
DEATH BENEFITS
 

When an employee dies because of an injury incurred while in performance of duty, the 
supervisor should immediately notify the DHRC-I by telephone or facsimile message. 
The supervisor should also contact any survivors, provide them with claim forms, and 
assist them in preparing the claim as much as possible. The forms should be submitted 
even if a disability claim had previously been filed and benefits were paid. Continuation 
of benefits is not automatic, as it must be shown that the death resulted from the same 
condition for which the disability claim was accepted. 

The survivors of a deceased employee should use Form CA-5 or CA-5b to submit claims 
for death benefits. The survivor should complete the front of the appropriate form, while 
the attending physician should complete the medical report on the reverse and forward it 
to the DHRC-I for processing. The submission should include a copy of the death 
certificate which has been certified by the issuing authority. It should also include a 
certified marriage certificate if a spouse is making claim, and a copy of any divorce or 
annulment decree if the decedent or spouse was formerly married. The submission should 
include certified copies of birth certificates of any children for whom claim is made. 

The supervisor completes and submits form CA-6 to the DHRC-I to report the work-
related death of an employee. 



Claim for Compensation by Widow, 
Widower, and/or Children 

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

OMB No. 1215-0155 
Expires: 04-30-2001 

5. Social Security Number 

I I 
I I I I 

4. Date of Death 
(Mo., day, year) 

6. Name and address of employing agency (Include ZIP Code) 

Claim of Surviving Husband or Wife (Items 8 through 13) 

3. Date of Injury 
(Mo., day, year) 

1. Name of deceased employee (Last, first, middle) 

7. Nature of injury which caused death 

I 

Name Relationship Date of Birth Address (Include ZIP Code) 

2. Date of Birth 
(Mo., day, year) 

10. Date of Marriage to Employee 
(Mo., day, year) 

8. Name and address (Include ZIP Code) 

yes NO 

14a. List all of employee's children from prior marriages who may be entitled to compensation: 
Name Relationship Date of Birth Address (Include ZIP Code) 

9. Your Date of Birth 
(Mo., day, year) 

13. Was employee ever married to 
anyone other than yourself? 

11. Were you living with the 
employee at time of death? 

15. If a legal guardian has been appointed for any child named above, give name of child, name and address of the guardian. 

Child Guardian Guardian's Address (Include ZIP Code) 

12. Were you ever married to anyone 
other than the employee? 

14. List all of employee's children from this marriage who may be entitled to compensation (See attached information sheet for 
definition of children): 

yes NO 

16. List other relatives who were fully or partially dependent on employee: 
Name Relationship Date of Birth Address (Include ZIP Code) 

yes NO 

a. 
Claim Number for each claim: 

b. 

17. If application has been made for any other Federal Retirement or 
Disability Law because of employee's death, give: 

Retirement System CSRS FERS SSA Other 

Date each benefit began: 

18. If application has been made for Veterans Administration (VA) 
benefits because of employee's death, give: 
Service number: VA Claim number: 

Address of VA office where claim is filed: 

a. 
Amount of each benefit paid per month: $ 

19. If a claim has been made against a third party because of employee's 
death, give: 

Amount of recovery: $ 

1 Name and address of third party: 

I I 

Form CA-5 
Rev. Jan. 1997 

22. Name and address of party (other than VA) whose funds were used to pay burial 
expense and amount paid: 

20. Total burial expense 

$ I $ 

21. Amount of burial expense 
paid or payable by VA 

$ 

I hereby certify that each and every statement made above is true to the best of my knowledge. 
25. Date 

(Mo., day, year) 
23. Signature of person filing claim 24. Address (Include ZIP Code) 



Attending Physician's Report 

I 
7. What was the direct cause of death? 

1. Name of deceased employee (Last, first, middle) 

3. What history of injury or employment related disease was given to you? 

8. What were the contributory causes of death, if any? 

2. Date of death (Mo., day, year) 

4. If treated for disease, give diagnosis. 

9. In your opinion, was the death of the,employee due to the injury as reported in item 3 above? 
Give the medical reasons for your oplnlon, unless causal relatlonshlp IS obv~ous. =yes 0 NO 

10. Was a biopsy or an autopsy performed? n va, 
'"Y 

If yes, give name and address of physician 
and arrange for a copy of the report to be No 
submitted. 

13. Date signed (Mo., day, year) 11. Name and address (Please type - include ZIP Code) 12. Signature 



INSTRUCTIONS FOR COMPLETING FORM CA-5, CLAIM FOR COMPENSATION 
BY WIDOW, WIDOWER, AND/OR CHILDREN 

Who Should This claim form should be completed and filed by the widow or widower for self and 
File Claim surviving children. If there is no surviving widow or widower, the children's guardian 

completes the claim. 

When Should Claim must be filed within three years following date of death, unless the decedent's 
Claim Be Filed immediate superior 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 a disability claim will satisfy the time requirements for a death claim based on the 
same injury. 

What Documents The marriage certificate(s) for a widow or widower; death certificate for decedent if not 
Are Required previously submitted; birth certificate or adoption documents for each child. Also, if 

appropriate, Letter of Guardianship. If either the decedent or the surviving spouse was 
previously married, legal documents showing dissolution of such prior marriage(s). 
Copies of certificates or documents are acceptable only if they are certified by the 
person having official custody of such records. They should then be attached to the 
claim form when it is filed. 

How to All items should be completed. If an item is not applicable, indicate by showing "NA". 
Complete Claim Note that the form requests information about several different categories of persons, 

i.e., items 1-7 make inquiry about the decedent; 8-13 the surviving widow or widower; 
14-14a, surviving children; and 15, the children's guardian. The attending physician's 
report on the reverse of the claim must also be completed before the form is submitted 
to the OWCP. 

FuneraVBurial Submit original itemized funeral and burial bills. If paid, so indicate and give name and 
AI lowance 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. 

Form CA-5 
Rev. Jan. 1997 



DEATH BENEFITS FOR SURVIVING WIDOW. WIDOWER AND/OR CHILDREN 
UNDER THE FEDERAL EMPLOYEES' COMPENSATION ACT (FECA) 

Widow or a 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 life or 

until remarriage. Upon remarriage, a widow or widower will receive a lump sum equal to 
24 times his or her monthly compensation. If the remarriage occurs at age 60 or later, no 
lump sum is paid. Instead, payments continue for life. 

Children a 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 
self-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: marriage, 
completion of four years of education beyond high school level, or at age 23, whichever 
occurs first. 

Compensation For widows or widowers - 50% of the employee's monthly pay if there are no surviving 
Rates eligible children - 45% if there are eligible children. 

Children - 15% each, not to exceed a total of 30%, shared equally if there is a widow or 
widower; if there is no widow or widower, 4O0I0 for one child plus 15O/0 for each additional 
child, shared equally. Monthly payments for all beneficiaries cannot exceed 75% of the 
employee's monthly pay rate, or 75% of the top step of GS-15 of the General Schedule. 

Federal payments are made through Direct Deposit. Therefore, a completed Form SF-1 199A, 
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 81 16(d)(2) requires that Social Security benefits payable to beneficiaries, 
which are attributable to the deceased employee's Federal Service, are deducted 
from the beneficiary's compensation entitlement. 

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 return 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 reimbursement of the costs of termination of the decedent's status as an 
employee of the United States. 

Third Party a If the injury or death results from activity of 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. 

If additional information is needed, it may be obtained from the Office of Workers' Compensation Programs. 

Privacy Act Notice 

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) 
lnformation 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) lnformation 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 billing, and to 
consider issues relating to retention, rehire, or other relevant matters. (4) lnformation 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) lnformation may be disclosed to physicians and other health care providers for use in providing treatment or medical/vocational 
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (6) lnformation 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. 

Public Burden Statement 
Public reporting burden for this collection of information is estimated to average 90 minutes per response, including time for reviewing 
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of 
information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for 
reducing this burden, to the Office of Workers' Compensation Programs, U.S. Department of Labor, Room S-3229, 200 Constitution Avenue, 
N.W., Washington, D.C. 20210. 

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE. 
Note: Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. 

For sale by the Superintendent of Documents, U.S. Government Printing Office 
Washington, D.C. 20402 



Clam for Gompensation by Widow, U.S. Department of Labor 
Widower, andlor Children ~rnpcoynmnt standards Adrnhst~bm 

O%ca ofW0rbrsa CMnpstlJatlon Programs 

OMEN0 12150155 
Explrer OCJ(t2W4 

I Name of deceased emptoyee (Last first middle1 2 Date of B~rth 3 Dab of trury 4 Dafe of ~ e a m  5 S w a i  S ~ a t n l y  M b e r  
(Mo. dsy. year) (m, day. yew (Mo ,day, year) 

smth Law P ov0411940 a4i30izm a4130~m 723-55-5555 

6 Name and address of employ~np agency ilnduda ZIP Code) 7 Natwe of injury whrdl caused deam 
Defense L o g ~ s b  Agency Jl ICC Car Accrdent 
Ft Beivo~ VA 22060 

Chlm d Surrivlng hubuxl ot Wlh (Hem 8 Lhmuph 13) 
8 Name and addrew (lnckte ZIP Code) S Y o u  Dab of &rth 0 Date of Mam to Employ= 

Peggy Srntth 2345 James Cl (m, day. year) ( ~ . d w . y e r  

Name 
None 

Add- (Indude ZIP Code) 

Address of VA ofiica whew daim is fiied: 

Clam Number for eacO dalm: 

a. 
late earn beneht began: 

Amount of recim3ty: 5 

a. Namd and address of :h#@ p a w  
lmaunr of earn benem part psr month: $ 

b. I -- - 
Lu ctdi tbi:ai eXFerSB 2 1  Amount of bunal expense 22. Vawd ard addieu of pa* .other :ran i A ;  xrose i r d s  *ere ,sm !o Fay z~nat  

:ad i r  3aya0iB t y ' J A  rxperse a M  amount pad: 

5 -  '7!3G..X s -- -- 5 
.-oveq su temnt  mad6 aabon is yw 10 VNI bat of my knowledga. - - 23 S.gral..:e .cf :emon F . i q  c a m  24. Adoresp iiMl,de ZiP Code) Z5 la:e 

2345 James Ct, , % o  gay. ,earj 

: Pniladepnia PA '2345 ' 
-. - 

Form CA-5 
Rev ;an I997 



, . . t - .  
Alundlns Physkbn'. R.pw( 
I. Name of deceased employee (Last fvaf middle) 2. Date of de& (Mo.. day, year) 

Smith LanY P QiTJgi20aQ 
3. #at hiitoq of i*uy M emplcymeci related dwass was given to you7 4. If hated for disease, give diagnosis 

Employee involved in mow vehicle accident while TDY. 

5. If death was not bnrtantaneou, daxnbe me habnent yw provided. 6. Shun d a b  on which treatment 
w= piven. 

~/30/2004 

I 
7 ylAulwas@mdiradmgeofde&? 

Head Trauma 

9 .n your op#nlon, m Um dean of Em employes d w  b aa lnlw an repMMd a tbm 3 a b w s ?  
Save me m e d d  reasons br y w r  o p m m .  uWss uwal  reIabwh~p u o w .  my- ONO 

897 Main Street 

PA 12345 



Claim for Compensation by Parents, - 'J.S. Department of Labor 
Brothers, Sisters, Grandparents, or imployment Standards Administration 

Grandchildren mice of Workers' Compensation Programs 

OMB No. 1215-0155 
Expires: 04-30.98 

--h 

1. Name of deceased employee (Last. first, middle) 

8. Name and address of employing agency (Include ZIP Code) 

8. Name of dependent (Last, first, middle) 

I I 1 n Total l l  Partial 

3. Date of Injury 
(Mo., day, year) 

2. Date of Birth 
(Mo.. day, year) 

7. Nature of injury which caused death 

I I 

9. Dependent's address (Include ZIP Code) 

4. Date of Death 
(Mo., day, year) 

10. Dependent's birth date 
(Mo.. day, year) 

11. Dependent's Occupation 

15. Total amount employee 
contributed to dependent's 
support during 12 months 
immediately prior to death. 

Type of work performed: 

Period of employment: 

Monthly pay rate: 

Name and address of employer: 

5. Social Security Number 

13. Dependent's relationship 
to employee 

12. Dependent's Social 
Security Number 

$ 

Investments 

Pensions 

14. txtent of dependency on 
employee 

16. Did employee live with 
dependent during the 12 
months immediately prior 
to death? 

I Persons other than employee 

D y e s  NO 
If "Yes", Complete 17 & 18. 

Total I Other 

17. Total amount employee paid 
dependent in mone or service 
for room and boardYin addition 
to amount shown in 15. 

19. If dependent was employed during 12 month period prior to 
employee's death,glve: 

U U 

18. If no fixed amount was paid 
for room and board, what is 
the fair value of such room 
and board? 

20. Show dependent's income from all sources other than employment 
dur~ng 12 month period prior to employee's death: 

S Per - 

Description Date Acquired Value 

$ Per 

Information about dependent's husband or wife (Items 21 through 25) 

Claim number for each claim: 

21. Birth Date (Mo., day, year) 

26. If an application has been made for U.S. Civil Service Annuity or 
any other Federal Retirement or Disability Law because of 
employee's death, give: 

Retirement System: CSRS FERS SSA Other 

Date each benefit began: 

22. Occupation 23. Monthly pay rate 

$ 

27. If an application has been made for Veterans ~dministration (VA) 
benefits because of employee's death, give: 

Service number: VA Claim number: 
Address of VA office where claim is filed: 

25. List all property owned by dependent and husband or wife (omit clot 

24. Total income from all sources for 
12 months prior to employee's 
death. 

$ 

a. 
Amount of each benefit paid per month: $ 

b. 

ling, furniture, personal items). 

a. 
b. 

Amount of recovery: $ 

Name and address of third party: 

Rev. Jan. 1997 

31. Name and address of party (other than VA) whose funds were used to pay burial 
expense and amount paid: 

29. Total burial expense 

s I $ 

30. Amount of burial expense 
paid or payable by VA 

$ 
1 hereby certify that each and every statement made above IS true to the best of my knowledge. Any person wno know~ngly 
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 felony 
criminal prosecution and may, under appropriate criminal provisions. be punished by a fine or imprisonment, or both. 

34. uate 
(Mo., day, year) 

32. Signature of person filing claim 33. Address (Include ZIP Code) 



Attonding Physiol.nms Report 
1. Name of deceased employee (Last. first, middle) 

I 

7. What was the direct cause of death? 

2. Date of death (Mo., day, yeru) 

3. What h i m  of injury or employment related diesam was given to you? 

1 

8. What were the contributory causes of death, If any? 

4. If mated for diream. give diagnosis. 

5. If death was not instantaneous. describe Um treatment you provided. 

0. In your opinion was the death of the employee duo to h - i n j uy  as repomd In item 3 above? 
Give the medidl reasons for your opinion, unleu causal relationship Is obvious. yes ~o 

6. Show dates on which treatment 
was given. 

10. Was a biopsy or an autopsy performed? 
Arrange for *copy of- report to be submitted. Yes C] No 

11. Name and address (Please type - include ZIP Code) 

I certify that dl statements i n  response to the questions u k o d  above are tme, complete and correct to the best of my knowlodge. 
Further. I understand that any knowingly false or misleading statement or concealment of material fact may subject me to felony 
cr1min.l prosocutlon. 

12. Signature 13. Dam signed (Mo.. day. year) 



DEATH BENEFITS FOR PARENTS. BROTHERS. SISTERS, GRANDPARENTS 
AND GRANDCHILDREN UNDER THE FEMRAL EMPLOYEES' COMPENSATION ACT (FECA) 

Eligible 
Dependents 

Period Of 
Entitlement 

Commnsation 
Rates 

Payment 
Priorities 

FuneralAurial 
Allowance 

Third Party 
Action 

Benefits are payable on behalf of partially or totally dependent parents, brothers, sisters. 
grandparents and grandchildren. 

Parents and grandparents: Payments continue until death, remarriage or termination of 
dependency. 

Minor brothers, sisters and grandchildren: Payments continue until death, maniage or 
attainment of 18 years of age. Payments may continue beyond 18 if the child is mentally 
or physically incapable of self-support or is a 'full-time' student. Student benefits 
terminate on: maniage, completion of 4 years of education beyond high school level, or 
at age 23, whichever occurs first. 

For parent - 25% of the employee's monthly pay, if one is wholly dependent and the 
other is not dependent at all. If both are wholly dependent - 20% each. A proportionate 
amount is paid if either or both are partially dependent. 

Brothers, slsters, grandparents, and grandchildren - 20% if only om 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. 

Federal payments are made through Direct Deposit. Therefore a completed Form 
SF-1 199A. Direct Deposit Sign-up must be submitted with Form CA-5b. 

If the employee was covered under the Federal Employees's Retirement System (FERS), 5 
USC 81 1(d)(2) requires that Social Security benefits payable to beneficiaries, which are 
attributable to the deceased employee's Federal Service, are deducted from the 
beneficiary's compensation entitlement. 

Monthly payments for all beneficiaries cannot exceed 75% of the employee's monthly 
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 and burial expense up to a maximum of $800 may be paid. Amount paid by the 
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 to any funeral or burial expenses, a sum of $200 may be 
paid for reimbursement of the costs of termination of the decedent's status as an 
employee of the United States. 

If the employee's death was caused by a person or party other than the Federal 
Government, a "third party action" or lawsuit may be indicated. In such instances the 
Department of Labor will provide further instructions. 

Privacy Act Notice 
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) 
lnformation 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) lnformation 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 billing, and to 
consider issues relating to retention, rehire, or other relevant matters. (4) lnformation may also be given to other Federal agencies, other 
government entities, and to privatesector agencies and/or employers as part of rehabilitative and other return-to-work programs and services. 
(5) lnformation may be disclosed to physicians and other health care providers for use in providing treatment or medical/vocational 
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (6) lnformation 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. 

Public Burden Statement 
Public reporting burden for this collection of information is estimated to average 90 minutes per response, including time for reviewing 
instructions, searching existing data sources, gather~ng and maintaining the data needed, and completing and reviewing the collection of 
information. Send comments regard~ng this burden estimate or any other aspect of this collection of information, including suggestions for 
reduc~ng this burden, to the Office of Workers' Compensation Programs, U.S. Department of Labor, Room S-3229. 200 Constitution Avenue, 
N.W., Washington, D.C. 20210. 
Note: Persons are not required to respond to this collection of information unless it displays a currently valid OM0 control number. 
DO NOT SEND THE COMPLETED FORM TO THIS OFFICE. *US. ~~:1998-433-~44172703 

For sale by the Superintendent of Documents, U.S. GOVemment Printing Office 
-- Washington, DLC: -=2 



INSTRUCTIONS FOR COMPLETING FORM CA-5b, CLAIM FOR COMPENSATION 
BY PARENTS. BROTHERS, SISTERS, GRANDPARENTS OR GRANDCHILDREN 

Who Should This claim form should be completed and filed by the deceased employee's parents, 
File Claim grandparents or representative (custodian or guardian) of minor brothers, sisters or 

grandchildren. A separate form is required for each person claiming benefits. 

When Should Claim must be filed within three years following date of death, unless the decedent's 
Claim Be Filed immediate superior 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 a disability claim will satisfy the time requirements for a death claim based on the 
same injury. 

What Documents The birth certificate of the deceased employee; also a death certificate if not pre- 
Are Required viously submitted; birth certificates for minor brothers, sisters and grandchildren. If 

claim is made on behalf of a grandparent, birth certificate of decedent's mother or 
father, as appropriate. If claim is made on behalf of a grandchild, birth certificate of 
decedent's son or daughter as appropriate. Copies of certificates or documents are 
acceptable only if they are certified by the person having official custody 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 several 

categories of persons, i.e., 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 employee's 
death. The attending physician's report on the reverse of the form must also be 
completed before the form is submitted to the OWCP. 

FuneralBurial Submit original itemized 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 collection of information is estimated to average 90 minutes per response, including time for reviewing 
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of 
information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for 
reducing this burden, to the Office of Worker's Compensation Programs, U.S. Department of Labor, Room S-3229, ZOO Constitution Avenue, 
N.W., Washington, D.C. 20210. 

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE 

For sale by the Superintendent of Documents, U.S. Government Printing Office 
Washington, D.C. 20402 



Offlclal Superlor's Report of U.S. Department of Labor 
Employee's Death brploymerit Standerds AdmlnirVation 

Office of Workers' CompenMtion Programs 

4. Social Security No. 3. 0 Male 
0 Female 

1. Nun, of Deceased Employee (Last. first, middle) 2. Date of Birth (Mo., day, year) 

7. OSHA Site Code 5. Department or Agency 6. OWCP Agency Code 

8. Name and Address of Reporting OMce 9. Name and Office Phone Number of Employee's Official Superior 

12. Date and Hour Employee's Pay Stoppedp 
(Mo., day, year) a AM 

0 PM 

10. Date and Hour of Injury 
(Mo.. day. year) 

AM 
0 PM 

1 1. Date and Hour of Death 
(Mo., day, year) o AM 

0 PM 

13. Describe how iniuw occurred 14. Was employee in performance of duty when injury occurred? 

0 yes a No (if NO, explain): 

17. Immediate cause of death (Attach medical 
and automy rewrt if available) 

15. Location where iniurv occurred 16. Location where death occurred 

d. Other 

S per 

S per 

c. Ouarters 

S per 

S per 

b. Subsistence 

t per 

S per 

18. Employee's pay rate as of 

A. Date of injury 

6. Date pay stopped 

19. Did employee work in position held at time of injury 
for a full eleven months immediately prior to the injury? 

0 yes O NO 

a. Base pay 

S per 

S per 

20. If answer to 19 is no, would position have afforded employment 
for eleven months except for the injury? 

0 yes 0 NO 

21. Did employee receive leave pay for m y  pan of period from time pay stopped to 
date of death? (Give inclusive dates) 

From To 

23. Did employee receive continuation of pay (COP) during period prior to death? 

22. a. Occupation code 

a. Pay rate used for COP 

S per 

b. Type code 

b, Inclusive dates of COP 

From To 

c. Source code 

26. If employee received medical care prior 
to death, give name and address of 
attending physician 

24. If employee was enrolled in Health 
Benefit Plan for self and family, show 
HBS Code Number: 

OWCP use - NO1 code 

25. Show date through which HES deductions 
were last made (Mo., day, year) 

27. If injury was caused by a third party, give 
name and address of third party 

28. Give name and address of the attorney representing the 
survivors if  legal action is instituted against the third party 

29. Show amount of third 
party recovery, i f  any 

S 

30. 1 employee was a member of the Armed Services of the United States, show: 

Branch of Service: 
Serial No. (If known) 

31. Has claim for survivor's benefits been filed with the 
Office of Personnel Management? 

0 yes 0 NO 

32. Name and address of employee's spouse or next of kin (Show relationship. if other than spouse) 

35. Date (Mo., day, year) 

Form CA4 

33. Signature of Official Superior 34. Title 



Instructions for Completlng Form CA-6 

When a Federal employee dies as a result of lnjury 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 repr l  on Form CA-1, Federal Employee's 
Notice of Traumatic injury and Claim far Continuation of Pay/Cornpensation or Form CA-2, 
Federal Employee's Notice of Occupational Disease and Claim for Compensation. 

The form is to be completed by the deceased employee's offlcial 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 CASb 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. 

F a  additional Information about death benefits, see M CFR 1.1 and/or Chapter 810, lnjury 
Compensation. Federal Personnel Manual. 

Box 22a (Occupation Code), Box 22b (Type Code), 
Box 22c (Swrce Code), OSHA Slte Code 

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

For d e  by the Suprintandsnt of h%manta, U.S. Govenunent Priating Mi. W-, D.C. 20402 



ntrol of government vehicle when tire 

Eastern Drive 

A. ~ l t .o ) i yuy  If27t95 

a. Pay rate uud ici WP 

M derth, ghr. rums Wd address 01 
sasndtq phyricim 

j 32. Name and addrent dunp!~(oyee7 M mxloi kin (Show rebtionship. ti 0th- ~ h s n  spouss) 
Mary I. Goode j 100 Birch F'eid Drwe 
Texarkana, TX 755C6 . - . . .- ... - . 

I-& i-ttl. 

I 
; 35. Dam (Mo., day. year) 

I Chief. Sysrerrs Branch 
I 

2/7/95 
~- Form U.8 



PUBLIC LAW 109_234 SUPPLEMENTAL DEATH BENEFITS
 

Public Law 109-234, the Defense Supplemental Appropriations Act, was signed by the President 
on June 15, 2006. One provision of that law provides an additional death benefit to certain 
civilian employees of the Department of Defense that you should know about, so that you can 
properly counsel other DoD personnel on the level of benefits payable in case of job-related 
death. 

Section 413 of the Foreign Service Act of 1980, codified in Section 3973 of Title 22 of the U.S. 
code, provided for the payment of an amount equal to one year of the employee’s salary at the 
time of death to certain members of the Foreign Service who died outside the United States in 
the performance of duty. Public Law 109-234 extended this benefit to civilian employees of the 
Department of Defense who died in the performance of duty in Iraq and Afghanistan, whether on 
Temporary Duty or Temporary 
or Permanent Change of Station. The law was not retroactive, meaning that individuals who died 
before June 15, 2006 are not eligible for this benefit. The text of this legislation is noted on page 
2 of this document. 

Benefits under this provision are payable in addition to any benefits payable under the Federal 
Employees' Compensation Act (FECA). These benefits may also be paid at the same time as the 
$10,000 death gratuity that is payable under Section 651 of Public Law 104-208. However, this 
payment cannot be made until the Department of Labor, Office of Workers' Compensation 
Programs determines that a survivor is entitled to elect death benefits under FECA. Benefits are 
payable first to the widow or widower, then to a child or children on a share-and-share alike 
basis, then to dependent parents; if none of these classes of beneficiaries is alive, no benefits 
under this provision are payable. Payments will be made by DoD for this benefit, not the 
Department of Labor, probably in a manner similar to the way that a $10,000 death gratuity is 
currently paid; we will get you more details about the mechanism for payment as more detailed 
procedures are written and approved. The enabling legislation specifies [in Section 1603(c)] that 
the money received under Public Law 109-234 is non-taxable. The legislation also states that the 
authority for this payment expires at the end of Fiscal Year 2008, so payments under this 
law must be made prior to October 1, 2008. 

PUBLIC LAW 109–234—JUNE 15, 2006 120 STAT. 443 
SEC. 1603. (a) IN GENERAL.—During fiscal years 2006, 2007, and 2008, the head of an 
agency may, in the agency head’s discretion, provide to an individual employed by, or assigned 
or detailed to, such agency allowances, benefits, and gratuities comparable to those provided by 
the Secretary of State to members of the Foreign Service under section 413 and chapter 9 of title 
I of the Foreign Service Act of 1980 (22 U.S.C. 3973; 4081 et seq.), if such individual is on 
official duty in Iraq or Afghanistan. 

(b) CONSTRUCTION.—Nothing in this section shall be construed to impair or otherwise affect 
the authority of the head of an agency under any other provision of law. 

(c) APPLICABILITY OF CERTAIN AUTHORITIES.—Section 912(a) of the Internal Revenue 
Code of 1986 shall apply with respect to amounts received as allowances or otherwise under this 
section in the same manner as section 912 of the Internal Revenue Code of 1986 applies with 
respect to amounts received by members of the Foreign 
Service as allowances or otherwise under chapter 9 of title I of the Foreign Service Act of 1980. 
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Federal Employee's Notice of
Traumatic Injury and Claim for
Continuation of Pay/Compensation


U.S. Department of Labor
Employment Standards Administration
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, Middle) 2. Social Security Number


3. Date of birth Mo. Day Yr. 4. Sex
Male Female


5. Home telephone 6. Grade as of
date of injury Level Step


7. Employee's home mailing address (Include city, state, and ZIP code)


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


10. Date injury occurred
Mo. Day Yr.


Time
a.m.
p.m.


11. Date of this notice
Mo. Day Yr.


12. Employee's occupation


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


14. Nature of injury (Identify both the injury and the part of body, e.g., fracture of left leg)


a. Occupation code


b. Type code c. Source code


OWCP Use - NOI Code


Employee Signature
15. I 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. I hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:


b. 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, I 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 5 USC 5584.


a. Sick and/or Annual Leave


I 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 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 witness Signature of witness Date signed


Address City State ZIP Code


Form CA-1
Rev. Apr. 1999


8. Dependents
Wife, Husband
Children under 18 years
Other
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Official Supervisor's Report: Please complete information requested below:
Supervisor's Report
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)


20. Regular
work
hours From: To:


21. Regular
work
schedule Sun. Mon. Tues. Wed. Thurs. Fri. Sat.


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


22. Date Mo. Day Yr.
of
Injury


a.m.
p.m.


a.m.
p.m.


25. Date Mo. Day Yr.
pay
stopped


23. Date Mo. Day Yr.
notice
received


26. Date Mo. Day Yr.
45 day
period began


24. Date Mo. Day Yr.
stopped
work Time:


27. Date Mo. Day Yr.
returned
to work Time:


a.m.
p.m.


a.m.
p.m.


28. Was employee injured in performance of duty? Yes No (If "No," explain)


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


30. Was injury caused
by third party?


Yes No
(If "No,"
go to
item 32.)


33. First date Mo. Day Yr.
medical care
received


31. Name and address of third party (Include city, state, and ZIP code)


32. Name and address of physician first providing medical care (Include city, state, ZIP code)


34. Do medical
reports show
employee is
disabled for work?


Yes No


36. If the employing agency controverts continuation of pay, state the reason in detail. 37. Pay rate
when employee
stopped 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.


I 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


Supervisor's Title Office phone


Date


39. Filing instructions No lost time and no medical expense: Place this form in employee's medical folder (SF-66-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
First Aid Injury


Form CA-1,
Rev. Apr. 1999


19. Employee's retirement coverage
FERSCSRS Other, (identify)
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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)


15) Election of COP/Leave13) 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


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.


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).


Supervisor


33) First date medical care receivedAt 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 Item 16 and for filling in the proper codes


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.in shaded boxes a, b, and c 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. 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:The supervisor should also submit any other information or


evidence pertinent to the merits of this claim.
a) The disability was not caused by a traumatic injury.


If the employing agency controverts COP, the employee should
be notified and the reason for controversion explained to him or The employee is a volunteer working without pay or for


nominal pay, or a member of the office staff of a former
President;


b)
her.


17) Agency name and address of reporting office The employee is not a citizen or a resident of the United
States or Canada;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). The injury occurred off the employing agency's premises and


the employee was not involved in official "off premise" duties;18) Duty station street address and zip code
The address and zip code of the establishment where the
employee actually works.


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;19) Employers Retirement Coverage.


Indicate which retirement system the employee is covered under.
The injury was not reported on Form CA-1 within 30 days
following the injury;30) Was injury caused by third party?


A third party is an individual or organization (other than the
injured employee or the Federal government) 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


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


The employee initially reported the injury after his or her
employment was terminated; orbuilding 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. i) The employee Is enrolled in the Civil Air Patrol, Peace Corps,


Youth Conservation Corps, Work Study Programs, or other
similar groups.


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 other health professional (not a physician) in the employing
agency's health unit or clinic, indicate this on a separate sheet
of paper.


Employing Agency - Required Codes


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


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.


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.


g)


c)


d)


f)


h)


Form CA-1
Rev. Apr. 1999
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Benefits for Employees under the Federal Employees' Compensation act (FECA)


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


(4) Vocational rehabilitation and related services where(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.


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.


(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
40th day of the COP period.


For additional information, review the regulations governing
the administration of the FECA (Code of Federal Regulations,
Chapter 20, Part 10) or pamphlet CA-810.


(3) Payment of compensation for permanent impairment of
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.


Privacy Act


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 billing, 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 medical/vocational
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


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 Notice of Injury
This acknowledges receipt of Notice of Injury sustained by


*U.S. GPO: 1999-454-845/12704


of the claim or the payment of benefits, or may result in an unfavorable decision or reduced level of benefits.


Form CA-1
Rev. Apr. 1999


(Name of injured employee)


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


At (Location)


Signature of Official Superior Title Date (Mo., Day, Yr.)







Notice of Occupational Disease
and Claim for Compensation


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


Employee: Please complete all boxes 1 - 18 below. Do not complete shaded areas.
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a. b. and c.


I


e*


3. Date of birth MO. Day Yr. 4. Sex 5. Home telephone


I I I I ( )
7. Employee’s home mailing address (Include city, state, and ZIP code)


I
6. Grade as of date


of last exposure Level Step


6. Dependents


q Wife, Husband
c] Children under 18 years
0 Other


/
_,.,.,.(.(...........,.,...........,....
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. . . . . . . . . . . . . . . . . . . . . . . . . . . ,. ,. . . . . . . . . . . . . . . . . . . . . .


vyee’s occupation
.,. .,...,.~~~~~~~~:~~
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10.  Location  (address)  where you worked when disease or illness occurred (Include city, State, and ZIP code)  II.  Date you first became


aware of disease
or illness
MO. Day Yr.


12. Date you first realized
the disease or illness
was caused or aggravated
by your employment I I I


I I I I


13. Explain the relationship to your employment, and why you came to this realization
MO. Day Yr.


14. Nature of disease or illness


15. lf 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. I 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.
I hereby claim medical treatment, if needed, and other benefits provided by the Federal Employees’ Compensation Act.


I 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 his/her behalf Date


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







Official Supervisor’s Report of Occupational Disease: Please complete information requested below


OSHA Site Code


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


21. Regular
work 0 a.m. 0 a.m.


22. Reerfar


hours From: : 0 p.m. To: : 0 p.m. schedule 0 Sun. q Mon. q Tues. 0 Wed. 0 Thurs. 0 Fri. 0 Sat.


23. Name and address of physician first providing medical care (include city, state, ZIP code) 24. FMd”,; Mo. Day Yr.


care received III


25. Do medical reports
show employee is 0 Yes 0 No
disabled for work?


26. Date employee Mo.         Day Yr. 27. Date and Mo.   Day   Yr.
first reported
ll


hour employee W 0 a.m.
condition to stopped work 1    1 1  1  Time : 0 p.m.
supervisor


28. Date and
hour employee’s


Mo.        Day         Yr. 0 a.m.
29. Date employee was last


exposed to conditions
Mo. Day Yr.


pay stopped II Time: 0 p.m. alleged to have caused /II/
disease or illness


30. Date
returned


MO. Day Yr. 0 a.m.
to work I I I I Time : 0 p.m.


31. if employee has returned to work and work assignment has changed, describe new duties


32. Employee’s Retirement Coverage 0 CSRS 0 FERS 0 Other, (Specify)


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


0 Yes 0 No
If “No,”
go to
Item 34.


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.


I 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


Supervisor’s Title


Date


Office phone


Form CA-2
Rev. Jan. 1997











The FECA, which is administered by the Office of Workers’
Compensation Programs (OWCP), provides the following
general benefits for employment-related occupational disease
or illness:


(1) Full medical care from either Federal medical officers and
hospitals, or private hospitals or physicians of the
employee’s choice.


(2) Payment of compensation for total or partial wage loss.


(3) Payment of compensation for permanent impairment of
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 disfigurement of the head, face, or neck.


(4) Vocational rehabilitation and related services where
necessary.


The first three days in a non-pay status are waiting days, and
no compensation is paid for these days unless the period of
disability exceeds 14 calendar days, or the employee has
suffered a permanent disability. Compensation for total
disability is generally paid at the rate of 2/3 of an employee’s
salary if there are no dependents, or 3/4 of salary if there are
one or more dependents.


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


If an employee is in doubt about compensation benefits, the
OWCP District Office servicing the employing agency should
be contacted. (Obtain the address from your employing
agency.)


For additional information, review the regulations governing the
administration of the FECA (Code of Federal Regulations, Title
20, Chapter 1) or Chapter 810 of the Office of Personnel
Management’s Federal Personnel Manual.


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 (5 USC.  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) The 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 billing, and to consider issues relating to
retention, rehire, or other relevant matters. (4) The information may also be given to Federal agencies, other government entities, and to
private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and servies. (5) Information may be
disclosed to physicians and other health care providers for use in providing treatment or medical/vocational 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. (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.


This acknowledges receipt of notice of disease or illness sustained by:
(Name of injured employee)


I was first notified about this condition on (MO., Day, Yr.)


At (Location)


Signature of Official Superior Title Date (MO., Day, Yr.)


This receipt should be retained by the employee as a record that notice was filed.


Form CA-2
Rev. Jan. 1997







Evidence Required In Support of a Claim
for Occupational Disease


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


All of the following information should be submitted with Form CA-2. Please return the checklist with your statements attached. Check off each
item as it is completed or let us know when we can expect the information. All material submitted should be legible and specific.


FROM EMPLOYEE


1. Give a detailed description of factors of
employment believed responsible for
condition. Be specific as to the duration
and nature of the factors: for instance
weights carried, distances walked, chemi-
cals used, or other relevant job factors.


2. Give the history of the condition from
first awareness of the problem. Include
description of all home treatment and
professional care as well as symptoms.


3. Describe any prior similar problem, with
dates of onset, history, medical care
received, and copies of the medical
records of your treatment.


4. Attach or forward a medical report from
your physician to include the following
items:


a. Dates of examination and treatment,


b. History given by you.


c. Detailed description of findings,


d. Results of all diagnostic tests,


e. Diagnosis.


f. The clinical course of treatment
followed.


g. Doctor's opinion, with reasons for
such opinion, as to the relationship
between any condition you may now
have and the factors of employment
identified in Item no. 1 above.


FROM EMPLOYING AGENCY


5. Review and comment on employee's
statement provided in response to Item
no. 1.


6. If employee's job differs from official
description, describe exactly his/her
duties.


7. Give a day-by-day listing of leave and
leave without pay used due to this
condition.


8. Attach copies of the employee's:


a. SF-171, Application for Employment.


b. Position description with physical
requirements.


c. Pertinent dispensary records.


d. Most recent SF-50, Notification of
Personnel Action.


Form CA-35A
Rev. Aug. 1988







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 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 rately 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 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.







Evidence Required in Support of a
Claim for Work-Related Hearing Loss


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


IF YOU ARE FILING A CLAIM FOR HEARING LOSS, THIS CHECKLIST DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR
EMPLOYING AGENCY. All of the following information should be submitted with Form CA-2. Please return the checklist with your
statements attached. Check off each item as it is completed or let us know when we can expect the information. All material submitted
should be legible and specific.


FROM EMPLOYEE


1. List your employment history by em-
ployer, job title, and inclusive dates.
Include non-Federal employment and
military service.


2. For each job title, describe source of
noise, number of hours of exposure per
day, and use of any safety devices to
protect against noise exposure. State
when safety devices were provided.


3. Give history of any previous ear or hearing
problems.


4. Describe any hobbies which involve
exposure to loud noise.


5. If you are no longer exposed to hazardous
noise at work, give the date you were last
exposed.


6. If you have been examined or treated by
a doctor for an ear or hearing problem,
provide a medical report and audiograms.


7. State whether a claim for workers'
compensation benefits for this or any
other condition affecting ears or hearing
was ever filed. If so, give date of claim,
name and address where filed, and
benefits received.


8- Give the date you first noticed your hearing
loss.


Give date you first related hearing loss to
employment, and reason why.


* FROM EMPLOYING AGENCY


9. Review and comment on the employee's
statement in response to questions 1-5.


10. Describe all work-related exposure to
hazardous noise, including:
a. Locations of job sites.


b. Nature of exposure to noise
(machinery, etc.)


c. Decibel and frequency level (noise
survey report) for each job site.


d. Period of exposure, hours per day,
days per week.


e. Type of ear protection provided.


1 1 . Attach copies of the employee's:


a. SF-1 71, Application for Employment.


b. Job sheet and employment record.


c. All medical examinations pertaining
to hearing or ear problems, including
preempioyment examination and all
audiograms.


1 2. If the employee is no longer exposed to
hazardous noise, give date of last
exposure and the payrate in effect on
that date.


î


Form CA-35B
Rev. Aug. 1988







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 numoer 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' compensatiion 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 accurate1? A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS REQUIRED. Reports on medical forms, such as Form CA-20, are rately 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 illness, please give him or her:


1. Form CA-2, Federal Employees Notice of Occupational Disease and Claim for Comepnsation, 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 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 froward 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.







Evidence Required in Support of A
Claim for Asbestos-Related Illness


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


If you are filing a claim based on exposure to asbestos, use this checklist to identify the information needed from you and your em-
ploying agency. All of the following information should be submitted with Form CA-2, Please return the checklist with your statements attached.
Check off each item as it is completed or let us know when we can expect the information. All material submitted should be legible and specific.


FROM EMPLOYEE


1 . List your employment history by employer, job title, and
inclusive dates. Include non-Federal employment and
military service (see attached questionnaire.)


2. For each job title, describe the work you performed, the
type of asbestos material used, locations where exposure
occurred, period of exposure, number of hours per day
and days per week exposed, and the types and frequency
of safety precautions (mask, respirator, etc.) used (see
attached questionnaire).


3. Describe any exposure you have had to other toxic sub-
stances. If none, state "None".


4. Describe any breathing or lung problems you have had in the
past and treatment received (see attached questionnaire).


5. Give your smoking history to include amount per day, and
years (dates) you have smoked (see attached question-
naire).


6. Submit a report from your physician, including chest x-ray
report, history, physical findings, diagnosis, opinion as to
the relationship of the condition to employment, and course
of treatment.


7. Give the date you first consulted a physician regarding res-
piratory or asbestos-related disease.


8. Submit reports of examination, treatment or hospital ization
for any previous similar condition or pulmonary problem.


• FROM EMPLOYING AGENCY


9. Review and comment on the accuracy of the employee's
description of work performed and exposure to asbestos
and other substances.


10. Provide exposure data, including air sample surveys or
statements of the type of asbestos exposure, frequency,
degree and duration for each job held. Air sample
results should be reported in units of fiber/cc time
weighted average. Also report concentrations of other
pollutants and chemicals (see attached questionnaire).


1 1 . Give the date employee was last exposed to asbestos
at work. If the employee was removed from exposure,
give the circumstances.


1 2. Attach copies of the employee's:


a. SF-1 71 , Application for Employment.


b. Position description with physical requirements
for last job held.


c. Job sheet and employment record,


d. Pertinent dispensary records.


e. Most recent SF-50, Notification of Personnel
Action.


f. Laboratory test results and chest x-ray reports
on file.


13. Describe safety regulations and protective devices in
use by employee, with period and frequency of use.


V*
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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 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 (0PM) 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 requiredMn 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.







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)
1.


2.


3.


4.


5.


6.


7.


8.


Job Title Work Performed Period Fed. Civil Service? (Yes/No)


II. Exposure History: Please describe all exposure to asbestos and other toxic materials in your employment. Include period 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
1.


2.


3.


4.


5.


Type of Exposure (H, M, L) Exposure Hrs/Day Safety Precautions Used


b. Toxic Chemicals/Dust


Period
1.


2.


3.


4.


5.


Material Exposed to: Exposure Hrs/Day Safety Precautions Used


(PLEASE CONTINUE ON REVERSE SIDE)







III. Medical History: Describe your medical history and include any treatment for heart, lung and other major health problems.
Have you ever had:


1 . Heart Problems?


2. Lung Problems?


3. Other Major
Problems?


Yes No If Yes, explain Dates


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:


1 . Cigarettes?


2. Pipe?


3. Cigars?


Yes No If Yes, amount No. of years Date stopped Dates


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 held by this employee,


a. Nature of Exposure:


Primary - Normal duties required actual manipulation of asbestos and/or asbestos-related products and generated dust.


Secondary - Normal duties regularly involved work alongside others primarily exposed or in confined spaces.


Intermittent - Normal duties irregularly 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 normal levels in the air outside of work spaces.


c. Frequency of Exposure: Hours per day.


Job Title


1.


2.


3.


4.


5.


6.


7.


8.
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Evidence Required in Support of a Claim
for Work-Related Coronary/Vascular Condition


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


IF YOU ARE FILING A CLAIM FOR CORONARY OR VASCULAR CONDITIONS (for example: heart attack, stroke, hypertension). THIS CHECKLIST
DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR EMPLOYING AGENCY. All of the following information should be submitted
with Form CA-2. Please return the checklist with your statements attached. Check off each item as it is completed or let us know when we
can expect the information. All material submitted should be legible and specific.


FROM EMPLOYEE


1 • Give a detailed description of the factors
of your employment you believe respon-
sible for your condition. Identify dates,
periods, events, people involved, etc.


2. If you are claiming compensation for a
heart attack or stroke, provide a specific
account of your activities on and off duty
for one week prior to the attack, with
emphasis on the twenty-four hours imme-
diately preceding the attack.


3. If you have a prior history of heart pro-
blems, provide a description of your con-
dition and copies of medical records of
treatment.


4. Give your smoking history to include
amounts and years (dates) you smoked.


5. Provide a medical report from your
physician which includes:
a. Dates of examination and treatment,


b. History given by you.


c. Family history and other risk factors,


d. Detailed description of findings,


e. Copies of all diagnostic test results,


f. Diagnosis.


g. The clinical course of treatment
followed.


h. Doctor's opinion, with reasons for
such opinion, as to the relationship


between any condition you may now
have and the factors of employment
identified in Item no. 1 above.


* FROM EMPLOYING AGENCY


6. Review and comment on the employee's
statements in response to questions 1-5.


7. Describe in detail the duties of the
employee and the manner in which the
duties were performed. If the work was
different or more stressful than that per-
formed by other employees, this should
be explained.


8. Document any personnel actions describ-
ed in the employee's statement, such as
changes in assignment, grievances filed by
the employee, and other adverse person-
nel actions.


9. Give the number of hours worked per
day, days per week and the extent of
overtime duty worked.


10. Provide a day-by-day listing of leave and
leave without pay used due to this condi-
tion.


11. Attach copies of the employee's:


a. SF-171, Application for Employment.


b. Position description with physical
requirements.


c. Preemployment medical examination.


d. All other pertienent medical reports
available.


e. Most recent SF-50, Notification of
Personnel Action.


*
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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 (0PM) 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 rately 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 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.







Evidence Required in Support of a Claim
for Work-Related Skin Diease


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


IF YOU ARE FILING A CLAIM FOR A SKIN CONDITION, THIS CHECKLIST DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR
EMPLOYING AGENCY. All of the following information should be sumitted with Form CA-2. Please return the checklist with your
statements attached. Check off each item as it is completed or let us know when we can expect the information. All material submitted
should be legible and specific.


FROM EMPLOYEE


1. Give a detailed description of employ-
ment factors you believe responsible for
your condition, to include:


a. Specific type of exposure.


b. Frequency and duration of exposure.


c. Protective equipment used to guard
against exposure.


2. Describe any exposure to skin irritants
outside the work environment, including
the type, duration and frequency of
exposure.


3. Describe any previous skin conditions
from the time they began through the
present.


4. Provide treatment records from any
physicians who have provided treatment
for any skin conditions.


5. Attach or forward a medical report from
your current physician to include:


a. History of exposure.


b. Findings.


c. Diagnosis.


d. Details of treatment.


e. Explanation of the relationship
between the findings and exposure
history listed in Item no. 1 above.


f. Discussion of temporary vs. perma-
nent effect from work exposure.


g. Work restrictions caused by the
condition.


FROM EMPLOYING AGENCY


6. Review and comment on the employee's
statements provided in response to ques-
tions 1-5. Comment on the exposure
claimed, providing any available informa-
tion about the trade name and/or chemi-
cal content of the suspected irritants.


7. Provide a day-by-day listing of leave and
leave without pay used due to this condi-
tion.


8. Attach copies of the employee's


a. SF-171, Application for Employment.


b. Position description with physical re-
quirements.


c. Pertinent dispensary records.


d. Copies of all physical examinations on
file.


e. Most recent SF-50, Notification of
Personnel Action.


Form CA-35E
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Evidence Required in Support of a Claim
for Work-Related Pulmonary Illness
(not asbestosis)


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


IF YOU ARE FILING A CLAIM FOR PULMONARY CONDITION NOT RELATED TO EXPOSURE TO ASBESTOS, THIS CHECKLIST DESCRIBES THE
INFORMATION NEEDED FROM YOU AND YOUR EMPLOYING AGENCY. All of the following information should be submitted with Form CA-2.
Please return the checklist with your statements attached. Check off each item as it is completed or let us know when we can expect the
information. All material submitted should be legible and specific.


FROM EMPLOYEE


1. Describe the work conditions which
caused or aggravated your pulmonary
condition; include types of irritants, dates
of exposure and hours per day. Describe
any safety measures taken..


2. Explain the development of the present
pulmonary condition and treatment from
its beginning..


3. Give your smoking history to include
amounts and years (dates) you smoked.


4. Give the history of previous pulmonary
conditions: include dates and nature of
illness, and treatment records from all
physicians and hospitals where you were
treated.


5. Attach or forward a medical report
which includes the following items:


a. Dates of examination and treatment,


b. History given by you.


c. Detailed description of findings,


d. Results of all diagnostic tests,


e. Diagnosis.


f. The clinical course of treatment
followed.


g. Doctor's opinion, with reasons for
such opinion, as to the relationship
between any condition you may
have and the factors of employment
listed in Item no. 1.


^ FROM EMPLOYING AGENCY


6. Review and comment on employee's
statement provided in response to
questions 1-5. Give periods, degree
and nature of exposure. Explain safety
precautions. Give full details of any
tests which were made to determine
the concentration of irritants. Have
other employees been similiarly
affected?


7. Provide a day-by-day listing of leave
and leave without pay used due to this
condition.


8. Attach copies of the employee's:


a. SF- 171, Appl ication for Employment.


b. Position description with physical
requirements.


c> Preemployment medical examination
and any other pertinent medical
records.


d. Most recent SF-50, Notification of
Personnel Action.


V*
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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 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 rateiy 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. 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.







Evidence Required in Support of a Claim
for Work-Related Psychiatric Illness


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


IF YOU ARE FILING A CLAIM FOR A PSYCHIATRIC CONDITION, THIS CHECKLIST DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR
EMPLOYING AGENCY. All of the following information should be submitted with Form CA-2. Please return the checklist with your
statements attached. Check off each item as it is completed or let us know when we can expect the information. All material submitted
should be legible and specific.


FROM EMPLOYEE


1.


2,


3,


4.


5.


6.


Give a detailed chronological description
of particular employment factors which
you believe caused your condition. Please
identify dates, periods, events, people
involved, etc.


Describe the progress and development
of the work-related condition from its
beginning.


Have you previously suffered from this
or a similar condition? If so, give details
of symptoms, disability and treatment
records from all physicians and
hospitals where you were treated.


Give a brief description of your personal
activities, hobbies, and any other em-
ployment.


Describe changes or other sources of
stress in your personal life occurring in the
same time frame.


Attach or forward a medical report as
described on the reverse.


•
FROM EMPLOYING AGENCY


7. Review and comment on the employee's
statements provided in response to
questions 1-5. Submit statements from
witnesses, if appropriate.


8. Provide a detailed statement describing
the duties of the employee and the
manner in which the duties were
performed. If the work was different or
more stressful than that performed by
other employees, this should be
explained.


9. Document any personnel actions
described in the employee's statement,
such as changes in assignment,
grievances filed by the employee, and
other adverse personnel actions.


10. Give the number of hours worked per
day, days per week and the extent of
overtime duty worked.


11. Provide a day-by-day listing of leave
and leave without pay used due to this
condition.


12. Attach copies of the employee's:


a. SF-171, Application for Employment.


b. Position description with physical re-
quirements.


c. Preemployment medical examination.


d. All other pertinent medical reports
available.


e. Most recent SF-50, Notification of
Personnel Action.


Form CA-35G
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MEDICAL REPORT FOR PSYCHIATRIC CLAIM


You should submit a medical report from your physician which includes


a History of onset of illness
b Social and family history
c Detailed description of your work situation and identification of the specific work factors contributing to your emotional or psychiatric


condition
d Review of any non-industrial stress situations
e Mental status examination, with pertinent findings
f Results of psychological and personality testing
g Diagnosis according to DSM III
h Clinical course of treatment followed
i 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
k 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 myst 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 gatheung 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 ana 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 beenfits from OWCP However, in most cases, you cannot receive both ebenfits for the same period of time


HINTS Are your statements legible' Would your statements make sense to someone who has never done you- 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


Wnevever 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 enticipated 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







Evidence Required in Support of A Claim
for Work-Related Carpal Tunnel Syndrome


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


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. All of the following information should be
submitted with Form CA-2. Please return the checklist with statements attached. Check off each item as it is completed or let us know when we
can expect the information. All material submitted should be legible and specific.


FROM EMPLOYEE


1. Prepare a statement giving the following information:


a. Provide an outline of your work history, including non-
Federal employment and military service. For each job held,
give your job title, agency/company name, and dates (period)
of employment.


b. For each job title, describe duties which required
exertion with or repeated movement of the wrist or hand.
Describe nature and frequency of motions required, and
average number of hours a day/week you did such work.


c. Describe hobbies, physical fitness or other activities
outside of work which also involved exertion or repeated
motions of wrist/hand. State the nature of each such activity,
years involved in each, and how many hours a week you
engaged in such.


d. If you have ever had an injury to the hand/arm/wrist,
or been diagnosed as having gout, arthritis, hypothyroidism,
diabetes, a tumor, or deformity of the hand/wrist, from/since
birth, describe the injury or condition, and state when injury
occurred or condition was found.


e. Give a brief chronological history of your hand/wrist
problem. State which hand(s) are affected, when, you first
experienced problems, nature of the problems and changes
over time to present, and dates and nature of medical care
obtained.


2. Ask all doctors who treated you to send us a copy of re-
ports or notes describing the condition, testing, and treatment
given.


V* FROM EMPLOYING AGENCY


1 . Review the employee's statement, giving the following
information:


a. Comment on the accuracy of the employee's state-
ment describing Federal job duties involving use of hand/
wrist.


b. Provide a day-to-day listing of leave and leave with-
out pay used by the employee due to carpal tunnel/wrist
problems.


c. Give date employee entered on duty in job requiring
above duties. Also give the effective date(s) and descrip-
tion^) of any changes in work assignments due to
employee's condition and indicate whether duty changes
resulted in changes in pay.


2. Send us copies of employee's:


a. SF-171 , Application for Employment;


b. Position description with physical requirements
for last job held;


c. All available medical records, including report of
pre-employment examination;


d. SF-50S or equivalent documents for changes in
assignment/pay due to condition.


^0


3. Ask the doctor currently treating your condition to provide a detailed current medical report to include the following specifics:


a. Dates of examinations; e. Treatment to date and prognosis;


b. Complete medical history of condition;


c. Medical diagnosis of condition;


d. Findings and test results, specifically including:
results of Phalen's and Tinel's Sign tests; physical
findings concerning sensation over palmar aspect
of first three and one-half digits, and dorsal aspect
of end joints of same digits, and any atrophy of the
Thenar Eminence; results of nerve conduction velocity,
and electromyographic testing;


f. Reasoned opinion explaining any causal relationship
between the condition and your Federal civilian job.


It is MOST IMPORTANT that the doctor provide opinion as
to the likely nature of the physical effects attributable to
specified duties of your Federal job, and explain the medical
reasoning which supports the opinion as to cause.
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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 tactual 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
Ctaim 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 youi 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' compensatiion 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 rately 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 Comepnsation, 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 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























CA-3


The graphics in this file are not viewable in the Isys browser.  You
may view them in your word processor if you wish.  This file is intended only for printing Form CA-3.


Form No. CA-3


Form Title Report of Termination of Disability and/or Payment


Purpose Notifies OWCP that disability from injury has terminated and/or that continuation of pay has
terminated and/or that employee has returned to work


Prepared by Supervisor


When Submitted Immediately after disability or continuation of pay terminates, or the employee returns
to work


Completed Forms Sent to Appropriate OWCP office















































CA-6


The graphics in this file are not viewable in the Isys browser.  You
may view them in your word processor if you wish.  This file is intended only for printing Form CA-6.


Form No. CA-6


Form Title Official Superior's Report of Employee's Death


Purpose Notifies OWCP of the work-related death of an employee


Prepared by Supervisor


When Submitted Within 10 work days after knowledge by supervisor of an employee's work-related
death


Completed Forms Sent to Appropriate OWCP office



















































1a. INSURED’S I.D. NUMBER           (FOR PROGRAM IN ITEM 1)


4. INSURED’S NAME (Last Name, First Name, Middle Initial)


7. INSURED’S ADDRESS (No., Street)


CITY STATE


ZIP CODE       TELEPHONE (INCLUDE AREA CODE)


11. INSURED’S POLICY GROUP OR FECA NUMBER


a. INSURED’S DATE OF BIRTH


b. EMPLOYER’S NAME OR SCHOOL NAME


c. INSURANCE PLAN NAME OR PROGRAM NAME


d. IS THERE ANOTHER HEALTH BENEFIT PLAN?


13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE I authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.


SEX


 F


HEALTH INSURANCE CLAIM FORM
OTHER1.   MEDICARE            MEDICAID              CHAMPUS                 CHAMPVA


READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  I authorize the release of any medical or other information necessary


to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment
below.


SIGNED     DATE


ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)


MM        DD       YY
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.


GIVE FIRST DATE MM        DD       YY
14. DATE OF CURRENT:


17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE


19. RESERVED FOR LOCAL USE


21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)


17a. I.D. NUMBER OF REFERRING PHYSICIAN


From
MM         DD        YY


To
MM         DD        YY


1


2


3


4


5


6
25. FEDERAL TAX I.D. NUMBER  SSN  EIN         26. PATIENT’S ACCOUNT NO.       27. ACCEPT ASSIGNMENT?


(For govt. claims, see back)


31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)


SIGNED DATE


32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)


SIGNED


MM        DD       YY


FROM TO


FROM TO


MM        DD        YY MM        DD        YY


MM        DD        YY MM        DD        YY


CODE       ORIGINAL REF. NO.


$ CHARGES EMG COB
RESERVED FOR


LOCAL USE


28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE


$ $ $


33. PHYSICIAN’S, SUPPLIER’S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #


PIN# GRP#


PICA PICA


2. PATIENT’S NAME (Last Name, First Name, Middle Initial)


5. PATIENT’S ADDRESS (No., Street)


CITY STATE


ZIP CODE              TELEPHONE (Include Area Code)


9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)


a. OTHER INSURED’S POLICY OR GROUP NUMBER


b. OTHER INSURED’S DATE OF BIRTH


c. EMPLOYER’S NAME OR SCHOOL NAME


d. INSURANCE PLAN NAME OR PROGRAM NAME


(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)


YES               NO


 (      )


If yes , return to and complete item 9 a-d.


16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION


18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES


20. OUTSIDE LAB? $ CHARGES


22. MEDICAID RESUBMISSION


23. PRIOR AUTHORIZATION NUMBER


MM        DD       YY
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YES                NO


YES               NO


1. 3.


2. 4.


DATE(S) OF SERVICE Type
of


Service


Place
of


Service


PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)


   CPT/HCPCS            MODIFIER


DIAGNOSIS
CODE


PLEASE
DO NOT
STAPLE
IN THIS
AREA


 FM


SEXMM        DD       YY


   YES        NO


   YES        NO


   YES        NO


PLACE (State)


GROUP
HEALTH PLAN


FECA
BLK LUNG


      Single             Married                 Other


3. PATIENT’S BIRTH DATE


6. PATIENT RELATIONSHIP TO INSURED


8. PATIENT STATUS


 10. IS PATIENT’S CONDITION RELATED TO:


a. EMPLOYMENT? (CURRENT OR PREVIOUS)


b. AUTO ACCIDENT?


c. OTHER ACCIDENT?


10d. RESERVED FOR LOCAL USE


Employed           Full-Time           Part-Time
                           Student              Student


Self           Spouse         Child             Other


 (Medicare #)          (Medicaid  #)          (Sponsor’s SSN)            (VA File  #)             (SSN or ID)                (SSN)               (ID)


(       )


M


SEX


DAYS
OR


UNITS


EPSDT
Family
Plan


F G H I J K24. A B C D E


PLEASE PRINT OR TYPE                                                  FORM HCFA-1500 (12-90),   FORM RRB-1500,
                                                 FORM OWCP-1500


APPROVED OMB-0938-0008







BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.


NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or mislea ding information may
be guilty of a criminal act punishable under law and may be subject to civil penalties.


REFERS TO GOVERNMENT PROGRAMS ONLY
MEDICARE AND CHAMPUS PAYMENTS: A patient’s signature requests that payment be made and authorizes release of any information necessary to process
the claim and certifies that the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient’s signature
authorizes any entity to release to Medicare medical and nonmedical information, including employment status, and whether the person has employer group health
insurance, liability, no-fault, worker’s compensation or other insurance which is responsible to pay for the services for which the Medicare claim is made. See 42
CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the health plan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge determination of the Medicare carrier or CHAMPUS fiscal intermediary as the full charge,
and the patient is responsible only for the deductible, coinsurance and noncovered services. Coinsurance and the deductible are based upon the charge
determination of the Medicare carrier or CHAMPUS fiscal intermediary if this is less than the charge submitted. CHAMPUS is not a health insurance program but
makes payment for health benefits provided through certain affiliations with the Uniformed Services. Information on the patient’s sponsor should be provided in those
items captioned in “Insured”; i.e., items 1a, 4, 6, 7, 9, and 11.


BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and
diagnosis coding systems.


SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)
I certify that the services shown on this form were medically indicated and necessary for the health of the patient and were personally furnished by me or were furnished
incident to my professional service by my employee under my immediate personal supervision, except as otherwise expressly permitted by Medicare or CHAMPUS
regulations.


For services to be considered as “incident” to a physician’s professional service, 1) they must be rendered under the physician’s immediate personal supervision
by his/her employee, 2) they must be an integral, although incidental part of a covered physician’s service, 3) they must be of kinds commonly furnished in physician’s
offices, and 4) the services of nonphysicians must be included on the physician’s bills.


For CHAMPUS claims, I further certify that I (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee
of the United States Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims,
I further certify that the services performed were for a Black Lung-related disorder.


No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).


NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject
to fine and imprisonment under applicable Federal laws.


NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
(PRIVACY ACT STATEMENT)


We are authorized by HCFA, CHAMPUS and OWCP to ask you for information needed in the administration of the Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority to collect information is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and
44 USC 3101;41 CFR 101 et seq and 10 USC 1079 and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397.


The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. It is also used to decide if the services
and supplies you received are covered by these programs and to insure that proper payment is made.


The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary
to administer these programs. For example, it may be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures
are made through routine uses for information contained in systems of records.


FOR MEDICARE CLAIMS:  See the notice modifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,’ published in the Federal Register, Vol. 55
No. 177, page 37549, Wed. Sept. 12, 1990, or as updated and republished.


FOR OWCP CLAIMS:  Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28,
1990, See ESA-5, ESA-6, ESA-12, ESA-13, ESA-30, or as updated and republished.


FOR CHAMPUS CLAIMS:  PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment
of eligibility and determination that the services/supplies received are authorized by law.


ROUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or
the Dept. of Transportation consistent with their statutory administrative responsibilities under CHAMPUS/CHAMPVA; to the Dept. of Justice for representation of
the Secretary of Defense in civil actions; to the Internal Revenue Service, private collection agencies, and consumer reporting agencies in connection with recoupment
claims; and to Congressional Offices in response to inquiries made at the request of the person to whom a record pertains. Appropriate disclosures may be made
to other federal, state, local, foreign government agencies, private business entities, and individual providers of care, on matters relating to entitlement, claims
adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation related to the operation of CHAMPUS.


DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may result in denial of claim. With the one exception discussed
below, there are no penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered
or the amount charged would prevent payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay
payment of the claim. Failure to provide medical information under FECA could be deemed an obstruction.


It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 1128B of the Social Security Act and 31 USC 3801-
3812 provide penalties for withholding this information.


You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Act of 1988”, permits the government to verify information by way of computer
matches.


MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
I hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State’s Title XIX plan and to furnish
information regarding any payments claimed for providing such services as the State Agency or Dept. of Health and Humans Services may request.


I further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception
of authorized deductible, coinsurance, co-payment or similar cost-sharing charge.


SIGNATURE OF PHYSICIAN (OR SUPPLIER):  I certify that the services listed above were medically indicated and necessary to the health of this patient and were
personally furnished by me or my employee under my personal direction.


NOTICE: This is to certify that the foregoing information is true, accurate and complete. I understand that payment and satisfaction of this claim will be from Federal and State
funds, and that any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.


Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for reviewing instructions, searching existing
date sources, gathering and maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or
any other aspect of this collection of information, including suggestions for reducing the burden, to HCFA, Office of Financial Management, P.O. Box 26684, Baltimore,
MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (OMB-0938-0008), Washington, D.C. 20503.







PERSONAL INFORMATION


Name OWCP File Number


Last First M.I.


Address Telephone Number


Street/P.O. Box/Apt No. FOR DOL USE ONLY


City State Zip Code


Claim for Medical Reimbursement


Form OWCP-915
August 2003


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


PROVIDER INFORMATION


(         )


Provide all information requested below. DO NOT FILL IN SHADED AREAS.  Read the attached
information in order to ensure the submission of all required documentation.  Maintain a copy of all
documentation for your records.


Name of Doctor’s Office, Hospital, Pharmacy or Medical Supply Company where expense was incurred.  (A separate OWCP-915 must
be filed for each provider)


I certify that the information above is correct and that the reimbursement requested is for expenses paid by me for the treatment of my
covered condition.  I am aware that any person who knowingly makes any false statement or misrepresentation to obtain reimbursement
from OWCP is subject to civil penalties and/or criminal prosecution.


I authorize any provider named above to release information to the US Department of Labor, OWCP if necessary for the proper
adjudication of this claim.


Signature Date


Description of Charge (Medical appointment,
name of prescription drug, description of
medical product/ supply)


Date of Service (MM, DD, YY) Amount Paid by
Claimant


Have you included Proof of
Payment for each item?


From To YES NO


Total Reimbursement
$


OMB No.      1215-0193


Expires:        03/31/2007


MAIL THIS COMPLETED FORM WITH ITEMIZED BILLS AND RECEIPTS ATTACHED TO:
CENTRAL MAILROOM, P.O. BOX 8300, LONDON, KY 40742, UNLESS OTHERWISE INSTRUCTED.







INSTRUCTIONS FOR USE OF FORM OWCP-915


• This form is to be used to seek reimbursement for out of pocket medical expenses pertaining to the treatment of an accepted
condition.  Form OWCP-915 can be used to seek reimbursement for expenses in regard to medical treatment, prescription medication
and medical supplies.


• Please submit a separate reimbursement claim for each provider where an out of pocket expense was incurred.


• Please print clearly and legibly.  Reference your OWCP file number on all documentation.  Maintain a copy of the completed OWCP-
915 and supporting documentation for your records.


DOCUMENTATION REQUIRED FOR MEDICAL REIMBURSEMENT


Prescription Medication


1. Completed OWCP-915


2. A paper pharmacy billingform, which must be attached to the OWCP-915 and must include the following information:


a. Name, address and telephone number of pharmacy
b. Pharmacy provider number
c. Prescription number
d. Name of claimant
e. Date of purchase
f. Eleven Digit National Drug Code (NDC#)
g. New prescription or refill number
h. Quantity of medication (e.g. # of pills or ml/cc)
i. Amount paid by employee per medication


3. Proof of payment (can include cash receipt, cancelled check or credit card slip)


Medical Expense other than prescription medication


1. Completed OWCP-915


2. Physicians and other health care providers (i.e. physical therapists) must complete Form OWCP-1500. Hospitals and other facilities,
such as ambulatory surgical centers, skilled nursing facilities, etc. must submit their bills on Form OWCP-92.  Every form must be
completed in its entirety in the same manner as bills submitted by the provider directly to OWCP.  The amount paid by the claimant
must be indicated.  The OWCP-1500 or OWCP-92 must be attached to this form. It is the responsibility of the person submitting
a claim for reimbursement to obtain a completed OWCP-1500 or OWCP-92 from the provider rendering service. Without a fully
completed OWCP-1500 or OWCP-92, the OWCP is not able to process a reimbursement.


3. Proof of payment (can include cash receipt, cancelled check or credit card slip)


Travel


Do not use Form OWCP-915 to submit a claim for travel reimbursement.  Claims for travel reimbursement should be submitted on Form
OWCP-957.


Public Burden Statement


Public reporting burden for this collection of information is estimated to average 10 minutes per response, 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 the burden estimate or any other aspect to this collection of information, including
suggestions for reducing this burden, send them to the Office of Workers’ Compensation Programs, U.S. Department of Labor, Room
S3524, 200 Constitution Avenue, N.W., Washington, D.C. 20210.  Do not submit the completed claim form to this address.  Persons are
not required to respond to this information collection unless it displays a currently valid OMB number.


Form OWCP-915
August 2003
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UNIFORM BILL: NOTICE: ANYONE WHO MISREPRESENTS OR FALSIFIES ESSENTIAL
INFORMATION REQUESTED BY THIS FORM MAY UPON CONVICTION BE
SUBJECT TO FINE AND IMPRISONMENT UNDER FEDERAL AND/OR STATE LAW.


the information submitted as part of this claim is true, accurate and
complete, and, the services shown on this form were medically
indicated and necessary for the health of the patient;


the patient has represented that by a reported residential address
outside a military treatment center catchment area he or she does not
live within a catchment area of a U.S. military or U.S. Public Health
Service medical facility, or if the patient resides within a catchment
area of such a facility, a copy of a Non-Availability Statement (DD
Form 1251) is on file, or the physician has certified to a medical
emergency in any assistance where a copy of a Non-Availability
Statement is not on file;


the patient or the patient’s parent or guardian has responded directly
to the provider’s request to identify all health insurance coverages,
and that all such coverages are identified on the face the claim except
those that are exclusively supplemental payments to CHAMPUS-
determined benefits;


the amount billed to CHAMPUS has been billed after all such coverages
have been billed and paid, excluding Medicaid, and the amount billed
to CHAMPUS is that remaining claimed against CHAMPUS benefits;


 the beneficiary’s cost share has not been waived by consent or failure
to exercise generally accepted billing and collection efforts; and,


any hospital-based physician under contract, the cost of whose
services are allocated in the charges  included in this bill, is not an
employee or member of the Uniformed Services.  For purposes of this
certification, an employee of the Uniformed Services is an employee,
appointed in civil service (refer to 5 USC 2105), including part-time or
intermittent but excluding contract surgeons or other personnel
employed by the Uniformed Services through personal service
contracts.  Similarly, member of the Uniformed Services does not apply
to reserve members of the Uniformed Services not on active duty.


based on the Consolidated Omnibus Budget Reconciliation Act of
1986, all providers participating in Medicare must also participate in
CHAMPUS for inpatient hospital services provided pursuant to
admissions to hospitals occurring on or after January 1, 1987.


if CHAMPUS benefits are to be paid in a participating status, I agree
to submit this claim to the appropriate CHAMPUS claims processor
as a participating provider.  I agree to accept the CHAMPUS-
determined reasonable charge as the total charge for the medical
services or supplies listed on the claim form.  I will accept the
CHAMPUS-determined reasonable charge even if it is less than the
billed amount, and also agree to accept the amount paid by CHAMPUS,
combined with the cost-share amount and deductible amount, if any,
paid by or on behalf of the patient as full payment for the listed medical
services or supplies.  I will make no attempt to collect from the patient
(or his or her parent or guardian) amounts over the CHAMPUS-
determined reasonable charge.  CHAMPUS will make any benefits
payable directly to me, if I submit this claim as a participating provider.


(a)


(b)


(c)


(d)


(e)


(f)


(g)


(h)


If third party benefits are indicated as being assigned or in participation
status, on the face thereof,  appropriate assignments by the insured/
beneficiary and signature of patient or parent or legal guardian
covering  authorization to release information are on file.
Determinations as to the release of medical and financial information
should be guided by the particular terms of the release forms that
were executed by the patient or the patient’s legal representative.
The hospital agrees to save harmless, indemnify and defend any
insurer who makes payment in reliance upon this certification, from
and against any claim to the insurance proceeds when in fact no
valid assignment of benefits to the hospital was made.


If patient occupied a private room or required private nursing for
medical necessity, any required certifications are on file.


Physician’s certifications and re-certifications, if  required by contract
or Federal regulations, are on file.


For Christian Science Sanitoriums, verifications and if necessary re-
verifications of the patient’s need for sanitorium services are on file.


Signature of patient or his/her representative on certifications,
authorization to release information, and payment request, as required
be Federal law and regulations (42 USC 1935f, 42 CFR 424.36, 10
USC 1071 thru 1086, 32 CFR 199) and, any other applicable contract
regulations, is on file.


This claim, to the best of my knowledge, is correct and complete and
is in conformance with the Civil Rights Act of 1964 as amended.
Records adequately disclosing services will be maintained and
necessary information will be furnished to such governmental
agencies as required by applicable law.


For Medicare purposes:


If the patient has indicated that other health  insurance or a state
medical assistance agency will pay part of his/her medical expenses
and he/she wants information about his/her claim released to them
upon their request, necessary authorization is on file.  The patient’s
signature on the provider’s request to bill Medicare authorizes any
holder of medical and non-medical information, including employment
status, and whether the person has employer group health insurance,
liability, no-fault, workers’ compensation, or other insurance which is
responsible to pay for the services for which this Medicare claim is
made.


For Medicaid purposes:


This is to certify that the foregoing information is true, accurate, and
complete.
   I understand that payment and satisfaction of this claim will be
    from Federal and State funds, and that any false claims, statements,
    or documents, or concealment of a material fact, may be prosecuted
   under applicable Federal or State Laws.


1.


2.


3.


4.


5.


6.


7.


8.


Certifications relevant to the Bill and Information Shown on the Face
Hereof:    Signatures on the face hereof incorporate the following
certifications or verifications where pertinent to this Bill:


ESTIMATED CONTRACT BENEFITS


 9.For CHAMPUS purposes:


    This is to certify that:
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