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Traumatic Injury - Definition
-

e \Wound or other condition of the body caused
by external force, including stress or strain.

e Caused by a specific event or series of
events or incidents within a single work day
or work shift.




CA-1
e

DO NOT HOLD!
e Filed electronically by supervisor.

e Must be submitted to employing agency
within 30 days of date of injury to be eligible
for COP — however can be submitted up to
three years after the injury.

e Must be transmitted to OWCP within 10 work
days from the date the agency received It.



Federal Employee's Notice of U.S. Department of Labor
Traumatic Injur and Claim for Employment Standards Administration

Continuation o Pay/Co mpensation 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.

Employee Data |

1. Name of employee (Last, First, Midde) | 2. Social Security Number

[ male [ Female date of injury L ovel Step
7. Employee's home mailing address (Include city, state, and ZIF code) 8. Dependents
[ wife, Husband

[ children under 18 years
[J other

Cl \~ 1 3. Dateofbith Mo. Day Yr 4. Sex 5. Home telephone | 8. Grade as of

Description of Injury

9. Place where injury occurred {e.g. 2nd fioor, Main Post Office Bldg., 12th & Pine)

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

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

a. Occupation code

14. Nature of injury {Identify both the injury and the part of body, e.g., fracture of left leg) b. Type code | ¢. Source code

OWGCP Use - NOI Code

Employee Signature

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

[ a. Continuation of regular pay (COP) not 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 deemned an overpayment within the meaning of 5 USC 5584

[ b. Sick and/or Annual Leave

| hereby 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.

Signature of employee or person acting on hisfher 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 entifled 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

18. Statement of withess {Describe what you saw, heard, or know about this injury)

Name of witness Signature of withess Date signed

Address City State ZIP Code

Form CA-1
Rev. Apr. 1999



Official Supervisor's Report: Please complete information requested below:
SuEervisor's ReEort |

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 code)

19. Employee's retirement coverage
- OcsRs OFERS O Other, (identify)
20. Regular 21. Regular
work Oam Oam work
hours  From Opm. T0 Opm schedue O Sun. OmMon. DOTues. Owed. O Thurs. OFri. O Sat
22. Date Mo. Day Yr 23. Date Mo. Day YT 24 . Date Mo. Day YT
of notice stopped Oam.
Injury received work Time: Opm.
25. Date Mo. Day Yr 28. Date Mo. Day Yr 27. Date Mo. Day YT
pay 45 day returned Oam
stopped period began to work Time Opm
28. Was employee injured in performance of duty? [ Yes [ No (If "No," explain)

~

9. Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or another? [ Yes (If "Yes," explain) O No

30. Was injury caused 31. Name and address of third party {Include city, state, and ZIP code)
by third party?
Oves O No
(If"No."
go to
item 32.)
32. Name and address of physician first providing medical care (Include city, state, ZIP code) 33. First date Mo. Day YT
medical care
received
34. Do medical
reports show OYes ONo
employee is

disabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee andior witnesses? [0 Yes [ No (If"No," explain)

w

8. If the employing agency controverts continuation of pay, state the reason in detail 37. Pay rate
when employee
séopped work

Per

Signature of Supervisor and Filing Instructions

38.A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect of this claim
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 formis true to the best of my
knowledge with the following exception:

Name of supervisor (Type or print)

Signature of supervisor Date
Supervisor's Tille Office phone
39. Filing instructions O Mo lost time and no medical expense: Place this form in employee's medical folder (SF-86-D)

O 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
O Eirst Aid Injury

Form CA-1,
Rev. Apr. 1999



Occupational Disease

e Condition attributable to exposure to work
factors over a period longer than one work
day or shift.

e Continuation Of Pay (COP) is not provided.
e

e CA-16 IS not Issued.




CA-2,

Notice of Occupational Disease and Claim for Compensation

DO NOT HOLD!

e Must be submitted to employing agency
within 3 years of the date when the employee
pecomes aware, or reasonably should have
peen aware, of a possible relationship
netween the medical condition and the
employment, or the date of last exposure.

e Must be transmitted to OWCP within 10 work
days from the date the agency received It.



CA-2

Notice of Occupational Disease U.S. Department of Labor
and Claim for Compensation Employment Standards Administration é))

Office of Workers" Compensation Programs

Employee: Please complete all boxes 1 - 18 below. Do not complete shaded areas.

Employing Agency (Supervisor or Comp pecialist): Comp haded boxes a. b. and c.

“Name of employee (Last,

3. Date of bith ~ »0 pay I 4. Sex 5. Home telephone 6. Grade as of dale
L1 ( ) of last exposure  Level Step
7. Employee’s home mailing address (Include city, state, and ZIP code) 6. Dependents

O Wife, Husband
I Children under 18 years
[ other

0 Tocafion (address) where you worked when disease or iliness occurred (Include city, State, and ZIP code) T Date you first became
aware of disease
or illness
MO. Day Yr.
I I I
12. Date you first realized 13. Explain the relationship to your employment, and why you came to this realization
the disease or illness M. pay YO

was caused or aggravated
by your employment MR, N (— |

14. Nature of disease or iliness

15. If this notice and claim was not filed with the employing agency within 30 days after date shown above in item #12, explain the reason for the
delay.

16. If the statement requested in item 1 of the attached instructions is not submitted with this form, explain reason for delay.

17. If the medical reports requested in item 2 of attached instructions are not submitted with this form, explain reason for delay.

18. | certify, under penalty of law, that the disease or illness described above was the result of my employment with 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 other benefits provided by the Federal Employees’ Compensation Act.

| hereby authorize any physician or hospital (or any other person, institution, corporation, or government agency) to fumish 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.

Date

Signature of employee or person acting on his/her behalf
Have your supervisor complete the receipt attached to this form and return it lo you for your records.
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.
Form CA-2
For sale by the Superintendent of Documents, U.S. Government Printing Office Washington, DC 20402 Rev. Jan. 1997




20. Employee’s duty station (Street address and ZIP Code) ZIP Code

3 2 Jar
21 mﬂar Dam Tlam 2 Rv;ogx(
hours From: : [ pm.  To. : [ pm. schedule [JSun. d  Mon. O Tues. [ Wed. ] Thurs. ] Fri. [J Sat.
23. Name and address of physician first providing medical care (include city, state, ZIP code) 24 m} Day T
care received L 1 J
25. Do medical reports
show employee is [ Yes [O No
disabled for work?
6. Date employee  Wo. D 27. Date and
first r_epo‘l)"(e‘c’ie B hour employee Ma: Dy Y 3 Oam
condition to B b el stopped work L L 1 1 Time: [ pm.
supervisor
28 Date and 29. Date employee was last Vo.
hour employee's o Doy Mo . Oam. exposed ptloyeondiﬁons Day Yo
pay stop) b1 1 | Time O pm. alleged to have caused | R S|
disease or illness
Ve ® % O
to wok | || Time . dpm
1 employee has return and work assignment has changed, describe new duties
. Employee’s Retirement Coverage [J CSRS [JFERS [ Other, (Specify)

33 Was injury caused | 34. Name and address of third party (include city, state, and ZIP code)
by third party?

[ Yes [ No

35. A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect to this Claim
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 Tile Office_phone

Form CA-2
Rev. Jan. 1997



CA-2
e

e Checklist
- CA-35a — Occupational Disease in General
- CA-35b — Hearing Loss
- CA-35c — Asbestos-Related lliness
—- CA-35d — Coronary / Vascular Condition
- CA-35e — Skin Disease
— CA-35f — Pulmonary lliness (Not Asbestosis)
- CA-35g — Psychiatric lliness
-~ CA-35h — Carpal Tunnel Syndrome



&

Medical - Treatment
o

e Emergency

- When an employee sustains a work-related
traumatic injury that requires medical
examination, medical treatment or both, the
employer shall authorize such examination and/or
treatment by issuing a Form CA-16.

e Choice of Physician

- The employee has the right to choose their own
physician.



Medical — CA-16
G

e Controlled form, must call agency ICPA or
Regional Liaison for form.

e Issue within 4 hours of the claimed injury.

e NOT Issued for Occupational Disease claims
(CA-2)



Authorization for Examination

U.S. Department of Labor
And/Or Treatment ok oros Reiniasll
The ANG feuedt for ink 0N 18 reGuree Lnoer (5 LSC 8101 6L $60.) Betmies andicr macical servios

OME No_ 12150108
mnymuneuuynupa»wmmwmw-mnmu Expires. 103140
e nandied ond $100ed In compliance win the Freedom of nformation
Aumwmqmmmwm&.m.»m
FOrsons are not roguited 1o respond 10 ™is of

uriess it ys a ly vakd ONE convol

PART A - AUTHORIZATION
1. Nomo ona Adcress of 1he Modical Faclity or Physicion &uthorized 10 Frovide the Modical Servioe:

FEmgoyen's Nama (8e, e, mGdie)

T Toie of Ingery (mo. Gay, 1) 1 Ocowpenon
T DRsTien ol Mjury or Diseass:
Core L] w n "
€ondiion s1ened in dem A, 8¢ 10 the Condition Indicaled &ither 101 2, in iom B.

A Your sgnature inlem 35 of Pant B cortites your agreament it ol foes or sarvices thol not eeceed the maxmum plowadie foe
established by OWCS and ™at payment by CWEP will be acceptod a5 payment in tut for sad sarvices,
& [, Furass office sndior hospasl 45 mescally y o the etecss of this inury. Any surgary othar then smamency
Mkt Fave pricy OWCP apgroval.

QzMnm-m:mmmumuyummnnmduy.au
Otherwise 1edle 10 e y You we
s, ord advice the

g
o mmmnmm Is 30 to the alleged owyonnmy
Pendirg furiher a0VICD YOU May FOVIoE

Y ¥ you believe
nmmnnmmwnwm
¥ Cisease or 3 8. Sgnanae of Anonzeg ONKIe:
Authorzaton wae Obtaned rom: (Type Name and Title of
OWer on
8. Name and Titie of Authonizing Oical: (Type or print Giearly)
T TocaTEmpioying Agency Yewseone Rumoer: |11 Daie (mo. day, yean
2. 5end ome copy of your report: (FIB In Tewainder of a00°ess) L‘m
U.5. DEPARTMENT OF LABOR FRpae S,
Oficn of Prog:
Burks of Offics
Local Adcress (nciuding 21 Code)
Public Burden Statement
Wo estimate il it wil Mhe 80 average of £ miruis 0 this

of chaging time for reviewing insructions,
SAMACNNG EXATNG CALE SCUCES, QETHENNG 0nd MAIMainrg the dala needed, and of L
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Form CAAE
Rav. Jan, 19657




Conditions of Coverage
c--

e Time
e Civilian Employee
e Fact of Injury

e Performance of Duty

e Causal Relationship



Conditions of Coverage
Statutory Exclusions

e Willful Misconduct — deliberate and
Intentional disobedience of rules / orders.
Not carelessness.

e Drug or Alcohol intoxication — proximately
caused the injury.

e Intent to injure self or others — intent must be
established.



Time
«

e Employee has three years from:

— Date of Injury
- Date of First Awareness
- Date of Last Exposure



Civilian Employee
o000 |

e FECA covers all civilian employees except
for non-appropriated fund employees.

e Temporary employees covered on the same
basis as permanent employees.

e Contract employees, volunteers, and loaned
employees are covered under some
circumstances.



Fact of Injury

e Factual — Actual occurrence of an accident,
Incident, or exposure in time, place, and
manner alleged.

e Medical — A medical condition diagnosed In
connection with that accident, incident or
exposure.



Performance of Duty

e Injury occurred while performing assigned
civilian technician duties or engaging in an
activity reasonably associated with the

employment.

e Injury occurred on work premises.
- Use of facilities for personal comfort.
- Includes parking facilities owned by employer.

- Coverage extended for a reasonable time before
or after work hours.



Performance of Duty

e Injury occurred off premises while engaging
In work activities.

- Employees are not covered en route between
work and home unless the agency furnishes
transportation, the employee is required to travel
during a curfew or emergency or the employee is
required to use their personal vehicle during the

work day.



Performance of Duty (continued)
o000 |

e Other factors
- Recreation
- Horseplay
— Assault
- Harassment or Teasing
— Idiopathic Falls
- Emergencies
— Union Representation



Causal Relationship

e Link between work-related exposure/injury
and any medical condition found.

e Based entirely on medical evidence provided
by physicians who have examined and
treated the employee.

e Opinions of employee, supervisor, or
withesses not considered — nor Is general
medical information contained in published
articles.



Causal Relationship (continued)
o000 |

e Direct Causation — injury or factors of employment
result in condition claimed through natural and
unbroken sequence.

e Aggravation — preexisting condition worsened, either
temporarily or permanently, by a work-related injury.

e Acceleration — a work-related injury or disease may
hasten the development of an underlying condition.

e Precipitation — a latent condition that would not have
manifested itself on this occasion but for the
employment.



Recurrence
«

e A spontaneous return of symptoms or increase of disability due

to a previous injury or occupational disease without intervening
cause, or a return or increase of disability due to a
consequential injury.

A recurrence of a medical condition is defined as a documented
need for further medical treatment for the accepted condition or
Injury when there is no accompanying work stoppage.

Wage loss resulting from the withdraw of light duty
accommodation.

No event other than the previous injury accounts for the
disability.



Notice of Recurrence U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs

Employee: Gomplete Part A below. OMB No_1215-0167

Employing Agency (Supervisor or Compensation Specialist): Complete Part B. Expires: 05-31-05

Note: Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number.

1. Name of employee (Last, First, Middle) 2. Social Security Number 3. OWCP file number for
r 1T 1] I 3 oiginal injury
4. Dateofbith  Mo. Day Yr. |5 Sex 6. Home telephone
[ || Omae [Oremate | | ‘
7. Home mailing address (include city, state, and ZIP code) 8. Dependents
|| | Wife, Husband
Children under 18 years
“ | ‘ ‘ Other
Address of Ei 10. Name and Address of Employing Agency at time of recurrence,
al time of oniginal injury (ni {'ﬁ%‘? p&d dy state, ZIP code) i i b

if other than shownin 9. If are no er employed with the

D e _Eedﬂﬂﬁmmm.mtgapmcgég. 2 ‘

| | ‘ £ i |

A .f' s il I |
11 Dale and Hour 12, Date and Hour 13. Date and Hour stopped | 14. Date and Hour pay stopped| 15. Date and Hour

Ina of recurrence work after recurrence after recurrence returned 1o work

;w (mo., day, year) ‘(rm day, year) (mo., day, year) (rm  day, yoar)

[ [ [ ] —_— 1

3] [ i ’ \ ; r

17. Date of first medical treatment | 18. Name and address of treating physician
fol recurrence I T 1

[J Medical Treatment Only

] Time Loss From Work (m).,—y,year); } 1L - |
19. After returning to work following the original injury. were you in any way limited in performing your usual ves [Ono
duties? (I 0. explain. Also s e He e e ot ] PRI

20. Describe your condition since you returned to work, including the nature and frequency of all medical treatment received.

21. Describe how and when the recurrence happened. Explain why you believe your current condition is related to the original injury.

22 Describe all injuries and illnesses which you suffered between the date you returned to work after the original injury, and the date of
recurrence. Arrange for the submission of all relevant medical records.

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 Federal Employees' Compensation Act (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.

| hereby claim medical treatment if needed, and up to 45 days Continuation of Pay if disabled for work.

| hereby 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.

| certify, under penalty of law, that the information provided on this form is true and correct to the best of my knowledge.
23. Signature of employee 24 Date (mo., day, year)

Form CA-2a
Rev. Sept. 1996



CA-2a

Part B - Federal Employing Agency

25. Name and address of reporting office (include city, state, and ZIP Code)

OWCP Agency Code

ZIP Code OSHA Site Code

28. Employee's duty station (street address and ZIP Code)

27. Date of first return to FULL- TIME REGULAR
duty following original injury

7IP Code Mo. Day Yr.

28. Regular 29. Regular

e ] [ |2 oguter B Sun. [ Tues L] thurs.

hours 1 [Jpm To [Jpm| days [ mon. [] wed ] Fri. [ sat
30.Date  Mo. Day Yr. 31. Date Mo. Day Yr. 32. Date Mo. Day Yr.

of of stopped ] am.

injury recurrence work after Time pm.

recurrence

33.Datet 4 34 Dates COP Mo. Day Yr. 35.%&{]?“%

pay stoppe aid for

AfibE Mo. Day Yr. Pecurrence From tcf)twork Mo. Day Yr. [Jam

recurrence after : 4

To recurrence Time oprm

36

. Did the employee receive medical care at an agency facilityEI
due to the recurrence? ) Yes
If so, please attach all relevant medical records. |:| No

37. At the time of the recurrence did your
agency authorize medical treatméent DYES
on Form CA-16? D No

38. After the original injury, did you make any accommodations or adjustments in the employee's regular duties due to injury-related limitation?

[Jyes[INo  if so, provide full details.

39. After return to work, did the employee sustain any other injury or illness which affected performance of his or her duties? If so,

provide full details.

40. Please review the statements made by the employee in Part A of this form and provide any relevant comments and additional information.

A supervisor or comFansation specialist who knowinqu certifies to any false statement, misrepresentation, concealment

of fact, etc., in respect to this claim may also be subject’

0 appropriate felony criminal prosecution.

41. Signature of Supervisor or Compensation
Specialist (at time of recurrence)

42_Title

44. Date
(mo., day, year)

43. Work phone




Continuation of Pay
-

e Definition

e Eligibility

e Calculation

e Controversion



Continuation of Pay - Definition
-

e The continuation of the employee’s regular
pay for a period not to exceed 45 calendar
days of disability.

e COP is not considered compensation and
therefore Is subject to income taxes,
retirement and other usual payroll
deductions.



Continuation of Pay - Eligibility
-

e Must file for a traumatic injury, within 30 days
of the date of injury.

e Must begin losing time from work within 45
days of the injury.

e May resume using unused COP within 45
days after the first return to work.



Continuation of Pay - Calculation
-

e The pay rate for COP purposes is equal to
the employee’s regular weekly pay rate.
Excludes overtime pay, but includes other
applicable extra pay except to the extent
prohibited by law.

e Changes in pay which would have otherwise
occurred during the 45 day period are to be
reflected. (I.e., promotion, demotion, step
INncreases)



COP
Controversion

The disability was not caused by a traumatic injury;
The employee is not a citizen of the United States or Canada,;
No written claim was filed within 30 days from the date of injury;

The injury was not reported until after employment had been
terminated,;

e The injury was not sustained while in the performance of duty;

e The injury was caused by the employee’s willful misconduct,
intent to injure or kill him/herself or another person, or was
proximately caused by intoxication by alcohol or illegal drugs;
or

e Work did not stop until more than 45 days following the injury.



Roset
Claim for Compensation U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs

SECTION 1 EMPLOYEE PORTION
a. Name of Employee Last ) First Middle OMB No.  1215-0103
‘ 1 ‘ | [ ] Expires.  08/31/2005
b. Mailing Address (Inciudina City State, ZiP Code) c. OWCP File Number
[ T ‘ ‘
d. Date of Injury @ Social Security Number
— Month Day Year [
E-Mail Address (Optionai) | [ ] ‘
SECTION 2 Compensation is claimed for: f. Telephone No/FAX No.
m'q]@slvo DaloRange 2 I

Cves CINo  Goto Section 3
Yes D No  Goto Section 3, and Complete Form CA-7b

a.D Leave without pay ] ;
b. E] Leave buy back -

e Othorw elossads et - DYos DNO Go to Section 3
I s T |
mghl dlﬂersmnd etc. TYpei‘——-‘ If intermittent, complete Form CA-7a,
d [0 schedule Award (Go to Section 4) Time Analysis Sheet

SECTION 3 Havo you wotkod outside your todotal job dmng Iho penod(s) claimed in Section 27
etc)

d, seif-employed,

] ves Natm and Address of Business:
L_ |

0 Name  Address_ ity Stale  ZIP Code
Goto : - | |

ond Dates Worked: T ]TypodWorkT = |
SECTION 4 Bmlsnwﬁslm7dmblmmanywhaveﬂedhﬂlsqu7
D Yes Complete Sections 5 through 7 and a Form SF-1199A, "Direct Deposit Sign-up"”

E] No Has there been any change in dependents, or has your direct deposit information changed. or has there been a claim
filed 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?

D Yes - Complete Sections 5 through 7 or a new SF-1199A fo reflect change(s) DNo—CompieroSocﬁon?
SECTION 5  List your dependents (including spouse): Living with you?
Name Social Security #  Dateof Bith  Relationship  Yes No

- ‘[ - - - — D For dependents not
L. 2 = =] = . 8 - fiving with you, complofo

L items a and b befow.
a. Are you making support payments for a dependent shown above? [Oves [ONe  irves, sqmonnaynm\tsaromadolo
i ] | 3
Name Address City State  ZIP COde
b. Were support payments ordered by a court? Cves o If Yes, attach copy of court order.
SECTION 6  a. Was/Will there be a claim made against a 3rd party? Oyes [ONo
b. Have you ever applied for or received disability benefits from the Department of Veterans Affairs?
ves Claim Number | Full Address of VA Office Where Claim Filed [ | Nature of Disability and Monthly Payment
B | I I I

¢ Have you applied for or received payment under any Federal Retirement or Disability law?
D Yes Claim Number Date Annuity Began | Amount of Monthly Payment | Retirement System (CSRS, FERS, SSA, Other)

| [ N s ] | —| Cesrsrers CssalJotner

SECTION 7 | hereby nﬂko dalm fut compensation because of the |n|ury suslamed by me while in the performance of my duty for the
United States . | certify that the information provided above is true and accurate to the best of my knowledge and belief.

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 cvil or
administrative remedies as well as felony criminal prosecution and may, under appropriate ciminal provisions, be punished by a fine or
imprisonment, or both. In addition, a felony conviction will result in termination of all current and future FECA benefits.

Employee's Signature Date (Mo, day, year)

Form CA-7
Rev. Nov. 1999



CA-7

Employing Agency Portion
For first CA-7 claim sent, complete sections 8 through 15.
For subsequent claims, complete sections 12 through 15 only.

SECTION 8 Show Pay Rate as of Additional Pay Additional Pay Additinnal Pay
Date of Injury: Base Pay Type Type ____ Type______
Date: 5 per $ per 3 per 5 per
Grade: Step:

Date Employee Stopped Work: Type Type Type

Date: 3 per $ per $ per 5 per
Grade:. Step:

Additional pay types include, but are not limited to: Night Differential (ND), Sunday Premium (SP), Holiday Premium (HP), Subsistence
a. Does employee work a fixed 40-hour per week schedule?

SECTION 9

(SUBY), Quarter (QTR), etc. (List each separately) Yes |:| No |:|

1. If Yes, circle scheduled days: OsOmvMO tOwOw=OrO 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
S M| TIWITH] F S S(M|T|W[TH| F| S
WEEK 1 el WEBKH
From __5/14 to _5/20 & From o
WEEK . o Y WEEK 2
From __5/21 o _5/27 From to
b. Did employee work in position for 11 months prior to injury? |:| Yes D No

If No, would position have afforded employment for 11 months but for the injury? D Yes l:| No

SECTION 10 On date pay stopped, was employee enrolled in:
a. Health Benefits under —————— ¢. Optional Use Insurance? D No D Yes Clas

-
the FEHBP? [OIno [dves code {D-Z oniv)
o d. A Retirement System? D No |:|Yes Plan
b. Basic Life Insurance? D No E]Yes (Specify CSRS, FERS, Other}
SECTION 11 Continuation of Pay (COP) Received (Show inclusive dates): ] Yes — complete Time
Intermittent? Analysis Sheet, Form CA-7a
From To [ no
SECTION 12 Show pay status and inclusive dates for period(s) claimed: Intermittent?
Sick Leave From To. D Yes [:l No If intermittent, complete Form
CA-7a, Time Analysis
Annual Leave From To, D Yes |:| No Sheet.
Leave without Pay From To D Yes D No If leave buy back, also submit
Work From To, D Yes |:| No completed Form CA-7h.
SECTION 13 Did employee return to work? D Yes D No
If Yes, date

If returned, did employee return to the pre-date-of-injury job, with the same number of hours and the same duties?
[dyes [INo If No, explain:

SECTION 14 Remarks:

SECTION 15 An employing agency official who knowingly certifies to any false statement, misrepresentation, or concealment of fact,
with respect to this claim may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on this form is true to the best of my knowledge, with any
exceptions noted in Section 14, Remarks, above.

Signature Titl Dat J /
{Agency Official) e ale

Name of Agency

If OWCP needs specific pav information. the person who should be contacted is:
Name, Title
Telephone No. Fax No. E-Mail Address




Time Analysis Form U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs

Employee Statement - Please carefully read instructions on reverse before filling out this form.

1. Name of Employee: (Last, First, Middle) 2. SSN 3. OWCP File Number
4. Period Covered by This Form: 5. Total Hours Claimed
From: / / To: / / for LWOP:
for Leave BuyBack:

6. In "Type of Leave Used" column, use codes "S" Sick, "A" = Annual, "O" = Other. If compensation is claimed for
date, indicate "Yes" in "Compensation Claimed” column.

2 Type of
Cog\lggns:gon Number of Hours Leave Reason for Leave Use/Remarks
Datefs) "MeS* L WOP| Worked | Hol |Leave| Used (e.g., doctor visit, therapy, etc.)
Totals
Signature of Claimant Date Signed

7. Agency Statement/Certification: | certify the above is accurate, except as follows:

Signature of Agency Official Date Signed

Form CA7a
June 1996




Leave Buy Back %BB) Worksheet/ U.S. Department of Labor é
Certification and Election Employment Standards Administration
Office of Workers' Comp ion Prog

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 to Repurchase Leave

From: I / To: ! /

|. 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 line 1. 1;

! !
(effective date)

B. Additions to Base Pay:
If employee works a regular schedule, state the amount earned weekly. If irregular
schedule, state amount earned 1 year prior to date entered on line 1 - by 52.
« Night Differential 2.
« Sunday Premium 3.
* Subsistence/Quarters g
« Other (Specify) 5
C. Total Weekly Payrate (Add lines 1 through 5) 6.
D. Compensation Rate (Circle either 2/3 or 3/4) 7. 2/3 3/4
E. Total Hours Claimed on CA-7a 8.
F. Total Hours Worked per Week 9.

G. Formula (for FECA Entitlement)

s —— x x - = 10. %
(Weekly Payrate (Compensation Rate (Hours (Hours WKd/Wk
See Line 6) See Line 7) See Line 8) See Line 9)

Page 1 Form CA7b
June 1996




Return to Work
G

o CA-17
e Light Duty Offers

e Nurse Intervention

I/

Welcome!



Duty Status Report U.S. Department of Labor
Employment Standards Administration
Office of Workers’ Compensation Programs

This form is provided for the purpose of obtaining a duty status report for the employee named below. This request OMB No. 1215-0103

does not constitute authorization for payment of medical expense by the Department of Labor, nor does it invalidate any Expires: 08-31-02

previous authorization issued in this case. This request for information is authorized by law (5 USC 8101 et seq.) and is [OWCP File Number

required to obtain or retain a benefit. Information collected will be handled and stored in compliance with the Freedom (If known)

of Information Act, the Privacy Act of 1974 and the OMB Cir. A-108. Persons are not required to respond to this
{lection of information unless it displays a currently valid OMB control number.

C A 1 7 SIDE A - Supervisor: Complete this side and refer to physician SIDE B - Phy Complete this side
= 1. Employee’s Name (Last, first, middle) 8. Does the History of Injury Given to You by the Employee
Correspond to that Shown in Item 57 [JYes [] No (If not, describe)
2. Date of Injury (Month, day, yr.) |3. Social Security No.
4. Occupation
9. Description of Clinical Findings
5. Describe How the Injury Occurred and State Parts of the Body Affected
10. Diagnosis Due to Injury 11. Other Disabling Conditions
6. The Empioyes Works 1E smplgyes AA:V‘I%: to Resume Work =
Hours Per Day Days Per Week es, Date Advised __/_/__ 0 - -

7. Specify the Usual Work Requirements of the Employee. Check 13. Employee Able to Perfafm Regular Work Descnbed on Side A?
Whether Employee Performs These Tasks or is Exposed 0O vYes,Ifso [JFull-Time or [] Part-Time _____Hrs Per Day
Continuously or intermittently, and Give Number of Hours. [ No, If not, complete below:

Activity C Continuous Intermittent

a. Lifting/Carrying: #lbs. #lbs. #lbs. #lbs.

State Max Wt. Hrs Per Day Hrs Per Day

b. Sitting Hrs Per Day Hrs Per Day

c. Standing Hrs Per Day Hrs Per Day
d. Walking Hrs Per Day Hrs Per Day
e. Climbing Hrs Per Day Hrs Per Day
f. 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 Per Day

J. Simple Grasping Hrs Per Day Hrs Per Day

k. Fine Manipulation

(includes keyboarding) Hrs Per Day Hrs Per Day

I. Reaching above

Shoulder Hrs Per Day Hrs Per Day

m. Driving a Vehicle
(Specify) 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 degrees F

p. High Humidity Hrs Per Day Hrs Per Day

. Chemicals, Solvents,

q etc. (Identify) Hrs Per Day Hrs Per Day

r. Fumes/Dust (identify) Hrs Per Day Hrs Per Day

dBA dBA

s. Noise (Give dBA) Hrs Per Day Hrs Per Day

i 14. Are Interpersonal Relations Affected Because of a Neuropsychiatric
t. Other (Describe) Condition? (e.g. Ability to Give or Take Supervision, Meet Deadlines,
etc.) [Jyes [JNo (Describe)
15. Date of Examination 16. Date of Next Appointment
17. Specialty 18. Tax Identification Number
19. Physician’s Signature 20. Date
Form CA-17

Rev. Jan. 1997



Return to Work
Injured Workers’ Responsibilities

e To seek or accept suitable employment.
e To resume Federal employment if capable.

e To provide physician with information on any
available light duty.




Return to Work
Employer’s Responsibilities

e Authorize medical care.

e If alternative positions are available for
partially disabled employees, advise the
employee in writing of specific duties and
physical demands.

e \Where no alternative positions are available,
advise the employee of any accommodations
the agency can make.



Return to Work
Nurse Intervention

e Registered Nurses (RNs) under contract to
OWCP

- Meet with employees, physicians and agency
representatives to ensure that proper medical
care is being provided and to assist employees in
returning to work.

— Address questions and concerns about medical
care, treatment plans, return-to-work dates,
description of work limitations and explore
availabllity of light or limited duty work.



Return to Work
Nurse Intervention (continued)

e The RN may occasionally coordinate care with an
agency nurse. As a rule, however, agencies should
not assign their own nurses to work with employees
simultaneously with OWCP RNSs.

e Should an employee refuse to cooperate with an
OWCP nurse or refuse to make a good faith effort to
obtain reemployment, OWCP may reduce or
terminate compensation depending on the
circumstances of the refusal.



THE END
e

Questions?

o



