal relationship betw een the diagnosed
condition(s) and the factors or conditions of the employment;

- Extent of disability affecting your ability to w ork due to the injury;

- Prognosis for recovery; and

= Work limtations

MEDICAL BILL PAYMENTS

Your provider has the option of sending bills for injury-related treatment or services electronically, or in
paper form Providers that elect to submt bills electronically must enroll as a DOL provider by completing
the Provider Enroliment Form at the follow ing w eb address:

hitps://ow cp.dol acs-inc. comiportal/pdf/Provider_Enroliment_Form_Final pdf

‘OWCPw ill pay appropriate charges for medical treatment if your case is approved and the treatment w as
necessary for the job-related injury. OWCPapplies a schedule of maximum allow able medical charges to
pay w ork-related bills submitted by a provider of service. OWCPw ll only authorize payment of treatment or
services that are related to an accepted w ork-related condition

You are not responsible for paying the difference betw een the maximum charge set by the schedule for a
particular treatment and the charge made by the provider for bills submitted on an OWCP accepted claim
You are, how ever, responsible far payment of medical bills resulting froman occupational disease or illness
until a claim is accepted by the OWCP.

You may be reimbursed for employee-paid medical, surgical, and dental services using Form HCFA-1500,
American Medical Association Standard Health Insurance Claim Form_or OWCP-1500, the version of
the form, w hich includes instructions for submitting bils to CWCP. The provider must sign the form For
pharmacy expenses, you should use the Universal Giaim Form to include the name of the drug, name of
prescribing physician and the date the prescription w as filled

Additionally, you must also complete Form CA-915, Claimant Medical Reimbursement Form and submit a
copy w ith each Form HCFA-1500, OWCPR-1500, or Universal Claim Form. Claims for hospital charges must
be submitted on Form UB-92. All forms are available through lne ICPA office, or at

r-" pay rrbur nt, it is recommended that yo pvoof of payment, along w ith the proper forms
OWCPw ill accept signed statements by providers, a mechanical stamp show ing receipt of payment,
photocopies of canceled checks (both front and back), or a copy of a credit card receipt

Bath provider bills, and errployee reimbursements must be submitted to CWCP w ithin one year after the
end of the calendar year inw hich the expense w as incurred, the service w as provided, or w ithin a year after
the end of the calendar year in w hich the treated condition w as first accepted as compensable by OWCP.

You may review the status of bill submissions for your injury claimby entering the ACS website, and lolhw -ng
instructions provided by that w ebsite. hitps:/lowcp.dolacs-inc IserType do?prog! typ

ENTITLEMENT TO COP

‘Continuation of Pay (COP) is an extension of your regular pay for up to 45 calendar days of wage loss due
to disabilty andior medical treatment Y our employer pays COP anly for claims filed for traurratic injuries
When you request COP, your employer must continue your pay unless it controverts GOP for one of the
follow ing reasons:

the disability is due to an occupational disease or ilness
you serve w ithout pay or nominal pay, or are appointed to the staff of a former President, or are
selected pursuant to Chapter 121 of Title 28 and serve as a petit or grand juror, and are not
otherw ise an employee of the United States
you are neither a citizen nor a resident of the United States or Canada (i.e., a foreign national
enmployed outside the United States or Canada

- theinjury occurred off the Agency prerrises and you w ere not engaged in authorized "off premises
duties”,
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- the injury was caused by your willful misconduct; or by your intent to bring about injury or death of
yourself or another person; or by your intoxication fromalcohol or ilegal drugs;
the injury w as not reported on a form approved by OWCP (usually Form CA-1) w ithin 30 days after
the injury

- youfirst stopped w ork more than 45 days after the injury

- youfirst reported the injury after employment ended

- You are enrolled in the Civil Air Patrol, Feace Corps, Job Corps, Youth Conservation Corps, w ork-
study program or other group covered by special legislation

Your employer may stop COPif

- youdo not provide appropriate medical evidence of a disabling traumatic injury within 10 calendar
days of claiming COP. COP is reinstated w here evidence received at a later date supports
disabilty.

- your physician has found you to be partially disabled and you refuse suitable w ork, or fail to respond
to the job offer
Your scheduled period of errployment ends, or employment otherw ise ends, provided the period of
employment or date of termination is set before the injury occurs

‘COP can be stopped if employment ends due to disciplinary action in situations w here preliminary w ritten
notice of termination or other action w as issued before the injury occurred and the termination or other
action becamme final during the COP period

Als0 any continuation of pay (COP) granted 1o you after a claim is w ithdraw n must be charged 1o sick o
annual leave, or considered an overpayment of pay consistent w ith 5 U.S.C. 5584, at your option

LIGHT DUTY AVAILABILITY

Employees w ho are disabled fromtheir regular jobs are expected to return to suitable light duty identified by
the supervisor, or the ICPA office. If light duty w ork is available and offered, you must notify your attending
physician and request himher to specify the limitations and restrictions that apply. Thereafter, immediately
advise your supervisor or the ICPA office of the limtations and restrictions imposed by your physician.

If offered light duty w ork w ithin the limitations and restrictions imposed by your attending physician, you are
obligated to return to duty unless you are entitled to, and request leave under FMLA. If you choose not to
accept the light duty job offer, you may not be entitied to COP, or wage loss compensation fromthe OWCP.

CLAIMS FOR COMPENSATION

‘Compensation payments may be made after w age loss begins and the medical evidence show s that you
cannot perform the duties of your regular job. For a traumatic injury, cormpensation is payable after the 45
days of COPhave ended and three waiting days have elapsed. For traumatic injuries w here there is no
entitlement to COP, and for non-traurratic injuries, cormpensation is payable after three w aiting days have
elapsed. In either instance, no w aiting period is required w hen permanent disability exists, or w hen the
disability causing w age loss exceeds 14 days

Compensation is paid at tw o-thirds of your pay rate if you have no dependents, or three-fourths of the pay
rate if you are married or have one or more dependents. The pay rate is based con your pay on the date of
injury, the date disability began, or the date of recurrence. The only regular deductions fromcompensation
are for your share of health benefit premiuns, optional ife insurance, and post-retirement basic life
withholdings if you are enrolled in these plans

In order for you to claimcompensation, you must be in a Leave-Without-Pay-Injury-On-Duty (LWOP-I0D)
status w ith your employer

Form CA-7, Claimfor Compensation, is used to claimcompensation for loss of pay. Each payment of
compensation must be supported by a medical report from a physician that show s you are disabled for w ork
during the peried for w hich compensation is claimed. tis your responsibilty to arrange for submittal of such
medical reports.

LEAVE BUY-BACK

Instead of LWOP("KD" hours type code), you may use sickor annual leave to cover disability periods, how ever,
this is not required, or advised. Doing so can cost you a significant armount of money and delay to repurchase
the leave used. R is often preferable to use LWOP (KD) and claim compensation instead

The leave buy-back process aliow s you to repurchase annual and sick leave subject to your enployer's
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the decision of each individual agency. When your claim is approved and medical evidence show s that you
were unable to w ork because of the injury during the period claimed; you may request a "leave buy-back"
You must submit Forms CA-7, CA-7a and CA-7b to OWCPthrough the ICPA office.

You will ow e your employer the difference betw een the amount paid for leave, w hich is 100 percent of your
usual w age rate, and the amount paid for compensation, w hich is tw o-thirds or three-fourths of the w age
rate. When this difference is paid, your employer's payroll office will then restore the annual and sick leave
to your account and replace them w ith LWOP(KD) hours. For each 80-hour increment of restored annual
and sick leave that is converted to LWOP (KD), your leave account may be reduced by 4 hours of sick

leave and either 4, 6 or 8 hours of annual leave dependent upon your leave accrual rate. The

repurchase of leave can also affect your income taxes

PERMANENT IMPAIRMENT

The FECA provides compensation for the permanent loss or loss of use of specified members, functions,
and organs of the body. Payment is made for a specified number of days or w eeks according to the
severity of the impairment. This kind of payment is called a schedule aw ard

PENALTY FOR FALSE CLAIMS

Whoever know ingly and w ilfully falsifies, conceals, or covers up a material fact, or makes a false, fictitious,
or fraudulent statement or representation, or makes or uses a false staterment or report know ing the same
to contain any false, fictitious, or fraudulent statement or entry in connection w ith the application for or
receipt of compensation or other benefit or payment under subchapter | or lllof chapter 81 of title 5, shall

be guilty of perjury, and on conviction thereof shall be punished by a fine under this title, or by imprisonment
for not more than 5 years, or both; but if the amount of the benefits falsely obtained does not exceed
$1,000, such person shall be punished by a fine under this title, or by imprisonment for not more than 1
year, of both. ~Federal law (18 US.C. 1920)

PRIVACY ACT INFORMATION

While w orkers' compensation records are protected from release under the Privacy Act, your employer is
considered a party to the claim The ICPA coffice may receive information in your file under the “routine use”
provision of the regulations under w hich the Frivacy Act is administered. Such information may include
medical reports. The ICPA office is expected, how ever, to handle this information w ith care and to restrict
access to those w ith a specific need to have it
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CPMS Instructions for Completing Form CA-1,
Federal Employee's Notice of Traumatic Injury
And claim for Continuation of Pay/Compensation

1. Refer to the Defense Portal and Analysis Center (DefPAC) Electronic Data
Interchange (EDI) training module for detailed instruction for completing an electronic
Form CA-1.

2. The ICPA retains a hard copy of the CA-1 that contains the signature of the employee,
supervisor and any witness who may have observed the injury oceur.

3. Provide the employee with the complete Electronic Data Interchange (EDI) Form
CA-1. This includes: the claim, Instructions for Completing Form CA-1, Benefits for
Employees Under the FECA, Privacy Act. Receipt of Notice of Injury, and Employee
Rights and Responsibilities When Injured at Work
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Notice of Occupational Disease U.S. Department of Labor

and Claim for Com pensation Employment Standards Administration 6
Office of Workers' Compensation Programs

Employee: Please complete all boxes 1- 18 below. Do not complete shaded areas EDi Tracking Mum ber

Em ploying Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and ¢. 800000325

1. Name of Employee (Last, Frst Mddle Suffix) 2. Social Security Number

oAV MARY J 1111111
3.Date of Birth . Sex 6.Home Telephone 6. Grade as of date of last exposure
0BI01/1366 FEMALE 9005551111 Level csos  Step 02

7.Employes’s home mailing address(include city,state, and ZIP code) 8. Dependents
[5] wife,Husband

] children under 1€ year

134 JEFFERSON ST

ARLINGTON 22202

8. Employee's Occupation
MAIL CLERK

10. Location {address) where you worked when disease o illness occurred(include city, state and ZIP code)|11.. Date you first became aware

9TTH CRGVTOL of dig e orillness
1500 WILSON ELVD 1200172004
ARLINGTON . VA 22208

12. ate you first

realized the disease

or iliness was

caused or aggravated

by your em ploym ent.
06152005

14, Nature of disease or iliness JowcP Use - NOI Code
CARPAL TUMNEL SY NDRONE

13. Explain the relationship to your employm ent, and why you came to this realization.

MY VWIORK REQUIRES AFPROXIMATELY 5-6 HOLRS OF INTERMITTENT KEY BOARDING FER DAY ANDIVEHAD THS JOB FOR THE
FAST FIVE Y EARS. | FIRST NOTICED TIMGLING AND NUWENESS OF MY HANDS IN CECEVEER 2004, | SAW A DOCTOR OM 615105
WHO DIAGNOSED CARPAL TUNNEL SY NDROWE

b. Type Code  |c. Source Code
620

6. 1f notice and claim was not filed with the em playing agency within 30 days after date shown above in itern ¥TZ, SXRTEm Te 350N TaT The GeT

TRALE A OB UATHASLIALY TR § A Rche SN SsIans 11 LRI WA R B RN PR R R P AR e L Tor.

BLACKBERRY , ETC). INEVER HAD A FROBLEMLIKE THIS BEFORE AND | DONT USE ANY ERQUIFMENT OF THIS KIND IN MY FERSOMAL LFE

not submitted with this form, explain reason for delay.

e PR SRA e PR R R S A R RN R L

181 certity, under penalty cf law , that the disease o iiness described above was the result of my employment with the United States
GUVEITIMmENL and that L w s N0t Caused by my vl ul MISCONCUC, MeNt (o Mjure MySelt oF another PErson, nof by my IMaxicaton
Ihereby claim medical treatment, i needed, and other benefils provided by the Federal Employees’ Compensation Act

I hereby authorize any physician or hospitallor any other person, instiution, corparation, or governmant agency) to furnish

any desired information to the LS. Department of Labor, Office of Workers' C a toits official
This authrizalion also permits any official representative of the Office to examne and o copy any records concernng me

Slgnature of ém ploye ¢ or person acting on hisiher behalf Date_ 7/05/2005
Have your supervisor complete the receipt attached to this form and return it to you for your records.

Any person who know ingly mskes any false statement, misrepresentation, conceaiment of Fact o any cther act of fraud to obtain compensation a5
provided by the FECA of who oW Ingly acCepts Compensaton to w hich that parson is not entiied (s SUbject to Civil of administratve remedies as
well as felony crimmnal proseculion and may, under appropriale be afine or or both

Form CA-2 Rev Jan. 1997
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Official Supervisor's Report of Occupational Disease: Please com

o inform ation requested below.

19. Agency name and address of reporting office(include city, state, and ZIP code) OWCP Agency Code
ARMY PERS & SECURITY 1500 WILSON BLVD 9999 OK
OSHA Site Code
ARUNGTON VA 22209 000099959
20. Employee’s duly statlon(Street address and ZIP code) Zip Code -
1519 WILSON BLVD
ARLNGTON VA 22209
21. Regualar work hours 22 Regular work schedule
From:07:00 AM To: 03:30 PM [XIsun  [xIMon [xTue [xWed [x]Thu [JFi []sat
23, Mame and address of physician first providing medical care(include city,slate ZIP code) 24. First date
madical care 061572005
SMITH JACK o [0 |received
25. Do medical
% Yes No
200 DUKE ST raports show ® o
employee is
ALEXANDRIA 22302 disabled for work?

26, Date employew Tirst
reparted condition to
supervisor

1210172004

27. Dale and hour employee
stopped work

061572005 07:00 AM

28. Date and hour
employea's pay
stopped

0710412005 03:30 FM

29. Date employoe was last
axposad to conditions allagad to
have caused disease or iliness

081572004

30. Date returned to work

3. 1femployos has returned (o work and work assignment has changed, describe new dutles

32. Employees Retirement Coverage

[csRs

[x] FERS [l other (Spe

city)

33.Was injury caused
by third party?
ves [X Mo
N,
gotoitem 35.)

34. Name and address of third party(include city, state and ZIP cade)

35. A supervisor who knowingly certifies to any false statem ent, misrepresentation, concealm ent of fact etc., in respect of this Claim
may also be subject to appropriate felony crim inal prosecution.

I certify that the information given above and that furnished by the em ployee on the reverse of this form is true to the bestof my

Know ledge with the follow ing exception:

JANES CAROL TINLEY
HName of Supervisor (Type or Frint)
07/05/2005
Signature of Supervisor Date
CHEF. INFO SYSTS 9995553333
Office Phone

Supervisor's Tile

Form CA-2 Rev. Jan. 1997
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Continued

Instructions for Completing Form CA-2

Complete all items on your section of the form. If additional space Is required to explain or clarify any point, altach a supplemental
statement to the form. in addition to the information requested on the form, both the employee and the supervisor are required to

submit additional evidence as described below. If this evidence is not submitt
axplain the reason for the delay and state when the additional evidence will be submit

omplele items 1 throug| mit the form to the smploys
below. Be sure to obtain the R‘.:ﬂpl of Notice of Disease

1) Employee’s statement
In a separate narrative statement attached to the form. the employee must
‘submit the follow ing informaticn:

a) A detailed history of the disease or iness from the date & started

b) Complete details of the conditions of employment w hich are believed to
be responsible for the disease or ilness

) A description of specific exposures to substances or stressful
condtions causing the disease or iiness. including locations w here
eXpOsUre of stress occurred, as w el as the number of hours per day
and days per week of such exposure o stress.

d) Bentification of the part of the body affected. (If disability is due to a
heart condition, give complete details of al activities for one w eek prior
lothe attack with particular attention to the final 24 hours of such
period.)

) A SIBIEMeNt 35 [0 W NeMer e empIoyee Ever SUTTerea a smilar
Gondtion. I s0. provide full detais of ansel, history. and medical care
received. along w ith names and addresses of physicians rendering
treatment.

s 5
liiness com plslad by the suparvisor at the time the form is submitted.

d along with the form, th
d.

sponsible party should

or along with the stalement and m edical reports descr
Z)Medical report

&) Dates of examination of treatment

b) History given to the physician by the employee.

©) Detailed description of the physician's findings.

d) Results of x-rays, laboratory tests, etc.

<) Diagnosis.

) Clinical course of treatment

0) Physician's apinion s to w hether the disease o
iness was caused or aggravated by the
employment, along w ith an explanation of the basis
for this opinion. {Medical reports that do not explain
the basis for the physician's opinion are given very
litie w eight in adjudicating the claim)

HWage loss

¥ you have lost wages or used leave for this ilness. Form CA-7
should also be submitted.

Al the time the formis received, complete the Receipl of Molice of Disease or Bness and give i tothe employee. In addition to completing fems 19 through 34,
the supervisor is responsible for filing in the proper codes in shaded boxes a. b. and ¢ on the front of the form. f medical expense or lost time is incurred or
expected. the coﬂ'D\aGerl formmust be sent to OWCP within ten w orking days after i is received. h a separate narrative statement attached to the form. the

supervisor must
a) Describe in il the work performed by the employee. Kentify fumes,
chemicals, or other iritants or situations that the employee w as exposed
tow hich alegedly caused the cndiion. State the nature, extent, and
curation of the exposure. including hours per days and days per week,
requested above

b) Attach copies of all
cata) on fie for the employee.

x-ray reports y

c)Attach a record of the employee's absence fromw ork caused by any
similar disease or iness. Have the employee state the reeson for each
absence.

d) Attach statements from each co-w orker w ho has first-hand know ledge
about the employee’s condtion and its cause. (The co-w orkers should
state how such know ledge was cbtained.)

#)Review and comment on the accuracy of the employee's statement
requested above.

The supervisor should also subnit any other information or evidence pertinent tothe merts of this claim.

14. Nature of the disease or ilness

Give a compléts description of the disease or ilness. Specify the left or right side  19-Agency name and address of reporting office

if appiicable (e.g...rash on left leg; carpel tunnel syndrome, right w rist)

20. Employee’s duty station, street address and ZIP code
The sireet address and zip code of the establishment w here the
employee actually w orks.,

24. First date medical care recelv
The date of the first visit to the physu:\:n listed in em 23.

33. Was the Injury caused by third party?
A third party is an individual or organization (other than the
injured employee of the Federal government) w ho is liable for
the disease. For instance, manufacturer of a chemical to w hich
an enployee w as exposed might be considered a third party if
improper instructions were given by the manufacturer for use of
the chemical,

Box a (Occupational Code), Box b, (Type Code). Box ¢ (Source Code),
OSHA Site (:nmn

The O and Health (OSHA) requires al
enmploying agencies to complete these items w hen reporting an injury. The
proper codes may be found in OSHA Booldet 2014, Record Keeping and
Reporting Guideiines.

The name and address of the office to w hich carrespondence
from OWCP should be sent (if epplicable. the address of the
personnel or compensation office).

23.Name and address of physician first providing
medical care
The name and address of the physician who first provided
medical care for this injury. If intial care w as given by a
nurse or other health professional (not a physician) in the
empiloying agency’s heakh unit or cinic, indcate this on a
separate sheet of paper.

32.Enployee’s Retirement Coverage

Indicate w hich retirement systemthe employee is
covered under.

OWCP Agency Cade

This is a four digit (or four digit tw o letter) code used by OWCP
toidentify the employing agency. The proper code may be chtained
fromyour personnel or compensalicn off ice. or by contacting CWCF,

Form CA-2 Rev. Jan. 1997
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Continued

The FECA. w hich is administered by the Office of Workers'
Compensation Programs (OWCP), provides the folow ing general

The first three days in a non-pay status are waiting days. and no
compensation is peid for these days unless the period of disabilty

exceeds 14 calendar days. or the employee has suffered a
permanent disabilty. Compensation for total disabilty is. generally paid
atthe rate of 2/3 of an employee’s salary if there are no dependents.
of 314 of salary if there are one o more dependents.

benefits for employment-related occupational disease or iliness:

“ care from ether ical officers and
hospitels. o private hosptels or physiciens of the
employes's choice.

An employee may use sick or annual leave rather than LWOPw hile

disabled, The employee may repurchase leave used for approved

periods. Form CA-7b, available fromhe personnel office, should be
studied BEFORE a decision is made to use leave.

(2) Payment of compensation for total of partial w age loss.

¥ an enployes is in doubt about compensation benefits, the OWCR
District Office servicing the employing agency should be contacted
(Obtain the address fromycur employing agency.)

(3) Payment of compensation for permanent impairment of
certain organs, members, of functions of the body (such as
loss o loss of use of an arm or kidney, loss of vision, etc ), or

for serious distigurement of the head. face, or neck.
Fer additional information, review the regulations governing the

(4) Vocational rehabiltation and refated services w here administration of the FECA (Code of Federal Regulations. Titie 20,
necessary. Chapter 1) or Chapter §10 of the Office of Fersonnel Management's
Federal Personnel Manual,

n accordance wih the Privacy Act of 1974, as amended (5 U.S.C. $52a). you are hereby nctifled that: (1) The Federal Employees’ Compensation Act. as
amended (5 US.C 8101, at seq.) (FECA) is Office of Workers' Frograms of the U.S. Department of Labor, w hich
receives and maintains personal information on claimants and their immediate families. (2) information w hich the Office has will be used to determine
elighbiity for and the amount of benefits payeble under the FECA. and may be verified through computer malches o cther appropriate means. (3)
hformetion may be given tothe Federal agency w hich enployed the claimant at the time of injury in order to verify statements made. answ er questions
concerning the status of the claim verify biling, and to consider issues relati . rehire, of other r (4) Information may also be
given to olher Federal agencies. other government entities. and to private-seclor agencies andior employers as part of rehabitative and other return-to-
work prograns and services. (5) Information may be disclosed to physicians and other health care providers for use in provi

treatment or medical/vocational rehabiitation. making evaluations for the Office. and for other purposes related to the medical management of the claim.
(6) hformation may be given to Federal, state and local agencies for law enforcement purposes. Lo obtain information relevant to a decision Under the
FECA. to determine w hether benefits are being paid prperly. inchuding w hether prohibited dual payments. are being made. and, where appropriate. to
pursue salary/administrative offset and debt collection actions required or permitted by the FECA and/or the Debt Collection Act. (7) Disclosure of the
claimant's socal securlty number (SSN) or tax dentifying number (TIN) on this form is mandatory. The SSN andior TIN. and other information maintained
by the Office. may be used for identification, to support debt collection efforts carried on by the Federal government, and for other purposes required or
authorized by law . (8) Failure lo disclose all requested information may delay the processing of the claimor the payment of benefis. or may resullin an
unfavorable decision or reduced level of benefits.

This acknow ledges receipt of Nolice of disease or ilness sustained by.
(Name of injured employee)
MARY J DAVIS

Iw as first nolified about this condition on (Mo... Day. Yr.)
12/01/2004

Al (Locetion)
87THCRGAVTOL

1500 WILSON BLVD ARLMNGTON VA 22209

Signature of Official Superior Title Date (Mo.. Day. Yr.)

FomCA-2

This receipt should be retained by the e e as a record that notice w as filed.
g 4 Pl Rev. Jan. 1997
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EMPLOYEE RIGHTS AND RESPONSIBILITIES WHEN INJURED AT WORK

It has come to our attention that you have been involved in a w ork-related accident. We w ould like to take
this opportunity to advise you of some of the benefits and responsibilties that are accorded by the Federal
Employees' Compensation Act (FECA) should you file a w orkers' compensation claim

The Office of Workers' Cormpensation Programs (OWCP) administers the FECA and has sole adjudication
autharity for federal w orkers' compensation claims. The ICPA office, in conjunction w ith the Civilian
Personnel Management Service, Injury & Unemploy ment Compensation Division, is responsible for
monitoring your entitlement to the benefits cutlined w ithin the FECA and administered by the OWCP

FILING A WORKERS ' COMPENSATION CLAIM
If you voluntarily elect to file a w orkers' compensation claimin relation to the reported accident, please
conplete the on-line OWCP Form GA-1 or CA-2 wiith your supervisor.

Form CA-1, Federal Em ployees' Notice of Traumatic Injury and Claim for Continuation of
PayiCompensation may be completed to report a traumatic injury, w hich is an injury that has occurred
w ithin one tour of your regular duty. Form CA-1 should be filed w ithin 30 days of the injury.

Form CA-2, Notice of Occupational Disease and Claim for Compensation, may be completed to report
an occupational disease, w hich is an injury or iiness that has developed over a period greater than one tour
of official duty. FarmCA-2 should be filed w ithin 30 days of the date you realized the disease or iliness was
caused or aggravaled by lhe enployment

When filing a claim for Cccupational Disease or liness, you must submit the specific detailed information
described on Form CA-2 and on any checkiist (Form CA-35, A-H) provided by your supervisor ar the hurman
resources cffice. OWCP has developed these checkiists to address particular occupational diseases.
Medical reports must also include the information specified on the checkiist for the particular disease
claimed.

Once a claim has been filed w ith the OWCP, you have the right to w ithdraw your w orkers' compensation
claim, (but not the notice of injury) by so requesting inw riting to OWCP through your responsible ICPA
office at any time before OWCP determines eligibility for benefits.

OBTAINING MEDICAL TREATMENT

You have a right to choose your treating physician. You must notify your supervisor of your preferred
choice prior to scheduling an appointment. Any request by your supervisor or the occupational health clinic
ta be evaluated by medical clinic or contract physician must not interfere w ith your preferred physician
appointment.

When an appointment w ith your preferred physician is requested for a traumatic injury, your supervisor may
conplete the front of Form CA-16, "Authorization for Examination andfor Treatment”. In an emergency,

w here there is no time to complete the form, the ICPA office may authorize medical treatment by telephane
and then forw ard Form CA-16 to the medical facility w ithin 48 hours. Retroactive issuance of Form CA-16
is not allow ed under any other circumstance. Your supervisor, or the ICPA office may refuse to issue a CA-
16 if more than 48 hours has elapsed since the injury occurred, or the treatment is based on an
Occupational Disease or liness.

If you require medical treatment because of a w ork-related occupational iliness, it is recommended that you
obtain care directly froma physician, preferably froma specialist in the indicated field ¥ COWCP accepts
the claim medical treatment required by the condition(s) accepted, including treatment received before
acceptance may be reimbursed to you or your health insurance carrier by the OWCP after adjudication.
Form CA-16 may not be used to authorize treatment for occupational disease or ilness except in very
unusual situations.

For each type of claim you are responsible for submiting, or arranging for submittal of a medical report
fromthe treating physician for every medical service provided to you resulting from the job-related injury.
‘You must also submit medical evidence show ing that the condition claimed is disabling w hen applying for
w age loss benefits.

Medical reports fromservice providers must include the follow ing:
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Dates of examination and treatment

History given by you

Physical findings

Results of diagnostic tests

Diagnosis

A description of any other conditions found but not due to the claimed injury
Treatment provided or recormmended for the claimed injury

Fhysician's opinion, w ith medical reasons, as to causal relationship betw een the diagnosed
condition(s) and the factors or conditions of the ermploy ment,

Extent of disabilty affecting your ability to w ork due to the injury;

Prognosis for recovery; and

Work limitations

MEDICAL BILL PAYMENTS

Your provider has the option of sending bilis for injury-related treatment or services electronically, or in
paper form Froviders that elect to submit bills electronically must enroll as a DOL provider by completing
the Provider Enrcliment Form at the follow ing w eb address:

hitps:/low cp dol acs-inc comportallpdi/Provider_Enrolment Form Final pdf

OWCPw il pay appropriate charges for medical if your case is app d and the was
necessary for the job-related injury. OWCPapplies a schedule of maximum allow able medical charges to
pay work-related bills submitted by a provider of service. OWCPw ill enly authorize payment of treatment or
services that are related to an accepted w ork-related condition

You are not responsible for paying the difference betw een the maximum charge set by the schedule for a
particular treatment and the charge made by the provider for bills submitted on an OWCPaccepted claim
You are, how ever, responsible for payment of medical bills resutting from an occupational disease or iliness
until a claimis accepted by the OWCP.

‘You may be reimbursed for employee-paid medical, surgical, and dental services using Form HCFA-1500,
American Medical Association Standard Health Insurance Claim Form,_or OWCP-1500, the version of
the Torm, w hich includes instructions for submitting bills to OWCP. The provider must sign the form. For
pharmacy expenses, you should use the Universal Claim Form to include the name of the drug; name of
prescribing physician and the date the prescription w as filed

Additionally, you must also complete Form CA-815, Claimant Medical Reimbursement Form and submit a

copy w ith each Form HCFA-1500, OWCR-1500, or Universal Claim Form Claims for hospital charges must

be submitted on Form UB-92. Al forms are available through the ICPA office, or at

hitp hww w dol govidolesalpublic/regsicompliancefow cpifecacont htm

For payment reimbursement it is recommended that you submit proof of payment, along w ith the proper forms
OWCPw ill accept signed statements by providers, a mechanical stamp show ing receipt of payment,
photocopies of canceled checks (both front and back), or a copy of a credit card receipt

Both provider bills, and employee reimbursements must be submitted to OWCPw ithin one year after the
end of the calendar year in w hich the expense w as incurred, the service was provided, or within a year after
the end of the calendar year in w hich the treated condition w as first accepted as compensable by

You may review the status of bil submissions for your injury claim by entering the ACS w ebsite, and follow ing
instructions provided by that w ebsite hites Howcp dolacs-inc.com JserType.do?program code=1&user-type=C

ENTITLEMENT TO COP

Continuation of Pay (COP) is an extensian of your regular pay for up to 45 calendar days of w age loss due
to disability and/or medical treatment. Your employer pays COP only for claims filed for traumatic injuries.
When you request COP, your employer must continue your pay uniess it cantroverts COP for one of the
follow ing reasons:

the disability is due to an occupational disease or ilness

you serve w ithout pay or nominal pay, or are appointed to the staff of a former President, or are
selected pursuant to Chapter 121 of Title 28 and serve as a petit or grand juror, and are not

otherw ise an employee of the United States

you are nether a citizen nor a resident of the United States or Canada (ie., a foreign national
employed outside the United States or Canada

the injury occurred off the Agency premises and you w ere not engaged in authorized "off premses
duties";
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Figure 7. Form CA-2, “Notice of Occupational Disease and Claim for Compensation,”
Continued

- the injury was caused by your willful msconduct; or by your intent to bring about injury or death of
yoursell or another person; or by your intoxication from alcohol or illegal drugs;

- the injury w as not reported on a formapproved by OWCP (usually Form CA-1) w ithin 30 days after
the injury

- youfirst stopped w ork more than 45 days after the injury

- vyoufirst reported the injury after employ ment ended

- ‘You are enrolled in the Civil Air Patrol, Peace Corps, Job Corps, Youth Conservation Corps, w ork-
study program or other group covered by special legislation

Your employer may stop COPif

- youdo not provide appropriate medical evidence of a disabling traumatic injury w ithin 10 calendar
days of claiming COP. COPis reinstated w here evidence received at a later date supports disability

- your physician has found you to be partially disabled and you refuse suitable w ork, or fail to respond
to the job offer.

- Your scheduled period of employment ends, or employment otherw ise ends, provided the period of
employment or date of termination is set before the injury occurs

CCP can be stopped if employment ends due to disciplinary action in situations w here preliminary w ritten
notice of termination or other action w as issued before the injury occurred and the termination or other
action became final during the COP period.

Also any continuation of pay (COP) granted to you after a claimis w ithdraw n must be charged to sick or
annual leave, or considered an overpayment of pay consistent w ith 5 US.C. 5584, at your option

LIGHT DUTY AVAILABILITY

Employees w ho are disabled from their regular jobs are expected to return to suitable light duty identified by
the supervisor, or the ICPA office. F light duty w ork is available and offered, you must notify your attending
physician and request him'her to specify the limtations and restrictions that apply. Thereafter, immediately
advise your supervisor or the ICPA office of the limitations and restrictions imposed by your physician,

If offered light duty w ork w ithin the limitations and restrictions imposed by your attending physician, you are
obligated to return to duty unless you are entitled to, and request leave under FMLA. ¥ you choose not to
accept the light duty job offer, you may not be entitled to COP. or w age loss compensation from the WCP

CLAIMS FOR COMPENSATION

Compensation payments may be made after wage loss begins and the medical evidence show s that you
cannot performthe duties of your regular job. For a traumatic injury, compensation is payable after the 45
days of COP have ended and three w atting days have elapsed. For traumatic injuries w here there is no
entitterment to COP, and for non-traumatic injuries, compensation is payable after three w aiting days have
elapsed. I either instance, no w aiting period is required w hen permanent disability exists, or w hen the
disability causing w age loss exceeds 14 days.

Compensation is paid at tw o-thirds of your pay rate if you have no dependents, or three-fourths of the pay
rate ff you are married or have one or more dependents. The pay rate is based on your pay on the date of
injury, the date disability began, or the date of recurrence. The only regular deductions from compensation
are for your share of health benefit premiums, optional ife insurance, and post-retirement basic life

w ithhaldings if you are enrolled in these plans.

In order for you to claimcormpensation, you must be in a Leave-Without-Pay-Injury -On-Duty (LWOP-IOD)
status w ith your employer

FormCA-7, Claimfor Compensation, is used to claim compensation for loss of pay. Each payment of
compensation must be supported by a medical report from a physician that show s you are disabled for w ork
during the period for w hich compensation is claimed. & is your responsibility to arrange for submittal of such
medical reports.

LEAVE BUY-BACK

Instead of LWOP ("KDX' hours ty pe code), you may use sick or annual leave to cover disabilty periods, how ever,
this is not required, or advised. Doing so can cost you a significant amount of money and delay to repurchase
the leave used. Itis often preferable to use LWOP (KD) and claim compensation instead

The leave buy-back process allow s you to repurchase annual and sick leave subject to your emmployer's
guidelines, OWCP does not require that your employer grant your leave buy-back request. This is solely
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the decision of each individual agency. When your claim is approved and medical evidence show s that you
w ere unable to work because of the injury during the period claimed; you may request a "leave buy-back "
You rmust submit Forms CA-7, CA-7a and CA-7b to OWCPthrough the ICPA office.

You will ow e your employer the difference betw een the amount paid for leave, w hich is 100 percent of your
usual w age rate, and the amount paid for compensation, w hich is tw o-thirds or three-fourths of the w age
rate, When this difference is paid, your employer's payroll office w ill then restore the annual and sick leave
to your account and replace themw ith LWOP (KD) hours. For each 80-hour increment of restored annual
and sick leave that is converted to LWOP (KD), your leave account may be reduced by 4 hours of sick

leave and either 4, 6 or 8 hours of annual leave dependent upon your leave accrual rate. The

repurchase of leave can also affect your income taxes.

PERMANENT IMPAIRMENT

The FECA provides compensation for the permanent loss of loss of use of specified merrbers, functions,
and organs of the body. Payment is made for a specified number of days or w eeks according to the
severity of the impairment. This kind of payment is called a schedule aw ard.

PENALTY FOR FALSE CLAIMS

Whoever know ingly and wilfully falsifies, conceals, or covers up a material fact, or makes a false, fictitious,
or fraudulent statement or representation, or makes or uses a false statement or report know ing the same
to contain any false, fictitious, or fraudulent statement or entry in connection w ith the application for or
receipt of compensation or other benefit or payment under subchapter lor lllof chapter 81 of title 5, shall

be guitty of perjury, and on conviction thereof shall be punished by a fine under this title, or by imprisonrent
for not more than 5 years, or both; but if the amount of the benefits falsely obtained does not exceed
$1,000, such person shall be punished by a fine under this title, or by imprisonment for not more than 1
year, or both. ~Federal law (18 US.C. 1920)

PRIVACY ACT INFORMATION

While w orkers' compensation records are protected from release under the Privacy Act, your employer is
considered a party to the claim The ICPA office may receive informetion in your file under the "routine use”
provision of the regulations under w hich the Privacy Act is administered. Such information may include
medical reports. The ICPA office is expected, how ever, to handle this information w ith care and to restrict
access to those with a specific need to have it
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Figure 8. Instructions for Completing Form CA-2

CPMS Instructions for Completing Form CA-2,
Notice of Occupational Disease and Claim for Compensation

1. Referto the Defense Portal and Analysis Center (DefPAC) Electronic Data
Interchange (EDI) training module for detailed instruction for completing an electronic
Form CA-2.

2. The ICPA retains a hard copy of the CA-2 that contains the original signature of the
employee and supervisor.

3. Provide the employee with the complete Electronic Data Interchange (EDI) Form
CA-2. This includes: the claim, Instructions for Completing Form CA-2, Disability
Benefits for Employees Under the FECA, Privacy Act, Receipt of Notice of Injury, and
Employee Rights and Responsibilities When Injured at Work.
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Figure 9. Form CA-2a, “Federal Employee’s Notice of Recurrence of Disability and Claim for
Continuation of Pay/Compensation”

Notice of Recurrence U.S. Department of Labor

: &
Office of Workers' Compensation Programs (

' Employee: Complete Pari A below.

Employing Agency (Supervisor or Compensation Specialist): Complete Part B. .
Note: Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number.

OMBNo. 12150167
Expires: 08-31.99

of employ ocial Securlty 3. OWCE e n or origaa
JONES, John E. 111-22- 334/4 Injury AQ0-123456

4 Dawolbinh  Mo. Day vr. 5. %ex 6. o
06 ,02 57 ® Mate [ Female } h
A malling address (Include clty, state, & ol B Dependents

318 Pine Street [J wife, Husband
O children under 18 years
Richmond, VA 23297 O other

. Name an ress of Emy oyngm . Name ai ress o y at time
attime o&or‘lylnﬂ |I‘|{_Il.lfy A city, state, ZIP code) if other than shown in 9. if you are no fonger amplorysd wlm lhe
Nava. eapons Station Federal Government, e Purl c il

Code 0641

Yorktown, VA 23297 Same as item 9

s . Date and Holr . Date & Ur §10ppoe 4. Date an pay sioj . Date and Four
of origlnal In}ur{ of recurrence work after recurrence after recurrence returned 1o work
(mo., day, year, (mo., day, year) (mo., day, year) (mo., day, year) (mc.ﬁ 72}" year)
. 148/ 3/95 Z/'¥/95 Hasnt stopped
. BT s
6. This Claim s for: 17. I'Jallle olhm an treatment lame and address of treating physician
O Medical Treatment Only lollowing recur
(mo.; da s!)
Time Loss From Work 273‘795 A.(g:. gone:, };D
R92BnSmithvRe- 23297
. Afier returning 10 work following iginal Injury, were you In any way limited In performing your Usuel dutles? k) Yes [ No
{If s0, explain. Also state how long these limitations continued.) :

limited to 1ifting mo more than 20 pounds. usual duties require 40 pound lifting

0. Describe your condition since you returned 1o work, including the nature and frequency of all medical reaiment recelves.

continued to have moderate back pain-~participated in therapy program and did
back strengthening exercises at home.

1. Descrl w and when the recurrence . lain why you ve your current condition Ts lated to the original injury.

doing paperwork at desk when back pain became severe,l was doing nothing
different from day to day duties.

all injuries and MMnesses which you The date you returned (o work afier - ury, an ate of recurrence
Arrange for the submission of all relevant medlcnl records.

I have had no injuries or illnesses since the origimal injury.

Any person who knowingly makes any false of fact, or any other act of Inud 1o obtain

compensation as provided by the Federal Employees’ Componuﬂnn Act (FECA), or who accepts 10 which

that person is not entitled, is subject to civil or administrative remedies as well as felony criminal prosecution and may, under
PPrope criminal pi be by a fine or imprisonment or both.

1 hereby claim medical treatment Iif needed, and up to 45 days Continuation of Pay if disabled for work.

1 hereby authorize lny physician or hosphll {or any other person, agency) to furnish any

desired o the U.S. of Labor, Office of Workers® Compensation ongrlms (or 10 its official representative).

This authorization llsn permits any official ropusomallvo of the Office to examine and to copy any records concerning me.
1 cortify, unde pgn.ny of law, that the Information provided on this form is true and correct to the best of my knowledge.

24, Date (mo., day, year)

'wA 2/7/95

Ervem 78 3%
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Figure 9. Form CA-2a, “Federal Employee’s Notice of Recurrenc_e of Disability and Claim for
Continuation of Pay/Compensation,” Continued

25. Name and address of reporting office (include Ci

ty, state, and ZIP Code) OWCP Agency Code
Human Resources Office-Code 0641
Naval Weapons Station ZIP'Code : ‘OSHA Site 00;16
Yorktown, VA 23691-5000
26. s duty station (strest address and ZIP Code) 27. Dale of first retum to FULL- TIME REGULAR
Same as item 25 . duty following original Injury
2P Codo Mo. Day vr.
28. Regular 28. Regular
work 0730 B am. 0400 am. work O sun.: [X] Tues. [X) Thurs.
howrs  From: » p.m.  To: v p.m. days K1 Mon. © K] wed. X Fri. [ sat.
S0-Date Mo, pay yr. |97 Dawe Mo. Day vr, S2. Date Mo. Day Yr.
b S 7 2 3 . Day Yr. .
Py LLLLOSL 96) | focuronce 102103195, | ke B2.105 195, mime10715 [ AR
] recurrence
33, Dzm“ 3 34. D:;s‘fo CcoP Mo. Day Yr. {35. Date
O] "
B oPPd e, Day Y. 4 From 1 1 owore Mo Day vr. am.
fecurence | 4 1 g To L1 after L1l ] Time pm.
Has not stopped None Has not returned
36. Did the employea receive medical care at an a; faclli 37. At tha time of the recurrence did 5
U0 10 the roctrrones gency el 17 ves agency authorize medicel weatment” L] Yes
If 50, please attach all relevant medical records. K] No on Form CA-167 No
38. After the original injury, did you make any or adj inthe '8 regular duties due to injury-related limitation?
Yes No {f s0, provide full details.

Employee was restricted to lifting no more than 20 1lbs. He was assigned to
input inventory data and answering the telephone for two months.

39. After return to work, did the employee sustain any other injury or iliness which affected performance of his or her duties? if 50,
provide full details.

N/A

40. Please review the stalements made by the employee in Part A of this form and provide any relevant comments and addionar information.
I have reviewed the comments. I was aware that John continued to have back
Pain and used aspirin to relieve the pain.

A supervisor or compensation speclalist who knowi, ly
of fagt, ete., in respect to this claim may also be subject

certifies to any false
to felony
41, ?Imalura of Supervlsororl:omwn;a Specialist [42. Titie

. -

43, Work phone

44. Date
Chief, B&B Section (111)234-5678 ., day, year)
‘/—2;"" . 4 < KVse7i 4

time of rec:
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Figure 10. Form CA-5, “Claim for Compensation by Widow, Widower, and/or Children”

Claim for Compensation by Widow, U.S. Department of Labor
Widower, and/or Children Office of Workers' Compensation Programs (é))

OMB No. 1215:0155
Expires: 04-30-98

1. Name of deceased employee (Last,
GOODE, Jason B.

B Sy gcan

DFAS-CO-HR
d
Columbus, OH 43218-2317 ’é%%iﬁ‘e’%th% g1 §rgumgpncurred in vehicle
@im of Surviving Husband or Wite ms B throug = For pa a compl om 3 post Sign-up
lame and a s (Include e} - Your Date of Bi - Date mage o 3
Mrs. Mary I. Goode (Mo, day, year) (Mo., day, year)
100 Boylston Ave. 1/5/60 6/15/80
Newark, OH 40355
71~ Were you Iving with the 12 Were ‘ever maried {0 anyone - Was ever
mpbyey?e t"(]gne of death? o‘her{t%‘n the employee? anyone other than yonﬁrselri
Q;Yes ONo ) Qv [@no Oves ¥ino
's_children marmage 6 compe n
defnmon ol chil ren)c ey be en ™ b s
Name Relationship Date of Biith Address (include ZIP Code)
Mary Lou __daughter 1/14/84 same as item 8
Iohn Jason son 7/1/86 same as item 8
Ta. Tist all of employee's children from prior marmages who may be entited to compensation:
Name Relationship Date of Birth Address (Include ZIP Code)
None
3 jal guardian has been appoints any named above, give name , nafie and address guardjan.
Chitd Guardian Guardian's Address (Include ZIP Code)
None
r relatives who were or partial on empl 3
Name Relationship Date of Birth Address (Include ZIP Code)
None
17. i application has been made for any Federal Retirement or 18T application terans Admin
Disability Law because of employee's death, give: benefits because of empluyees death
Service number: N/A VA Galru number:
Retirement System K] CSRS [] FERS [J SSA [ Other
Address of VA office where claim is filed:
Claim Number for each claim: :
o pending 1) "d:amEE. u;veﬁﬁ Been made againsi a third parly because of employes's
Date each benefit began: y |
beg b Amount of recovery: ~ § __ N/A
y . pending | i .
Amount of each benefit paid per month: § : € Name and address of third party
X Tokal bunal nse ; nal se a S of pa n Is were
e paidorpaydietfyxv;\ expense and amount paid: pay
$ _8500 § None I Mary I. Goode _ 48500
| hereby certify that each and every made above is true lo the best of my knowledge.
23 Signature of person-filing claim 24" Aadress 25, Date
A ¢ 100 Boylston Ave. (Mo., day, year)
{\\ Newark, OH 43055 2/7/95

om CAS
Rev. Jan. 1997
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Continued

Attending _Physician's Report

1. Name of deceased employee (Last, first, middie)

Z-Date of death ™o, ddy, year)

3. What history of injury or employment related disease was given to you?

4. If treated for disease, give diagnosis.

* 5. If death was not instantaneous, describe the treatment you provided.

6. Show daies on which reamment
was given.

7. What was the direct cause of death?

8. What were the contributory causes of death, if any?

$. In your opinion, was the death of the employee due to the

3 injury as reported In item 3 above?
Give the medical reasons for your opinion, unless causal rga“liznship Is obvious. 8 3 ves

O No

10. Was a biopsy or an autopsy performed?

. 3 Yes
* i yes, give name and address of physician
aunée:iggggelorawpyoflhelepontobe Ono
submi

11. Name and address (Please type - Inchude ZIP Code) 12. Signature

-Date signe , year)
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Figure 10. Form CA-5, “Claim for Compensation by Widow, Widower, and/or Children,”
Continued

DEATH BENEFITS FOR SURVIVING WIDOW. WIDOWER AND/OR CHILDREN
UNDER THE FEDERAL EMPLOYEES COMPENSATION ACT (FECA)

Widow or @ To qualify for benefits, a widow or widower must have been living with the employee or
Widower separated for reasonable cause prior to the time of death. Payments continue for kfe or
until remarriage. Upon remariage, a widow or widower. will receive a lump sum eq

mes his o hat monthty commansation, ! he remaniace oocurs ot 358 80 of later mo
24 mes his or her monthly compensation. !f the remaniage occurs at age 80 of later, 1

lump sum is paid. Instead, payments continue for fife.

Children ® Eligible children include natural, adopted, step and posthumous children unmarried and
under 18 years of age. Payments continue beyond 18 if the child is incapable of
seff-support because of mental or physical incapacity. Payments also continue on behalf
of children over 18 if they are full-time students. Student benefits terminate on: mamiage,
comuanonoflwyearsofeduwmnbeymdhghsanollevel or at age 23, whichever

occurs first,
Compensation @ For widows or widowers - 80% of the empbyees mon(hly pay i there are no surviving
Rates elighble chidren - 45% if there are eligible children.

Children - 16% each, not to exceed a total of 30%, shared equally if there is a widow or
widower, if there is no widow or widower, 49% for one child plus 15% for each additional
child, shared equally. Monthly payments for all beneficiaries cannot exceed 75% of the
eemployes’s monthly pay rate, or 75% of the top step of GS15 of the General Schedule.

Federal payments are made through Direct Deposit. Therefore, a completed Form SF-1199A,
Direct ‘Deposit Sign-up must be submitted with Form CA-5.

If the employee was covered under the Federal Employees’ Retirement System (FERS),
5 USC 8116(dX2) requlres that Social Security benefits payable to beneficiaries,

are o the 's Federal Service, are deducted
ﬁum the beneﬁcwfs oompensauon entitliement.

Funeral/Burial ¢ Funeral and burial expenses up to a maximum of $800 may be paid. Amount paid by the

Allowance VA will be deducted. if death occurs away from the employee's duty station,
transportation costs may be paid to retum the deceased employee to his home or last
place of residence. In addition to any funeral or burial expenses, a sum of $200 may be
paid for rei of the costs of ination of the decedent’s status as an

employee of the United States.

Third Party @ I the injury or death results from activity of a person or party other than the Federal
Action Govemment, a “third party action” or lawsuit may be indicated. In such instances the
Department of Labor will provide further instructions.

If additional information is needed, it may be obtained from the Office of Workers' Compensation Programs.

Privacy Act Notice
In acaordame with the anacy Ad of 1974, as amended (5 U.S.C. 552a), you are hereby notified that: (1) The Federal Employees’
Act, as (5U.5.C. 8101, et seq.) (FECA) i |s administered by the Office of Workers Compensation

Programs of the U.S. Depariment of Labor, which receives and personal on and thei families. (2)
Information which the Office has will be used to determine eligibility for and the amounl of benefits payable under me FECA, and may be
verified through computer matches or other means. (3) ion may be given to the Federal agency which employed the
claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify bllmg. and to
-conslider issues relating to retention, rehire, or other relevant matters. (4) Information fmay also be given to other Federal agencies, other
govemment entities, and to prwate-sedoragenaesa for as part of nduther"" 4 rk and services.
5) may be di i and other health care providers for use in i
rehabilitation, mahngevahlatlonslormeofﬁee and for other purposes refated to the mediical managememof'hedalm (B)Infonnahon
given to Federal, state and local ies for law to obtain infc ion relevant to a decision under the FECA. |o

mmhmmbemﬁtsambempmd mpaﬁmd\dngmpmhbmmlmme , and, where , to
pursue salary/administrative offset and debt collection actions required or permitted by the FECA and/or the Debt Collection Act. (]
Disclosure of the claimant's social security number (SSN) or tax identifying number (TIN) on this form is mandatory. The SSN and/or TiN), and
other information maintained by the Office, may be used for identification, to support debt collect:on efforts carried on by the Federal
govemment, and for other purposes required or authorized by law. (8) Failure to disclose alt ion may delay the pi
of the claim or the payment of benefits, or may result In an unfavorable decision or reduced level of benefits

Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the

pracessing and adjudication of the claim you filed under the FECA.
Publu: Burden Statement

Public reporting burden for this ion of i to average 90 minutes per [ f t'me for reviewi

Instrudnons. searching existing data sources, gathering and maintaining the data needed and ing and reviewing the collection of
Send this burden estimate or any other aspect of this including for

reducing this burden, to the Office of Workers' Compensation Programs, US Deparlmemoflabor RoomS-3229 200 Constitution Avenue,

N.W., Washington, D.C. 26210,

DO NOT SEND THE ‘COMPLETED FORM TO THIS OFFICE.
Note: Persons are not required to respond to this coflection of information unless it displays a cumently valid OMB control number.

For sale by the Superintendent « #ments, U.S. Government Printing Office “US. GPO: 1907417-090017
Washhweetl, D.C. 20402
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Figure 11. Form CA-5b, “Claim for Compensation by Parents, Brothers, Sisters, Grandparents,
or Grandchildren”

Clalm for Compensatlon by Parents, © U.S. Department of Labor
Brothers, Sisters, Grandparents, or Employ A
Grandchlidren - Office of Workers' Compensation Programs

OMB No. 1216-0155
Explres: 03-31-92
1. Name of deceased employee (Last, first, middie)[ 2. Date of Birth 3. Date of Injury 4. Date of Death 5. Social Security Number
(Mo., day, year) {Mo., day, year) (Mo., day, year)
10-01-64

Sperry, Norton C. * 12-10-93 51515 1414 3, 33,3
6. Name and mddress of employing agency (inciude zip cuda) 7. Nature of injury which caused death
Elmendorf Commissary Massive internal injuries incurred in auto
DECA/NW-DP-ELM, Elmendorf AFB, AK 995 6 accident
8. Name of dependent (Last, first, middie) 9. Depandent's address (Include zip code) 10. Dependent’s birth date
Mo., day,
Sperry, Linda M. 110 Hunter Avenne (Mo., day, year)
h 99501 12-01-24
11. Dep s Oc: ti 12. D SQ lal 13 Dependent's relationship 14. Extent of dependency on
$Security Number 10 employes employee
None 100-20-3000 Mother [X] Total [ Pantiat
15. Total amount emplo! 16. Did employae live with 17. Total amount employae paid 18. If no fixed amount was paid
contributed to depandlm s dependent during the 12 dependent in money or sarvice for room and board, what is
support during 12 months months lmm-du(.ly prior for room and board in addition 1hn mr vnlul of such room
immediately prior 10 death. 1o deatl to amount shown in 15.
$ 6.000.00 ¢ None Por $2,000.00 por YEAT
19. 1f dependent was em) onod during 12 monlh period prior to 20. Show dependent’s income from all sources other than employment
employee’s death, g during 12 month period prior to employes's death:
Type of work performed: Investments $-0-
Period of employment: Was not employed Pensions 4,000.00
Monthly pay rate: Persons other than employes — 0 —
Name and address of employer: Other -9 -
Total $4,000.00
information about dependent’s husband or wife (items 21 through 25) Widow
21. Birth Date (Mo., day, year) 22. Occupation 23. Monthly pay rate 24. Tolal income from ail sources for
12 months prior to employee's
s death,
25. Listall property owned by dependent and husband or wife (omit clothing, furniture, personal items).

Description Date Acquired Value
None

26. If employee was ever in the Armed Forces of the Uniled States, |27, If an application has been made for Veterans Administration (VA)
give: benefils becauss of smployee’s death, give:

Service number: /4 VA Claim number: N/A

Branch of service: Address of VA office where claim is filed:
Perlod of service:

28. if an application has been made for U.S. Civil Service Annuity or | 29. If a claim has been made against & third party because of empioyea's

any other Federal Retirement or Disabllity Law because of death, give:

employee’s death, give: Amountof recovery: ¢ _Pending

Clalm Numbar: N/A Name and address of third party: Black's Produce Co.
Date Annuity began: 66 Pinewood

Amount paid per month: § Anchorage, AK 99500

30. Total burial expense [31. Amount of burial expense
paid of payable by VA
$ 6,500.00

32. Name and address ol pmy (other than VA) whosa funds were used 1o pay burial
LiREP" PR e pmount

my [edge. person who knowllngly
of llcl. or uny olh.r act of fraud to obtaln compensation as
Il leeopu to which that person Is not entitled Is subject to tefony

crlmlnll prosecution and may, under app , be ! by a fine or Imprisonment, or both.
3

|9mlum of perton filing claim 34 Address(lncludn Zip code)
110 Hunter Ave
Anchorage, AK 99501
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Figure 11. Form CA-5b, “Claim for Compensation by Parents, Brothers, Sisters, Grandparents,

or Grandchildren,” Continued

. Attending Physician's Report

1. Name of daceased employea (Last, first, middie)

2. Date of death (Mo., day, year)

3. What history of injury or employment related disease was given 10 you?

4. If treated for disease, give diagnosis.

o

. If death was not Instantaneous, describe the treatment you provided.

6. Show dates on which treatment
was given.

o~

What was the direct cause of death?

. What were the contributory causes of death, if any?

o

. In your opinion, was the death of the employee due to the Injury as reported In item 3 above?
GI{- the 'r’nudlcul reasons for your apinion, unless causal nlaﬂ?mhip ﬁogbvbcus [ ves [ No

10. Was a biopsy or an autopsy performed?
Arrange for a copy of the report to be submitted.

[ ves [ No

11. Name and address (Pleasa type - include Zip Code)

1 certify that all to the
Further, | understand that lny gly false or

asked above lr- true, complete and correct to the best of my knowledge.
of

criminal prosecution,

fact may subject me to felony

12. Signature

13, Date signed (Mo., day, year)
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Figure 11. Form CA-5b, “Claim for Compensation by Parents, Brothers, Sisters, Grandparents,
or Grandchildren,” Continued

INSTRUCTIONS FOR COMPLETING FORM CA-5b, CLAIM FOR COMPENSATION
BY PARENTS, BROTHERS, SISTERS, GRANDPARENTS OR GRANDCHILDREN

Who Should This claim form shouid be completed and ﬂlud hy me deceased employes's parents,

File Claim r g ) of minor brothers, sisters or
gnndehlldun A saplmo form is requlred for each person claiming benefits.

When Should Claim must be filed within three years following date of death, unless the decedent's

Claim Be Filod immediate suparior had actual knowledge of an on-the-job Injury or death within 30

days; or written notice of the injury or death was given within 30 days. The timely filing
of & disability claim will satisfy the time requirements for & death claim based on the

same Injury.
What Documents The birth of the d d also a death certificate if not pre-
Are Required viousty submitted; birth certificates for minor brothers, sisters and grandchiidren. it
claim is made on behalf of a g birth of 's mother or
father, as appropriate. If clnlm is made on behalf of a grandchild, blﬂh certificate of
decedent’s son or daughter as Copiss of are

acceptable only if they are certified by the person having official cuﬂody of such
records. They should then be attached to the claim form when it is filed.

How to All items on the claim form should be completed. If an item is not applicable, indicate

Complete Claim by showing "NA". Note that the claim form requests information about severa!
categories of persons, i.9., items 1-7 make inquiry about the decedent; 8-20 the
dependent; 21-25 the dependent’s husband or wife, if married at the time of omployoo 's
death. The attending physician's report on the reverse of the form must also be
completed bafore the form is submitted to the OWCP.

Funeral/Burial Submit original itsmized funeral and burial bills. If paid, so indicate and give name and

Allowance address of person making payment. If an Administrator or Executor has been
appointed, give such person's name and address and attach a copy of the appointment
document.

See the reverse of this page for a definition of dependents and a description of benefits.

Public Burden Statement
Public reporting burden for this of is

to average 90 minutes per time for ing
instructions, searching existing data sources, gathering and maintaining the data needed, and g and 0 the of
Sen It g this burden estimate or any other aspect of this coll of I for
reduclnq this burden, to the Office of Information Management, U.S. Department of Labor, Room N1301, 200 Cunsm\mon Avenue, N.W.,
D.C. 20210; and to the Office of and Budgel, Paperwork ion Project (12!5—0155) Wi 1, D.C. 20503.
For sale by the ,US. Printing Office

Washington, D(; 20‘02 Prlco
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Figure 11. Form CA-5b, “Claim for Compensation by Parents, Brothers, Sisters, Grandparents,
or Grandchildren,” Continued

DEATH BENEFITS FOR PARENTS, BROTHERS, SISTERS, GRANDPARﬁJTS
AND GRANDCHILDREN UNDER THE FEDERAL EMPLOYEES’ COMPENSATION ACT (FECA)

Eligible o Benefits are payable on behalf of partially or totally dependent parents, brothers, sisters,

Dependents i and grandchildren.

Period Of o Parents and gi p P { until death, remarriage or termination of
Minor brothers, sisters and gt : F inve until death, marriage or

anainment of 18 years of age. Payments may continue beyond 18 if the child is mentally
or physically incapabie of sell-support or is a “lull-time* student. Student benefits
terminate on: marriage, completion of 4 years of education beyond high school level, or
at age 23, whichever occurs first.

Compensation For parent - 25% of the smployee‘s monthly pay, i one is wholly dependent and the
Rates other is not dependent at all. If both are wholly dependent - 20% each. A proportionate
amount is pald if either or both are partially dependent.

Brothers, sisters, grandparants, and grandchildren - 20% if only one is wholly dependent.
If more than one is wholly dependent - 30% shared equally. If one or more is partially
dependent - 10% shared equally if more than one.

Payment Monthly payments for all beneficiaries cannot exceed 75% of the employee’s monthly

Priorities salary or 75% of the top step of GS-15 of the General Schedule. The surviving widow or
widower and children have first priority. Other eligible dependents may receive payment
only if the widow or widower and children's percentages are less than 75%.

.

Funeral/Burial Funeral and burial expense up to a maximum of $800 may be paid. Amouint paid by the

Allowance VA will be deducted. If death occurs away from the employee’s duty station,
transportation costs may be paid to return the deceased employee to his home or last
place of residence. In addition 10 any funeral or burial expenses, & sum of $200 may be
paid for reimbursement of the costs of termination of the decedant's status as an
employee of the United States.

Third Party If the employee's death was caused by a person or party other than the Federal
Action Government, a “third party action" or lawsuit may be indicated. in such instances the
Department of Labor will provide further instructions.

PRIVACY ACT

in accordance with the Privacy Act of 1974 (Public Law No. 93-578, 5 U.S.C. 552a), you are hereby notified that: (1) The
Federal Employ: C ion Act, as (5U.8.C. 8101, et seq.) is administered by the Office of Workers'
Compensation Programs of the U.S. Department of Labor. in accordance with this respongibility, the Office receives and
maintains personal information on claimants and their immediate families. (2) The information will be used to determine
eligibility for and the amount of benefits payable under the Act. (3) The information may be used by other agencies or
persons in handling matters relating, directly or indirecily, to the subjact matter of the ¢laim, so long as such agencies or
persons have received the consent of the individual claimant, or have complied with the provisions of 20 CFR 10. (4)
Furnishing al! r i ion witl the claims adjudicati ; and the effects of not providing all or any
part of the requested information may delay the process, or result in an unfavorable decision or a reduced lavel of benefits
(disclosure of a social security number is voluniary; the failure to disciose such number will not result in the denial of any
right, benefit or privilege to which an individual may be entitied).

THIS NOTICE SHOULD BE RETAINED FOR YOUR INFORMATION.

if additional information is needed, it may be obtained from ths Office of Workers' Compensation Programs.

Form CA-5b
Rev., Mar, 1986.
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Figure 12. Form CA-6, “Official Superior’s Report of Employee’s Death,” With Instructions

Oficial Superior's Report ot U.3. Ueparnment ot Lanor
Employee’s Death Office of Workers' Compensation Programs @
~ Name of ‘mployee first._rniddle] 3 e irt 0., '\ year) 3 4. Social Secumﬁ No. s
06/02/57 £ Mate 000-11-9343
GOODE, Jason B. [ Female
5. Department of Agency 5 OWCP Agency Code 7. OSHA Site Code

US Army Materiel Command
Red River Army Depot

B Name and Address of Reporing Office 9. Name and icial Superior
DSRR-RM Jim Morris
ggigikggaéﬂﬁi D?gg67 (222) 345-6789
0. Date and Hour of Injury 1. Daie and Hour of Death 2. Date and Hour El s Pay Stopped
(Mo., day, year) Mo., da; year} (Mo., day, year) meoyees Pay
1/27/95 110009 am /179570730 Cam 2/1/95 0400 [JAM
cl PM Epm Bem

3. Describe how Injury occurred | 14 Was employee In performance of duty when injury occurmed?
Employee lost control of government vehicle

when tire blew. @Y 3 No it No. expiain) :
15. Location where Injury occurmred 16. Location where death occurred « Imi iate “cause eal ical
Eastern Drive Memorial Hospital w}{mma’d“{?x}na
T8 Efployses pay falo @5 of a. Base pay b. Subsistence d. Other
A Date of injury 4 /97 /95 $14.64 pehx. [ $ N/A  per s N/A g
8. Date pay stopped 2/1/95 s 14.64 s per s per
18. Did employee work in positron held al tim@ of injury 20. if ‘answer to 19 is no, would posiion have
for a full eleven months immediately prior to the injury? for eleven months except for the injury?
. Xyes (T No Yes No
21. Did employee receive leave_ pay for any part of period from time pay stopped to 22. a. Oﬁgmion code
date of death? (Give inclusive dates)
From To N/A —Té%%e code | <. Sqyges so0de
13 Did employes receve confinuaion of pay (COP) duing perod pror o Geath? OWCP use - NOI code

a. Pay rate used for COP b. Inclusive dates of cop 24. If employee was enrolled in Health

Benefit Plan for self and family, show

HBS Code Number:
$ 14.64 per hour From 1/28/95 To 2/1/95 L’H

202

. Show date through which HES deductions 725, 1dently employee’s Federal Retremert Plan: 27. il employee received medical care prior
were last made (Mo., day, year) to death, give name and address of
1/29/95 Xlcsss [ FERS (] Other atlending physician
Larry Smith, MD
Memorial Hospital
8. I injury was caused by a third party, give 298. Give name ress e atlomey represe: the . amount o
name and address of third party survivors if legal action is instituted against the third party party recovery, if any
N/A
N/A $ N/A
1. If employee was a member of the Armed Servides the United States show 32. Has claim for survivors benefits been filed with the
Branch of Service: Navy Office of Personnel Management?
Serial No. (If known) 444,-66-7788 . ) Yes (3 Mo
3.

Name and address of employee’s spouse or next of Kin (Show relationship, #f other than spouse)
Mary I. Goode
100 Birch Field Dr.

Texar kana, TX 75506
34. Sigrure of | Buperior 35. T

le
Chief, Systems Branch' %- Date (Mo day, year)
2/7/95

Form CA6
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Figure 12. Form CA-6, “Official Superior’s Report of Employee’s Death,” With Instructions,
Continued

Instructions for Completing Form CA-6

When a Federal employee dies as a result of injury in performance of duty or because of an
employment related disease, the death should be reported on this form. This form eliminates
the need to complete and file the official superior's report on Form CA-l, Federal Employee's
Notice of Traumatic Injury and Claim for Continuation of Pay/Compensation or Form CA-2,
Federal Employee’s Notice of Occupational Disease and Ciaim for Compensation.

The form is to be completed by the deceased employee's official superior or other authorized

official of the employing agency. It should be accompanied by a certified copy of the death
certificate. when submitted to OWCP.

Form CA-5 or CA-5b should be supplied to the employee’s spouse or next of kin.

If additional space is required, attach separate sheets and number the answers to correspond
with the items on the form.

For additional information about death benefits, see 20 CFR 1.1 and/or Chapter 810, Injury
Compensation, Federal Personnel Manual.

Box 22a (Occupation Code), Box 22b (Type Code),
Box 22c (Source Code), OSHA She Code

The Occupational Safety and Health Administration (OSHA) requires all employing agencies to

complete these items when reporting an injury. The proper codes may be found in OSHA
Booklet 2014, Recordkeeping and Reporting Guidelines.

OWCP Agency Code

This is a four digit (or four digit plus two letter) code used by OWCP to identify the employing

agency. The proper code may be obtained from your personnel or compensation office, or by
contacting OWCP.
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Figure 12. Form CA-6, “Official Superior’s Report of Employee’s Death,” With Instructions,
Continued

CPMS Instructions for Completing Form CA-6
Official Superior's Report of Employee's Death

Item 1. Enter employee's last name, first name, and middle name (if no middle
name, enter "NMN").

Items 2-4. Self-explanatory.

Item 3. Enter Army, Navy, Air Force, or appropriate activity.

Item 6. Enter activity chargeback code.emsp; (OWCP Agency Code)

TItem 7. Enter OSHA Site Code.

Item 8. Enter name and address of servicing CPO/HRO.

Item 9. Self-explanatory.

Item 10. Enter month, day, year, and time of injury.

Item 11. Enter month, day, year, and time of death.

Item 12. Enter date and hour employee's pay stopped. If employee was in a duty

status at the time of death, the remainder of date of death is charged to
administrative leave.

Item 13. Enter detailed description of how injury occurred. Use attachment, if
necessary.

Item 14. Check appropriate box. If checking "no," explain fully.

Item 15. Enter exact location of injury - specific work area.

Items 16-17. Self-explanatory.

Item 18. Enter employee's pay rate as of date of injury and date pay stopped.
Item 19. Check appropriate box.

Item 20. Enter "no" only if the employee was a temporary.

Item 21. Enter the beginning and ending dates of any annual or sick leave used.
If time loss was intermittent, attach a list of dates lost and type leave taken.

Item 22. Enter occupation, type, and source codes.
Item 23. Self-explanatory.

Items 24-25. Enter the health benefit plan code and the last day of the pay period
in which health benefit deductions were made.

Item 26. Check appropriate block.
Item 27. Indicate full name and complete address, including ZIP code.
Items 28-36. Self-explanatory.
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Figure 13. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example
of CA-7 for Occupational Injury)

Claim for Compensation U.S. Department of Labor

Office of Workers' Compensation ongmms @

SE SOR =
a. Name of Employee Last First Mgidie OMB No.:  1215-0103
Thomas Betty . Expires: 10/31/99
b. Mailing Address (Inciuding City, State, ZIP Coda) c. OWCP File Number
6317 Ashley 1a 00-000000
Springfield, VA 22015 om0 Y & SodaT Sacuty Namber

Month  Day  Year
E-Ma1Address{Opuoml) bthomas@emailaddress.gov 12 18 98

N2\ Com
SEC:I:!QN! Compensation is claimed for: lru:lusive Date Range

Ofojopp [LJLg 1]
{. Telephone No./FAX No.
( 111;555 - 2222

To {ntermittent? -
a.[@ Leave without pay _21_2[99 3/15/99FYes [ No GotoSecﬁons
b. [ Leave buyback [Oves CINo  Go to Section 3, and Complete Form CA-7b
O Otharwa e loss; specdym)e _ _ [OvYes ONo GotoSection3
such as owngrade. loss
night differential, etc. Type: If i it P Form CA-7a,
d. [J Schedule Award (Go to Section 4) Time Analysis Sheet
SECTION 3 Have you worked outside your federal job during the period(s) claimed in Saction 27
(Include salaried, self-employed, issic . elc.)
O Yes Name and Address of Business:
K No Name Address City State 21P Code
Go fo .
Section 4 Dates Worked: Type of Work:
SECTION 4 s this the first CA-7 claim for compensation you have filed for this injury?
B Yes Complete Sections 5 through 7 and a Form SF-1199A, *Direct Deposit Sign-up”
O no Has there been any change in your dependents, or has your direct deposit information changed, or has there been a claim
fited with U.S. Civil Service Retirement, another federal retirement or disability law, or with the Department of Veterans
Affairs since your last CA-7 claim? .
[ Yes — Complete Sections & through 7 or a new SF-1199A to reflect change(s) [ No — Complate Section 7
SECTION §  List your dependents (including spouse). Living with you?
Name - Social Security # Date of Birth Relationship  Yes
Inhn Thomas 111-11-1111 1118 54 spouse 7] D For dependents not
John Thomas. Jr 222-22-2222 0S£24 BT _son. Rl [0 iiving with you, complete
Karen Thomas 333-33-3333 01401 75 daughter [ @ items a and b below.
a. Are you making support payments for a dependent shown above? [Yes [K]No If Yes, support payments are made to:
Name City Stats 2P Code
b. Were support payments ordered by a court? D Yes ® No It Yes, attach copy of count order.
SECTION 6 a. Was/Will there be a claim made against a 3rd party? OvYes EKJNo
b._Have you ever applied for of received disabliity benefits trom the Department of Veterans Aftairs?
[ Yes Claim Number Full Address of VA Office Where Claim Filed Nature of Disability and Monthly Payment
O3 no I

. Have you applied for or received payment under any Federal Relirement or Disability law?
[ Yes Claim Number Date Annuity Began | Amount of Monthly Payment | Retirement System (CSRS, FERS, m Olhef)
. | | |
SECTION 7 | hereby make claim for compensation because of the injury sustained by me while inmepedomwmo(mydmylofﬂ\e
United Stales. 1| certify that the information provndeﬁ-bovs is true and accurate to the best of my knowledge and belief.

Any person who knowingly makes any false i of fact, or any other act of fraud, to obtain
compensation as provided by the FECA, or who knowingly memmwmmwmumPerscqlsm(amuedissw]edbdvlu
administralive remedies as well as felony criminal prosecution and may, under ceimi by a fine or
Imprisonment, or both.. In addition, lfeionymnvidnnwmmsunhlem\lnanono(alwmmandﬁnumFECAbmems

Employee's Signature wm Date (Mc., day, year) l / 2,! / 2 i
T

Fomm CAT
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Figure 13. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example
of CA-7 for Occupational Injury), Continued

PIoyIng Aguncy rofuon
o For tirst CA-7 clalm gm,g complete sections 8 through 15.
or

. claims, P 12 through 15 only.

ECTION 82 Show Pay Rate as of Additional Pay Additional Pay Additional Pay
Date of Injury: Base Pay Type _ND Type Type
Date: 12 /18 / 98 ¢ 12.25 o hour [g w5 perhour |g N/A pe s VA Lo
Grade: __6& Step: __2
Date Employee Stopped Work: Type Type Type
Date: A S per $ [ g— ] per $___ per
Grade: Step:

Additional pay types include, but are not imited to: Night Differential (ND), Sunday Premium (SP), Holiday Premium (HP), Subsistence
{SUB), Quarters (QTR), etc. (List sach ssparately)
SECTION S
a. Doesempk:yee work a fixed 40-hour per week schedule? Yes B nDO
1. ¥ Yes, citcle scheduled days: S M T w TH F s

2. If No, show scheduled hours for the two week pay period in which work stopped. Circle the day that work stopped.

FOR EXAMPLE ONLY -
SIMJTIWITH|IF|S S (M| TIWI|TH|{ F|s

WEEK 1 WEEK 1

From __5/14 to _5/20 8lafs @ From to

WEEK 2 - WEEK 2

From _ 521 to _5/27 8 66 ‘N From to

b. Did employee work in position for 11 months prior to injury? Bves ONo

It No, would position have afiorded employment for 11 months but for the injury? Oves Ono

SECTION 10  On date pay stopped, was employee enrolled in:
a. Health Benefits m c. Optional Life Insurance? No O ves Class

underthe FEHBP? [ No £JYes Code (D-Z only)
d. ARetirement System? [ No ] Yes Plan FExb
b. Basic Life Insurance? O o EYes [ CSRS, FERS, Other)

SECTION 11  Continuation of Pay (COP) Received (Show inciusive dates): 3 Yes — Complete Time
Intermittent?- Analysis Sheet, Form CA-7a

From 32 {jg /gg To_o02_lo1 lag No
SECTION12 Show pay status and inclusive dates for period(s) claimed: Intermittent?
Sick Leave  From [ To (| Oves OOnNo  Wintermitient, complete
Annual Leave From / / To / / OYes [ nNo g:gfkn. Time Analysis
Leave without Pay From 02 /02 /99 v_03 /15 / 99 Eyes OnNo - if leave buy back, also submit
Work From / / To / / OYes [ONo  completed Form CA-7b.

If Yes, date _03
1§ retumed, did employee retum to the pre-date-of-injury job, with l_he same number of hours and the same duties?
Oves Eno 1f No, explain: '
per day with no loss of wages.

SECTION13  Did employee retum w6 wovk; Avyes [ONo
Lo 16

$Em”“1 4 Remarks:

SECTIOJ’ 35 Anempioying agency official who knowingly certifies 1o any false ion, or L of fact,
with respect to this claim may also be subject to appropriate felony criminal pmsecm:on

1 certify that the information givenlboveand that fumished by the employee on this form Is true 1o the.best of my knowledge, with any

exceptions noted in ion 14, @ads, above.

Signature d& X Title Supervisor

vawatB 16 /99

Name of Agency ___Department of Army

i OWCP needs specific pay information, the person who should be contactad is:
Name Shirley Jones Title

_—Fmplayee Relations Specialist
No._( 111) 222 -3333 FaxNo, (111 ) 222 - 4444 E-Mall Address _Sijones@emailaddress.gov
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Figure 13. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example
of CA-7 for Occupational Injury), Continued

INSTRUCTIONS FOR COMPLETING FORM CA-7

If the employee does not qualify for continuation of pay (for 45 days), the form should be completed and filed with
the OWCP as soon as pay stops. The form should aiso be submltled when the employee reaches maximum im-
provement and claims a schedule award. If the 1 Is lon of pay and will continue to be’
disabled after 45 days, the lormshouldbeﬁledwithOWGPSwoﬂangdayspnortotheendolmewm

The CA-7 also should be used to claim continuing compensation, when a previous CA-7 claim has been made.

Cc ion of this infc ion Is required to obtain a benefit and is authorized by 20 C.F.R.10.106.
EMPLOYEE (orpersonactmgm!he ployee's behalf) — Compl i 1 through 7 as directed and submit the
form to the employee’s supervisor.

SUPERVISOR (or appropriate official in the employlng agency) — Complete sections 8 through 15 as directed and
promptly forward the form to OWCP.

EXPLANATIONS — Some of the items on the form which may require further clarification are explained below:

Section Number Explanation
2d. Schedule Award Schedule awards are paid for p P toa ber or fi
. of the body.
5. List your dependents Your wife or husband is a dependent if he or she is living with you. A child is a

dependent if he or she either lives with you or receives support payments from
you, and he or she: 1) is under 18; or 2) is between 18 and 23 and is a full-time
student; or 3) is incapable of self-support due to physiwl or mental disability.

6a. Was/will there be a claim A third party is an Individual or organization (other than the injured employee
made against 3rd party? or the Federal govemment) who is liable for the injury. For instance, the driver

of a vehicle causing an accident in which an employee is injured, the owner of

a bullding where unsafe conditions cause an employee to fall, and a manufacturer

gave Instructions for the use of a chemical to which an employee

is exposed, could alt be considered third pariies to the injury.

8. Additional Pay “Additional Pay” night diff , Sund , holiday p
and any other type. (such as hazardous duty or 'dlny work® pay) regulariy
received by the employee, but does not inciude pay for overtime.
of such pay varies from pay period to pay period (as in the ease ol holnday
premium or a rotating shift), then the total amount of such pay eamed during
the year immediately prior to the date of injury or the date the employee stopped
work (whichever is greater) should be reported.

11. Continuation of pay i the Injury was not a traumatic injury reported on Form CA-1, this item does
(COP) received not apply.
14. Remarks This space is used to provide relevant information which is not present else-
where on the form.
Public uu-n m .
for this cotiection iod 10 the time for

;M\galh' gathering and mﬁ-h\hglndlhm-dod wmwm of ir ¥ you have sny
this Or any other aspect of this information collection, inchuding suggestions for reducing this burden, plaase send them 10 the Depertment
:m%le.am:gumpwmmm 200 Consttution Avenue, N.W., Washington, D.C. 20210, ©

Parsons are not required %o respond 10 this collection of information unless i displeys a currently valid OMB control number.

DO NOT SEND THE COMPLETED FORM TO THE OFFICE SHOWN ABOVE.
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Figure 14. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or

Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example

of CA-7 for Occupational Disease)

Claim for Compensation

U.S. Department of Labor

Last
Smith Joseph P. Expires: 10/31/99
b. Mailing Address (I City, State, ZIP Code) €. OWCP File Number
812 South Jefferson St.
N k, NJ 02801 d. Date of Injury
lewark, Dey  Yoar e. ] Number
E-Mall Address (Optional) 04 0l 99 1|1|1 2p ;3l3 BB i
ECTIQN2) Compensation ks claimed for: . Telephone No./FAX No.
SECTIQN2! Compo IndusweDmHang. (123 )456 ~7890
From Iintermittont? -
a.[J Leave without pay — . [ves ONo GotoSection3
b. {3 Leave buy back _4/1/99 9/6/99 [QYes ENo  Goto Section 3, and Complete Form CA-7b
«Od Olherwu&eloss specﬂyw OYes O3 No  Goto Section3
night differential, etc. Type: i wlete Form CA-7a,
d. [] Schedule Award (Go fo Section 4) TmeAna'ysus Sheet

SECTION3 Have you worked outside your federal job during tha period(s) claimed in Section 27
(Include salaried, self- Yon onod eic.)
O ves Name and Address of Business:
@ No Name Address City St 2IP Code
Golo
Section 4 Dates Worked: Type of Work:
SECTION 4 Is this the first CA-7 claim for compensation you have filed for this injury?
Yes OonwleleSecﬁons5ngﬁ7andaFonnSFH99A,'DwdDeposhSlgnﬂp
O Ne Has there been change in your dependents, or has your direct deposit Information changed, o(hasihembeenldaim

filed with U.S. (;’v?l' Semca Rsllvgmen!. another federal retirement or di of Veterans
claim

isability faw, or with the Department
Affairs since your last

[m] Yes~ComplefeSocﬁom5Mugn7ounewSF1199Abmnead:ango(5) [ No — Complete Saction 7
SECTION 5 List your dependents (inciuding spouse):
Name Soclal Security #
Mary E, Smith 234-56-1234

S

oo Homs a and b bolow.
[OYes [ANo 1 Yes, support payments are made to:

a. Are you making support payments for a dependent shown above?

Nameo "Addcess City Sale 2P Code
b. Were support payments ordered by a court? Dves m] No If Yes, attach copy of court order.

SECTION6 a. Was/Will there be a claim made against a 3rd party? DOYes X No

b. Have you ever applied for or received disablity benefits from the D: of Veterans Affairs?

O Yes Claim Number Full Address of VA Office Where Claim Filed . | Nature of Disabilty and Monthly Payment
Eno I | l .

€. Have you apptied for or received payment under any Federal Refirement or Disability law?

[ Yes Claim Number lDale Annuity Began | Amount of Monthly Payment IReﬁlemenl Syslem (CSRS, FERS, SSA, Other)
No ]

SECTION7 Iherebymakodaknhwotwu\samnbecausedl\ehﬁzywmbymevdnlehmepedmncadmydwbrm
United States. 1 certify that the information provided above is true and accurate 1o the best of my knowledge and befief.

vapersonvdnh\omngiynukasmyvalse of fact, or any other act of fraud, to obtain
by the ummymwummmmbmmb

compensation as provided FECA, subject to civil or
ldnﬁrdsuuﬂvemudusasmuhlony and may, ished by a fine or
imprisonment, or both, |n-m-mmmmmhmm“duwwmemcam
's Sk Date (Mo, day, year)
Fom CA-T
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Figure 14. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example
of CA-7 for Occupational Disease), Continued

TmpIoyIng Agency roruon

ForﬂntCA7dllm sent, P 8 through 15.
For q claims, pk i 12 through 15 only.
Show Pay Rate as of Additional Pay Additional Pay Additional Pay
Date of Injury: Base Pay Type /a4 TYPe _ NfA— Type _/a
Date: 04 /01 [ 99 ;25.00whour s per $ per s per
Grade: _12 Step:__2
Date Employee Stopped Work: Type Type Typo
Date: _04 / Ol / 99 §_25.00per hour |$ por_____|$ per $ per
Grade: Step: ______
Additional pay types include, but are not limited to: Night Differential (ND), Sunday Premium (SP), Holiday Premium (HP), Subsistence
(SUB), Quarters (QTR), eic. (List sach separately)
SECTION®
a. Does employee work a fixed 40-hour per week scheduie? Yes K1 No (O
1. W Yes, circle scheduled days: s ® ¥ W W ¥ s
2. I No, show scheduled hours for the two week pay period in which work stopped. Circle the day that work stopped.
FOR EXAMPLE ONLY
s IM|TIwlTHIFis S [MITIWITH[ F|s
WEEK 1 WEEK 1
From __5/14_1to _§/20 8l4lei® From o
WEEK 2 - WEEK 2
From _5/21 to _5/7 8 616 4 From to

b. Did employee work in position for 11 months prior 1o injury? ElYes [ONo
 No, would position have afforded employment for 11 months but for the injury? Oves Ono

SECTION 10  On date pay stopped, was employee enrolied in: :
a. Health Benefits B B e Optionat Life Insurance? 1 No [ Yes Ctass -
inder the FEHBP? N Yes Code Zonly)
under ° s d. A Retirement System? ¥ No [J Yes Plan

b. Basic Lite insurance? [J No D ves {Speciy CSAS, FERS, Other)
SECTION 11 Continuation ot Pay (COP) Received (Show inclusive dates): [ Yes — Complete Time
N/A Intermittent?. Analysis Sheet, Form CA-7a
From / / To / / OINo
SECTION12 Show pay status and & ive dates for perk ?
04 701 /99 07 15 ;99 n| fis| 1 intenmittent, complete
Sick Leave From To Yes No ¥
AnnalLeave From _07 / 16 /99 To 09 /06 (92 [DlYes ENo Goap /™ moAnaiss
Leave without Pay From / / To. / / Oves ONo  gieave buy back, also submit
Work From L1 To_____L / OYes [ONo  completed Form CA-7b.
SECTION 13  Did employee retum to work? OYes [ENo
o i Yes, date

If retumed, did employee retum to the pre-date-of-injury job, with the same number of hours and the same duties?
OvYes [ONo  No, explain:

SEGTION 14, Remarks:

SE ON 15 Anernploymngsncyoﬂnculmknowhgrymmfwsmanyhlse isrep ion, or of fact,
ION2. with respect 1o this claim may also be subject to appropriate felony criminal prosecution.

1 certify that the information given above and that fumished by the employee on this form is true to the.best of my knowledge, with any
exceptions noted in Section 14, Remarks, above.

0 TWe__ Budget Officer ~ Date 09/15 /99

Name of Agency Dept. (g?nl%fense
It OWCP needs specific pay information, the person who should be contacted Is:
Name Title
No. () - FaxNo. () ol E-Mall Address
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Figure 14. Form CA-7, “Claim for Compensation on Account of Traumatic Injury or
Occupational Disease,” With Attached Form CA-20, “Attending Physician’s Report” (Example
of CA-7 for Occupational Disease), Continued

INSTRUCTIONS FOR COMPLETING FORM CA-7

it the employee does not qualify for_continuation of pay (for 45 days), the form should be completed and filed with
the OWCP as soon as pay stops. The form should also be submitied when the employee reaches maximum im-
provement and claims a schedule award. If the employee is recsiving continuation of pay and will continue to be
disabled after 45 days, the form should be filed with OWCP 5 working days prior to the end of the 45-day period.

The CA-7 also should be used to claim continuing compensation, when a previous CA-7 claim has been made.

C of this infc ion is req to obtain a benelfit and is authorized by 20 C.F.R.10.106.

EMPLOYEE  (or person acting on the employee’s behalf) — Comp { 1 through 7 as directed and submit the
form 1o the employee’s supervisor.

SUPERVISOR (or appropriate official in the employing agency) — C sections 8 through 15 as directed and

promptly forward the form to OWCP.

EXPLANATIONS — Some of the items on the form which may require further clarification are explained below:

Section Number Explanation
2d. Schedule Award Schedule awards are paid for p i i tto a ber or fi
of the body.
5. List your dependents Your wife or husband is a dependent if he or she is living with you. A child is a

dependent if he or she either lives with you or receives support payments from
you, and he or she: 1) is under 18; or 2) is between 18 and 23 and is a full-time
student; or 3) is incapable of self-support due to physical or mental disability.

3a. Was/will there be a claim A third party is an individual or organization (other than the injured employee
made against 3rd party? or the Federal govemnment) who is liable for the injury. For instance, the driver
' of a vehicle causing an accident in which an employee is injured, the owner of
a building where unsafe conditions cause an employee to fall, and a manufacturer
who gave improper instructions for the use of a chemical to which an employee
is exposed, could all be considered third parties to the injury.

[

. Additional Pay “Additional Pay” i night dif Sunday premium, holiday p N
and any other type (such as hazardous duty or “dirty work® pay) regularly
received by the employee, but does not include pay for overtime. If the amount
of such pay varies from pay period to pay period (as in the case of holiday
premium or a sotating shift), then the total amount of such pay eamed during
the year immediately prior to the date of injury or the date the employee slopped
work (whichever is greater) should be reported.

11. Continuation of pay If the injury was nol a traumatic injury reported on Form CA-1, this item does

(COP) received not apply.
4. Remarks This space Is used to provide relevant hlo?matlon which is not present elsg-
where on the form.
of k n«n-r::u age 13 minsespe including the time for Instructions,
mmw“ww.wumw.wmmwqu ol of """J"'“ I-w.vy".m

you
this this for reducing this burden, please send them 1 the Depectment
lmmmawwrmmm.mMAm.u.wﬂmmo.c‘ 20210,

srsons are not required % respond o this collection of information unkess k displays a currently valid OMB control number.

© NOT SEND THE COMPLETED FORM TO THE OFFICE SHOWN ABOVE.
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Figure 15. Form CA-20, “Attending Physician’s Report”

Attending Physlclan’s Report U.S. Department officbby- @

Offics of Warkers® Compensation Programs

DAY, Donald L.

4 story of isease] ive you?
Employee fell from scaffold injuring right ankle.
§. Is thers any history or concurrent of pre-sxisiing or disease or physical 7 1CO-9 Code
(¥ yos, please describe)
Oves  Ono | T '

6. What are your findings? (includa results of X-Rays, laboratory reports, eic.)
Sprained right ankle.

7. What ls your diagnosis? ICO-8 Code
| ST N -}
8. 00 you belleve the condition found was caused or aggravated by an employment activity? (Pieass explain answer)
QBves Ono
0. Did lnjury require hospnnllulhn‘l 10. Date of admvission | 11. Date of discharge 2. Additlonal Hospitalization roqulrcﬂ
It no, go to item # - mo. day yr. mo. day yr. Hf Yes, describe in *Re
D Yes  f3No [ [ (em25) Oyyes 3 "°

13. What treatment did you provide?

14. Date of first examination 15. Date(s) of treaiment 16. Date of 'ge from treaiment
mo. day yr. mo. day yr. mo. day yr. mo. day yr. mo. aay yr.
12 110 194 21101 g4 [ I R T [ L

17, Period of total Gisabily 8. Period of Partial Disabiiity 19, Daie smployes abie to resume
From mo. dly yr. Thru m day yr. from mo. day yr. Thry mo. day yr fight work mo dn{ 94
’ L2 110 194 31121 949 12 111 94
20. Date omployu Is able 1o resume rogulu 21. Has smployse been advised that 22. ¥ yes, on what date was he/she advisad?
mo. day yr. he/she can return to work? . day 1.
FN RN e O | T 0% oL,
] lmployu is able 10 resume only Iigm work, indicate the lxlonl of physical imitations and | 24. Are any permanent sfiects expected as &
the type of work that could with the {Continue in item result of this injury? If yes, describe in
#24 if necessary.) o #24. Oves KANo
25. Remarks
26. T you have relarred the employas (o anciher physicien provide the Fﬂlowﬁ: {Speciatty
Name
Addrets 7. Twas the reason for this rel
Tiy S £ O consultation O Treatment

i)(

3 y statements qut
knowledge. Fur\l\or, 1 mm
knowingly made may subject me 1o lclony evlniml prosecution.

Signeturs of Physician Date

3 o = - Tax 10

* . . S Doy e T oy e
iy S — Zip . Hyes, o $po

Bane e ennn
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Figure 15. Form CA-20, “Attending Physician’s Report,” Continued

IMPORTANT: A MEDICAL REPORT IS REQUIRED BY THE OFFICE OF WORKERS' COMPENSATION
PROGRAMS BEFORE PAYMENT OF COMPENSATION FOR LOSS OF WAGES OR
PERMANENT DISABILITY CAN BE MADE TO THE EMPLOYEE.

IF YOU HAVE SUBMITTED A NARRATIVE MEDICAL REPORT OR'A FORM CA-16 TO
OWCP WITHIN THE PAST 10 DAYS, YOU NEED NOT SUBMIT THIS FORM CA-20.

OWCP REQUIRES THAT MEDICAL BILLS, OTHER THAN HOSPITAL BILLS, BE SUBMIT-

TED ON THE AMERICAN MEDICAL ASSOCIATION HEALTH INSURANCE CLAIM FORM,
HCFA 1500/0OWCP-15003.

INSTRUCTIONS TO PHYSICIAN FOR COMPLETING ATTENDING PHYSICIAN'S REPORT

1. COMPLETE THE ENTRIES 1-31 ON THE FORM; AND
2. IF DISABILITY HAS NOT TERMINATED, INDICATE IN ITEM 16; AND
3. SEND THE FORM AND YOUR BILL TO:

OFFICE OF WORKERS’ COMPENSATION PROGRAMS

Pubiic Burden Statement

Public reporting burden for this ion of ion is esti to average 30 minutes per time for i

Instructions, searching existing data sources, gathering and maintaining the data needed, and and g the of

information. - Send comments regarding this burden sstimale or any other aspect of this coltection of suggestions for

reducing this burden, to the Office of U.S. Dep of Labor, Room N1301, 200 Constitution Avenue, NW.,

Washington, D.C. 20210; and 1o the Office of Information and Regulatory Affalrs, Office of 0 and Budget, D.C. 20503.
For Sale by the of Dx us. Printing Office

Washington, DC 20402
1.5, Government Prindng Offcs: 1991 — 8172
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Figure 15. Form CA-20, “Attending Physician’s Report,” Continued

uooonnplyowp:.ﬂulumshodd also |

* INSTRUCTIONS FOR COMPLETING FORM CA-7

be

lmnomployo-doecmtuuﬂfylormh-ﬂwofply(totudayt).mlonnMdbomnphﬁdmdﬂodvdmmow&:P
when the reaches claims

the employee is

and
pay and will mluuo 10 be disabled after 45 days, the lonn

schedule recelving continuation of
cmmmmodwlmo«epsmmdmmpmmwmqw ay

EMPLC:\'EE (or person acting on the .rmloyu lhhnl') Complete ltems | lhrowh 19 and submit the form to the smployee’s
aupervisor,

SUPERVISOR (or

to OWCP,

 Gificial in'the

0 agency) - Complete itams 20 through 37 and prometly forward the form

ITEM EXPLANATIONS - Some of the ltems on the form which may require further clarification are explained below:

Rem Number

4) Period of Wage Loss for which

5)

13)

21)

28)

29)

30)

Compensation is Claimed

is This a Claim for a Schedule
Award?

Has Any Pay Been Received
for Period Shown in ftem 47

If Yos, Amount

Was Clalm Made Against
3rd Party?

List Your Dependents

If Employes Recaived
Additional Pay, Idam"y
Type and Show At

Type and inclusive Dates

:)cm of Pay conrﬂbc:t:t'lon
COP) Po
DluNl:ywm

Date Al Pay Stopped

.pnno(uehdlydurhglp.ﬂod
number of hour

Explanation

Entor inclusive dates covering the period for which you are claiming compensation.
L 4 Immm perlods are claimed, use a separate sheet to fist each period

Schadule awards are paid for permanent impairment to a member or function of the
body. A claim for a schedule award should not be made on the same form as &
clalm for compensation for wage loss; rather, & separate CA-7 should be used.

This Question includes leave pay and COP received from the Federal job in which
you were injured; and pay for work actually performed, mlhu at the Federal job
in which you were injured or at other

cm m- smount of pay received and the period for which it was paid. If there is
one period, or more than one source of pay, explain fully on a separate
.hnt.

A third party is an individual or organization (other than the injured 'mployn or the
Fod govemment) who is liable for the injury. For instance, the drive

hicle causing an accident in which an omployu is injured, the owmr of u
Mdlng where unsafe cause p to fall, snd a
who gave improper Instructions for the ute of & chemicat to which an employee Is
exposad, could all be considered third parties 10 the injury.

Your wife or husband is a dependent if he or she is living with you. A child is &
dependent if he or she sither lives with you or receives support payments from you,
and he or she: 1) is under 18; or 2) is batween 18 and 23 and kn'ull-llm- student;
or 3) is incapabie of self-support due to physical or mental disability.

"Additional Pay" includes night ditferential, Sunday pnmmm. holiday premium, and
any other type (such as hazardous duty or "dirty work® pay) reguilarly received by
the smployee, but does not include pay for overtime. lflh- amount of such pay
varies from pny period to pay period (zs In the case of holiday premium or a

shit), then the total amount of such pay earned during the year
immediately pﬂor to the dats of injury or the date the empioyee stopped work
(whichever s greater) should be reported.

Enter inclusive dates covering each period of leave. H leave was used for more
than four individual periods, continue on a separate sheet. If leave was used for
state how many hours were used per day; i the
s usad per day varied, use a separate shaet 1o list sach dly

Enter the period of Continuation of Pay (e form CA-1 for a full

muon). If the
Injury was not a traumatic injury reponied on form CA-1, this kem

not apply.

eompmnm Is payable for temporary total disability unlil the empioyee enters
; thersfore, item 30 refecs o termination of all pay, including leave.
Qm\pmu\lm Is not pny-bk for the first three days of disability®afier the end of

‘lﬂy COP uniess the disability exceeds 14 calendar days.
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Figure 15. Form CA-20, “Attending Physician’s Report,” Continued

* FORM CA-20, PHYSICIAN'S REPORT

Compensation for wage loss cannot be paid unless medical evi has been disability for work
during the peripd claimed. For claims based on traumatic injury and reported on Form CA-1, lhc omployu should detach
Form CA-20, complete items 1-3 on the front, and print the OWCP district office address on the reverse. The form should be

promptly referred to the for ully W \M claim _ls*for occupational - disease, filed on Form
CA-2, a medical report as desceibed in the i thmloﬂnla ,‘ In most cases. The empioyee
thwidbﬂm\hou e o the pi 1 may y be nec hysician to provide a narrative
medical report in phm oforin ldalllon lo Form c&-zo to ldoqtuuly oxphlnmd wppon lho nmlomhip of the disability to
the employment.

For pay ofa award, the

permanent bu or Inu of function of one of the membars of the

bady or organs enumersted In the reguiations (20 C.F.R. 10.304). The attending physician must affirm that maximum

medicat improvement of the condition has been reached and should describe the functional foss and the resulting
P in with the ican Medical fation Guides to the of F

PRIVACY ACT
dance with lh' Privacy Act of 1974 (Public Law No. 83579, § US.C. 552a), you are hereby notified that: (1) The
:‘o;‘e:fe:l’ yo A Act, as { ded (5 US.C. 810'1 ot s8q.) Is udmhlsmvd by lhoo?rflrce of Woma‘r:d
COmpo o mqmonmus.- P of Labor. In .with this ibility,. the Office L
ine par and their diate families. (2) The information v:lll be used to determine

eligibility for and the amount ol benefits payable under the Act. (3) The Information may be usad by other agencies or
persons In handling matters relating, directly or lndhnly. 10 the subject mlmr oI the claim, 50 long as such agencies or

persons hav. mulvod the consent of the Individ or have with.the provisk of 20 CFR 10, (4)
F will facitiate the claims wjudlcallon process; lnd lho o"ucu of r:ot prgvldlng alt or any
part of th- uquund Information may delay the process, or result in an ora level of banefits

(disclosure of a social security number is voluntary; the failure to disclose such number will not result In the denial of any
right, benefit or privilege to which an individuat may be entitled).

THIS NOTICE SHOULD BE RETAINED FOR YOUR INFORMATION.
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Figure 16. Instructions for Completing Form CA-7

Instructions for Completing Form CA-7, Claim for,
Compensation on Account of Traumatic Injury or Occupational Disease with
CA-20, Attending Physicians Report

PART A. The employee or employee's representative completes Items 1 through 19.

Employees:

Item 1. Eater your last name, first name, and middle name (if no middle name,
enter "NMN").

Items 2-3. Self-explanatory.

Item 4. Enter beginning and ending dates of time lost due to injury and hours
claimed. If claiming schedule award, enter "NA."

Item 5. If the injury has resulted in a permanent loss of some part of the body or
partial loss of function of some part of the body, enter "yes." The OWCP will
base the schedule award on the percentage of impairment. Refer to Section 8107
of the FECA for compensation schedule.

Item 6. Self-explanatory.

Item 7. Enter total amount and the period covered.

Item 8. Check appropriate box. Complete a. or b., if applicable.

Item 9. If yes, provide complete address, including 9-digit ZIP code.

Item 10. Self-explanatory.

Item 11. Self-explantory.

Item 12. Check appropriate box. If yes, provide information requested in a., b.,
andc.

Item 13. Check appropriate box. If yes, provide information requested in a., b.,
and c.

Item 14. Listall relatives (including adopted children) who depend on you for
support. A spouse living with you is considered a dependent whether or not he or
she is financially dependent on you.

Items 15-16. Self-explanatory.

Item 17, List to whom support payments are made.

Item 18. Indicate amount paid out for each dependent and the frequency of

payvments.
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Figure 16. Instructions for Completing Form CA-7, Continued

Items 19-20. Self-explanatory.

PART B. The supervisor completes Items 20 through 37. Supervisors:
Item 21. Enter pay rate as of the date of injury and as of the date employee
stopped work.

Item 22. If applicable, obtain premium pay from payroll for one year before
DOI. Ifinformation is not readily available, indicate that premium pay has been
requested and will be forwarded upon receipt.
Item 23. Indicate the scheduled workdays for the week in which pay stopped.
Enter "NA" if pay has not stpopped.
Item 24. Check appropriate box.
Item 25. Enter "no" only if a temporarty employee.
Item 26. Include all Federal civilian service.
Items 27-28. Self-explanatory.
Item 29.

a. Enter the beginning and ending dates of any annual or sick leave used. If
time was intermittent, attach a list of dates lost and type of leave taken.

b. Enter any dates the employee received holiday pay, administrative leave or
any paid leave category other than sick or annual leave.
Item 30. Enter the period or periods the employee received COP, including
nonduty days and holidays if the period of COP spans such days.
Item 31. Enter month, date, year and time employee's pay stopped.
Item 32. Enter beginning and ending dates for which compensation is claimed.
Item 33. Enter month, date, year and time employee returned to work.
Item 34. Indicate work schedule when employee returned to work.
Item 35. If employee has retured to a light-duty assignment or other assignment
as a result of the injury, describe the specific functions employee is performing.
Item 36. Enter pay rate of employee upon return to work.
Items 37-38. Self-explanatory.
NOTE: Ifnot previously submitted, attach a copy of position description and
physical requirements (SF 78) for the job held on DOI and Application for
Employment from the OPF.
Special Note: CA-20 should be attached to Form CA-7 to support claim being
made.

144 APPENDIX TO ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

Figure 16. Instructions for Completing Form CA-7, Continued

CPMS Instructions for Completing Form CA-7, Claim for,
Compensation on Account of Traumatic Injury or Occupational Disease with
CA-20, Attending Physicians Report

The employee or the employee's representative fills out Items 1 through 7.

SECTION 1.

Item a. Enter last name, first name, and middle name (if no middle name, enter
"NMN").

Item b. Enter complete mailing address, and email address, if appropriate. Note
that email address is optional.

Items c-f. Self-explanatory.

SECTION 2.

Select appropriate items a-d to indicate nature of claim. Indicate beginning and
ending dates of all time lost for each of selected items a-c. If intermittent time is
claimed, complete Form CA-7a, "Time Analysis Sheet," indicating comprehensive
listing of all dates and hours of lost time. If injury has resulted in a permanent
loss of function of some part or the body, select item d. OWCP will base any
potential schedule award entitlement on the percentage of permanent
impairment. Refer to Section 8107 of the FECA for the compensation schedule.
SECTION 3.

List all gaintul employment including salaried positions, self-employment,
volunteer work, etc., for the period(s) claimed in item 2. Include name and
address of business, dates and times worked, and a description of the work
completed.

SECTION 4.

Check appropriate block. If this is the first Form CA-7 filed, if there has been a
change in dependent status or direct deposit information, or if another Federal
disability or retirement claim has been filed since the last Form CA-7, complete
items 3-7. Ifnot, go directly to section 7.

SECTION 5.

List all dependents (including adopted children) names, social security numbers,
dates of birth, and family relationship, and indicate whether the dependent(s) lives
with you. If not, go to items a and b.

Item a. Check appropriate block and indicate to whom support payments are
made, if applicable.
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Figure 16. Instructions for Completing Form CA-7, Continued

Item b. Check appropriate box and include copy of court order, if applicable.
SECTION 6.

Item a. Self-explanatory.

Item b. Check appropriate block and indicate information about VA disability
claim, if applicable.

Item ¢. Check appropriate block and include information about retirement or

disability payments, if applicable.

SECTION 7.

Self-explanatory.

The supervisor completes sections 8 through 15.

SECTION 8.

Enter base pay rate at the time of the injury as well as the date employee stopped
work (if different), and include any applicable premium pay for the year prior to
the date of injury. If premium pay information is not readily available from
payroll, indicate that information regarding premium pay has been requested and
is forthcoming.

SECTION 9.

Item a. Check appropriate block. If "yes," circle scheduled days. If "no,"
complete chart showing scheduled hours during the pay period when employee
stopped work.

Item b. Check appropriate block(s).

SECTION 10.

Check appropriate blocks for items a-d, and include requested information, where
applicable.

SECTION 11. Self-explanatory.

Include all dates that COP was received. If intermittent, include Form CA-7a,
"Time Analysis Sheet," showing a day-by-day breakdown for all COP used.
SECTION 12.

Enter beginning and ending dates for all time lost from work, in each appropriate
category. If intermittent time is being claimed, complete Form CA-7a and
include a comprehensive day-by-day breakdown for all time lost.
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Figure 16. Instructions for Completing Form CA-7, Continued

SECTION 13.

Indicate whether the employee has returned to duty. If yes, include the date. If
the employee has not returned to full, unrestricted duty, describe his or her current
duty status.

SECTION 14.

Include any other comments or remarks.

SECTION 15.

Self-explanatory.
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Figure 17. Sample Letter to Physician Forwarding Form CA-16

USE INSTALLATION LETTERHEAD

FROM:  AAAA-BB
SUBJECT: Federal Employees Injured at Work

TO: Amos B. Jackson, M.D.
Street Address
City, State Zip Code

Dear Dr. Jackson:

Our employee, James O. Smith, has sustained a job-related traumatic injury on 25 May
1994, which may entitle him to benefits under the Federal Employees' Compensation
Act.

Before the Office of Workers' Compensation Programs (OWCP) can make a decision
on the claim, they must have comprehensive medical evidence from the physician
providing treatment for the injury. Accordingly, we request that you complete the
enclosed form and give it to our injured employee when you have finished your
examination. A medical release form has been completed by our injured employee
and is forwarded for your retention.

We are willing to accommodate partially disabled employees with suitable light- or
limited-duty assignments. We can and will provide light- or limited-duty assignments
in strict accordance with any physical limitations you impose. If you feel the
employee cannot perform any type of work, please send us a prognosis of when return
to work may be possible in either a limited or full capacity.

Please submit your bill on the enclosed billing form HCFA-1500 and return it in the
self-addressed envelope.
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Figure 17. Sample Letter to Physician Forwarding Form CA-16, Continued

Thank you for your time and cooperation. If I can be of any assistance, please call me

at 522-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-16
2. HCFA-1500 w/Envelope
3. Med Release
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Figure 18. Form CA-17 “Duty Status Report,” With Instructions

Duty Status Report

U.S. Department of Labor

Office of Workers® Ct

©

Programs

This form is provided for the purpose of obtaining a duty status report for the employse named below. This request
does not constitute authorization for payment of medical axpense by the Department of Labor, nor does it invalidate any
previous suthorization Issued In this case. This request for information is authorized by law (5 USC 8101 et seq.) and is
raquired to obtain or retain a beneflt. Information collected will be handled and stored In compliance with the Freedom
of information Act, the Privacy Act of 1874 and the OMB Cir. A-108. Persons are not required to respond 1o this

collection of information unless It displays a currently valid OMB control number.

OMB No. 12150103
Expires: 08-31-02
‘OWCP File Number
0f known)

SIDE A - Supecvisor: Complists this side and refer 1o physician

SIDE B - Physician: Complste this side

1. Employee’s Name (Last, first, middie)

8. Does the History of Injury Given to You by the Employee

I

Date of injury (Month, day, yr.} | 3. Social Security No.

C to that Shown in tem 6? [JYes [ No (If not, describe)

»

Occupation

6. Describe How the Injury Occurred and State Parts of the Body Affacted

9. Description of Clinical Findings

10. Diagnosis Due to Injury 11. Other Disabling Conditions

»

The Employee Works
Hours Per Day Days Per Woek

12. Advised to Resume Work?
[ Yes, Date Advised ___/ / £ No

7. Specify the Usual Work Requiraments of the Employee. Check

13. Able to Perform Regular Work Described on Side A?
[0 Yes,ftso [J FullTime or [] Part-Time

Whether Employee Performs These Tasks or is Exposad Hrs Per Day
C or and Give Number of Hours. O No, If not, complete below:
Activity Continuous Intermittent
‘s, Lifing/Carrying: #bs. #lbs. #ibs. #bs.
Stato Max Wt. Hrs Per Day Hrs Per Day
b. Sitting Hrs Per Day Hrs Por Day
c. Standing Hrs Per Day Hrs Per Day
d. Walking Hrs Per Day Hrs Per Day
0. Climbing Hrs Per Day Hrs Per Day
1. Kneeling Hrs Per Day Hrs Per Day
g. Bending/Stooping Hrs Per Day Hrs Per Day
h. Twisting Hrs Per Day Hrs Per Day
I, Pulling/Pushing Hrs Per Day Hrs Por Day
| Simple Grasping Hrs Per Day Hrs Per Day
. eiadon koyboarding) Hrs Pot Day Hrs Por Day
I. Reaching above
sheuld':tﬂ Hrs Per Day Hrs Per Day
m. Driving a Vehicie
ity) Hrs Per Day Hrs Per Day
n. Operating Machinery
(Specify) Hrs Per Day Hrs Per Day
range in range in
0. Temp. Extremes degrees F degreas F
p. High Humidity Hrs Per Day Hrs Per Day
Chemicals, Soivents,
b otc. (Idnntl'lyf Hrs Per Day Hrs Par Day
r. Fumes/Dust (identify) Hrs Per Day Hrs Per Day
dBA dBA
. Nolse (Give d8A) Hrs Per Day Hrs Per Day

t. Other (Describe)

. Are Interpersonal Relations Affected Because of a Neuropsychiatric
Condition? {e.g. Abllity to Give or Take Supetvision, Meet Deadlines,
etc.) [Jyes []No (Describe)

. Date of Examination 16. Date of Next Appointment

17. Specialty 18. Tax ideniification Number
19. Physiclan's Signature 20. Date
Form CA-17
Rev. Jan. 1697
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Fiqgure 18. Form CA-17 “Duty Status Report,” With Instructions, Continued

INSTRUCTIONS FOR COMPLETING DUTY STATUS REPORT (CA-17)

SUPERVISOR: Complete Side A and refer the form to the physician to complete Side B.
Fill in the address of the Employing Agency and the appropriate OWCP
District Office in the spaces below. Enter the OWCP file number in the
top right corner.

PHYSICIAN: Complete Side B, sign and return to the employing agency within 2 days
to prevent interruption of the employee's income. Fill in your name and
address.

Medical Facllity Name and Address

Send Original Report to:
Employing Agency Address

Send a Copy of This Report to:
OFFICE OF WORKERS’ COMPENSATION PROGRAMS

CERTIFICATION:  BY SIGNING BLOCK 19 ON THE FRONT OF THIS FORM, THE PHYSICIAN
CERTIFIES AS FOLLOWS:

| CERTIFY THAT ALL THE STATEMENTS IN RESPONSE TO THE
QUESTIONS ASKED ON THIS FORM CA-17 ARE TRUE, COMPLETE AND
CORRECT TO THE BEST OF MY KNOWLEDGE. FURTHER, | UNDERSTAND
THAT ANY KNOWINGLY FALSE OR MISLEADING STATEMENT, OR
MISREPESENTATION OR CONCEALMENT OF MATERIAL FACT, MAY
SUBJECT ME TO FELONY CRIMINAL PROSECUTION.

| FURTHER UNDERSTAND THAT THIS REQUEST DOES NOT CONSTITUTE
AUTHORIZATION FOR PAYMENT OF MEDICAL EXPENSES BY THE
DEPARTMENT OF LABOR, NOR DOES IT INVALIDATE ANY PREVIOUS
AUTHORIZATION ISSUED IN THIS CASE.

Public Burden Statement

We estimate that it will take an average of 5 minutes to this of ir including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. If you have any comments regarding this burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, send them to the OWCP, U.S. Department of Labor, Room $-3229, 200
C Avenue, N.W., gt D.C. 20210.

Persons are not required to respond to this colltection of information unless it displays a currently valild OMB control number.

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE
For saie by the of us. Printing Office, i D.C. 20402
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Fiqgure 18. Form CA-17 “Duty Status Report,” With Instructions, Continued

Instructions for Completing Form CA-17

Side A - Supervisor. The issuing official (supervisor or installation medical
facility official) completes Items 1 through 7.

Item 1. Enter the employee's last name, first name, middle name (enter "NMN" if
no middle name).

Item 2. Enter the date of original injury. See Item 10 on the Form CA-1 or [tem
12 on the Form CA-2 if an occupational disease.

Item 3. Self-explanatory.

Item 4. Enter the employee's position title.

Item 5. See Items 13 and 14 on the Form CA-1 if a traumatic injury, or Item 14
on the Form CA-2 if an occupational disease.

Item 6. Self Explanatory.

Item 7. Indicate the physical requirements of the employee's actual duties.

Reverse - Supervisor completes the three address blocks.

Block 1. Enter the name and complete address of the authorized treating
physician.

Block 2. Enter the name and complete address of the servicing civilian personnel
office.

Block 3. Enter the complete address of the OWCP office.

Part B. The attending physician completes Items 8 through 20.

A physician's assistant, nurse, practitioner, nurse, or other person not within the
FECA definition of a physician is not acceptable as the certifying physician.
However, certification by a physician's assistant will be acceptable if such
certification 1s counter-signed by a physician.
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Figure 19. Sample Letter to Physician Forwarding Form CA-17

USE INSTALLATION LETTERHEAD

FROM:  AAAA-BB Date
SUBJECT: Federal Employees Injured at Work

TO: Amos B. Jackson, M.D.
Street Address
City, State Zip Code

Dear Dr. Jackson:

Our employee, James O. Smith, has elected treatment from you due to a claim of
work-related injury. The purpose of this letter is to advise you of our willingness to
accommodate partially disabled employees with suitable light- or limited-duty
assignments. We can and will provide light- or limited-duty assignments in strict
accordance with any physical limitations you impose.

In this regard, please complete the attached Form CA-17, "Duty Status Report," and
return the form in the self-addressed envelope provided. If you find that Mr. Smith is
unable to return to his usual job, but can return to work in a limited-duty status, please
indicate his physical restrictions on the Form CA-17 so we can temporarily reengineer
his job assignment to meet these physical restrictions. Limited duty can be as light
and sedentary as answering telephones four to eight hours a day or other routine
clerical work at a desk.

If you wish to discuss this case or have any questions, please call our Injury
Compensation Specialist, at 522-0001 or
MD, Base Civilian Dispensary at 522-0002.
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Figure 19. Sample Letter to Physician Forwarding Form CA-17, Continued

We thank you for your assistance.
Sincerely,
MELVIN A. BROWN

Injury Compensation Program
Administrator

1 Encl
Form CA-17 w/envelope

cc. SGP
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Figure 20. Letter to Physician Requesting Duty Status on Long-Term Claimant

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Duty Status Report - John J. Jones, A00-1111111

TO: Amos B. Jackson, M.D.
Street Address
City, State Zip Code

Dear Dr. Jackson:

Our records show Mr. Jones has been off work since 13 March 1993 and under your
care for a back injury that occurred on 10 March 1993. We are interested in
rehabilitating our employees and would appreciate a work evaluation about what type
of work Mr. Jones can do and for how many hours a day.

We support rehabilitation and recognize the benefits to the patient, the family, and the
employer. We have found that without rehabilitation, employees on a total disability
status become entrenched in a "disability rut” with no motivation or reason to
rehabilitate themselves to return to work. In some situations, employees perform more
strenuous and physically demanding activities while off work than the light duty we
have available.

Through our rehabilitation program, we provide suitable light- or limited-duty
assignments for our employees who are partially disabled from on-the-job injuries.
We will cooperate with you in providing the light-duty assignments. If Mr. Jones is
not able to return to his former position, we can provide light sedentary work for as
little as four hours a day.

Often, we find that there is a great deal of misunderstanding between workers'

compensation and disability retirement. In case you are not clear on the two
programs, a definition of workers' compensation and retirement is enclosed.
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Figure 20. Letter to Physician Requesting Duty Status on Long-Term Claimant, Continued

Please carefully consider Mr. Jones' disability, and his ability to perform some type of
work, either in a part- or full-time capacity. Your evaluation should be based on
objective findings of disability rather than subjective complaints. We will
accommodate any limitations you impose. If he cannot return to work at this time,
please give us a prognosis about when he can probably work in a light-duty capacity.

If you have any questions, please call me at (692) 222-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

Encl
1. Definition
2. Form CA-17 w/envelope

cc:. OWCP
SGP
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Fiqure 21. Sample Letter on Light Duty on Current Employee

USE INSTALLATION LETTERHEAD

FROM: AAAA-CC Date

SUBJECT: Light-Duty Assignment for Mr. Ivan A. Green, Claim No. A00-000000
(If Known)

TO: Mr. Ivan A. Green
Street Address
City, State Zip Code

Dear Mr. Green:

1. This letter confirms our conversation on 1 February 1994 in which you were: (a)
offered a light-duty assignment, the duties of which conform to the physical limitations
established by Dr. A. B. White, who is treating you for your on-the-job injury of 5
January 1994; and (b) advised that if you do not accept this light-duty assignment, you
will be considered AWOL and, you will not be entitled to continuation of pay.

2. Following is a list of duties and the physical requirements of those duties you will
be performing white on light duty during the period 9 February through 4 March 1994,
in the Packing Section of Warehouse B at Defense Distribution Region East
(Mempbhis):

a. While sitting or standing, break down large packages of small items into small
packages and place identifying labels on small packages. No litting over 10 pounds or
bending is required. Large boxes are brought to work area on a computer controlled
conveyor system that provides for off-loading onto a platform that can be raised or
lowered to convenient work height. Small packages are placed in boxes and removed
by the conveyor system. Standing surfaces are covered with special fatigue mats.
Chairs are designed to accommodate people with back injuries. As desired, work
benches can be raised or lowered to accommeodate sitting or standing working
positions.
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Figure 21. Sample Letter on Light Duty on Current Employee, Continued

b. Per Dr. White's instructions, you are not to lift more than 10 pounds during the
light-duty period. You may take extra breaks as needed.

3. The hours of work will be from 0800 to 1630 hours. You must respond to this

offer no later than five days from the date of this letter. A copy of this letter will be
provided to the Office of Workers' Compensation Programs (OWCP).

Sincerely,

James L. Smith
Chief, Warehouse B

cc: HRO (M. Brown)
OWCP
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Figure 22. Hearing Loss Checklist

U.S. Department of Labor @
Office of Workers' Compencation Programs

|=vwmrmnAmummLos,mmmnsscmamsmmummummom
EMPLOYING AGENCY. Al of the ‘with Form CA-2, Homnllmh:.mm,w

Evidence Required InSupport of a
Claim for Work-Related Hearing Loss

statements attached. Moﬂmbmnhbmdwuu lmv-mnwunm'-
should be lepible and specific. . . . .
FROM EMPLOYEE v FROM EMPLOYING AGENCY o
1. List your employment history by em- - 9. Review and comment on the smployes's
ployer, job title, and inclusive dates. in to 1-5.
Include non-Federal onployu»m and
military service, 10. Deseribo all v:ork-folatod exposure to
5 - noise, incl
2. For each job title, describe source of e tions of Job sites.
noise, number of hours of exposure per 8. Loca Job shtes
day, and use of any safety devices to . { ; .
protect against noiss exposure. State b :lm:ﬁ;xg::)n lo‘nqiao
when safety'devices were provided. '
¢. Decibel and frequency level (noise’
3. Give history of any prwlous ear of hearing survey report) '?,, each ]ob":lgu.
problems.
d. Period of exposure, hours per day,
4. Describe any hobbies which -involve days per week.
exposure to loud noise. . .
e. Type of ear protection provided.
5. If you are no tonger exposed to hazardous —
noise at work, give the date you.were last 11, Antach copies of the employee's:
exposed. : )
a. SF-171, Application for Employment.
6. If you have begn examined or treated by
a doctor for an ar of hearing problem, b. Job sheet and employment record.
. provide a medical report and audiog .
c. All medical ions p ing
7. State whether a claim for workers’ w0 h g of ear probl i
compensation benefits for this of any prumploymem examination and all
other condition affecting ears or hearing sudiograms.
was ever filed. i 5o, give date of claim,
:::':m; r":c;s: ‘;ess where filed, and 12, If the employee is no longer exposed to
- : hazardous noise, give date of last:
8. Give the'date you first noticed your hearing exposure and the payrate in effect on
loss. that date.
Give date you first related hearing loss to
employment, and reason why.
Form CA-358
fav. Aug. 1988
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Figure 22. Hearing Loss Checklist, Continued

NOTICE TO EMPLOYEES FILING CLAIM FQROCCUPATIONAL DISEASE

Diseasos and Minesses which occur during or afver Federst are not. WWNWMWS'
Compencation Acl. You mwst provide factusl and medical evi © blish that y taused or
sgoravaied the disesse oc Kiness. - 7 :

The Office of Workers' Compentation Prograns (OWCP) the Y evidence requices substantal -
offor. The attached checkiist is designed 1 help you. Formc.l-z(‘ﬂdoul Y Notics of Occupeti Disesce and
Cleim for Cq "), your n and s report Kom your ireating plysician should sl be

mum-mwwuumm Please reum the checklist with your stalsments. Check off
sach Rem 8¢ it Is compieted or let ue know when we can expect the information. Your supervicor and the Compentation
Speciafist

will compile the additional information requiced and forward & compiete and org 0 OWCP. X your
Agency has no Compensation Specialist or other pecson desig 1 forward o OwWCe, olnnumm
dicectly 10 your supecvisor. .

Upon receipt of your clsim, OWCP will credte ummn“ianhld-mumtxmw Ywnilncﬁnnpou
wdwvlshqywolhaumnbu Uss this number on all future corespondence about your clsim.

lyoum-lmiblohcwls«vmmmm.youmywﬂybfbomnmmw«cmmomaummuwm.
ment (OPM) and workers® compensatiion benefifs from OWCP. Mawcv«.inmouus« mwmmmmrum
the same period of time.

HINTS: myoumummhpibmwmmwmhmnmwbmzmd«nmbﬂlxm

answer the Are your A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS RECXARED. R'wumnndnlbrm:,wd\uFumc-lzo mnulyndomhwwmmcaus.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help 1o imprm the timetiness of ion of oc ional disease cases. We have deveioped check-
lisis 1o help you ang the employse submit & claim in an orpm«ud and ! manner. The ch will heip the
claims identily what i ion has been it1eG and what is ¢l outstanding.

Whenever an employee wants 10 file & claim for occupations! dissass or itiness, ploase give him or her:

1. Form CA-2, Federsl Employses Notice of O i Disease and Claim for Comepnsation, and

2. Two copies of the i ibing evi ired in support of the claim. One checkiist is for the smployes 1
mark and retum with the ! pe. The second Is for the yos 10 take 1 the phy

In addition lo g the vi trofm the the ¢h describe the ion 30 be submi by the

sgency. meormUQ-Mmm\plomtmlomsu- rexned, you are requiced by instructions on the
CA-2 1o forward them 1o OWCP within ten working days. Sistemonts and documents required Kom the sgency should be
submitted with the CA-2 whenever possible. Please ute the checkkist 1o note what informason from the employing sgency
I enclosed, WV'*‘D"UMM ¥ pending, phaucmmomw-paudmm dais. Agency comments, Suaisments
and ion are for the Nner 10 pot & well d pickre of

We appreciste your cooperation in this efton.
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Figure 23. Sample Hearing Loss Claim

SAMPLE HEARING LOSS CLAIM - VEHICLE OPERATOR SUMMARY

Mr. Jackson is a 60-year old employee who has claimed a job-related hearing loss. He
alleges frequent exposure to hazardous noise while employed as a Vehicle Operator for
a 9-year period.

CLAIMANT'S STATEMENT

I work as a Vehicle Operator in the Transportation Squadron and have been working
out of Base Operations on the flightline for nine years.

We have many transient KC 135 aircraft coming from other bases and that land here
and unload and load personnel without shutting their engines off. This makes a lot of
noise and we take personnel to within approximately 50 feet of the aircraft to exchange
personnel. Also, our own base KC 135 aircraft on training missions change crews
many times without shutting down engines. The frequency of these changes varies,
but will average five or more times per week.

SUPERVISOR'S STATEMENT

1. Thave been Mr. Jackson's supervisor for the past four years in his position as
Vehicle Operator.

2. Essentially, Mr. Jackson's statement of his duties is accurate. However, I do not
believe that the performance of those duties contributed to his alleged hearing
difficulties. Personnel changes take less than 10 minutes each, from start to finish, and
hearing protection is provided. Mr. Jackson is involved in an average of 15 to 20
changes a day. The rest of the time, the drivers sit inside in a lounge-type
envirenment and watch TV, play cards, and talk among themselves.

3. Drivers are prohibited from being within 50 feet of aircraft when engines are
running which at most is 10 percent of the time.

4. Drivers simply deliver passengers from the terminal to the aircraft and return to the
terminal. Normally, they do not leave the bus.
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Figure 23. Sample Hearing Loss Claim, Continued

5. Hearing protection includes ear plugs that were issued and fitted by the base clinic.
Mr. Jackson has had his ear plugs since his first day of employment as a Vehicle
Operator. He regularly wears his hearing protection. All employees have been
counseled regarding proper procedures for wearing hearing protection. Mr. Jackson
was in attendance when counseling was provided on the following dates:

16 February 1986
23 March 1987
12 January 1988
1 March 1989

2 April 1990

13 February 1991
20 March 1992

Mr. Jackson and I both take sound safety practices seriously and to my knowledge he
has never been observed or known to work without wearing his ear plugs when his duty

so required.

6. Mr. Jackson retired from the Air Force (military) before his employment here.
Additionally, he plays in a band on weekends and is a voluntary firefighter in his
community. It appears that these factors may have contributed to his hearing problems

if, in fact, they are noise related.
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Figure 24. Sample Employee’s Supplemental Statement to Hearing Loss Claim

EMPLOYEE'S SUPPL EMENTAL STATEMENT
TO LOSS OF HEARING CLAIM

1. NAME:

2. Date you first became aware of hearing problem:

3. Date you first related that problem to your Federal employment and why:
4. Ifno longer exposed to noise, indicate date of last exposure:

5. Give a detailed history of any previous ear or hearing problems and provide any
medical reports or audiograms you may have:

6. Describe in detail the duties you performed that you believe contributed to your
hearing problems:

7. State when safety devices were provided and the type:
8. Did you wear the safety devices at all times as required:

9. Describe and/or diagram the work site and placement of any equipment that you
believe contributed to your hearing problems:

10. List all hobbies or activities in which you participate such as hunting, dirt bikes,
boating, farming, motorcycles, auto mechanics, carpentry work, cutting and polishing
rocks, body work on cars, three or four wheeling, ete. Describe how often you

participate in these activities and the number of days:

11. List the names of others who worked in the same area(s) and who had hearing loss:
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Fiqure 24. Sample Employee’s Supplemental Statement to Hearing Loss Claim, Continued

12. If you were in the military service, list your job title(s) and inclusive dates you
served. [f you worked in a noise area, describe the source of noise and number of
hours of exposure per day, and describe the hearing protectors provided to protect
against noise exposure:

13. Did you wear the hearing protectors?

14. Attach statements from co-workers who have first-hand knowledge of your
working and/or physical conditions.

15. Provide any other information you believe is pertinent to this claim.

16. I certify that the information provided is true.

Signature Date
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Fiqure 24. Sample Employee’s Supplemental Statement to Hearing Loss Claim, Continued

SUPERVISOR'S SUPPLEMENTAL STATEMENT TO HEARING LOSS CLAIM

1. Claimant's Name:
2. Time Frame (list dates employee worked in your area):

3. Description of Duties (describe in detail the work performed by the employee and
provide a copy of the position description):

4. Working Conditions (identify all sources of noise; such as drills, compressors, rivet
guns, etc.):

5. Safety Precautions (describe equipment or procedures used to reduce the hazard,
e.g., whether hearing protection is required, and type worn): Did the employee wear
the hearing protection as required by regulations?

6. Work Exposure (state the nature, extent and duration of exposure, including dates,
hours per day and days per week):

7. Description and/or diagram of work site (list all buildings employee worked in,
describe the work site(s) and, if necessary, provide a diagram of the employee's work

area in relation to areas of hazardous noise levels):

8. Off-Duty Exposure (provide any information you may have regarding employee's
off-duty exposure to noise, such as hobbies like hunting, dirt biking, etc.):

9. List others who worked in the same area and may have been similarly affected:

Signature Date
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Figure 25. Sample of Noise Exposure Work History

SUMMARY OF WORK HISTORY AND OCCUPATIONAL NOISE EXPOSURE

DATES OF CLAIMED SoUND LEVEL | WOISE DIeTRED.
Jos TME EMPLOYER EXPOSURE(YYMMDD) | 6OURCE OF NOISE | RANGE (DBA) T RV HaRe REMARKS
1 2 % FROM | 5. 70 4. 5. 6. 7.
Aircraft Propelle Ear protection was
. . hircraft Flight |89-105
Mech, Hill AFB USAF. 0-14-65 | 1-6-73
’ Line Intermitr, |4 hrs/day  Provided & Req. use

Aircraft Elect

Engine Shop Ear protection was
Hil AFB USAF -7-73 _ ]2-28-79

Background y8-86 L hr/day rovided

‘Desigried using Pertorm Pre, WHE/DIOR
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Figure 26. Skin Disease Checklist

Evidence Required in Support of a Claim U.S. Department of Labor §>
for Work-Related Skin Disease Employment Standards Administrstion Q
Crffice of Workers Compensation Programs

IF %0 ARE FIUNG ACLAIMFOR A SKIN CONDITION, THIS CHECKUST DESCRIBES THE INFORMATION NEEDED FROM ¥ 0OU AND YOUR
EMPLOYIMNG AGEMCY . All of the following information should be submitted with Form CA-2. Please return the checlist with your
statements aftached,. Check off each tem as it iz completed or ket us knowwhen we can exped the information. Al material submitted
should be legible and specific.

FROM EMPLOYE E v FROMEMPLOYING AGEHCY v
1. Give a detailed description of employ- 6. Review and comment on the employee's
ment factors you believe responsible for statements provided in response to ques-
your condition, to include: tions 1-5. Comment on the exposure
claimed, providing ary available informa-
a. Specific type of exposure. tion about the trade name and/or chemi-

cal content of the suspected irritants .
b, Freguency and duration of exposure.

_ _ 7. Provide a day-by-day listing of leave and
. Protective eguipment used to guard leave without pay used due to this condi-
against exposure. tion.

2. Describe any exposure to skin imitants 8 DlERh e O el e e

outside the work environment, including a. SF-171, Application for Employment.
the type, duration and fregquency of
EX[0SLUIE. b. Position description with physical re-
guirements.
3. Describe any previous skin conditions
from the time they began through the c. Pertinent dispensary records.

present.

d. Copies of all physical examinations on

4. Prowide treatmert records from any file

physicianswho have provided treatment
for any skin conditions. g. Mostrecent SF-A0, Motification of

Personnel Action.

5. Aftach orforward a medical report from
wour current physician to include:

a. History of exposure.
b. Findings.
C. Diagnosis.
d. Details of treatment.

g, Explanation of the relationship
hetween the findings and exposure
history listed in ltem no. 1 abowve.

f. Discussion of temporary ws. perma-
nent effect from work exposure.

g. Work restrictions caused by the
condition.

Form CA-35E
Rew. Aug. 1955
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Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist

DoDI 1400.25-V810, April 15, 2005

Evidence Required in Support of A
Claim for Asbestos-Related lliness

U.S. Department of Labor
E mplovment Standards Administration
Orffice of Workers' Compensation P rograms

S

Ifyou are filing & claim based on exposure to ashestos Use this checklist to identify the information needed fromy ou and your erre

ploving agency. Al ofthe following information should be submitted with Form CA-2 . Please return the checklist with your statements attached.
Check off each item as i is completed or let us know when we can expect the information. Al material submitted should be legible and specific,

FROMEMPLOYVEE

¥

FROM EMPLOYIMG AGEMCY

¥

1. List vour employment history by employer, job title, and
indusive dates. Include non-Federal employment and
rriltary service (see attached questionnaire.)

9. Reviewand comment onthe accuracy ofthe employes's
description of work performed and exposure to asbestos
and other substances.

(8]

. Far each job title, desctibe the work you performed, the
type of ashestos material used, locations where exposure
ocoured, period of exposure, number of hours per day
and days per week exposed, and the types and frequency
of safety precautions (nask | respirator, ete.) used (see
attached questionnaire).

10. P rovide exposure data, induding air sample surveys or
satements of the tyoe of ashestos exposure, fregquency,
degres and duration far each job held. Air sample
results should be reported in units of fikericc time
weighted average. Also report concertrations of other

pollutants and chemicals {see attached questionnaire).

()

.Describe any exposure you have had to othertoxc sub-
gances. Ifnone, state "Mone".

N

past and treatm ent received {(see attached questionnaire).

. Describe any breathing or lung problems you hawe had inthe

o

L Give your smoking history to include amount per day, and
years (dates) you have smoked {(gee attached question-

naire).

m

. Submit & report from your pheysician, induding chest x-ray
repott, history, physical findings, diagnosis, opinion a= to
the relstionship of the condition to employment | and course
of reatment.

-

. Givethe date vou fird consulted a physician regarding res-
piratory or ashegos-relsted dizeasze.

[a]

. Submit reports of examingtion, trestment or hospitalization
for any previous similar condition or pulmonary problem.

11. Give the date employes was lagt expozed to ashestos
at work. If the employee was removed fom exposure,
give the circumsances.

12. Afttach copies ofthe employee's:

a. SF 1 71, Application for Employment.

b Position description with physical requirement s
for last job haold.

. Job shoot and emplovinent record.

d. Pettinent dispensary records.

e. Moz recent SF-50, Matification of Personnel
Adtion.

1. Laboratorytest results and chest x+ay repots
on file.

13. Describe safety regulations and protedive devicesin
use byemployves, with period and frequency of use,

168

Form CA 350

Oct. 18587

APPENDIX TO ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist, Continued

PART A TO BE COMPLETED BY CLAIMANT

In order to determine if you are eligible for benefits, please provide the following information using your best estimates. If you run out of space, use
a separate piece of paper and attach it to this form. Submit the form to your current (or last) employing agency. If the facility is no longer active,
submit the statement to OWCP.

1. Employment History: Please include all employers, both Federal and non-Federal, your job titles, the work you performed, and the period
you held each job. (Include military service).

Employer (Agency) Job Title Work Performed Period Fed. Civil Service? (Yes/No)

Il. Exposure History: Please describe all exposure to asbestos and other toxic materials in your employment. Include peried of employment,
type of exposure, number of hours exposed per workday and description of safety precautions used while working.

a. Asbestos: For "type of exposure" indicate whether exposure was heavy, medium or light:
Heavy - Visible airborne asbestos particles were evident.

Medium - Asbestos dust was visible on floors and work surfaces.

Light - No dust visible, but asbestos was in use.

Period Type of Exposure (H, M, L) Exposure Hrs/Day Safety Precautions Used

b. Toxic Chemicals/Dust

Period Material Exposed to: Exposure Hrs/Day Safety Precautions Used

(PLEASE CONTINUE ON REVERSE SIDE)
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Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist, Continued

Notice to Employees Filing Claim for Occupational Disease

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal
Employees Compensation Act. You must provide factual and medical evidence to establish that conditions of employment
caused or aggravated the disease or iliness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is desighed to help you. Form CA-2 ("Federal Employee's Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information directly
to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel
Management (OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits
for the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS REQUIRED. Reports on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

Notice to Compensation Specialists and Supervisors

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed checklists
to help you and the employee submit a claim in an organized and complete manner. The checklists will help the claims
examiner identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or illness, please give him or her:
1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required-in support of the claim. One checklist is for the employee to mark
and return with the complete package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required from the employee, the checklists describe the information to be submitted by the
employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions on the CA-2
to forward them to OWCP within ten working days. Statements and documents required from the agency should be submitted
with the CA-2 whenever possible. Please use the checklist to note what information from the employing agency is enclosed,
unavailable or pending. If pending, please give the anticipated mailing date. Agency comments, statements and documentation
are essential for the examiner to get a well rounded picture of the employment conditions.

We appreciate your cooperation in this effort.
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Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist, Continued

1ll. Medical History: Describe your medical history and include any treatment for heart, lung and other major health problems.
Have you ever had: Yes | No If Yes, explain Dates

1. Heart Problems?

2. Lung Problems™?

3. Other Major
Problems?

IV. Smoking History: Describe your smoking history, including dates you smoked, amount of material smoked per day, and type of material
smoked.

Have you ever smoked: | Yes | No If Yes, amount No. of years Date stopped Dates

1. Cigarettes?

2. Pipe?

3. Cigars?

PART B TO BE COMPLETED BY EMPLOYING AGENCY

Using the categories shown below, please complete the chart at the bottom of the page with reference to each Federal job hold by this employee.

a. Nature of Exposure:

Primary - Normal duties required actual manipulation of asbestos and/or asbestos-related products and generated dust.
Secondary - Nomal duties regularly involved work alongside others primarily exposed or in confined spaces.
Intermittent - Normal duties iregularly involved entry into locations where asbestos and/or asbestos products were manipulated.

Environmental - Normal duties were performed at a location where asbestos was used but the individual had no normal exposure in excess
of ambient levels.

b. Degree of Exposure:

Heavy - Asbestos dust was usually visible in the air.

Medium - Asbestos dust was generally visible on work surfaces but did not cloud the air.
Light - Asbestos was used in work area but was generally not visible (although detectable).

Ambient - Asbestos levels did not exceed nommal levels In the air outside of work spaces.

c. Frequency of Exposure: Hours per day.

Job Title Period Asbestos Exposure Other Chemical or Dust Exposure
From To Nature | Degree | Frequency Material Nature | Degree | Frequency | Fiber/cc

*U.5. Government Printing Office: 1080-220-460/99100
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Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist, Continued

for Work-Relatad Pulmonary lliness Employment Standards Administration

Evidence Required in Support of a Claim U.S. Department of Labor >
) Cffice of Workers' Com pensation P rogram s @
{not ashestosis)

IF ¥0U ARE FILIMG A CLAIM FOR PULMOMNARY COMDITION MOT RELATED TC EXPOSURE TO ASBE STOS, THIS CHE CKLIST DESCRIBE S THE

IMFORMATION MEEDED FROM YOU AMD YOUR EMPLOYIMNG AGENMCY. Al ofthe following inform stion should be submitted with Fonrn CA-2.
Flease return the checklist with your staterments attached. Check off each item as it is completed or let us know when we can expect the
information. &1 material submitted should be legible and specific.

FROM EMPLOYEE v FROMEMPLOYING AGEHCY v
1. Describe the work conditions which 6. Review and comment on employee's
caused or aggravated your pulmonary statement provided in respon&e to
condition; include types of iritants, dates guestions 1-5. Give periods, degree
of exposure and hours per day. Describe and nature of exposure. Explain safety
arry safety measures taken. precautions. Give full details of any

tests which were made to determine
the concentration of irritants. Hawve

2. Explain the development of the present other emplayees been similarly
pulmonary condition and treatrment from Affected?
It& beginning .

7. Provide a day-by-day listing of leave

3. Give your smoking history to include and leave without pay used due to this
amounts and years (dates) you smoked. condition.
4. Give the history of previous pulmonary 8. Affach copies of the emplayee's:

conditions: include dates and nature of
ilness, and treatment records from all
physicians and hospitals where you were

a. SF-171, Application for Employment.

k. Position description with physical

treated. :
requmaments.
5 Attach or forward a medical report c. Preemployment medical examination
which includes the following items: and ary other pertinent medical

records.

d. Most recent SF-50, Motification of

a. Dates of examination and treatment. Persannel Action.

b, History given by you.

c. Detailed description of findings.
d. Results of all diagnostic tests.
e. Diagnosis.

f. The clinical course of treatment
follow ed .

f. Doctor's opinion, with reasons for
such opinion, as to the relationship
hetween any condition you may
have and the factors of employrment
listed in ltem no. 1.

Farm CA-35F
Rew. Aug. 1955
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Figure 27. Asbestos-Related and Work-Related Pulmonary Illness Checklist, Continued

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and ilinesses which occur during or after Federal employment are not automatically covered by the Federal Employees’
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence reguires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information directly
to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case humber. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-
ment (OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for the
same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR PHYSICIAN IS
REQUIRED. Reports on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed checklists
to help you and the employee submit a claim in an organized and complete manner. The checklists will help the claims examiner
identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or illness, please give him or her:
1. Form CA-2. Federal Employees Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklistis for the employee to take to the physician.

In addition to describing the evidence from the employee, the checklists describe the information to be submitted to by the
employing agency. Yhen Form CA-2 and the employee's statements are returned, you are required by instructions on the CA-2 to
forward them to OWCP within ten working days. Statements and documents required from the agency should be submitted with
the CA-2 whenever possible. Please use the checklist to note what information from the employing agency is enclosed,
unavailable or pending. If pending, please give the anticipated mailing date. Agency comments, statements and documentation
are essential for the examiner to get a well rounded picture of the employment conditions.

We appreciate your cooperation in this effort.
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Figure 28. Form CA-35D, “Evidence Required in Support of a Claim for Work-Related

DoDI 1400.25-V810, April 15, 2005

Coronary/Vascular Condition” Checklist

Evidence Required in Support of a Claim
for Work-Related CoronaryVascular Condition

U.S. Department of Labor

Employment Standards Administration
Office of Workers' Compensation Programs

o~

IF w0l ARE FILING & CLAM FOR COROMARY OR wASCULAR COMDITIONS (for example: heart attack, stroke, hypetensonh. THIS CHECKHLIST
DESCRIBES THE IMFORMATICON MEECED FROM YOU AMD YOUR EMPLOYING AGEMCY. Al of the following infarmation should be submitted
with Fom CA-2. Please return the checklist with your staterents attached. Check off each itern as i is completed or let us know when we
can exped the inform ation. All material submitted should be legible and specific.

FROM EMPLOYEE v FROM EMPLOYING AGENCY v
1. Give a detailed description of the factors 6. Review and comment on the employee's
of your employment wou believe respon- statements in response to questions 1-5.
sible for your condition. ldentify dates,
perinds, events, people involved, etc. 7. Describe in detail the duties of the
— ) employee and the mannerinwhich the
2. I you are claiming cnmpensatmn fD_r d duties were performed. If the work was
heart atack or stroke, provide a speciic differert or more stressful than that per-
account of your activities on and off duty formed by other employees, this should
for one week prior to the attack, with be explainad.
emphasis on the twenty-four hours imme-
diately preceding the attack. 8. Document any personnel actions descri-
. - ed inthe employee's statement, such as
3. It you have a prior history of heart pro- changes in assignment, grievances filed by
blems, prosvde & description of your con- the employee, and other adverse person-
dition and copies of medical records of nel actions.
treatment. :
9. Givethe number of hours worked per
) ; ; : day, days perweek and the extent of
4. Give your smoking history to include ;
ammounts and years (dates) you smoked. Dyerime oty poned.
10. Provide a day-by-day listing of leave and
5. Provide a medical report from your |Bave without pay used due to this condi-
physician which includes; tion.
a. Dates of examination and trestment. 11. Aftach copies of the employee's:
. History given by you. a. SF-171, Application for Employment.
c. Family history and other risk factars. b. Position description with physical
recuirements.
d. Detailed description of findings.
c. Preemployment medical examination.
g. Copies of all diagnostic test results.
d. All other pertinent medical reports
f. Diagnosis. available.
g. The clinical course of treatment g. Mostrecent SF-50, Motification of
follow ed. Personnel Action.
h. Doctor's opinion, with reasons for
such opinion, asto the relationship
between sy ConCition you may now
have and the factors of employment
identified in Item no. 1 above.
Farm CA-3:30
Few. Aug. 1958
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Figure 28. Form CA-35D, “Evidence Required in Support of a Claim for Work-Related
Coronary/Vascular Condition” Checklist, Continued

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed to let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information
directly to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-
ment (OPM) and workers' compensation benefits from OVWCP. However, in most cases, you cannot receive both henefits for
the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR
PHYSICIAN IS REQUIRED. Reports on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed check-
lists to help you and the employee submit a claim in an organized and complete manner. The checklists will help the
claims examiner identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or iliness, please give him or her:
1. Form CA-2, Federal Employees’ Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required from the employee, the checklists describe the information to be submitted
by the employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions
on the CA-2 to forward them to OWCP within ten working days. Statements and documents required from the agency
should be submitted with the CA-2 whenever possible. Please use the checklist to note what information from the
employing agency is enclosed, unavailable or pending. If pending, please give the anticipated mailing date. Agency
comments, statements, and documentation are essential for the examiner to get a well rounded picture of the
employment conditions.

We appreciate your cooperation in this effort.
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Figure 29. Form CA-35G, “Evidence Required in Support of a Claim for Work-Related
Psychiatric Illness” Checklist

Evidence Required in Support of a Claim

e i U.S. Department of Labor
for Worl-Related Pey chiatric [liness

Employment Standards Administration

@
Office of Workers Compensation Programs

IF ¥ QU AREFILING A CLAMFOR A PSYCHIATRIC CONDITION, THIS CHECKUST DESCRIBES THE INF ORMATION NEEDED FROMYOU AND YOUR
Efd PLOYIMNG AGERMCY. Al of the following information should be submitted with Form C&-2. Please return the checklist with ywour
daternents attached. Check off each item asitis completed or let us know when we can expect the information. All material submitted

should be legible and specific.

FROM EMPLOYEE v FROMEMPLOYING AGENCY v
1. Give a detailed chronological description 7. Review and comment on the employee's
of particular emplayment factars which staternents provided in respanse to
you believe caused your candition. Please fuestions 1-6. Submit statements from
identify dates, periods, events, people witnesses, If appropriate.
involved, etc.
8. Provide a detailed staterment describing
2. Describe the progress and development the duties of the employes and the
of the work-related condition from its manner in which the dutieswere
beginning. performed. If the work was different or
more stressful than that performed by
3. Have you previously suffered from this cther employees, this should be
or a similar condition? If so, give details explained.
of symptoms, disahility and treatment
records from all physicians and 9. Document any personnel actions
hospitals Where you were treated. described in the employee's statem ert,
- - — such as changes in assignment,
4. Give abrief description of your personal grievances filed by the employee, and
activities, hobhies, and any other e other adverse personnel actions.
ployment.
5. Describe changes or other sources of 10. dG'VE Lhe nurmBer DLhDudrs;r:'\rDrk?d ;zerf
stress inyour personal life occurring in the Dsgr:timaggu?:vvgfédan SEXICNED
same time frame. :
B. Attach or forward a medical report as T Provaegday-bydey iAol | eave
described on the reverse. and leave without pay used due to this
condition.
12. Attach copies of the employee's:
a. 5F-171, Application for Employment.
. Position description with physical re-
quirements.
c. Preemployment medical examination.
d. All other pertinent medical reports
available.
g. Most recent SF-50, Notification of
Personnel Action.
Form CA35G
Rev. Aug. 1955
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Figure 29. Form CA-35G, “Evidence Required in Support of a Claim for Work-Related

Psychiatric Illness” Checklist, Continued

MEDICAL REPORT FOR PSYCHIATRIC CLAIM

You should submit a medical report from your physician which includes:

D0 — 0 2]

. History of onset of iliness.
. Social and family history.
. Detailed description of your work situation and identification of the specific work factors contributing to your emotional or psychiatric

condition.

. Review of any non-industrial stress situations.

. Mental status examination, with pertinent findings.

. Results of psychological and personality testing.

. Diagnosis according to DSM IlI.

. Clinical course of treatment followed.

. Prognosis with estimate of when you will be able to return to work.

J- Physician's opinion, with reasons for such opinion, as to whether, how and which factors of your employment caused,

aggravated, precipitated, or accelerated your disability.

. An assessment of your current condition, with specific details on how you can or cannot function in daily activities, including a

discussion of any limitations you may have in your ability to give or take supervision, cooperate with others, work under deadlines,
or any other pertinent factors which may effect your work capacity.

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or aggravated the
disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial effort. The
attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and Claim for
Compensation"), your statements in response to the checklist, and a report from your treating physician should all be given to your agency
Compensation Specialist at the same time. Please return the checklist with your statements. Check off each item as it is completed or let us
know when we can expect the information. Your supervisor and the Compensation Specialist will compile the additional information
required and forward a complete and organized package to OWCP. If your Agency has no Compensation Specialist or other person
designated to forward information to OWCP, give the information directly to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post card
advising you of the case number. Use this number on all future correspondence about your claim.

Ifyou are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Management (OPM)
and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your statements
answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR PHYSICIAN IS REQUIRED. Reports
on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed checklists to help you
and the employee submit a claim in an organized and complete manner. The checklists will help the claims examiner identify what
information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or illness, please give him or her:

1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to mark and return
with the completed package. The second checklist is for the employee to take to the physician.

In addition, to describing the evidence required from the employee, the checklists describe the information to be submitted by the
employing agency. YWhen Form CA-2 and the employee's statements are returned, you are required by instructions on the CA-2 to forward
them to OWCP within ten working days. Statements and documents required from the agency should be submitted with the CA-2 whenever
possible. Please use the checklist to note what information from the employing agency is enclosed, unavailable or pending. If pending,
please give the anticipated mailing date. Agency comments, statements and documentation are essential for the examiner to get a well
rounded picture of the employment conditions.

We appreciate your cooperation in this effort.
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Figure 30. Form CA-35H, “Evidence Required in Support of a Claim for Work-Related Carpal
Tunnel Syndrome” Checklist

U.S. Department of Labor
E mployment Standards Administration
Office of Work ers' Compensation P rograms

Evidence Required in Support of A Claim
for Worl-Related Carpal Tunnel Syndrome

@
If you are claiming that your carpal tunnel or wrist problems are due to your job, use this checklist to identify the specific
information needed from you and your employing agency to make a decision on the claim. Al of the following information should be
aubmitted with Form CA-2 P lease return the checklist with statem ents attached. Check off each item as it i=s com pleted ar let us know when we
can exped the information. Al matenal submitted should be legible and specific.

FROM EMPLOYEE v

FROMEMPLOYING AGEHCY f

1. Prepare a statement giving the following inferm ation: 1. eviegvvthe em ployes's statement, giving the following

irformation:

a. Provide an outline of your waork history, indudinq’lnon—
Federal employment and miltary service. For each job held,
give yourjoEtitIe, agencyicompany name, and dates (period)
of em ployment.

a. Commert on the accuracy of the employee's sate-
mert deseribing Federal job duties involving use of hand/
[LES

b. For each job tile, describe duties which required
exertion with or repeated movement of the wrigt or hand
Describe nature and frequency of motions reguired, and
average number of hours 2 dayfwe ek you did such work.

b. Pravide a day-to-day liding of leave and leave with-
out pay used by the employes due to carpal tunnelierist
problems.

c. Give date employee entered on duty in job requiring
abowe duties. Also grve the effective date(s{ and descrip-

¢. Destribe hobbies, physical fitness or other adivities
outside of wark which alse invelved exertion or repeated
mations of wisthand . State the nature of each such adtivity,

tion(s) of any changes in work assignments due to
em ployee's'condition and indicate whether duty changes
resulted in changes in pay.

years involved in each, and howmany hours a week you
engaged in such.

d. [fyou have ever had aninjurytothe handfam ferig,
or been diagnosed as having gout, arthritis, hypothyroidism, 2
diabetes, atumor, or defermity of the hand fwnst, from/fsince '
birth, describe the injury or cohdition, and state when injury
ocourred or condition was found .

Send us copies of employee's:

a. 3F-171, Application for Empleymert;

b. Postion description with physical requirem ents

e. Give a brief chronolo?ical history of vour handfwist for last job held;

problem . State which hand(s] are aflected, hen ci,rou first
experienced problems, nature ofthe problems and changes
aver time to present, and dates and nature of medical care

ahtaired c. All available medical records, including report of

pre-employm ent examination,

d. SF-A0s or equivalent documerts for changesin

2 Ask all dodtors who treated you to send us a copy of re- : it
assgnmentipay due to condtion.

ports or notes describing the condition, testing, and treatment
given.

a Ask the doctor currently treating your condition to provide a detailed curent medical report to include the following spedfics:

a. Dates of examinations; e. Treatment to date and progness;

b. Complete medical histery of condition; f. Reasoned opinion explaining any causal relationship

betwe en the condition and your Federal dvilian job.
. Medical diagnosis of condition;
Itis MOST IMPORTANT that the doder provide opinion as
tothe |l keIET riature ofthe physical effects sttributable to

specified duties of your Federal job, and explain the medical
reasoning which supports the opinion as to cause.

d. Findings and test results, specifically including;
results of Phaler's and Tinels Sign tests physical
findings concerming sensation over palmar aspect
of first three and one-half digits, and dorsal aspedt
of end jpirts of same di]qits, and any atrophy of the
Thenar Eminence; results of nerve condudion velocity,
and electromyographic testing;

For sale by the Superintendent of Documents, U.S. Gowernment Printing Office. Washington. D.C. 20402 Form CA-35H

Octaber 1957
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Figure 30. Form CA-35H, “Evidence Required in Support of a Claim for Work-Related Carpal
Tunnel Syndrome” Checklist, Continued

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information directly
to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Management
(OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for the same
period of ime.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS REQUIRED. Reports on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed checklists
to help you and the employee submit a claim in an organized and complete manner. The checklists will help the claims examiner
identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease orillness, please give him or her:
1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence regquired from the employee, the checklists describe the information to be submitted by the

employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions on the CA-2 to
forward them to OWCP within ten working days. Statements and documents required from the agency should be submitted with
the CA-2 whenever possible. Please use the checklist to note what information from the employing agency is enclosed,
unavailable or pending. If pending, please give the anticipated mailing date. Agency comments, statements and documentation

are essential for the examiner to get a well rounded picture of the employment conditions.

We appreciate your cooperation in this effort.
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DoDI 1400.25-V810, April 15, 2005

Evidence Required in Support of a Claim

for Occupational Disease

Checklist

U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensstion Programs

o

Al ofthe follewing information should be submitted with Form CA-2. Please return the checklist with vour Satements attached. Check off each
item asit is completed or let us know when we can exped the information. Al material submitted should be legible and spedific.

FROMEMPLOYEE

v

FROMEMPLOYING AGENCY

v

—_

. Give a detailed descrption of factors of

employment believed responsible for
condition. Be specific as to the duration
and nature of the factors. forinstance
weights caried, distances walked, chemi-
cals used, or other relevant job actions.

o)

. Give the history of the condition from

first awareness of the problem. Include
description of all home treatment and
professional care aswell as symptoms.

. Review and comment on employee's

statement provided in response to ltem
no. 1.

_ I employes's joh differs from official

description, describe exactly his/her
duties.

. Give a day-ky-day listing of leave and

leawve without pay used due to this
condition.

-Deserbe any prior similar problern, with

dates of onset, history, medical care
received, and copies of the medical
records of your treatment.

CAttach or forward & medical report from

wour physician to include the following
items:

a. Dates of examination and treatment.
. History given by you.

¢. Detailed description of findings.

o. Results of all diagnostic tests.

£. Diagnosis.

f. The clinical course of treatment
follovwed.

0. Doctor's opinion, with reasons for
such opinicn, as to the relationship
between any condition you may now
hawe and the factors of employment
identified in I1tem no. 1 above.

. Attach copies of the employee's:

a. SF-171, Application for Employment.

. Position description with physical
reguirements.

¢. Peinent dispensary reconds.

d. Most recent SF-50, Motification of
Personnel Action.
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Figure 31. Form CA-35A, “Evidence Required in Support of a Claim for Occupational Disease”
Checklist, Continued

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information
directly to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-
ment (OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for
the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR
PHYSICIAN IS REQUIRED. Reports on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed check-
lists to help you and the employee submit a claim in an organized and complete manner. The checklists will help the
claims examiner identity what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or illness, please give him or her:
1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required from the employee, the checklists describe the information to be submitted
by the employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions
on the CA-2 to forward them to OWCP within ten working days. Statements and documents required from the agency
should be submitted with the CA-2 whenever possible. Please use the checklist to note what information from the
employing agency is enclosed, unavailable or pending. If pending, please give the anticipated mailing date. Agency
comments, statements and documentation are essential for the examiner to get a well rounded picture of the
employment conditions.

We appreciate your cooperation in this effort.
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Figure 32. Sample Letter to OWCP Regarding Claimant No Longer Employed

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of FECA Claim - Orville G. Flye, DOI-Unknown

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

Reference is made to the attached Form CA-2 submitted by Mr. Orville G. Flye, in
which he is claiming compensation for his asbestosis condition. He alleges that his
condition resulted from exposure to asbestos while he was employed as a Steamfitter at
Brookley Field in 1946 and 1947.

As you are aware, Brookley Air Force Base was closed in the late 1960s. Because of
this we have no personal knowledge what his duties, working conditions or who his
supervisors were at that time. We have not completed the reverse side of Form CA-2.

We have, however, obtained his official personnel folder and medical records from the
National Records Center. Based on our review of the documents contained therein,
the following information concerns his Federal employment:

a. He was initially employed at Brookley Field from 8 April 1942 through 15 July
1944 when he was placed on military furlough. During this period, he worked as a
General Mechanic Helper, Junior Machinist, and Machinist with no exposure
indicated.

b. On 9 July 1946, he was reemployed following his military service and was
terminated (displacement) on 15 May 1947. During this period, he did work as a
Steamfitter, Grade 14, Step 4. His starting and ending salaries were $1.28 per hour
and $1.40 per hour, respectively. According to an SF 57, "Application for Federal
Employment," submitted and signed by Mr. Flye, his duties consisted of "repairs on
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Figure 32. Sample Letter to OWCP Regarding Claimant No Longer Employed, Continued

steam traps, valves, hot water lines, steam and return lines, rework steam regulator
valves, traps, condensation pumps, reinsulated boilers, and steam lines." His
supervisor at that time was Capt Bill Smith.

¢. On 18 September 1947, he was again reemployed at Brookley where he worked
until he retired. On his application for disability retirement, he described his
disabilities as arthritis all over his body, heart disease, and hypertension. Although his
last day of work was 29 May 1967, his disability retirement was not effective until 17
August 1967. On his last day of work, he was an Electrical Components Quality
Control Inspector, W(WB)2870, Grade 11, Step 3, $3.21 per hour. Itis noted that
while he was apparently in a sick leave status he was promoted with a change in
appointing authority to Kelly Air Force Base, Texas. No exposure is indicated during
this 20-year time frame. From his documented work history, it appears that during
periods of non-Federal employment (both prior to and after the 1946-1947 period), he
may have incurred considerable asbestos exposure when he worked around shipyards,
shingles and insulation materials. For example, asbestos exposure while working at
shipyards would normally be expected to be much greater than that of an Air Force
installation where exposure would probably be only 10 to 15 minutes a day. Possible
periods of considerable non-Federal exposure are:

(1) From 1938 - 1939, when he was employed by the South Mississippi
Steamship Co., Jacksonville, Florida, as a Laborer painting and cleaning ships.

(2) From October 1939 to August 1940, when employed at the Atlas Roofing
Co., Birmingham, Alabama, as a Shingle Stacker stacking shingles on pallets to be
placed in dryer kims.

(3) From September 1940 to April 1942 and from June 1947 to September 1947,
when employed at the Georgia Dry Dock and Ship Co. as a Pipefitter, where he did
new and repair work on all kinds of steam ships. (The latter period immediately
followed the alleged Air Force exposure.)

(4) From 1956 to 1958, when he worked part-time (10 hours a week) as a
commercial electrician wiring houses, installing electric hot water heaters, water
pumps, and electrical components. (This is also after the 1946-1947 period and it
appears that this type of work could easily result in asbestos exposure from insulation
materials.)

The evidence presented in the medical record does not document any parenchymal
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Figure 32. Sample Letter to OWCP Regarding Claimant No Longer Employed, Continued

pulmonary fibrosis as a result of asbestos exposure. There is no evidence of any
pulmonary or general medical disability as a result of his past asbestos exposure.
Calcified pleural placques as a result of asbestos exposure are considered "benign."
They cause no pulmonary disability and are not a precursor to future pulmonary
disease. Since pleural calcifications can be caused by conditions other than asbestosis
and Dr. Jones' report (1) does not provide reasoned medical opinion to support causal
relationship, or (2) a diagnosis of asbestosis (as claimed by Mr. Flye), we request that
Mr. Flye's X-rays be sent to us for review and interpretation by one of our radiologists
with expertise in asbestos-related pulmonary disease.

The X-rays can be sent to the undersigned or to John Williams, M.D., Chief of
Occupational Medicine Services, HQ AFMCISGPO, Wright-Patterson AFB, Ohio,
45433-5001.

Prior to adjudicating Mr. Flye's claim, it is recommended that he be required to
complete Forms CA 935 and 936 so that Social Security records can be obtained to
ascertain any other periods and places of employment following the alleged Federal
exposure. Furthermore, should the claim be approved, we believe he should be
entitled to medical benefits only as the claimed condition will not add to his already
totally disabled status. Copies of pertinent documentation contained in his OPF are
enclosed in the indexed evidence packet. [t isinteresting to note that if there were
other records in the OPF which would have been helpful, they were sent to Mr. Flye on
13 November 1993. The chargeback code for this claim would be 3721 UL (MOAMA
Old).

We would appreciate your keeping us advised of the status and the final decision. If
further assistance is needed, please contact me at 614-522-0001 or Dr. Williams at
(614) 522-0002.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

2 Encl

1. Form CA-2
2. Evidence File
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Figure 33. Sample Worksheet for Computing COP for Intermittent, WAE, or Part-Time
Employees

EMPLOYEE: CLAIM NO:

DOI:

1. A. Weekly pay rate:
s
Total pay earned (excluding overtime) during
1 year before the injury divided by the total
number of weeks worked (excluding overtime).

B. Compute 150 day rule:

$

Total pay earned during 1 year before the
injury divided by total hours worked (excluding
overtime) = hourly pay rate. Average hourly
pay rate times 8 times 150 divided by 52 equals
average weekly eamings.

2. Salary for a full week of COP: $
Use the highest rate in 1.A or 1.B.

3. For partial weeks of COP:
$

Subtract actual earnings during the week of
COP from the established pay rate.
EXAMPLE
1.(A) Eamings for 1 year prior = $24,343.20.

49 weeks worked:  $24,343.20 divided by 49 $496.80 weekly pay rate.
or 150 Day Rule
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Figure 33. Sample Worksheet for Computing COP for Intermittent, WAE, or Part-Time
Employees, Continued

1.(B) Eamings for 1 year prior = $24,343.20.
49 weeks worked times 40 hours = 1960 hours worked
$24,343.20 divided by 1960 hours times 8 times 150 divided by 52 equals
average weekly earnings of $286.61.

1.(A) is greater than 1.(B).

Employee earns 812.42 per hour. $12.42 X 8 hours = $99.36 per day.
Employee worked 1 day during the COP week: $496.80 - $99.36 = $397.44 COP.

The actual eamings of $99.36 is deducted from the weekly pay rate and COP of
$397.44 is paid for the remainder of the COP week.
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Figure 34. Sample Letter to OWCP-Occupational Disease vs. Traumatic Injury

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of COP, James O. Smith, DOI: May 27, 1994

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

The attached claim for continuation of pay (COP) benefits from our employee, Mr.
James O. Smith, is controverted in accordance with 20 CFR 10.201(a)2, since the
stated disability appears to be the result of an occupational illness rather than a
traumatic injury.

In Item 13, Cause of Injury, of the CA-1, Mr. Smith states he was subjected to repeated
incidents during the workweek of May 23-27, 1994. Since the cause of injury fails to
meet the "single workday or shift" requirement of the FECA for a traumatic injury, his
claim for COP has been denied pending adjudication of his claim by your office. We
request your office confirm our decision by upholding the controversion.
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Figure 34. Sample Letter to OWCP-Occupational Disease vs. Traumatic Injury, Continued

Your earliest consideration of our request is appreciated. If you have any questions,
please contact Jane 1. Green at (614) 522-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-1
2. Form CA-20
3. OWCP-1500

cc: Mr. James O. Smith
Supervisor
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Figure 35. Sample Controversion Letter-Traumatic Injury Not Reported Within 30-Day Time
Period

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of COP, James O. Smith, DOI-27 May 1994

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

The attached claim for continuation of pay (COP) benefits from our employee, Mr.
James O. Smith, is controverted in accordance with 20 CFR because he did not report
his injury within the 30-day time limitation.

In Item 10 of the Form CA-1, Mr. Smith states the injury occurred on 27 May 1994.

In Item 11, however, he states the date of notice as 30 June 1994. The supervisor was
not aware of any injury until the notice was filed on the 30 June date. In view of the
above facts, his claim for continuation of pay (COP) has been denied pending the
adjudication of his claim by your office. We request your office confirm our decision
by upholding the controversion.
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Figure 35. Sample Controversion Letter-Traumatic Injury Not Reported Within 30-Day Time
Period, Continued

Your early consideration of our request will be appreciated. If you have any
questions, please contact Jane I. Green at (614) 522-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-1
2. Form CA-20
3. OWCP-1500

CC:

James O. Smith
Supervisor
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Figure 36. Sample Controversion Letter-Work Stoppage Occurred After 45-Day Time Period

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of COP, James O. Smith, DOI-25 April 1999

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

The attached claim for continuation-of-pay (COP) benefits from our employee, Mr.
James O. Smith, is controverted in accordance with 20 CFR 10.201(a)4 because his
work stoppage did not occur within the 45-day time limitation.

Mr. Smith did timely report the injury on Form CA-1; however, he did not obtain
medical treatment nor did he lose time from work due to the reported injury until 25
July 1999. Consequently, his claim for COP has been denied pending the adjudication
of his claim by your office. We request your office confirm our decision by upholding
the controversion.
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Figure 36. Sample Controversion Letter-Work Stoppage Occurred After 45-Day Time Period,
Continued

Your early consideration of our request will be appreciated. If you have any
questions, please contact Jane I. Green at (614) 522-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-1
2. Form CA-20
3. OWCP-1500

CC:

James O. Smith
Supervisor
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Fiqgure 37. Sample Controversion Letter-Injury Reported After Employee Was Terminated

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of COP, James O. Smith, DOI-16 May 1994

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

The attached claim for continuation of pay (COP) benefits from our former employee,
Mr. James O. Smith, is controverted in accordance with 20 CFR 10.201, 4¢ because he
did not report (either verbally or written) his alleged injury until after he had been
terminated from our employment rolls.

Please note that the Form CA-1, Item 11 shows the date of notice as of 25 May 1994,
The termination of Mr. Smith's appointment was 20 May 1994. Accordingly, we have
advised Mr. Smith that he is not eligible for continuation of pay. A copy of the SF 50
showing termination of his appointment is attached for your information and records.
We request your office confirm our decision by upholding the controversion.
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Figure 37. Sample Controversion Letter-Injury Reported After Employee Was Terminated,
Continued

Your early consideration of our request will be appreciated. If you have any
questions, please contact Jane I. Green at (614) 522-0001.
Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

4 Encl

1. Form CA-1
Form CA-20
OWCP-1500
SF 50

e

cc:
James O. Smith
Supervisor
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Figure 38. Sample Controversion Letter-Diagnosis Not Compatible With Injury

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of FECA Claim - James G. Blue, DOI-3 January 1994

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

We request that status of James G. Blue's claim be changed from noncontroverted to
controverted for the reasons stated below. According to Mr. Blue's Form CA-1, he
sustained a minor contusion to his left ankle while in the performance of duty on 3
January 1994. He accepted treatment at our medical facility, was found fit for duty
and returned to work. He worked without incident through 7 January 1994. On 10
January 1994, Mr. Blue contacted this office stating his ankle was still bothering him,
requested he be granted COP and authorization to see his private physician, Dr.
Thomas. Mr. Blue's supervisor issued a Form CA-16 authorizing medical treatment
for the ankle injury and mailed it to Dr. Thomas the same day. Mr. Blue was
subsequently hospitalized for surgery, and as of this date has not returned to duty.

We have carefully reviewed the attached Form CA-16, recent correspondence from Dr.
Thomas, and the hospital reports. Although Dr. Thomas's letter of 11 January 1994
led us to believe that the claimant was being hospitalized for his ankle injury, these
attachments indicate otherwise. This evidence shows that Mr. Blue was hospitalized
and treated for a health problem unrelated to his ankle injury or to his Federal
employment. Further, it does not provide reasoned medical opinion of relationship
between Mr. Blue's ankle injury to the hospitalization and surgery for "gangrenous
appendix.”

We believe that Mr. Blue is attempting to abuse the provisions of the FECA and is
being aided by his treating physician. Since the attached documentation clearly shows
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Figure 38. Sample Controversion Letter-Diagnosis Not Compatible With Injury, Continued

that Mr. Blue's disability is not related to his claimed injury, we request his claim be
denied in its entirety.

Thank you for your consideration of our request. If you have any questions, please
call me at (614) 522-5001.
Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-16
2. Dr. Thomas's letter
3. Hospital Records

cc: James G. Blue
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Figure 39. Sample Controversion Letter-Injury Not In Performance of Duty

USE INSTALLATION LETTERHEAD

FROM:  AAAA-BB Date
SUBJECT: Controversion of FECA Claim - Mary A. Brown, DOI - 3 January 1994

TO: Office of Worders' Compensation Programs
Street Address
City, State Zip Code

Dear Claims Examiner:

The information contained in the attached Form CA-1 submitted by Ms. Mary A.
Brown, the supervisor and activity medical officer's statements, and the Form CA-20
indicate that Ms. Brown's medical condition is not related to employment factors.
Instead, the attachments show that Ms. Brown did not incur her injury in the
"performance of duty."

According to the documentation, the claimed injury did occur on the employer's
premises. However, the time of the incident was 40 minutes prior to the beginning of
Ms. Brown's work shift, and the act of showering in our Government facility was not
required in the performance of her duties but for her own personal satisfaction and
convenience. Due to a power failure at her home, she was without hot water and
decided to shower at work. Ms. Brown had not established a pattern or routine of a
morning shower at work, and we consider her indulgence a substantial deviation from
her employment.

As stated above, the injury occurred on the premises but did not arise out of her
employment as this act did not have any relationship to the work she was employed to
perform nor was it incidental to her contract of employment. We believe her injury is
not covered by the FECA and that the claim should be denied. We have advised Ms.
Brown that we are controverting her claim.
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Figure 39. Sample Controversion Letter-Injury Not In Performance of Duty, Continued

Your early decision on this claim will be appreciated. If you have any questions,
please contact Jane 1. Green at (614) 522-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

3 Encl
1. Form CA-1
2. Supervisor's Statemet
3. Doctor's Statement

cc: BBBB-BB (Mary A. Brown)

198 APPENDIX TO ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

Figure 40. Sample Controversion Letter-Occupational Disease Not Related to Employment

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBJECT: Controversion of FECA Claim - James G. Blue, DOL:  January 3, 1994

TO: Office of Workers' Compensation Program
Street Address
City, State Zip Code

Dear Claims Examiner:

We are forwarding the enclosed Form CA-2, "Notice of Occupational Disease and
Claim for Compensation," filed by our employee, James G. Blue, for your
adjudication. We cannot concur that Mr. Blue's claim for severe sinus condition is
caused by his employment with the U.S. Air Force. Mr. Blue alleges that he works in
a dusty, closed-in environment, which causes him to have difficulty in breathing,
headaches, and sinus congestion.

Recently taken dust samplings (Encl 2) are well within OSHA standards in the area
where he works. The base supply store where he stocks shelves is vacuumed and
dusted daily (Encl 3) and the building is equipped with an air conditioning system,
which filters the air as well as provides a comfortable temperature (Encl 4). Please
note that Mr. Blue suffered a sinus condition prior to being employed by the U.S. Air
Force (Encl 35).

Mr. Blue's personal statement and the comments submitted by his immediate
supervisor are enclosed as required. Please note the discrepancy between Mr. Blue's
statements and those of his supervisor concerning the nature and the duration of the
claimant's exposure to substances.
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Figure 40. Sample Controversion Letter-Occupational Disease Not Related to Employment,
Continued

Based on all available information concerning Mr. Blue's claim, we do not believe that
his sinus condition is casually related to his employment factors. We request your
thorough review of this claim based on the evidence submitted in this letter.

If you have any questions, please call me at (614) 552-0001.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

5 Encl
1. Form CA-2 w/Supv & Empl Stmt
. Samplings
Statement
Temperature Reading
Physical

RN

CC: BBBB-BB (Mr. James G. Blue)
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Fiqgure 41. Sample Firefighters Computation Worksheet

WORKSHEET FOR COMPUTING FIREFIGHTERS PAY

Pay Rate is absed on 144 hours per 14-day work period. Total hours are 144 (106
regular hours plus 38 hours overtime).

EMPLOYEE: CLAIM NO:

1. Grade and step on date of injury, date disability began or date of
recurrence _(GS5/5

2. Use the greater of per annum basic pay rate on date of injury, DOR or DDB:
(Obtain from SF 50 and attach a copy of SF 50) _ $23.680

3. Premium Pay Percentage: 25 Percent X or 22 Percent
(25 percent applies if firefighter works on a Sunday;
22 percent applies if firefighter works no Sundays.)

FORMULA

4. Ttem 2 divided by 26 = Basic Pay__$911

5. Item4 X 25 (or .22) = Standby Premium Pay _ $227.75

6. Item4 +Item 5 = Total Remuneration  $1138.75

7. Item 6 divided by 144 = Hourly regular rate__ $7.91

8. Item7 X .50 X38 = FLSA Overtime__ $150.29

9. Item 6 +item 8 = Total Biweekly Pay  $1289.04

10. Ttem 9 divided by 2 = Weekly Pay Rate__ $644.52

11. To obtain hourly rate divide item 10 by 72: _ $8.95
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Figure 41. Sample Firefighters Computation Worksheet, Continued

WORKSHEET FOR COMPUTING FIREFIGHTERS PAY (Blank)

Pay Rate is absed on 144 hours per 14-day work period. Total hours are 144 (106
regular hours plus 38 hours overtime).

EMPLOYEE: CLAIM NO:

1. Grade and step on date of injury, date disability began. or date of
recurrence

2. Use the greater of per annum basic pay rate on date of injury, DOR or DDB:
(Obtain from SF 50 and attach a copy of SF 50)

3. Premium Pay Percentage: 25 Percent _ or 22 Percent
(25 percent applies if firefighter works on a Sunday;
22 percent applies if firefighter works no Sundays.)
FORMULA
4. Item 2 divided by 26 = Basic Pay

5. Ttem4 X .25 (or .22) = Standby Premium Pay

6. Item4 +Item 5 = Total Remuneration

7. Ttem 6 divided by 144 = Hourly regular rate

8. TItem7 X 50X 38 = FLSA Overtime

9. Ttem 6 +item 8 = Total Biweekly Pay

10. Ttem 9 divided by 2 = Weekly Pay Rate

11. To obtain hourly rate divide item 10 by 72:
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Fiqure 42. Consumer Price Index

COST OF LIVING ADJUSTMENTS UNDER 5 U.S.C. 8146a

EFFECTIVE | RATE | PERIOD SINCE LAST | EFFECTIVE | RATE | PERIOD SINCE LAST
DATE CPI DATE CPI
DAYS* MONTHS DAYS* MONTHS

10/1/66 12.5% | -- - 4/1/80 7.2% | 183 6
1/1/68 3.7% | 457 15 9/1/80 4.0% | 153 5
12/1/68 40% | 335 11 3/1/81 3.6% | 181 6
9/1/69 44% | 274 9 3/1/82 8.7% | 365 12
6/1170 44% | 273 9 3/1/83 3.9% | 365 12
317 40% | 273 9 3/1/84 3.3% | 366 12
51172 3.9% | 427 14 3/1/85 3.5% | 365 12
6/1/73 48% | 396 13 3/1/87 J% | 730 24
11174 52% | 214 7 3/1/88 45% | 366 12
71174 53% | 181 6 3/1/89 4.4% | 365 12
111174 6.3% | 123 4 3/1/90 45% | 365 12
6/1/75 41% | 212 7 3/1/91 6.1% | 365 12
11176 44% | 214 7 3/1/92 2.8% | 366 12
1117176 42% | 305 10 3/1/93 2.9% | 365 12
At 49% | 242 8 3/1/94 2.5% | 365 12
51178 53% | 304 10
1111178 49% | 184 6
51179 55% | 181 6
101179 56% | 153 5
* Calendar Days
Prior to 9/7/74, the new compensation after adding the CPl is rounded to the nearest
$1.00 on a monthly basis or the nearest multiple of $.23 on a weekly basis ($.23, $.46, $.69. or $.92).
After the new compensation after adding the CPl is rounded to the nearest $1.00 on a monthly
basis or the nearest multiple of $.25 on weekly basis ($.25, $.50, $.75, or $1.00).
Prior to 11/1/74 .08 - .34 = .23 Effective 11/1/74 13 - .37 = .25

35-57=.46 38-.62= 50

.58 - .80 = .69 63-87= 75

.81-.07=.92 .88-.12=1.00
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Figure 43. Shadrick Formula

SHADRICK FORMULA

. Pay Rate when: $

a. Injured

b. Disability began

¢. Compensable Disability Recurred

. Current pay rate for job and step when injured: $
(This is a very important step in the formula.

In many cases, overpayments occur because the
recurrence or date disability began pay is used.
It is important to know the grade and step on

the date of injury to submit the current pay rate.)

a. Is capable of earning $
b. Has actual earnings of $

. WEC (Item 3 divided by Item 2) %
. WEC (Item 4 times Item 1) §
. Loss of WEC (Item 1 minus Item 5) $

. Compensation (Item 6 times () 2/3or () 3/4 $
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Figure 44. Form CA-7A, “Time Analysis Form”

Time Analysis Form

U.S. Department of Labor A
Employmen Standards Administration (4)}
office of Workers' Compensaticn Programs '
Employee Statement — Ploase carefully read Instructions on reverse be_foné filling out this.form.
1. Name of Employee: (Last, First, Middle) 288N - 3. OWCP Fllo Number
__JOHNSON, Rosemary A. 555~44-9999 11-88888
4, Period Covered by This Form: : 5. Total Hours Clalmed
- . - for LWOP:
From: 03/ 05 /_96 To: 03/ 18 ’96 forsteBuybaa:: 60
6. In "Type of Leave Usad* column, use codes S'e stck. *A' = Annual, *O"=Other, if compensauon is olakned for
date, indicate "Yes® in 'Oompensaﬂon Claimed" colum
‘Numbe of
Compensation - rof Hm TLVCP:VB .- Reason for Leave U
Date(s) Claimed?  |LWOP |Worksd | Hol |Leave] Used (e-g-, doctor visit, thetapy, ete.)
839398 | Yes 48 | 8° Total Disability
03-13-96 ies 8 A Total Disability
03-18-96 Yes 4 s Doctor's. Appointment
Totals ]
1ud
M a. QL”‘LKA_-%N L \-?.,?a-?/
Signature of Claimant V4 Date Signed )
Agency Stat UCertification: [ certify the above is accurate, except as follows:
"NOTE:

Employee conple;es items 1 - 6; supervisor certifies)

sgnature of Agancy Official

Date Signed

205 APPENDIX TO ENCLOSURE 3



W

DoDI 1400.25-V810, April 15, 2005

Figure 45. Instructions for Completing Form CA-7A

Instructions for Completing Form CA-7A
Time Analysis

General: This form is used when claiming FECA compensation, including repurchase of paid leave.
"t must be used when claiming compensatién for more than one consecutive period of leave.

Instructions for Employee:

Blocks 1,2,and 3; Salf-explanatory.

Block4: Indicate beginning and ending dates covered by this form. These must be the same as on
Forms CA-7 and CA-7b.

BlockS:  If claiming com,
for leave withol

pensation for any dates detailed in block 5, state total number of hours claimed
ut pay and total number of hours of leave. This should be at least 10 hours

unless this is your final claim.

Block 6:
1st Column:

2nd Column:

3rd, 4th,
5th and 6th
Columns:

7th Column:

8th Column:

Show full date,

For each date noted in column 1, state "Y* if you are claiming compensation
for that date and *N* if you are not.

Show the number of hours of LWOP, number of hours worked, paid holiday
hours, and number of hours of paid leave.

Using the legend provided, indicate the type of leave used.

State the reason you were off work. For each date for which compensation
is claimed, there must be medical evidence supporting entittement.

Sign and Date Form and Submit to the Appropriate Agency Official.

Instructions for Employing Agency:

Block7: Verity accuracy of hours and status for eachrdate listed. If challenging entitiement for any date;
attempt to resolve discrepancies prior to submiitting claim to OWCP. it discrepangy cannot be
resolved, indicate the specific basis for the challenge in the space provided.
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Figure 46. Leave Buy Back Worksheet/Certification and Election Form

Leave Buy Back (LBB) Worksheet/

U.S. Department of Labo

r

&

Certification and Election

Offce of Workers' G

P
Pr

o g

Employee Statement — Please carefully read instructions on pages 3 and 4 before

filling out this form.

A. Name of Employee: (Last, First, Middle)

B. OWCP File Number:

C. Social Security Number:

D. Period for Which Compensation is Claimed 1o Repurchase Leave

From: / / To: /

L Agency Estimate of FECA Entitlement:
A. Weekly Base Payrate (excluding overtime)

* Date of Injury / / $
* Date Stopped Work / / $
* Date of Recurrence / / $

Enter the greatest amount and the effective date of that amount on fine 1.

. Additions to Base Pay:

[
(effective date)

If employee works a regular schedule, state the amount earned weekly. If imegular

schedule, state amount earned 1 year prior to date entered on line 1 + by 52.

* Night Differential 2.
* Sunday Premium 3.
* Subsistence/Quarters 4.
» Other (Specify) 5.
C. Total Weekly Payrate (Add lines 1 through 5) 6.
D. Compensation Rate (Circle either 2/3 or 3/4) 7. 213 3/4
E. Total Hours Claimed on CA-7a 8.
F. Total Hours Worked per Week 9.
G. Formula (for FECA Entitlement) -
L x - =108
(Weekly Payrate  (Compensation Rate (Hours (Hours Wkd/Wi
See Line 6} See Line 7) See Line 8) See Line 9)
FormCA b
Page 1 June 1996

207

APPENDIX TO ENCLOSURE 3



DoDI 1400.25-V810, April 15, 2005

Figure 46. Leave Buy Back Worksheet/Certification and Election Form, Continued

I1. Agency Certification:

H. Total Amount Due Agency to Repurchase Leave 11._8
1. Estimate of FECA Entitiement (See Line 10) 12. _§
J.-Balance Due Agency from Employee (Line H minus Line I) 13._8

| hereby certify that the above is consistent with agency payroll records.

The employing agency agrees to allow the employee to repurchase his/her leave. Leave records will be, or have been,
changed from "Leave with Pay" to "Leave without Pay" for the period shown on the leave analysis.

1further certify that if this claim is signed by the employee, the employee has made arrangements to pay the agency the
balance between the total amount the agency requires to recredit leave and the amount of the FECA entitlement.

(Signature of Agency Official) (TitiesPosition)

Phone No: Date Signed:

Employing Agency Address for Check:

IIl. Employee Claim:

K. I hereby elect not to repurchase the leave used at this time.

) L. 1 hereby elect FECA compensation to repurchase leave used for medical care or disability resutting from
my job-related injury or condition.

| understand that | am responsibie for paying my agency the difference between the FECA entitiement and
the amount my agency requires to restore my leave, and have done or made arrangements for this.

I understand that if my actual entitiement to FECA compensation is within 10% of the amount estimated
above, OWCP will process the leave buy back. If the payrate used in the worksheet above is within 10%
of the payrate determined by FECA, and less than the full period claimed is approved, OWCP will process
payment for the approved period.

{Signature of Claimant) . (Date Signed)

Page 2
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Figure 46. Leave Buy Back Worksheet/Certification and Election Form, Continued

Instructions . . Form CA-7B
Leave Buy Back Worksheet

This form is intended to accompany Form CA-7, Claim for Compensation, when the employee is claiming
leave buy back.

Things to Know About Leave Buy Back:

When an employee uses their sick or annual leave to cover an injury-related absence from work, they may
elect to receive compensation instead. Compensation is paid at 2/3 of the employee's base pay if there are no
eligible dependents, or at 3/4 with 1 or more dependents. The agency pays leave at 100% of salary. In order
for leave 1o be reinstated, the employee must refund to the agency the difference between the compensation
entitliement and the total amount of ieave paid by the agency.

The employee's pay status must be changed to LWOP in order for compensation to be paid. Leave is not
earned while in LWOP. Also, contributions to the Thrift Savings Plan (TSP) are not made during LWOP.
Therefore, the repurchase of leave may result in a reduction in an employee's leave and/or TSP balance.
Consult your personnel office to learn how the change to LWOP would effect you.

When a Leave Buy Back (LBB) payment is made during the same year that leave is used, the employee's
earnings are reduced by the amount repaid, and tax is not paid for the compensation received. Where ieave
repurchase is not completed during the same year in which leave is used, the employee may not adjust their
prior year tax form. They may only claim the amount of leave paid as an employee expense, if they itemize
deductions. Further questions regarding tax implications of LBB should be addressed to the IRS.

A claimant may not repurchase leave used during a period they were eligible for COP.
When disability does not exceed 14 days beyond the COP period, 3 day LWOP must be charged before

compensation can be paid. If leave was used for this period, compensation can not be paid for the 3 days, but
the claimant will have to pay back leave paid during the 3 days to repurchase the leave.

instructions to the Employee:

Please submit a claim for a minimum of 10 hours unless no further claim is anticipated. Medical documentation
must be provided for all dates claimed.

1. Complete the Form CA-7 for the dates claimed, Where more than one continuous period of leave is
claimed, complete Form CA-7a following the instructions for completing that form.

2. Submit the completed CA-7, CA-7a, if appropriate, and medical documentation for all dates claimed, to
your agency official. If there are discrepancies, try to reconcile the difference with your agency official
prior to submission of the claim.

3. The agency official will provide you with an estimate of worker's compensation benefits due, the total
amount owed the agency in order for the leave 1o be restored, and the amount you must pay the agency.
Using this information, determine whether you wish to repurchase your leave, and check the appropriate
block. If you choose to repurchase the leave, you will be required to pay to the agency the difference
between the compensation due and the amount owed to the agency.

a. Ifthe total amount of FECA benefits estimated by the agency is not more than 10% above the amount
determined by OWCP to be accurate, OWCP will process a payment for all hours supported by medical
evidence. If medical evidence supports some, but not all of the hours claimed, payment will be made
for the approved hours. You may submit a new claim with medical support for the additional hours.

b. If the total amount of FECA benefits estimated by the agency is more than 10% above the corect
amount, OWCP will not process the payment. Instead, the Office will offer you a new election with the
correct amount of FECA benefits payable,
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Figure 46. Leave Buy Back Worksheet/Certification and Election Form, Continued

Instructions to the Agency:

Hems A through D (top of form) are seﬂ-éxplanatory.

Section 1. Agency Estimate of FECA Entitiement:

Item A: Enter all three pay rate types and effective dates it applicable. Choose the greatest amount of
the three and enter the amount and effective date in Line 1. A recurrent pay rate should only be used if:
(1) the employee stops work more than 6 months following their first return to regular, full time duty and
(2) the loss of time is due to disability rather than medical inations or t .

For unusual situations, please refer to Payrate Desk Aid.

“hemB: If the employee works a regular schedule, enter the differentials earned weekly. If an irregutar
schedule, give the total amount earned for the year prior to the date in Line 1 divided by the number of
weeks worked in that year.

Please refer to Payrate Desk Aid for guidance on inclusions and exclusions. If in doubt, consult a Claims
Examiner.

Item C: Add lines 1 through 5 and enter the total in Line 6.

ltem D: Circle the appropriate rate: 2/3 for employees without dependents; 3/4 with dependents.
Dependents include: spouse; children under 18 living with or supported by the employee; children under
23 in school fuil time; children over 18 incapable of self support; and parents wholly supported by the
employee.

Item E: Enter the total hours claimed, from Form CA-7a.

Item F: Enter the total hours in the employee's normal work week.

Hem G: Formula for FECA Entitlement. Use this formula to calculate estimate of FECA entitiement
and enter the result in Line 10.

Example of computation: The weekly pay from line 6 is $574.00. The employee is married,
works 40 hours a week, and is claiming 82 hours of leave. FECA entitlement is calculated
as follows:

$574.00 x 3/4 x 82 hours + 40 hours = $882.52

Section I1. Agency Certification:

ltem H & | are seli-explanatory. For Line J, subtract Line | from Line H.

Sign and date, and advise the employee ‘of the amount they owe to the agency.

Section III. Employee Claim:

If the employee elects not to repurchase the leave, retain the form in the agency files. If the employee
elects 1o repurchase the leave, submit all claim documents (CA-7, CA-7a & CA-7b) plus any medical
documentation to OWCP for processing.

Page ¢
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Figure 47. Leave Buy Back Flow Chart
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Figure 48. Instructions for Using Tables to Compute Program Costs/Savings

INSTRUCTIONS FOR USE OF TABLES
FOR DETERMINING FECA PROGRAM COSTS/SAVINGS

Using table A, take claimant's year of birth, follow horizontally to current calendar
year to determine number of years to age 70. Multiply the number of years to age 70
times the current annual compensation cost.

EXAMPLE: Claimant was born in 1945 and receives $20,000 per annum. From
1945 to column for the current year when computing projected cost (in this instance

1994 is used) = 21 years to age 70. Multiply $20,000 by 21 = $420,000.

Using Table B, find corresponding inflation factor to number of years determined using
Table A. Multiply factor times the cost determined in A.

EXAMPLE: $420,000 X 1.696 (22 years used in A) = $712,320.

NOTE: A 5 percent constant inflation factor was determined to be as conservatively
realistic as any other factor per discussion with several experienced budget analysts.
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Figure 49. Tables for Computing Lifetime Cost Avoidance

TABLES FOR DETERMINING FECA PROGRAM LIABILITIES/COST AVOIDANCE BASED ON LIFE
EXPECTANCY OF AGE 70

YEAR OF BIRTH TABLE A TABLE B
CALENDAR YEAR INFLATION
1994 | 1995 | 1996 | 1997 | YEARS | FACTOR
1919 0 0 0 0 1 1.00
1920 0 0 0 0 2 1.025
1921 0 0 0 0 3 1.05
1922 0 0 0 0 4 1.075
1923 0 0 0 0 5 1.102
1924 0 0 0 0 6 1.1
1925 1 0 0 0 7 1.166
1926 2 1 0 0 8 1.19
1927 3 2 1 0 9 1.221
1928 4 3 2 1 10 1.254
1929 5 4 3 2 1 1.287
1930 6 5 4 3 12 1.322
1931 7 6 5 4 13 1.358
1932 8 7 6 5 14 1.395
1933 9 8 7 6 15 1.434
1934 10 9 8 7 16 1.473
1935 1 10 9 8 17 1.515
1936 12 11 10 9 18 1.558
1937 13 12 11 10 19 1.602
1938 14 13 12 11 20 1.648
1939 15 14 13 12 21 1.696
1940 16 15 14 13 22 1.745
1941 17 16 15 14 23 1.796
1942 18 17 16 15 24 1.849
1943 19 18 17 16 25 1.904
1944 20 19 18 17 26 1.961
1945 21 20 19 18 27 2.02
1946 22 21 20 19 28 2.081
1947 23 22 21 20 29 2.144
1948 24 23 22 21 30 2.21
1949 25 24 23 22 31 2.278
1950 26 25 24 23 32 2.348
1951 27 26 25 24 33 2.421
1952 28 27 26 25 34 2.497
1953 29 28 27 26 35 2.576
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Fiqure 49. Tables for Computing Lifetime Cost Avoidance, Continued

TABLES FOR DETERMINING FECA PROGRAM LIABILITIES/COST AVOIDANCE BASED ON LIFE
EXPECTANCY OF AGE 70--Continued

YEAR OF BIRTH TABLE A TABLEB
CALENDAR YEAR INFLATION
1994 | 1995 | 1996 | 1997 | YEARS | FACTOR
1954 30 20 28 27 36 2,657
1955 31 30 29 28 37 2742
1956 32 31 30 29 38 283
1957 33 32 31 30 39 2,921
1958 34 33 32 31 40 3.015
1959 35 4 33 32 41 3113
1960 36 35 34 33 42 3.215
19671 37 36 35 34 43 332
1962 38 37 36 35 44 3.43
1963 39 38 37 36 45 3.544
1964 40 30 38 37 46 3.662
1965 41 40 39 38 47 3785
1966 42 41 40 39 48 3.012
1967 43 42 41 40 49 4.044
1968 44 43 42 41 50 4182
1969 45 44 43 42
1970 46 45 44 43
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Figure 50. Sample Letter to Physician Explaining Difference Between Disability Retirement and
Workers’ Compensation

USE INSTALLATION LETTERHEAD

FROM: AAAA-BB Date
SUBIJECT: Federal Employees Injured at Work

TO: Amos B. Jackson, M.D.
Street Address
City, State Zip Code

Dear Dr. Jackson:

Reference is made to your recent medical report for our employee, James A. Smith,
concerning his/her application for disability retirement. Mr. Smith also has a
documented work-related injury and (may be/is) covered under the Federal Employees'
Compensation Act.

On occasion, when a private physician recommends medical or disability retirement, it
may not necessarily mean that the employee is totally disabled for all work. We are
aware that a great deal of misunderstanding exists (in both the Federal and non-Federal
sectors) conceming entitlement to benefits under the Federal Disability Retirement and
the Workers' Compensation Programs. To clarify this misunderstanding, the following
explanation is offered:

Workers' Compensation Program: If an employee is injured on the job and is unable
to perform any duties because of physical limitations resulting from the injury, he/she
is entitled to Office of Workers' Compensation Programs (OWCP) payments, which
are nontaxable and can be up to three-fourths of his/her current salary. The Congress
did intend for an employee to receive full compensation payments for all periods of
total disability, but only if the employee is disabled for all gainful employment. It,
however, did not intend this to be a permanent retirement program because injured
workers are usually able to return to some type of productive light or sedentary work.
To be entitled to continuing Workers' Compensation, the employee's disability must
always be monitored until maximum medical improvement is reached and periodic
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Figure 50. Sample Letter to Physician Explaining Difference Between Disability Retirement and
Workers’ Compensation, Continued

medical reviews are scheduled to guard against any error. To maintain motivation and
work skills, the employee should return to the work place or be placed in a
rehabilitation program as soon as possible. When the injured employee is unable to
return to his‘her former job, the employer can normally make use of the employee's
acquired skills or place him/her in a job where he or she can develop new skills. For
example, it may be possible to reengineer the employee's current position or offer a
different one with physical qualifications compatible to the work limitations imposed
by the treating physician. If the employer cannot do this, the Office of Workers'
Compensation Programs may then place the employee in a rehabilitation or retraining
program so that he/she can learn to function in a work situation that is compatible to
his/her physical limitations. In either event, the employee is entitled to continuing
compensation based on his/her ability to eam wages.

Disability Retirement Benefits: An employee may be eligible for disability retirement
benefits when he/she has been covered by the CSRS or FERS retirement system for the
specified period of that particular retirement system, (5 years or 18 months) and is
unable to perform the full duties of his/her current position. The retirement annuity is
based on years of service, is normally less than OWCP benefits, and is taxable. The
employee's disability does not have to be work-related.

We would not disagree with a recommendation for disability retirement nor the
employee receiving retirement benefits if he/she cannot continue in his/her current
position. The compensation law, however, is not designed to entitle an employee to
full workers' compensation benefits when he/she can perform some type of work. For
this reason, we would appreciate your completing the attached Form CA-17 concerning
Mr. Smith's current work limitations/restrictions. If he can perform any type of work,
we will take action to place him on a position in strict accordance with your stated
physical restrictions.
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Figure 50. Sample Letter to Physician Explaining Difference Between Disability Retirement and
Workers’ Compensation, Continued

We appreciate your cooperation in this matter and look forward to working with you.
If you have any questions, please contact the injury compensation specialist, at
522-0001 or our Medical Officer, at
522-0002.

Sincerely,

MELVIN A. BROWN
Injury Compensation Program
Administrator

Encl
Form CA-17 w/Envelope
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Figure 51. Sample Letter to Former Employee of Job Offer with Copy of
Acceptance/Declination of Job Offer

USE INSTALLATION LETTERHEAD

FROM: AAAA-CC Date
SUBJECT: Job Offer
TO: Mrs. Jane B. Reed
Street Address
City, State Zip Code
Dear Mrs. Reed:

The current medical information in your compensation file indicates that you can
perform certain work assignments. We are offering you the following position:

Job Title: Engine Records Clerk

Pay Plan/Series/Grade:  (GS-303-04-01

Salary: £16,900 per annum

Work Schedule: Monday through Friday, 0800 - 1630

Organization/Location: Directorate of Maintenance
Pearl Harbor Naval Shipyard
Pear]l Harbor, HI 96860-5352
Date Job Available: 2 February 1994

The job will remain available until OWCP has made their determination regarding the
job offer. This position is the best position that can be offered at this time and is
specifically within the limitations given by the reporting physician.

The following describes the duties and environmental requirements of this position.
While sitting in a chair, input engine record data into a remote computer terminal.

The terminal is at eye level when the operator is in a sitting position, and no reaching
or working above shoulder level is required. You may occasionally (twice daily) carry
computer listings (weighing no more than 5 pounds) for short distances, approximately
50 feet. You may be required to walk short distances on an intermittent basis, not to
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Figure 51. Sample Letter to Former Employee of Job Offer with Copy of
Acceptance/Declination of Job Offer, Continued

exceed a total of one hour per day. You will be allowed to sit or stand at your
convenience, for comfort, and you will be permitted to take frequent walks. A copy of
the official position description is also attached for your information.

If you decline this position, and OWCP determines that this is a job that you can do,
yvour benefits under the Federal Employees’ Compensation Act will be terminated
(except for medical benefits). If you accept this position, the necessary information
for determination of loss of wage eaming capacity, if any, will be provided to the
OWCP claims examiner. In considering this action, you need to be fully aware of the
effect this will have on your disability retirement.

If you accept this offer of employment, we will notify the Office of Personnel
Management (OPM), Office of Retirement Programs, of your reemployment status. If
OPM finds you recovered, your entitlement to disability retirement may be

terminated. Future retirement benefits would then be determined under applicable law
at that time. Your decision as to acceptance or declination of this offer should be
made in writing within 15 days of your receipt of this letter. The enclosed
Acceptance/Declination Statement and our self-addressed envelope are provided for
this purpose.
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Figure 51. Sample Letter to Former Employee of Job Offer with Copy of
Acceptance/Declination of Job Offer, Continued

If you have any questions, contact Melvin A. Brown at (614) 522-0001.

Sincerely,

JACK E. JONES
Chief, Employee Relations Division

4 Encl
1. Accept/Decline Stmt
2. Position Description
3. SF78
4. Envelope

cc: AAAA-DPCS
OWCP

NOTE TO READER: Remember that the functional requirements of the position
must be included in the narrative of the letter. These must comply with the employee's
physical limitations. In addition, an SF 78 for the offered position may be provided.
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Figure 51. Sample Letter to Former Employee of Job Offer with Copy of
Acceptance/Declination of Job Offer, Continued

ACCEPTANCE/DECLINATION STATMENT
PART A

I voluntarily accept the position of

(Grade) (pay-annually/hourly)

I make this acceptance voluntarily without pressure or coercion. I request this action
be taken effective:

SIGNATURE DATE

ke 2f e 3 e 2je ofe e she e e 2 dfe e 2 ofe i 2 Sfe i vk Sfe e e 2fe i ke e ol ke sfe i e e sfe e s ok e s ofe e ke dfe e ke Sk e s ofe A ke g ol dfe kel sk 2fe sfe e sk ofe e ok Sfe e s sfe e sk ok

PART B

I decline this offer of placement to the position of

(Grade) (pay-annually/hourly)

I fully understand the consequence that if I decline the job offer and OWCP determines
that this is a job I can perform, that I may be terminated or denied compensation
benefits (except for medical benefits) under Section 8106(C) of 5 United States Code

Reason for Declining:

SIGNATURE DATE

NOTICE: FAILURE TO RESPOND TO THIS JOB OFFER WILL BE
CONSDERED A DECLINATION.
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Figure 52. Suspected Fraudulent FECA Claims

DoD 1400.25-M, April 12, 2005

SUSPECTED FRAUDULENT FECA CLAIMS/GUIDANCE

The following questions were developed as a checklist for ICPAs, safety specialists,
and supervisors to review suspect claims, detect suspicious patterns, and determine the
need to take administrative action or refer claims to the appropriate investigative
services for criminal investigation.

Information obtained from the questions is intended as a guideline only. Except for
questions 14 through 21, a "yes" answer to any one question may not be sufficient to
refer a claim to the investigative services, unless there is other information that
suggests a problem. More than one "yes" answer may suggest a pattern, and a "yes"
answer to questions 14 through 21 should he discussed with investigative personnel.
Rationale for the questions is set forth in the discussions below:

SECTION I:  ANSWER THE FOLLOWING QUESTIONS FROM INFORMATION
OBTAINED.

DATE BEGAN CURRENT EMPLOYMENT: Was injury reported in the first pay
period of employment? An injury reported in the first pay period may indicate the
claimant did not report a preexisting injury. Examine the Form CA-7, [tem 24 for all
claimants filing new injury claims. Interview co-workers to find out if the condition
existed at the onset of employment.

TOTAL LEAVE BALANCE: Was employee's leave balance very low at time of the
injury (for example, five days or less total leave)? Claimants are authorized COP for
up to 45 calendar days without loss of leave or break in pay. These payments can act
as an incentive for employees to use COP as a substitute for leave. The above factors
may indicate that the injury was feigned or its severity exaggerated. Review leave
records to identify previous leave problems.

NATURE OF INJURY: Did injury involve soft tissue damage that could be feigned
or could have occurred off duty, such as back or muscle strain? Compare claimant
and physician descriptions of the injury and examine the Forms CA-1, Item 14, CA-16
and CA-20. Interview supervisors, co-workers, witnesses, and treating physician to
develop information indicative of a feigned injury.

1 Subchapter 810
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Figure 52. Suspected Fraudulent FECA Claims, Continued

DoD 1400.25-M, April 12, 2005

DATE INJURY OCCURRED/DATE INJURY REPORTED: Was injury reported on
the date it occurred? If not, see discussion in Question 6, below.

SECTION II: THESE QUESTIONS ATTEMPT TO DISCLOSE PROBLEMS IN
THE FOLLOWING AREAS.

QUESTION 1: Claims presented by employees who are known to engage in
strenuous outside activities may indicate an injury was not job-related. Interview
supervisor, co-workers and individuals known to participate with the claimant in
outside activities to determine their knowledge of the injury.

QUESTION 2: Employees must establish that injuries were caused or related to their
job, or that preexisting injuries or illnesses were accelerated or aggravated because of
their employment. If similar medical treatment was received before the job-related
injury, the injury (aggravation) may have been feigned or non-job-retated. If a prior
non-job-related condition is discovered, make inquiries concerning prior treatment with
supervisor and co-workers, and obtain information about the injury from the treating
physician. Also, examine Forms CA-1, [tems 10 and 13, and CA-16, [tems 15 and

16. NOTE: Itis also important to identify any preexisting injury or illness in that the
new injury may only temporarily aggravate the old. Normally, after a short
recuperation period, the aggravation will cease and the old condition returns to its
normal state. At this time, the original illness or injury (aggravation) is no longer
compensable under the FECA.

QUESTION 3: An unjustified change of physicians may indicate the claimant
received a "fitness for work" diagnosis from the attending physician and changed
physicians to stay on compensation. Check the name of the current physician with the
physician indicated on the Form CA-16. Obtain a statement from the attending
physician and consider obtaining further medical examinations or specialized tests if
no apparent reason exists for the change.

QUESTIONS 4:  Question claimant and review claim files and the Official Personnel
Folder for evidence of outside employment. All income from such employment
including unremunerated employment must be reported to OWCP. It is possible that
the injury may have been caused by secondary employment. Also, claimants may
conceal outside income or perform outside work with no pay and continue to receive
compensation to which they are not entitled. The SF 171 provides information about
the claimant's work experience and past employers. Immediately report suspicions
regarding undisclosed earnings or work without pay.

2 Subchapter 810
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Figure 52. Suspected Fraudulent FECA Claims, Continued

DoD 1400.25-M, April 12, 2005

QUESTION 5: Claimants could be overstating their degree of disability and abusing
the system. They may be performing volunteer work for various organizations such as
churches, boy scouts, girl scouts, and coaching sporting events. Evidence to support
this could mean that the claimant is capable of performing some type of suitable work
and is not as disabled as me treating physician states. Send such evidence to OWCP
and request that the treating physician, or an impartial medical examiner, make a
determination of the claimant's medical limitations.

QUESTION 6: Claimants could fraudulently claim a job-related injury immediately
following a weekend, holiday, or vacation, for an injury that occurred during an
off-duty period. Interview the claimant's supervisor, witnesses, and co-workers to
develop information, and review Form CA-1, Items 10, 21, 22, and 32.

QUESTION 7: Review claim files for employees who have transferred or separated
and were injured near the end of their employment. Interview supervisors,
co-workers, witnesses and, if possible, treating and activity physicians to develop
information indicative of a feigned injury or a claim for a preexisting injury or illness.
A review of the employee's medical records and OPF may be helpful.

QUESTION 8: Temporary employees are entitled to COP during their appointment
and compensation after their termination date. A claim reported at or near the end of
the temporary employment period may indicate that the claimant feigned the injury to
continue drawing an income. Examine further if a negative answer is indicated in
Item 25 of the Form CA-7.

QUESTIONS 9: Claimants may attempt to use COP as a substitute for leave or feign
an injury to avoid disciplinary action. Obtain a copy of the SF 71 and statement from
the supervisor or person denying the leave request or documentation concerning any
proposed disciplinary action taken.

QUESTION 10: Examine Form CA-1, Item 335 to learn the supervisor's reasons for
controverting the claim. Although the rationale for controversion may not meet
statutory requirements for termination or denial of COP, there may be other factors that
have a bearing on the legitimacy of the claim. Once the supervisor provides the
rationale for recommending denial, other information may surface.

QUESTION 11: A correlation of dates when COP was taken may indicate that a
claimant has seasonal employment or is vacationing during the same period each year.

3 Subchapter 810
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Figure 52. Suspected Fraudulent FECA Claims, Continued

DoD 1400.25-M, April 12, 2005

Review the Form CA-1 and historical records. Obtain copies of payroll leave and
attendance records and any disciplinary actions. Interview supervisor, co-workers,
and witnesses to obtain information on circumstances surrounding the injury.

QUESTIONS 12: Review claim files to identify employees who act as witnesses for
each other. Also, review files to identify employees who have submitted numerous
claims. Compare Form CA-1, Items 1, 7, 14, and 16 to learn if the same individuals
have acted as witnesses. If patterns are revealed, obtain details of the injuries and how
they occurred.

QUESTION 13: Many claimants may use the same physician to establish job-related
injury claims. Review claim files to detect if the same physician certified job-related
injuries for several employees. Refer suspicions of conspiracy and false medical
certification to the appropriate investigative services.

QUESTION 14: Instances have been discovered in which compensation was paid for
a new or subsequent non-job related injury or illness for which no new documentation
was prepared. Medical bills for the new injury may be included with those for the
original injury and paid due to lack of scrutiny. Compare Form CA-20 with Form
CA-1. If such information is received, interview the attending physician and
determine if the claimant was treated for a subsequent injury. Interview supervisors
and co-workers about their knowledge of the second injury and its circumstances.
Inform the appropriate investigative services and the servicing OWCP office of the
allegations.

QUESTION 15: Claimants may have received compensation for a lengthy period
without support of medical evidence of disability. Compare the Agency case file and
the DOL chargeback bills to find out if medical bills are being paid. If not, request
OWCP to provide reasons why not, and to provide a current medical report and
OWCP-5.

QUESTION 16: Claimants may provide false information on documents when
initiating a claim, or alter information provided by supervisors and witnesses, or make
written false statements to OWCP. Also, a claimant may have access to physician
reports and alter medical information concerning the severity of the injury, the manner
in which it occurred, and the effect it will have on future job performance. These
forms could also be acquired independently and forwarded to OWCP with false
information or forged physician's signature. Attach questionable documents to cases
referred for investigation.
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Figure 52. Suspected Fraudulent FECA Claims, Continued

DoD 1400.25-M, April 12, 2005

QUESTION 17: Compare statements of claimant, supervisor, witnesses, and treating
physician; especially if the claimant is not certain of data such as time and date of
injury, place injury occurred, or circumstances surrounding the injury.

QUESTION 18: Review statements of witnesses and the claimant's description of
how the injury occurred on the Form CA-1. If no witnesses are listed on the Form
CA-1, identify and interview individuals who might have witnessed the injury or raised
questions concerning the plausibility of the claimant's statement. Discuss the
possibility that the claimant may have influenced others to support the claim even
though they did not actually witness the incident.

QUESTION 19: Claimants may provide false information on documents when
initiating a claim, alter information provided by supervisors and witnesses, or make
false statements to OWCP. Also, a claimant may have access to physician reports and
alter medical information pertaining to severity of injury, the manner in which it
occurred, and the effect it will have on future job performance. These forms could
also be acquired independently and forwarded to OWCP with false information or
forged physician's signature. Attach questionable documents to cases referred for
investigation.

QUESTION 20: Compare statements of claimant, supervisor, witnesses, and treating
physician; especially, if claimant is not certain of such data as time and date of injury,
place injury occurred, or circumstances surrounding the injury.

QUESTION 21: Review statements of witnesses and claimant's description of how
the injury occurred on the Form CA-1. If no witnesses are listed on the Form CA-1,
identify and interview individuals who might have witnessed the injury or raised
questions concerning the plausibility of the claimant's statement. Discuss the
possibility that the claimant may have influenced others to support the claim even
though they did not actually witness the incident.

5 Subchapter 810
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Fiqure 53. Sample Statement of Recovery with Instructions

STATEMENT OF RECOVERY
CLAIMANT: John J. James FILE NUMBER: A12-0123456
DATE OF INJURY/DEATH: 6-30-90 EMPLOYING AGENCY: 1111AA
(1) Gross Recovery b 955.000
(2) Less Property Damage 0
(3) Balance 955,000
(4) Less Attorney's Fee (Fee is _40% of'line 3) (382.000)
(5) Balance 5373.000
(6) Less Court Costs (Must be itemized) 24,784
(7) Balance (Adjusted Gross Recovery) 548,216
(8) Less 1/5 (20% of line 7) (109.,643)
(9) Balance 438.573

(10) Less Payment to Public Health Service

(or other Federal medical facility) 0
(11) Balance 438.573
(12) Less Medical Expenses Paid by the Claimant 0
(13) Balance 438,573

(14) OWCP Disbursements (including compensation
and medical but excluding COP)
or line 13 above, whichever is less 111.430
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Figure 53. Sample Statement of Recovery with Instructions, Continued

(15) Less Government Allowance for Attorney's

Fee (retained by claimant) 44,572
(16) New OWCP Refund 66,858
(17) Surplus (line 13 less line 14) 327.143
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Figure 53. Sample Statement of Recovery with Instructions, Continued

INSTRUCTIONS
Distribution must be made in accordance with 5 U.S.C. 8132.

PROPERTY DAMAGE (Line 2) A reasonable amount for clothing or other personal
belongings damaged or destroyed in an accident may be deducted. These amounts
should be itemized. If an automobile or other vehicle is damaged or destroyed,
furnish the year, make and model, and the Blue Book value of the vehicle. A copy of
the repair bill will suffice if the vehicle was not totally destroyed.

ATTORNEY'S FEE (Line 4) The attorney's fee in line 4 is deducted from the balance
shown in line 3. Also, the attomey's fee as a percentage of line 3 should be shown.

COURT COSTS (Line 6) These would consist only of such items as filing fees,
witness fees, actual costs of collection, or any payments to physicians for expert
testimony as opposed to payment for treatment. (Payment for medical treatment
would come under line 12 and/or 14.) All items must be itemized.

20 Percent GUARANTEE (Line 8) The amount is turned over to the claimant and 1s
not subject to any deductions.

PUBLIC HEALTH SERVICE (Line 10) Refund made to a Federal medical facility
for treatment would be deductible under line 10. The claim of the Federal medical
facility is separate and apart from the claim of the OWCP.

MEDICAL EXPENSE PAID DIRECT (Line 12) This would consist of any medical
expenses paid by the claimant other than those paid by the OWCP or by an insurance
carrier. It would not include items paid by the claimant and subsequently reimbursed
by the OWCP or an insurance carrier. All items submitted for credit and deduction in
line 10 must be itemized or accompanied by copies of paid bills. A lump sum amount
will not be accepted for credit.  The total OWCP disbursement is subject to the refund
provisions of the Federal Employees’ Compensation Act. However, if the balance
remaining in line 14 is less than the actual OWCP disbursement, then the refund
provision would apply to the amount shown on line 14.

GOVERNMENT ALLOWANCE FOR ATTORNEY'S FEE (Line 15) The
Government contributes a portion of its refund to the claimant as an attomey's fee.
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Figure 53. Sample Statement of Recovery with Instructions, Continued

This fee is based upon the OWCP's disbursement or other amount as shown in line 14
and is computed by applying the percentage shown in line 4 to line 14 if line 4 is
considered reasonable.

TOTAL REFUND (Line 16) This represents the amount to be refunded to the
Government for OWCP disbursements.

SURPLUS (Line 17) This surplus, which is retained by the claimant, is the amount
against which the OWCP will credit any future compensafion payments or additional
medical expenses payable on account of the same injury or death.

The refund check for the amount shown in line 16 should be made payable to "U.S.
Department of Labor, OWCP." It should be sent to the following address:

U.S. Department of Labor
Appropriate Lockbox Address
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Figure 54. Sample Letter Requesting Change of Chargeback Numbers

USE INSTALLATION LETTERHEAD

FROM:  AAAA-BB Date

SUBJECT: Request for Change of Chargeback Account Number
TO: DoD Servicing Liaison

Dear (DoD Liaison's Name):

Please change the chargeback billing account codes for the following claims(s).

Name SSN: Claim Number From To

Jones, Janice E. 368-21-5786 A-060100100 3026XR 3076XF
Smith, Arlette A. 285-88-9674 A-060100100 3026XR 3076XF
Black, Jane E. 385-92-0688 A06-0300300 3026XR 3076XF

This request for change has been coordinated with Ms. Jane Green, Injury
Compensation Program Administrator for the Defense Contract Management District
South (DCMDS), account 3076XF.

If you have any questions, please call me at (100) 222-3333 or Ms. Keyes at (200)
333-4444. Thank you for your assistance in this matter.
Sincerely,
MARVIN B. BROWN
Injury Compensation Program
Administrator

cc: DCMDS (Ms. Green)

(NOTE: Coordination with the gaining activity is mandatory.)
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Figure 55. Sample Letter Requesting Assistance

USE INSTALLATION LETTERHEAD

FROM:  AAAA-BB Date
SUBJECT: Request for Assistance

TO: DoD Servicing Liaison

1. The action designated below is requested for:

(Case Number)

(Claimant's Name)

(Date of Injury)

_ Provide a copy of the most recent medical report in the case file.
_ Provide a copy of the CA 1/2 for ownership verification.

_ Provide current case status; specifically:

2. Your assistance is appreciated. If you have any questions, please call me at (614)
522-0001.

MARVIN B. BROWN
Injury Compensation Program
Administrator
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Fiqure 56. Example of Detailed Chargeback Billing List with Explanations

Example of Detailed Chargeback Billing List with Explanation
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EXPLANATION OF CHARGEBACK BILLING LIST COLUMNS
1. Case No: Injury claim identification number assigned by OWCP.

2. ID: Initiating District Office. This number will always remain the same. It
identifies the OWCP District Office where the claim was originally filed and where the

case was "created."

3. PD: Paying District. Identifies the current paying OWCP District Office.
Normally, the office where the case file can be located and where correspondence

regarding the claim should be sent.

4. Employee Name: Self-Explanatory. An asterisk to the left of the employee's
name indicates the first time the case appears on the listing. All cases have asterisks in

the first quarter of each billing year.

5. SSN: Where Social Security Number is not available, 1s, 2s, 9s, or zeros are
printed. Obtain the employee's SSN and notify OWCP.

6. Date of Injury: Self-Explanatory.

7. ALPHA: The two-letter alpha code that represents the employee's servicing COP
(or Agency reporting office) that sent the claim to OWCP.
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Figure 56. Example of Detailed Chargeback Billing List with Explanations, Continued

8. Payment Columns: Number of payments and total amount of payment. Medical
includes payments for medical treatment, prosthetic devices and rehabilitation costs.
Compensation Roll indicates the payment roll from which the last payment was made:
D = Death; P = Periodic Nonfatal, S = Supplementary (Death, Periodic Nonfatal or
Daily Nonfatal). Periodic roll cases are paid every four weeks plus any CPIs granted
in a given fiscal year.

9. Account Totals: The number of payments and dollar costs under the medical and
compensation categories will add horizontally to the payment and cost totals. The
case totals under these columns will not. However, cases shown under the total
column represent an unduplicated (actual) case cost.

NOTE:

1. The total case count is broken out by total cost cases and total no cost cases.

2. The total number of fatal cases equals the number of "Ds" listed to the right of
compensation roll payments.

3. A minus sign to the right of a payment amount indicates repayment or credit to the
account. (Example - Recoupment of an overpayment, third-party recovery, etc.)
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Figure 57. FECA Monthly Statements with Explanations

FECA Monthly Statements with Explanation

OFFICE OF WORKERS' COMPENSATION 01702796
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EXPLANATION OF FECA MONTHLY STATEMENT COLUMNS

1. INST DST (ID). OWCP District Office where the claim was initially filed. This
code will always be part of the unique case number.

2. CASE. Injury claim case number of the case. The ID number plus serial number
makes the unique case number. Example 03-0501111 or A3-0501111.

3. NAME OF INJURED. Last name of injured employee.

4. First initial of injured employee.

5. AGE. Age of the employee on the date of injury.

6. SEX. Self-explanatory.

7. SOCIAL SECURITY NUMBER. Ifthe SSN column contains 1s, 2s, 9s, or zeros,
the SSN is not available at OWCP. Obtain the employee's correct SSN and notify
OWCP.

8. MO/DA/YR of Injury. Date of Injury (DOI).

9. OCC. The employee's occupation on DOI.
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Figure 57. FECA Monthly Statements with Explanations, Continued

10. NAT OF INJ. Nature of Injury. See Figure SC810.F67. to determine the extent
of injury. Example: T9 = Traumatic Injury Unclassified.

11. TYPE OF INJand SOURCE OF INJURY. The type code stands for an action
and the source code for an object or substance. Together, they form a brief

description of how the incident occurred. (See OSHA publication 2014.)

12. ANALOC. Anatomical Location of Injury. See Figure SC810.F68. to
determine part of body that was injured. Example: 5K = Single knee.

13. EXTENT OF INJURY. See Figure SC810.F69. to determine the extent of
injury. Example: X =Nonfatal lost time.

14. DEPT. Code representing the Agency that will be billed back for any expenses
incurred.

15. AL. Two letter alpha codes designates the employee's servicing civilian
personnel office or Agency reporting office.

16. UNDEF. Undefined.

17. FIRST AID. No lost time or medical expense.

18. NLT. No lost time.

19. LT. Losttime.

20. FA. Fatal.

NOTES:

1. Where appropriate, copies of the Table #2 statements should be provided to the
activity Safety Office. Each case listed represents a "Case Create" and data contained

thereon is needed to determine local injury rates.

2. Identification and quick correction of chargeback code errors will prevent
erroneous charges from appearing on DOL chargeback bill.
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01
02
03
04
05
06
07
08
09
10
1
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
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Figure 58. Occupational Codes

LIST OF OCCUPATIONAL CODES

Aeronautics Engineer
Ash and Trash Collector
Blacksmith

Boilermaker

Brakeman

Heavy Equipment Operator
Air Traffic Controller
Carpenter

Charwoman

Chauffeur

Checker

Chemical Engineer
Chipper and Caulker
Civil Engineer

Cook

Reader

Carrier, Rural Malil

Core Maker

Crane Operator

Crater

Doctor; Dentist
Draftsman; Tracer
Driver, Mechanic
Electrical Engineer
Electrician, Lineman
Elevator Operator
Engineering Aid or Helper
Firefighter

Fireman

Fleet Workman
Foreman

Forester

Forest Ranger

Forklift, Tub, Tractor Operator
Guard

Inspector

50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
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Mason

Meat Cutter

Meat Inspector
Mechanic Repairman
Mechanical Engineer
Melter

Mess Attendant
Messenger, Not Post Office
Mimeograph Operator
Molder

Munition Handler
Nurse

Office Worker

Qiler

Operating Engineer
Packer

Painter

Patrolman

Pattern Maker

Pile Driver

Pipe Coverer

Pipe Fitter

Plasterer

Plumber

Pressman

Printer

Radio Engineer
Railroad Worker
Railway Postal Personnel
Rigger

Safety Engineer

Sand Blaster

Seaman Crew Member
Sewer

Sheetmetal Worker
Shipfitter
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Figure 58. Occupational Codes, Continued

37
38
39
40
41
42
43
44
45
16
47
48
49

LIST OF OCCUPATIONAL CODES--Continued

Instrument Worker
Investigator

Iron Worker
Janitor

Laboratory Worker
Laborer

Launder Worker
Lockman
Longshoreman
Machinist

Carrier, City Mail
Mail Clerk

Mail Handler

86
87
88
39
90
91
92

Shipweight

Soil Conservationist
Stationary Engineer
Stock Clerk
Storekeeper

EAM Operator

Tool Maker

Truck Driver
Veterinarian
Warehouseman, Freight Handler
Ward Attendant
Welder

Teacher

Qther Occupation
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Figure 59. Nature of Injury Codes with Explanation

NATURE OF INJURY CODES

EXPLANATION OF OWCP'S METHOD OF ASSIGNING NATURE OF INJURY CODES

M
TA

Th
TC
TD
TP
Th
TK
TL
TP
TS Strain, multiple

TU Burn, scald, sunburn

Tl Traumatic Skin Diseases/conditions including dermatitis
TR Traumatic Respiratory disease

TQ Traumatic Food Poisoning

TW Traumatic Tuberculosis

TX
T1
T2
T3

T4 Traumatic mental disorder; emctional stress; nervous
condition

T8 Traumatic Disability; other

Traumatic Injury or Disability (and Incident)*
Amputation

Back Strain

Contusion, bruise, abrasion

Dislocation

Fracture

Hernia

Concussion

Laceration; cut

Puncture

Traumatic Virological/infective Parasitic Diseases
Traumatic Cerebral Vascular condition; stroke
Traumatic Hearing Loss

Traumatic Heart Condition
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R Respiratory Disease

RA
RB
RE
RP
RS
RO

Asbestosis

Bronchitis

Emphysema
Pneumonconiosis

Silicosis

Respiratory Disease, unclass.

V  Virological, Ineffective and Parasitic Diseases

VB
vC
VF
VH
VM
VS
VT
Vo

Brucellosis

Coccidioidomycosis

Food poisoning

Hepatitis

Malaria

Staphylococcus

Tuberculosis

Virologicallinfective/ Parasitic - UnClass.

D Disability, Occupational

DA
DB
DC
DD

Arthritis; bursitis

Back strain; back sprain

Cerebral vascular condition; Stroke
Endemic disease (cther than P and S,

above)

DE

Effect of Environmental
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Figure 59. Nature of Injury Codes with Explanation, Continued

NATURE OF INJURY CODES
EXPLANATION OF OWCP'S METHOD OF ASSIGNING NATURE OF INJURY CODES--Continued

T9 Traumatic Injury-unclass. (except disease, disability, DH Hearing Loss

illness)

S Skin Disease or Condition DK Heart condition

SB Biological DM Mental disorder; emotional stress; nervous
condition

SC Chemical DR Radiation

S9 Dermatitis, unclass. DS Strain, multiple
DU Ulcer

DV Other vascular conditions
D9 Disability, unclass.
* Injury or condition must be caused by a specific incident or event which occurred during a single workday or shift.

The Nature of Injury Codes help OWCP classify reported injuries for computerized statistical analysis and
reporting. Also, the ICPA uses Nature of Injury Codes to classify traumatic versus non-traumatic cases in their
currently in use internal management information reports.  Normally, OWCP assigns the Nature of Injury Code on
the basis of information reported on Form CA-1, Block 14 or on Form CA-2, Block 14. Sometimes, however, it is
necessary to review other information reported on these, or accompanying forms and documents, to accurately
identify and code the nature of the reported injury. This is especially true when dealing with certain categories of
injuries, which usually result from a long series of exposures, but which could also result from a single such
exposure or episode of exposures (for example, poison ivy, traumatic hearing loss). Most often this distinction can
be made on the basis of information contained on Form CA-1, Block 13 or on Form CA-2, Blocks 12 and 13.
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Figure 60. Anatomical Codes

ANATOMICAL LOCATION OF INJURY CODES

Code Value
Armfwrist AB Arm and wrist

AS Arm or wrist
Trunk, external musculature B1 Single breast

B2 Both breasts

B3 Single testicle

B4 Both testicles

BA Abdomen

BC Chest

BL Lower back

BP Penis

BS Side

BU Upper back

BW Waist

BZ Not otherwise classified
Head internal C1 Single ear (internal)

Cc2 Both ears (internal)

C3 Single eye (internal)

C4 Both eyes (internal)

CB Brain

CcC Cranial bones

CD Teeth

CcJ Jaw

CL Throat; larynx

CM Mouth

CN Nose

CR Throat; other

CT Tongue

cz Not otherwise classified
Elbow EB Both elbows

ES Single elbow
Finger F1 Single first finger

F2 Both first fingers

F3 Single second finger

F4 Both second fingers

F5 Single third finger

F6 Both third fingers

F73 Single fourth finger

F8 Both fourth fingers
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Figure 60. Anatomical Codes, Continued

ANATOMICAL LOCATION OF INJURY CODES--Continued
Code Value

Toe G1 Single great toe
G2 Both great toes
G3 Single other toes

G4 Multiple other toes
Head, external H1 Single eye, (external)

H2 Both eyes (external)

H3 Single ear (external)

H4 Both ears (external)

HC Chin

HF Face

HK Neck/throat
HM Mouth/lips

HN Nose
HS Scalp
Knee KB Both knees

KS Single knee

Leg, hip, ankle, buttock LB Both legsthipsfankles/buttocks
LS Single leg/hip,ankle/buttock

Hand MB Both hands
MS Single hand

Foot PB Both feet
PS Single foot

Trunk, bones R1 Single clavicle (collar bone)
R2 Both clavicles (collar bone)

R3 Single scapula (shoulder blade)
R4 Both scapula (shoulder blades)

RB Rib

RS Sternum (breast bone)

RV Vertebrae (spine; disc)
Shoulder RZ Trunk, bones unclass.

SB Both shoulders
SS Single shoulder

Thumb ™ Both thumbs
TS5 Single thumb
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Figure 60. Anatomical Codes, Continued

ANATOMICAL LOCATION OF INJURY CODES--Continued

Trunk, internal

Code Value

VH Heart organs

V1 Lung, single

V2 Lung, both

V3 Kidney, single

V4 Kidney, both

VL Liver

Vs Stomach

A% Intestines

VR Reproductive organs

VZ

Trunk, internal unclass.
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Figure 61. Extent of Injury Codes

EXTENT OF INJURY

No Lost Time........ccceeeveeennn. 1 Inoculation.........ccoccvvvveenen. 8
Nonfatal Lost Time................ X Fatal.....cooooevviiiiiiie e 0
NOTES:

1. Alost time injury is one in which disability for work extends beyond the date of
injury.

2. The Extent of Injury is assigned to traumatic injury cases based on a review of
Form CA-1, Blocks 21 (Date of Injury), 23 (Date and Hour Stopped Work) and 26
(Date and Hour Employee Retumed to Work). If the employee did not stop work, or
stopped work on the date of injury, but returned at the start of the next day's workshift,
OWCP would code this No Lost Time. A case should receive a Lost Time code only
if the work stoppage extended beyond the date of injury.

3. The ICPA should leave Form CA-1, Block 23 (Date and Hour Stopped Work)
blank, unless work stoppage extends or is expected to extend beyond the date of injury.
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Fiqure 62. Fatal Indicator Codes

DoD 1400.25-M, December 1996

Figure SC810.F70. Fatal Indicator Codes

FATAL INDICATOR CODES

0 = Deceased, not injury related.
1 = Death immediate or simultaneous with injury.

2 = Later fatal, subsequent to injury.

CHANGE 6 (6/29/00) 1 SC810, APP 2, FIGURE 70
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Figure 63. Sample Letter from OWCP Requesting Transfer of Health Benefits

REQUEST FOR TRANSFER OF FEHB ENROLLMENT TO OWCP

U.S. Department of Labor Employment Standard Administration
Office of Worker's Compensation Programs
Division of Federal Employees Compensation
Washington, DC 20210

REQUEST FOR TRANSFER OF FEHB ENROLLMENT TO OWCP

Employing office name and address:  Date of request:
File number:
Employee's name:
Social Security Number:
Effective date of transfer:

The above-named employee is receiving compensation under the Federal Employee's
Compensation Act and we are withholding premiums for the employee's Federal
Employees Health Benefits (FEHB) Program enrollment from the employee's
compensation.

Please forward the employee's health benefits enrollment documents to this Office as
specified in the Federal Employees Health Benefits Handbook (formerly the
Supplement 890-1 of the Federal Employees Personnel Manual). The documents
include the copies of every SF 2809 and SF 2810 in the employee's Official Personnel
Folder beginning with the date of his or her initial enrollment in the FEHB Program,
together with any related documentation (such as medical documentation for a disabled
child over age 22). As of the effective date shown above, OWCP is the employing
office for this employee.

If you have sent the employee's OPF to the Federal Records Center, it is your
responsibility to recall it so that you can comply with this request.

If you have any questions concerning this request, you may contact:

Name of contact:
Telephone number:
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Figure 63. Sample Letter from OWCP Requesting Transfer of Health Benefits, Continued

To be completed by employing office

Employing office: Attached documents to this form and return to OWCP. File a
copy of the form in the employee's OPF to show the disposition of the FEHB

documents.

Name of employing office contact: Telephone number: Date documents sent OWCP:
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Fiqure 64. Sample Letter Forwarding Health Benefits to OWCP

TRANSFER OF FEHB ENROLILMENT TO OWCP

OWCP District Office name and address:  Date of request:
OWCEP file number:
Employee's name:
Social Security Number:
Effective date of transfer:

The above-named employee is receiving compensation under the Federal Employee's
Compensation Act and OWCP is withholding premiums for the employee's Federal
Employees Health Benefits (FEHB) Program enrollment from the employee's
compensation.

Attached are the employee's health benefits enrollment documents, which this Agency
is forwarding to OWCP as specified in the Federal Employees Health Benefits
Handbook. The documents include the copies of every SF2809 and SF 2810 in the
employee's Official Personnel Folder beginning with the date of Initial enrollment in
the FEHB Program, together with any related documentation (such as medical
documentation for a disabled child over age 22). As of the effective date shown
above, OWCP is the employing office for this employee.

The reason for this action is:

{ } This employee is separating (or has separated on)

(date)

{ } This employee will complete 365 days in nonpay status on
(date)
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Fiqure 64. Sample Letter Forwarding Health Benefits to OWCP, Continued

If you have any questions concerning this transfer, vou may contact:

Name of contact:
Telephone number:

Sincerely,

MELVIN A. BROWN
Injury Compensation
Administrator
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GLOSSARY

DEFINITIONS

These terms and their definitions are for the purposes of this Volume.

attendant allowance. Additional money provided to an employee who has been so severely
injured that he or she is unable to care for his or her own physical needs such as feeding, bathing,
or dressing. This is payable in addition to compensation for wage loss.

chargeback. The system of Department of Labor (DOL) billing the Department of Defense for
payments related to the Office of Workers” Compensation Program (OWCP)-approved claims
and then the Department o Defense charging those costs to the employing agency, or as
otherwise established by DoD chargeback policy.

Civilian Personnel Office/Human Resources Office (CPO/HRO). The local operating personnel
office.

claimant. An individual whose claim for entitlement to benefits under the Federal Employees’
Compensation Act (FECA) has been filed according to the provisions of FECA.

claims examiner. An employee of the OWCP possessing special training and experience in
claims adjudication.

compensation. Benefits paid or payable under FECA, including money paid because of loss of
wages, medical expenses, rehabilitation expenses, loss of use of major body functions, as well as
death benefits to survivor(s).

continuation of pay (COP). Continuation of regular pay to a traumatically injured employee
with no charge to sick or annual leave for the first 45 calendar days of disability. COP is subject
to taxes and all other usual payroll deductions.

controversion. The formal administrative procedure through which DoD management presents
evidence to OWCP to challenge an employee’s claim for benefits. Management may controvert
claims for COP that are clearly in conflict with the provisions of the regulations, or if there is
serious doubt as to the validity of the claim. Controversions must be thoroughly documented
and submitted at the earliest date the facts are available.

Defense Injury/Unemployment Compensation System (DIUCS). The automated injury
compensation database used by DoD injury compensation professionals to manage claims and
validate costs.

Defense Portal Analysis Center (DefPAC). A secure information base for ICPA’s. Provides a
virtual library of references and links for Injury Compensation program management such as:
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Regulations and procedure manuals, ECAB decisions, OWCP forms, Systems links, Statistical
reports specific to the agency, and Tutorials.

dependent. Include a wife or husband; an unmarried child under 18 years of age or, if over 18,
incapable of self support because of a physical or mental disability; or a student under 23 years
of age who has not completed 4 years of education beyond the high school level; a parent,
dependent on and supported by the employee.

DoD Injury Compensation Liaisons. A member of the Civilian Personnel Management Service
(CPMS) who is co-located with OWCP district offices. Liaisons provide technical assistance in
the FECA program to all serviced activities.

Electronic Data Interchange (EDI). The technical solution that allows Defense activities to
complete CA-1 and CA-2 forms online and submit them via the internet to the ICPA.

employee. An individual who fits within one of the following listed groups: (1) A civil officer
or employee in any branch of the Government of the United States; (2) An individual rendering
personal service to the United States similar to the service of a civil officer or employee of the
United States, without pay or for nominal pay, when a statute authorizes the acceptance or use of
the service, or authorizes payment of travel or other expenses of the individual; (3) An individual
other than an independent contractor or an individual employed by an independent contractor,
employed on the Menominee Indian Reservation in Wisconsin in operations conducted under a
statute relating to tribal timber and logging operations on that reservation; (4) An individual
appointed to a position on the office staff of a former President; or (5) An individual selected and
serving as a Federal petit or grand juror.

Employees’ Compensation Appeals Board (ECAB). An entity separate from the OWCP that
gives government employees the same administrative due process of law and the right of
appellate review which most non-government workers enjoy under workers’ compensation laws
of the various states.

Federal Employees’ Compensation Act (FECA). Outlines the statutory regulations for the
workers’ compensation program which is identified in 5 USC 8101 et seq as amended in 1974.

fraud. An intentional deceptive act, or series of acts, committed by an individual with the
specific intent to cause the DoD or OWCP to grant benefits under FECA which would normally
not be granted.

Injury Compensation Program Administrator (ICPA). The individual designated by the Civilian
Personnel Officer who oversees and is responsible for the Injury Compensation Program.

leave buy-back. A procedure whereby an employee may have leave restored to his or her
account if it was initially used due to a job-related injury.

light duty. The temporary or permanent assignment to productive duty of an employee who is
partially disabled from a job-related injury or illness and is unable to perform his or her regular
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duties. The employee’s return to work must be recommended by appropriate medical authority
and the assigned tasks must be fully consistent with the physical limitations specified by such
medical authority.

loss of wage earning capacity (LWEC). Compensation benefits paid at a reduced rate, based on
an employee’s ability to earn normal wages due to partial disability which is job-related.

occupational disease or illness. An illness or disease produced by: systemic infections,
conditions or repeated stress or strain, exposure to toxins, poisons, fumes, or other continued and
repeated exposure to the work environment over a period greater than a single day or work shift.
Persons suffering from occupational diseases are limited to injury compensation payments
provided by FECA or to sick or annual leave.

Office of Workers” Compensation Programs (OWCP). The Office of the Department of Labor
that has overall responsibility for administration of FECA.

partial disability. Cases where an employee’s injury or illness precludes return to regular duty,
but is not totally disabling for all work.

periodic roll. A system used by OWCP whereby the U.S. Treasury pays prolonged disability
cases and death cases each 28 days, automatically until advised otherwise by OWCP.

physician’s assistant. A para-professional with special training in primary health care services,
who works under the supervision of a physician. For purposes of FECA, an opinion rendered by
a physician’s assistant is not acceptable medical evidence, unless countersigned by the
physician.

Pipeline Reemployment Program. Provides temporary funding and over hire authority of
positions established for employees and former employees in receipt of workers’ compensation
benefits. Requests for pipeline benefits are approved by the DoD.

reasonable accommodation. Reasonable accommodation may include, but shall not be limited
to: (1) making facilities readily accessible to and usable by handicapped persons; and, (2) job
restructuring, part-time or modified work schedules, acquisition or modification of equipment or
devices, appropriate adjustment or modification of examinations, the provision of readers and
interpreters; and, other similar actions such as flexiplace employment.

recurrence. After returning to work, an injured employee is again disabled and stops work as a
result of the original injury or occupational disease. A work stoppage is not a recurrence of
disability if it is caused by a condition that results from a new incident of injury even to the same
portion of the body previously injured, or from a new exposure to the cause(s) of a previously
suffered occupational disease.

rehabilitation. Services and/or training provided to an injured employee who suffers from a
vocational handicap due to a work-related injury or illness and who cannot resume usual
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employment. The goal is to successfully place the person in a job that they can perform within
their limitations.

schedule awards. Compensation provided for specified periods of time for the permanent loss or
loss of use of each of certain members, organs, or functions of the body. Compensation for
proportionate periods of time is payable for partial loss of use of each member or organ. The
compensation for schedule awards will equal 66 2/3 percent of the employee’s pay or 75 percent
when there is a dependent. Schedule awards are payable even if a person is federally employed
or receiving Federal retirement benefits for the period of the award.

termination of COP. Termination of COP can be accomplished for any of the nine reasons listed
on Form CA-1 or if medical documentation of disability has not been received within 10 work
days after the claim has been made for COP.

third-party cases. Cases in which persons or agencies other than the Federal government may be
liable for the injury, illness or death of an employee.

total disability. When an employee is unable to work in any capacity, as a result of a job-related
injury or illness.

traumatic injury. A wound or other condition of the body caused by external force, including
stress or strain. It must be identifiable as to time and place of occurrence and member or
function of the body affected. It must be caused by a specific event or incident, or series of
events or incidents within a single day or work shift. For example, a strained back caused by
lifting a heavy box would be a traumatic injury. Only traumatic injuries entitle employees to
COP. Traumatic injuries include damage to or destruction of prosthetic devices or appliances.
Eyeglasses and hearing aids are excepted, unless damaged or destroyed as a direct result of a
job-related personal injury requiring medical attention.

waiting period. The first 3 days of total disability, during which time compensation is not
payable. This occurs at the expiration of the COP period (or sick or annual leave). Nonwork
days can be counted towards the 3 waiting days. Example: The 45" day of COP ends on Friday.
Waiting days are Saturday, Sunday and Monday. The employee must be in a nonpay status. The
waiting days requirement does not apply if the disability exceeds 14 days or permanent disability
results. Waiting days also apply in occupational disease cases.
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