TRAUMATIC INJURY

A traumatic injury is defined as a wound or other condition of the body caused by
external force, including stress or strain. The injury must be identifiable by time and
place of occurrence and member of the body affected; it must be caused by a specific
event or incident or series of events or incidents within a single day or work shift.
Traumatic injuries also include damage to or destruction of prosthetic devices or
appliances, including eyeglasses, contact lenses, and hearing aids, if they were damaged
incidental to a personal injury requiring medical services. (Personal property claims can
be made only under the Military Personnel and Civilian Employees’ Claims Act, 31
U.S.C. 240)

A. Notice of Injury--Form CA-1. When an employee sustains a traumatic injury in the
performance of duty, he or she should file a written report on Form CA-1. The form
should be given to the supervisor as soon as possible, but not later than 30 days from the
date of injury. If the employee is incapacitated, this action may be taken by someone
acting on his or her behalf, including a family member, union official, or representative.
(The supervisor may provide such notice as well.) The form must contain the original
sighature of the person giving notice. The supervisor should:

(1) Review the front of the form for completeness and accuracy, and assist the
employee in correcting any deficiencies found;

(2) Complete and sign the reverse of Form CA-1, including a telephone number.

(3) Sign and return to the employee the receipt attached to Form CA-1 and give a
copy of the entire form to the employee;

(4) Authorize medical care if needed in accordance with paragraph (C) below;

(5) Inform the employee of the right to elect continuation of regular pay (COP), or annual
or sick leave if time loss will occur;

(6) Advise the employee whether COP will be controverted, and if so, whether
pay will be terminated. The basis for the action must be explained to the employee.

(7) Advise the employee of his or her responsibility to submit prima facie medical
evidence of disability within 10 working days or risk termination of COP.

B. Disposition of Form CA-1.

If the employee incurs medical expense or loses time from work beyond the date of
injury, the supervisor should send Form CA-1 to DHRC-I office with supporting
information as soon as possible but no later than 2 working days after receipt of
Form CA-1 from the employee.




If the employee is examined or treated at the agency's medical facilities or by medical
providers under contract to the agency, and this examination or treatment occurs during
working hours beyond the date of injury, the supervisor should add the words "first aid"
to the upper right corner of the agency's portion of Form CA-1 and submit it to DHRC-1.
"First aid" injuries also include those requiring two or more visits to a medical facility for
examination or treatment during non-duty hours beyond the date of injury, as long as no
leave or continuation of pay is charged and no medical expense is incurred.

If the employee obtains no medical care, or obtains only agency-sponsored care on the
date of injury, and no time loss is charged to either leave or continuation of pay, the
supervisor should still forward the Form CA-1 to DHRC-I where it will be retained in the
Agency’s files.

C. Medical Treatment--Form CA-16. If an employee requires medical treatment for the
injury, the supervisor should complete the front of Form CA-16, Authorization for
Treatment, within four hours of the request whenever possible. If the supervisor doubts
whether the employee's condition is related to the employment, he or she should so
indicate on the form. Where there is no time to complete a Form CA-16, the supervisor
may authorize medical treatment by telephone and send the completed form to the
medical facility within 48 hours. Retroactive issuance of Form CA-16 is usually not
permitted under other circumstances.

(1) Delayed Report of Injury. If an employee reported an injury several days after

the fact, or did not request medical treatment within 24 hours of the injury, the supervisor
may still authorize medical care using Form CA-16. Agency personnel are encouraged to
use discretion in issuing authorizations for medical care under such circumstances, but
employees should not be penalized for short delays in reporting injuries. The supervisor
may, however, refuse to issue a CA~16 if more than a week has passed since the injury on
the basis that the need for immediate treatment would become apparent in that period of
time. An employee may not use Form CA-16 to authorize his or her own treatment.

(2) Choice of Physician. The employee is entitled to select the physician who is to
provide treatment. The provider must meet the definition of "physician" under the Federal
Employees” Compensation Act and must not have been excluded from payment under the
program. Physicians employed by or under contract to the agency may examine the
employee at the agency's facility in accordance with Office of Personnel Management
regulations. However, the employee's choice of physician must be honored, and treatment
by the employee's physician must not be delayed for the purpose of obtaining an agency-
directed medical examination.

(3) Obtaining Treatment. Along with Form CA-16, the supervisor should give the
employee Form OWCP-1500 (or HCFA-1500), which is used for billing. The physician
should complete the reverse of Form CA-16 and the OWCP-1500 (or HCFA-1500) and
forward them to DHRC-I; the supervisor may ask the physician for a copy of the report as
well. The employee may be furnished transportation and/or reimbursed for travel and
incidental expenses. The U.S. Department of Labor, Office of Workers” Compensation




Programs (OWCP) generally considers 25 miles from the agency or the employee's home
a reasonable distance to travel for medical care unless appropriate care is not available
within that radius.

(4) Further Referral. The original treating physician may wish to refer the employee for
additional testing or specialized treatment. He or she may do so on the basis of the

Form CA-16 already issued; it is not necessary to issuc additional authorizations for
treatment. Both the original physician, and any physician to whom the employee is
referred, are guaranteed payment for 60 days from the date of issue of Form CA-16
unless OWCP terminates this authority at an earlier date. Treatment may continue at
OWCP expense if the claim is approved. Should the employee wish to change physicians
after the initial choice, he or she must contact OWCP in writing for approval and include
the reasons for requesting the change.




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

Continuation o Paylcompensaﬁon Office of Workers' Compensation Programs

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

|Employes D
1. Name of employee (Last, First, Middle) 2. Saciai Security Number
3. Date of birth  Mo. Day Yr. 4. Sex 5. Home telephone 6. Grade as of
[ male (3 Femate date ofijury  Level Siep
7. Employee's home maifing address {Include city, state, and ZIP code) 8. Dependents

|:] Wife, Husband
I:I Children under 18 years

I:' Other

Enescripticn;:oizeinjmy =
9. Place where injury occurred {(e.g. 2nd floor, Main Post Office Bidg., 12th & Pine}

10. Date injury occurred Time 11. Date of this notice 12. Employee's cceupation
Mo. Day Yr. E___[a.m. Mo. Day Yr.

Cpm.

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

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

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

r__| 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, | 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.

[Ja Sick andfor Annual Leave

| hereby autharize any physician or hospital {or any other person, institution, corporation, or government agency) to fumish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its official representative).
This auihorization 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 stalement, 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 noi 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 ar both.

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

'Witnogs Statere
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




. Agency name and address of reporting office (include city

state, and zip code)

OWCPE Agency Code

OSHA Site Code
ZIP Code
18. Empioyee’s duty station (Street address and ZIP code)
19. Employee's retirement coverage
[Cesrs [Irers [ other, (identify)

20. Regular 21. Regular

work Cam. Clam. work

hours  From: Ce.m. To: Clp.m. schedule [ ]Sun. [ IMon. [ Tues. [[JWed. []Thurs. [JFri. []Sat
22. Daie Mo. Day Yr. 23. Date Mo. Day Yr. 24, Date Mo. Day Yr.

of notice stopped Ham.

Injury received work Time: em.
25. Date Mo, Day VYt 26. Date Mo, Day Yr 27. Date Mo. Day Yr.

pay 45 day returned Llam.

stopped period began fo wark Time: D p.m.
28. Was employee injured in performance of duty? [:] Yes [ ] No (If “No," explain)

29.

Was injury caused by employee's willful misconduct, intoxication, or intent fo injure self or another? D Yes {If "Yes," explain) [] No

30. Was injury caused

by third party?

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

Mo.

Day Yr.

Oves [no

Yes D No
(If "No,*
goto
item 32.)

32. Name and address of physician first providing medical care (Include city, state, ZiP code) 33. First date
medical care
received

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

35.

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

36.

If the employing agency controverts continuation of pay, state the reason in detail.

37. Pay raie
when employee
stopped work

Per

38.

A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect of this claim

may aiso be subject to appropriate felony criminal prosecution.

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

Name of supervisor (Type or print)

Signature of supervisor

Date

Supervisor's Tille

Office phone

39. Filing instructions

No lost fime 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 QWCP

Eirat Aid %njj iy

Form CA-1,

Rev. Apr. 1999




Instructions for Completing Form CA-1

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

13) Cause of injury 15) Election of COPil.eave
Describe in detail how and why the injury occurred. Give If you are disabled for work as a result of this injury and filed
appropriate defails (e.g.- if you fell, how far did you: fall and in CA-1 within thirty days of the injury, you may be entitled to receive
what position did you land?) centinuation of pay (COP) from your employing agency. COP is

. paid for up to 45 calendar days of disability, and is not charged
14} Nature of injury o _ against sick or annual leave. If you elect sick or annual leave
Give a ‘compleie _descn ppcm of the cpnd!txon(s? resulling from you may not claim compensation to repurchase leave used
your injury. Specify the right or left side if applicable (e.g., during the 45 days of COP entitlement.

fractured left ieg: cut on right index finger).

At the time the form is received, complete the receipt of notice of 33) First date medical care received

injury and give it to the employee. In addition to completing The date of the first visit to the physician listed in item 31.
items 17 through 39, the supervisor is responsible for obtaining ] ]

the witness statement in ltem 16 and for filling in the proper codes 36) if the-employing agency controverts continuation of
in shaded boxes a, b, and ¢ on the front of the form. If medicat _ pay, state the reason In detail.

expense or lost time is incurred or expected, the completed form

should be sent to OWCP within 10 warking 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 reasens given
The supervisor should also submit any other information or below:

evidence pertinent to the merits of this claim. :

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

If the employing agency controveris COP, the employee should

be notified and the reason for controversion explained to him or t) The empioyee is a volunteer working without pay or for
her. nominal pay, or a member of the office staff of a former
. ) President;
17) Agency name and address of reporj‘.mg office €) The employee is not a citizen or a resident of the United
The name and address of the office to which correspondence States or Canada:
from QWCP should be sent (if appticable, the address of the
personnel or compensation cffice). d} The injury occurred off the employing agency's premises and

18) Duty station street address and zip code the employee was not involved in official “off premise” duties;

The address and zip code of the establishment where the &) The injury was proximately caused by the employee's willful
employee actually works. misconduct, intent to bring about injury or death to self or
19} Employers Retirement Coverage. another person, or infoxication;

Indicate which retirement sysiem the employee is covered under. ) The injury was not reported on Form CA-1 within 30 days

30) Was injury caused by third party? following the injury;
A third party is an individual or crganization (other than the .
injured employee or the Federal government) whao is liable for 9) Work stoppage first occurred 45 days or more following
tne injury. For instance, the driver of a vehicle causing an the injury;

accident in which an employee is injured, the owner of &
building where unsafe conditions cause an employee to fall, and
a manufacturer whose defective product causes an employee's
injury, could all be censidered third parties to the injury.

h) “The employes initially reperted the injury after his or her
employment was terminated; or

1} The emplayee Is enrolled in the Civil Air Patrol, Peace Corps,
32) Name and address of physician first providing Youth Conservation Corps, Work Study Programs, or other
medical care similar groups.

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

[Employing Agency - Required Codes

Box a (Occupation Code), Box b {Type Code)}, OWCP Agency Code

Box ¢ {Source Code), OSHA Site Code This is a four-digit (or four digit plus two letter) code used by
The Occupational Safety and Health Administration (CSHA) OWCP 1o identify the employing agency. The proper code may
requires all employing agencies to complete these items when be obtained from your personnel or compensation office, or by
reporting an injury. The proper codes may be found in OSHA coniaciing OWCP.

Booklet 2014, "Recordkeeping and Reporiing Guidelines.

Form CA-1
Rev. Apr. 1999




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

(1) Continuation of pay for disability restilting from traumatic, (4) Vocational rehabilitation and related services where
job-related injury, not to exceed 45 calendar days. (To be directed by OWCP.
eligible for continuation of pay, the empicyee, or someone ’
acting on his/her behalf, must file Form CA-1 within 30 days

following the injury and provide medical evidence in support (5) All necessary medical care from qualified medical providers.

of disability within 10 days of submission of the CA-1. Where The injured employee may choose the physician who provides
the employing agency continue's the employee's pay, the pay initial medical care. Generally, 25 miles from the place of

must not be interrupted unless one of the provision's outined injury, place of employment, or employee’s home is a reasonable
in 206 CFR 10.222 apply. distance to fravel for medicat 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 less after the expiration
of COP, if disability exiends beyond such point, or if COP is not
payable. If disability confinues after COF expires, Form CA-7,
with supporting medical evidence, musi 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,

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

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

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 552a), you are hersby notified that: (1) The Federal Employees’
Compensation Acl, 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. Depariment of Labor, which receives and maintains personal infermation 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 maiters. (4) Information may also be given to other Federal agencies, other
government enfities, and to private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and services.
{5y Information may be disclosed to physicians and other health care providers for use in providing ireaiment or medical/vocational
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the ¢laim, (8) Information may be
given to Federal, state and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, o
determine whether benefits are being paid properly, including whether prohibited dual payments are being made, ard, where appropriate, to
pursue salary/administrative offset and debt coilection actions required or permitted by the FECA and/or the Debt Collection Act. (7)
Disclosure of the claimant's sacial 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 ar 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
precessing and adjudication of the claim you filed under the FECA.

ls”éc Héﬁlédges eceipt o
(Name of injured employee)

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

At {Location)

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

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

Rev. Apr. 1999




Federal Employee’s Notice of U. S. Department Of Labor
Traumatic Injury and Claim for Emnployment Standards Administration
Continuation of Pay/Compensation Office of Workers' Compensation Programs
Employee: Flease Complete all boxes 1 - 15 below. Do not complete shaded areas

Witness: Complete bottom section 16.
Employing Agency {Supetvisor or Compensation Specialist): Complete shaded boxes a, b, and ¢,

(_Empioyee Data :
1. Name of employee {Last, First, Middle} 2. Social Security Number -
Doe, John ) XX KX KA
2. Date of Birth Mo, Day, Year | 4. Sex 5. Home telephone 8. Grade as of date of injuly .
06/30/54 M (703) 2222022 G8:201-12
7. Employee’s home mailing address (inciude city, siaie and zip code} 8 Dependents
679 Bean Street ggﬁ; Huijbaéid .
ran Under 18 years
Anywhete, US 22222 . ‘ . 5 Osher
{ Descnption of Injury }
5. Place where accarred (8.g. 2° floor, Main Post Office Bidg., 12 & Pine)
Parking lot at HQ-DLA at F1. Behvoir
_ N
10. Date nuly ocourred | Tme Blam. | 11.Dateofthisnotice | 12 Emplegee's jobitle
Mo, Day, Yr.) Clem. | 01/28/04 | Hum%!ges tes Specialist
01/29/04 06:30 | f A

13. Cause of injury (Describe what happened and why) \@ T bx}
| was walking across the parking fot to enter the building. | slipped and fell orn\a patc: ice.

14. Nature of injusy [identify both the injury and the part.of bogdy” a0 \fract § lefty \/\
Left shoulder, left aibow and iower back \?

( \\ \ \\ \ WCPUse NDICade

S S - (
[ Empioyee signature N \ \ \\ \\ \ LAY A -
15. | centify, under persaity of law that the inj Y ined ¥ parformance of duly as an employee of the United
States Government and that i i ; text igfnjure myself or another person, nor by my Intoxication.
| hereby claim medical w, while disabied for work:

{1 Sick and/or Annual Leave
i heraby authorize any physiciag or hospitad (or any other person, institufion, corporation, or government agency) fe furnish any desired

information fo the L. 8. Departmagt of LaSor, Office of Workers' Compensation Programs {or to #s 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 behaif

Any person who knowingly makes any faise statement, misrepresentation, conceaiment of fagt, of any other act of fraud to obtain
compensation as provided by the FECA or wha knowlingly accepts compensation to which that person is not enfitled, is subject to felony
criminal prosecution and may, under appropriate 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.

End of Employee Report

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

Wailking toward the building & saw Mr. Doe slipped on what appeared 10 be a patch of ice. Help Mr. Dee to the
nurse's station

Name of Witness Signature of Wilness Date signed
Mary Jane st 01/25/04
Address City Biate Zip Code

8758 Love Lane Hope City, us 33333

AR
(Rey. 3/26}




Official Supervisor's Report: Please complete information requested below -
;

: Supervisor's Report
17. Agency Name and address of raporting office (inciude Sity, stale and zip code) OWCP Agency Code

Defense Logistics Agency 3019
8725 John J. Kingman Rd, Stop 6231 OSHA Site Code
Zip Coda E
Ft. Belvoir 22060
18. Employee's duty station (Street Address and zip code) Zip Cede :
8725 John J. Kingman Rd, Fi. Belvoir 22060 Room 1232
19, Regular 20. Reguiar
wark a.m, am Work
howurs From: 706 [DOpm  To %0 B, . Schedule [ Sun. 8 Men. [ Tues. [ Wed. [ Thurs. I Fei. [] Sat.
2t. Date Mo, Day Year 22.Date Mo, Day VYear 23. Date Mo. Day Year 07:.00 AN
of notice stopped dem
Injury 01/26/04 received  01/30/04 worked 01/28/04
24 Date Mo, Day Year 22 Date Mo. Day Year 23. Date Mo, Day Year 1AM
pay 45 day returnad ’ BeMm
stopped N/A period began  01/30/04 o work Has not retumed
27. Was employee injured in performance of duty? Yes L1 No (f"No" explain) .
Employee was on his way info the buiiding.
28, Was injury caused by employee's willfuf miscondudt, intoxication, or intent to injure seif or another? [ Yes B Nolif “Yes",
explain)
24, Was injury caused | 30. Name and address of third party (include city, state, zip code)
by third party?
Cves [ No
{"No,”
goto
itern 31.)
31. Name and address of physician first providing medical care {include city, state, zip cadg) 32. Fust date
medical care
received
Dr. Henry Bombay 01/20/04
33. Do medical Yes [J No
123 Hope Street feports show
employee is
disabled for work?
Anyiown, US 11111

34. Does your knowledge of the facts about this injury agree with siatements of the employee and/or witness? 24 Yes [ No {If "No®. explain)

35, Does the employing agency controver continualion of pay? L] Yas (If "Yes*, axplain (5 No 38, Pay rate
(See instructions for explanation of “confroved® when employee
stopped work
$ 2806  per hour

_Signature of Superviser and Filing Instructions
37. A supervisor who Knowingly ceriifies to any faise statemend, misrepresentation, concaaiment of facts, efc.. in respect to this claim
may also be subject o aporopriate felony criminal prosecution.

} certify that the information giver above and that furnished by fhe empioyse on the reverse of s form is true 1o the best of my
xnowisdge with the following exception:

MName of sugenvisor {(Type or oringy

Jahn Henry
Signature of supensisor Gats
fsignature/ 51/30/C4
Suparvisors Title Office Teigphone
Supemsew Human Rescurces Speciaist 703-787-1111
38. Fling instructions L- No fost time and no megical exganses. Place this form in emiployee’s madica) foder (SF-68-0)
i No.osib medical expense incurred of expacied: Torward s form 1o GWCE

P ar COP ferwand this form to OWEP

i Losh tme cove

red Ly iggvg, LW

CAS
iRey. 288




Authorization for Examination U.S. Department of Labor

And/Or Treatment Employment Standards Administraticn
Office of Workers' Compensation Programs
The following request for information is required under (5 USC 8101 et. seq.). Benefits and/or medical services OMB No.: 1215-0103
expenses may not be paid or may be subject to suspension under this pregram unless this report is completed and Expires: 10-31-2008

filed as requested. Information collected will be handled and stored in compliance with the Freedom of Information
Act, the Privacy Act of 1974 and CMB Cir. No. A-108.

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

PART A - AUTHORIZATION

i. Name and Address of the Medical, Facility or Physician Authorized to Provide the Medical Service:

2. Employee's Name {last, first, middle) 3. Date of Injury (mo. day, yr.)¥ 4. Occupation

5. Description of Injury or Disease:

6. You are authorized to provide medical care for the employee for a pariod of up to S|xty days from the date show

1, subject to the
condition stated in item A, and to the condition indicated either 1 or 2, in item B.

A, Yoursignature in item 35 of Part B certifies your agreement that alt fees for-servi
established by OWCP and that payment by OWCP will be accepted as payment in‘fi

Il not exceed the mz
r.said services.
8. []1. Fumish office and/or hospital treatment as medically heces: ‘yfsurgary other than emergency

must have prior OWCE approval.

[:j 2. There is doubt whether the employee's condition i j i “in the performance of duty, or is
otherwise related to the employment. You are authori; i i i
studies, and prompily advise the undersigned ,whether*‘y ) liéve the condition is due to the alleged injury or to any
circumstances of the employment.Pending furthe
the condition may be to the injury or to the em)

ent.

7. If a Disease or liiness is Involved, OWCP Approval for issuing . Si Authorizing Official:
Authorization was Obtained from: {Type Name and Title of :
OWCP Official)

9. Name and Title of Authorizing Official: (Type or print clearly)

10. Local Employing Agency Telephona Number: . 11. Date {(mo., day, year}

12. Send one copy of your report: {Fif

of address) 13. Name and Address of Employee's Place of Employment:

Department of Agency

Bureau or Office

Local Address (including ZIP Code)

Public Burden Statement
We estimate that it will take an average of 5 minutes to complete this collection of infermation, 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 cornments regarding these estimates or any other aspect of this collection of information, including suggestions for reducing this
burden, send them to the Office of Workers' Compensaticn Programs, U.S. Depariment of labor, Room $-3229, 200 Constitution Avenue, N.W.,
Washingten, D.C. 20210.
DO NOT SEND THE COMPLETED FORM TO THIS OFFICE Form CA-16

Rev. Feb.2005




PART B - ATTENDING PHYSICIAN'S REPORT

14. Empioyee’s Name {Last, first, middie)

15. What History or Injury or Disease Did Employee Give You?

18. Is there any History or Evidence of Concurrent or Pre-existing Injury, Disease, or Physical Impairment? 1Ba. |DC-8 Code

(If yes, please describe)

[ preaseesee) IR
17. What are Your Findings? (Include results of X-rays, faboratory tests, etc.) 18. What is Your Diagnosis? 18a. |DC-9 Cade

Plg_aée explain your answer if

19. Do You believe the Condition Found was Caused or Aggravated by the Employment activity Described? (
there is doubt) ,
D Yes [T e
20. Did Injury Require Hospitalization? D Yas I:I No
If yes, date of admission (mo., day, year)
Date of discharge {mo., day, year}
22. Surgery (If any, describe type)
24. What {Other) Type of Treatment Did You Provide?
26. Date of First Examination (mo., day, year) | 27. Date(s) of Trealme
29. Period of Disability (mao., day, year) (if termination date unk_ndwn, 5 Employee Able {o Resume
indicate :
) Total Disabiiity: From lLight Work Date:
Partial Disability: From eqular Work Date:
31.If Employee Is Able to Resume Work, Has He/She been Advisec [ne If Yes, Fumnish Date Advised
32, Employee is Able to Resume only L eE ent of Physical Limitations and the Type of Work that Could

33. General Remarks and Recommendations for Future Carei indicated. If you have made a Referral to Another Physician or to a Medical

Facility, Provide Name and

(It yes, state specialty}

34. Do You 3pecialize? I:I Yes

36. Address (No., Street, City, State, ZIP Code)

; Lin Pdrt B of this form are true,
complete Hetal o the of my knowledge. Further, |
understand that any false o sleading statement or any
misrepresentation or concealinent of material fact which is

response-

knowingly made may, subject me to felony criminal prosecution.
hd Y ; e Y P 37. Tax identitication Number 38. Date of Report

38. National Provider System Number

MEDICAL BILL: Charges for your services should be presented to the AMA standard "Health Insurance Claim Form"™ (AMA CP 407/408/409;
OWCP-1500z, or HCFA 1500). Service must be itemized by Current Procedural Terminology Code (CPT 4) and the form must be signed.

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




INSTRUCTIONS FOR AUTHORIZING OFFICIAL FOR COMPLETION OF PART A

SELECTION ® A Federal employee injured by accident while in the performance of duty has the initial

right to select a physician of hisfher choice to provide necessary treatment. The supervisor shall
OF PHYSICIAN immediately authorize examination and appropriale medical care by use of Form CA-16 issued
to either a United States medical office or hospital or any duly qualified physician/ hospital of the
empioyee's choice.

® i {he employee elects {o be treated by a private physician,:a°copy.of the American Medical
Association standards billing form (AMA OF 407/408/408; GWCP-1500a) should be
supplied together with Form CA-16.

® A physician who is debarred from the FECA prbgram a d at ZO.CFR 10_1;_
not be authorized to examine or treat an injured Federal em

jury, employing agency:.or thelemployee's home is a

® Ceneraily, 25 miles from the place;
care; however, other pertinent factors must also be

reasonable distance to travel fopr
considerad. ’

PERIOD OF b
AUTHORIZATION

th Service, Military, or VA hospitals. Federal

FEDERAL MEDICAL d
tabiished under 5 USC 7901 are rot U.S. medical

FACILITIES

DEFINITION E ; ; k" includes damage fo or destruction of medical braces, artificial limbs and

OF INJURY “gther prosthet s. Eyeglasses and hearing aids are included only if the damages were
Eﬁéiq_ental ioap nal injury which required medical services. Treatment for iliness or disease
shoulthnet be autherized unless appreval is first chiained from OWGCP.

DEFINITION he term j!p:inysician" includes dociors of medicine {MDs}, surgecns, podiatrists, dentists,

psychologists, optometrists, chiropraciors and osteopathic practitionars within the scope
ir practice as defined by Siate law. The reimbursable services of chirapractors under the
FEGA ars limited by statute to physical examination, related laboratory tests and X-rays to
diagnose a subluxaftion of the spine; and treatment consisting of manual manipulation of the
spine to correct a subluxation demonstrated by X-ray.

OF PHYSICIAN

Part A shall be completed in full by the authorizing official. The authorization is not valid

uniess the name and address of the physician or hospifal is entered in Item 1 and the signature
of the authorizing official appears in tem B. Check B1 or B2 or ltem 6, whichever is appropriate.
In care of iliness or disease, only Box B2 may be checked.

FORM
COMPLETION

® Show the address of the proper OWCP Offica in Item 12. Send original and one copy of
Form CA-16 1o the medical officer or physician. If issued for iflness or disease, a copy must
also be sent to OWCP.

ADDITIONAL See 20 CFR and/cr Chapter 810, Federal Personnel Manuai (FPM).

INFORMATION

Information for Physician -- See Reverse Side




YOUR
AUTHORIZATION

USE OF CONSULTANTS
AND HOSPITALS

REPORTS

RELEASE OF

RECORDS

BILLING FOR
SERVICES

INFORMATION FOR PHYSICIAN

® Please read Part A of Form CA-16. You are authorized to examine and provide freatment for the
injury or disease described in Iltem 5, for a period of not more than 80 days from the date of
issuance, subject to the conditions in ltem 8. A physician who is debarred from the FECA program
as provided at 20 CFR 10.450-457 may not be authorized 1o examine ar treat an injured Federal
employse. Authorization may be terminated eadier upon written notice frem OWCP. For
extension of the authorization: to treat beyond the 60 day period, apply to the office shown in Part

A Item 12,

This form covers office visits and consultations, laboratory wo iogpital services (including
inpatient), x-rays, MRIs, CT scans, physical therapy emergencyservices (induding surgery) and
chiropractic services. Chiropractic services are limited to charges for physical examinations and x-
rays to diagnose a subluxation of the spine and treatment cdnsisting of manua! manipulation of the
spine to correct a subluxation demonstrated by x-ray.

This form does not cover elective and non-emergency surg me exercise gquipment,

whirlpools, mattresses, spa/gym membership and work hardening pro

caI hospitals, if neaded: Authorize semi-private

*® You may utilize consultants, laboratories an
illary treatment may be

accommodations unless a pnvate room is
provided to a hospitaiized empl

f OWCP. They shal} not be released fo anycne nor may any
the approval of OWCP.

OWCP reguires thaticharges be itemized using the AMA standaré "Health Insurance Claim Form"
AMA OP 407/408/408; OWCP-1500, or HCFA-1500). Each procedure must be identified. In
ofthe form, by the applicable Current Procedural Terminology {O editor) Code
py of the form may be supplied by the employee at the time treatment is sought.

®* Payment for chircpractic services is limiteg to charges for physical examinations, related
laboratory tests, and X-rays to diagnose a subluxation of the spine; and treatment consisting of
manual manipulation of the spine fo carrect a subluxation demonstrated by X-ray.

NUMBER

ADDITIONAL
INFORMATION

® The provider's Tax Identification Number (TIN) is an important identified in the OWCP system, To
speed processing and to reduce inaccuracy of payment, the provider's TIN (Employer
Identification Number or SSN) should be shown on all reports and billings submitted to OWCP. If
possible, providers should decide on a single TIN - either corporate or personal - which is used
censistently on OWCP claims.

® Contact the OWCP shown in lem 12 of Part A.

Please Remove These Instructions Before Submitting Your Report.

* U GPO: 1999-454-845/92710




PRIVACY ACT
"NOTE: The following statement is made in accordance with the Privacy Act of 1874 (5 USC 552a} and the Paperwork Reduction
Act of 1995, as amended, The authority for requesting the following information is Section 81 01, et seq,, Title 5 of the U.5. Code
authorizes collection of this information. Completion of this form is required in order to receive payment for medical services and
expenses associated with the injury or disease described in ltem § of this form for a period not more than &0 days from the date of
issuance, subject to the condition in [fem 6 of this form. Additional disclosures of this information may be to: third parties in litigation;
employing agencies, various individuals and organizations providing related medical rehabilitation and other services; insurance
plans which may have paid related bills; labor unions; various law enforcement officials; other federal, state ahd local agencies

{including the GAQ and IRS) as appropriate; data processing contractors to the Department of Labor; debt collectlon agencies and
credit bureaus."”




Duty Status Report

U.S. Department of Labor

Employment Standards Administration
Office of Workers’ Compensation Programs

©

This form is provided for the purpose of obtaining a duty status report for the employes named below. This request
doas not constitute authorization for payment of medical expense by the Dapartmeant of Labor, nor does it invalidate any
previous authorization issued in this case. This reguest for information is authorized by law (5 USC 8101 ot seq.) and is
required to obtain or retain a benefit. Information cotlected will be handled and stored in compliance with the Freadom
of information Act, the Privacy Act of 1974 and the OMB Cir. A-108. Persons are not required to raspond to this
collection of information unless it displays a currently valid OMB control number.

OMB No. 1215-0103
Expires: 08-31-02

OWCP File Number
{If known)

SIDE A - Supervisor: Complete this side and refer to physician

$IDE B - Physician: Completg this side

1. Emplovee’s Name (Last, first, middle)

2. Date of Injury {Month, day, yr.) |32. Social Security No.

4. Occupation

8. Does the History of Injury Given 1o You by the Employee
Corraspond to that Shown in ltem 57 Yos No (If not, describe)

5. Describe How the [niury Occurred and State Parts of the Body Affected

8. Deseription of Clinical Findings

10. Diagnosis Due to Injury 11. Other Disabiing Conditions

6. The Employes Works
Hours Per Day Days Por Week

12. Employee Advised to Resume Work?
[ ves, Date Advised /7 [Ine

7. Specify the Usual Work Requiroments of the Employee. Check

13. Employes Able to Perform Regular Work Described on Side A?

Whether Employee Performs These Tasks or is Exposed O] ves fso [JFull-Time or [] Part-Time -Hrs Per Day
Continuously or intermittently, and Give Number of Hours. No, if not, complete below:
Activity Continuous|Intermittent Continuous Intermittent
a. Lifting/Carrying: #lbs. #lbs. #lbs. #ibs.
State Max Wt. Hrs Per Day Hrs Per Day
b. Sitting Hrs Per Day Hrs Par Day
¢, Standing Hrs Per Day Hrs Per Day
d. Walking Hrs Per Day Hrs Per Day
o. Climbing Hrs Per Day Hrs Pgr Day
f. Kneeling Hrs Par Day Hrs Per Day
g. Bending/Stooping Hrs Per Day Hrs Per Day
h. Twisting Hrs Per Day Hrs Per Day
i. Pulling/Pushing Hrs Per Day Hrs Per Day
|- Simpie Grasping Hrs Per Day Hrs Per Day
k. Fina Manipulation
" (includes keyboarding) Hrs Per Day Hrs Per Day
i. Reaching above
Shoulder Hrs Per Day Hrs Per Day
m. Driving a Vehicle
(Spacify) Hrs Per Day Hrs Per Day
n. Operating Machinery
(Specify) Hrs Per Day Hrs Per Day
range in range in
o. Temp. Extrames degress F degrees F
p. High Humidity Hrs Per Day Hrs Per Day
. Chamicals, Solvents,
a et‘::e. (I:jceantify) Hrs Per Day Hrs Per Day
“r. Fumes/Dust (identify) Hrs Per Day Hrs Per Day
. dBA dBA
s. Noise {Give dBA) Hrs Per Day Hrs Par Day

t. Other {Describe)

Are Interpersonal Relations Affected Because of & Neuropsychiatric
Condition? (8.g. Ability to Give or Take Supervision, Meet Deadlines,
etc.} [ves [INo (Describe)

14,

15. Date of Examination 16. Date of Next Appointment
17. Specialty 18. Tax ldentification Number
19. Physician's Signature 20. Date

Form CA-17
Rev. Jan. 1887




SUPERVISOR:

PHYSICIAN:

CERTIFICATION:

INSTRUCTIONS FOR COMPLETING DUTY STATUS REPORT (CA-17)

Compilete Side A and refer the form io the physician to complete Side B.
Fill in the address of the Employing Agency and the appropriate OWCP
District Office in the spaces below. Enter the OWCP file number in the
top right corner.

Complete Side B, sign and return to the employing agency within 2 days
to prevent interruption of the employee’s income. Fill in your name and
address.

Medical Facility Name and Address

Send Original Report to:
Employing Agency Address

Send a Copy of This Report to:
OFFICE OF WORKERS’ COMPENSATION PROGRAMS

BY SIGNING BLOCK 19 ON THE FRONT OF THIS FORM, THE PHYSICIAN
CERTIFIES AS FOLLOWS:

I CERTIFY THAT ALL THE STATEMENTS IN RESPONSE TO THE
QUESTIONS ASKED ON THIS FORM CA-17 ARE TRUE, COMPLETE AND
CORRECT TO THE BEST OF MY KNOWLEDGE. FURTHER, | UNDERSTAND
THAT ANY KNOWINGLY FALSE OR MISLEADING STATEMENT, OR
MISREPESENTATION OR CONCEALMENT OF MATERIAL FACT, MAY
SUBJECT ME TO FELONY CRIMINAL PROSECUTION.

| FURTHER UNDERSTAND THAT THIS REQUEST DOES NOT CONSTITUTE
AUTHORIZATION FOR PAYMENT OF MEDICAL EXPENSES BY THE
DEPARTMENT OF LABOR, NOR DOES IT INVALIDATE ANY PREVIOUS
AUTHORIZATION ISSUED [N THIS CASE.

We estimate that it will take an average of § minutes to complete this collection of information, including time for reviewing
instructions, searching existing data sources, gathering and maimtaining the data needed, and completing and reviewing the
i you have any comments regarding this burden estimate or any other aspect of this collsction of

caotlection of information.
information, including suggestions for reducing this burden, send thern to the OWCP, U.S. Department of Labor, Room 8-3229, 200

Public Burden Statement

Constitution Avenug, N.W., Washington, D.C. 20210.

Persons are not required to respond to this coliection of information unless it displays a currently valid OME control number,

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




T ]

Save Employment Standards Adminisiration
Office of Workers® Companeation Programs
This form Is provided for the purpess of obtaining & cuty sistus report for the smployves named below. This requast OMB No, 12150103
doas ot constitute authorization for payment of redical sxpense by the Department of Labor, nor dosa It invalidate any Expires: (8-31-02
pravious authorization issuad in this cass. This request for information is authorizad by law (5 USC 8101 61 564} a0 I3 "B Fiia Number
raquired to obiain o rstain & benefit. information colincted will ba handied and stored In compliance with the Frasdom (i known)

of irdormation Act, the Privacy Agt of 1874 and the OME Cir. A-108. Persons Ane 10t required I respond 1 thia
mummna@nammzldmﬁmolmw .

éuty Status Report U.S. Department of Labor a

[

S1DE A - Supervisor: Compléte NS yifle and rafer o phyditisn | SIDE B - Physician: Complate this side i
1. Empioyse’s Name {Laet, first, middle) 8. Mmmdmmnmvwbythmlvu :
Jones, Marv £, Comapond to thet Shown in Jtam 57 [Jres [T Ne (i not, describe) |
2. Daw of injury (Manth, day, yr.) 3.5&!&150:&!@!&. i
aam:zoea _ 123- S— !
& Occupation .. < 0 oo 7T Tl T ’
Sewvauard
5. mmmwwmwmumwumm :
She fol and bruised rght kes. |1 Orher Disabling Concttions
- y
6. mmawam i o
Hors PerDay B . 3 No
7. Specily the Usual Work Requ? 301 the E7 Aeguiar Work Described on Sioe A?
wrwﬁms?mrmxu&mﬂ 8 or [] Part-Time Hes Por Day
condmuuyorkmm; and Giva Numbaer'ol Hoors, 3
Activity [Cantinuous |Fntermittent
s mecm&w 15 25 . _ > __ Hrs Pet Day
b. Siting 4 Ci4 \ ' / Hrs Pot Day
¢. Standlng 4 4 w Hrs Pac Day
4. Weiking 4 4 7_ / Hrs Per Day
o Climbing 12 N Hre fer Day
1. Knweling 1 Hre PorDay
Q. Banding/Stooping i Hrs Par Doy
h. Twisting Hry Por Day
Hrs Por Day
Hrg Por Day
os K&y Hrs Por Day
I. Reaching above ) 3\\ s vl | Hes Por Day
m. Driving & Vehicla N
{Spacity) 2 _-3—\_“ (s Per Day . ¥irs Par Day
n. Cperating Machinery | AV
IS F ™ / range in i T in
9. Temp. Extremes 5 3 r""MF ' degreas F
p. High Hurniity b 0 ‘8  Hrs Par Qay Hrs Per Day
r i
q_mw.,am 12 1 B  Hra Por Day tirs Por Day
— 14 T
1. Fumes/Dust (identify) .5 ]3 8  Hrs Per Oay i Hre Per Day
' T T 48A i GBA
5. Noise {Give d8A) 1 1 . vitsPwrDay Hrs Par Day
14; Ase iterpacsonal Hatanom Affected Secauss of & Newopaychislric
. Other (Describe) Condition? (e.g. Ability 10 Give o Take Supmrvision, Meet Desdiines,
’ o1ty C)vas [Jno (Describe)
5. Dats of Examicaticn 118, Dare of haxt Appointment
{
17. Speciairy 18, Tax (dentification Number
[zg PRysician's Sigrans 70, Cate
; Form CA~17

Rev. Jan, 73§7




Standard Form 1199A (EG)

{Rev, June 1987}

Prescribed by Treasury
Department

Treasury Dept. Cir, 1076

CMB No. 1510-0007

DIRECT DEPOSIT SIGN-UP FORM

DIRECTIONS

® To sign up for Direct Deposit, the payee is to read the back of this form
and fill in the information requested in Sections 1 and 2. Then take or
mait this form to the financial institution. The financial institution will
verify the information in Sections 1 and 2, and will complete Section 3.
The completed form will be refurned to the Government agency
identified below.

A separate form must be completed for each type of payment to be
sent by Direct Deposit.

® The claim number and type of payment are printed on Governmant
checks. (See the sample check on the back of this form.) This
information is also stated on beneficiary/annuitant award lefiers and
other documents from the Government agenay.

® Payees must keep the Gavernment agency informed of any address
changes in order to receive important information about benefits and to
remain qualified for payments.

SECTION 1 (TO BE COMPLETED BY PAYEE)

A NAME OF PAYEE (last, first, midadle initial)

D TYPE OF DEPOSITOR ACCOUNTD CHECKING D SAVINGS

ADDRESS (street, route, P.O. Box, APO/FPQ)

E DEPOSITOR ACCOUNT NUMBER

Prefix Suffix

CITY STATE ZIP CODE F TYPE OF PAYMENT (Check only one)
I social Security O Fea. Salary/Mil. Civilian Pay
TELEPHONE NUMBER O Supplemental Security Income [ Mii.Acti.ve
AREA CODE 1 Railroad Retirement [ i, Retire.
] civit Service Retirement (OPM}) ] ML, Survivor
B NAME OF PERSON(S) ENTITLLED TO PAYMENT [] VA Compensation or Pension (] othor
(specify)
C CLAIM OR PAYROLL ID NUMBER G THIS 80X FOR ALLOTMENT OF PAYMENT ONLY (if applicable)
TYPE : AMOUNT

PAYEE/JOINT PAYEE CERTIFICATION

I certify that [ am entitled to the payment identified above, and that | have
read and understood the back of this form. In signing this form, |
authorize my payment to be sent to the financial institution named below
to be deposited to the designated account.

JOINT ACCOUNT HOLDERS' CERTIFICATION (opfionai)

| certify that | have read and understcod the back of this form,
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.

SIGNATURE DATE SIGNATURE DATE
SIGNATURE DATE SIGNATURE DATE

SECTION 2 (TO BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)
GOVERNMENT AGENCY NAME GOVERNMENT AGENCY ADDRESS

SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)

NAME AND ADDRESS OF FINANCIAL INSTITUTION

CHECK

ROUTING NUMBER
DIGIT

B

DEPOSITOR ACCOUNT TITLE

|

]

210,

FINANCIAL INSTITUTION CERTIFICATION

t confirm the identity of the above-named payee(s) and the account number and title. As representative of the above-named financial institution, |
certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR Parts 240, 209, and

PRINT OR TYPE REPRESENTATIVE'S NAME

SIGNATURE OF REPRESENTATIVE

TELEPHONE NUMBER DATE

Financial institutions should refer to the GREEN BOOK for further instructions.
THE FINANCLAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.

NSN 7540-01-068-0224

GOVERNMENT AGENCY COPY

1199-207
Designed using Perform Pro, WHS/DIOR, Mar 97




Standard Form 1198A (EG)

(Rev. June 1987)

Prescribed by Treasury
Department

Treasury Dept, Cir. 1076

OMB No. 1510-0007

DIRECT DEPOSIT SIGN-UP FORM

DIRECTIONS

® To sign up for Direct Deposit, the payee is to read the back of this form
and fill in the information requested in Sections 1 and 2. Then take or
mail this form to the financial institution. The financial institution will
verify the information in Sections 1 and 2, and will complete Section 3.
The completed form will be returned to the Government agency
identified below,

A separate form must be completed for each type of payment to be
sent by Direct Deposit.

® The claim number and type of payment are printed on Govemment
checks. (See the sample check on the back of this form.) This
information is also stated on beneficiary/annuitant award letters and
other documents from the Government agency.

® Payees must keep the Government agency informed of any address
changes in order to receive important information about benefits and fo
remain qualified for paymenis.

SECTION 1 (TO BE COMPLETED BY PAYEE)

A NAME OF PAYEE (last, first, middle initial)

D TYPE OF DEPOSITOR ACCOUNTI:I CHECKING D SAVINGS

E DEPOSITOR ACCOUNT NUMBER

ADDRESS (street, route, P.O. Box, APO/FPO)

L[] |1

STATE ZIP CODE

CIty

F TYPE OF PAYMENT (Check only one}
[ Social Security {1 Fed. Salarymil, Givilian Pay

Prefix Suffix

TELEPHONE NUMRBRER O Supplemental Security income O mi. Active
AREA CODE 1 Raiiroad Retirement [ Mil. Retire.
[ civit Service Retirement (OPM) 3 wmil. surviver
VA Compensation or Pension Cther
B NAME OF PERSON(S) ENTITLED TO PAYMENT 0 7 .
(specify;
C CLAIM CR PAYROLL ID NUMBER G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable}
TYPE AMOUNT

PAYEE/JOINT PAYEE CERTIFICATION

| certify that [ am entitled to the payment identified above, and that | have
read and understood the back of this form. In signing this form, |
authorize my payment to be sent to the financial institution named below
to be deposited to the designated account.

JOINT ACCOUNT HOLDERS’ CERTIFICATION (optional)

| certify that | have read and understood the back of this form,
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.

SIGNATURE DATE SIGNATURE DATE
SIGNATURE DATE SIGNATURE DATE

SECTION 2 (TO BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)
GOVERNMENT AGENCY NAME GOVERNMENT AGENCY ADDRESS

SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)

NAME AND ADDRESS OF FINANCIAL INSTITUTION ROUTING NUMBER CHECK
DIGIT
DEPOSITOR ACCOUNT TITLE

certify that the financial institution agrees to receive and deposit the pa
210.

FINANCIAL INSTITUTION CERTIFICATION

| confirm the identity of the above-named payee(s) and the account number and title. As representative of the above-named financial institution, |

yment identified above in accordance with 31 CFR Parts 240, 209, and

PRINT OR TYPE REPRESENTATIVE'S NAME

SIGNATURE OF REPRESENTATIVE

TELEPHONE NUMBER DATE

Financiai institutions should refer to the GREEN BOOK for further Instructions.
THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.

NSN 7540-01-058-0224 FINANCIAL INS

TITUTION COPY 1199-207

Designed using Perform Pro, WHS/DIOR, Mar 87




Standard Form T195A {EG)

(Rev. June 1987}

Prescribed by Treasury
Department

Treasury Dept. Cir. 1076

CMB No. 1510-0007

DIRECT DEPOSIT SIGN-UP FORM

DIRECTIONS

® To sign up for Direct Deposit, the payse is to read the back of this form
and fill in the information requested in Sections 1 and 2. Then take or
mail this form to the financial institution. The financial institution will
verify the information in Sections 1 and 2, and will compiete Section 3.
The completed form will be returned to the Government agency
identified below.

A separate form must be completed for each type of payment to be
sent by Direct Deposit.

SECTION 1 (TO BE COMPLETED BY PAYEE)

® The claim number and type of payment are printed on Government
checks. (See the sample check on the back of this form.) This
information is also stated on beneficiaryfannuitant award letters and
other documenis from the Government agency.

® Payees must keep the Government agency informed of any address
changes in order to receive important information about benefits and to
remain qualified for payments.

A NAME OF PAYEE (last, first, middie initiai)

D TYPE OF DEPOSITOR ACCOUNTI__—] CHECKING D SAVINGS

ADDRESS (street, route, P.O. Box, APO/FPO)

E DEPOSITOR ACCOUNT NUMBER

|| | ||

Prefix Suffix

CITY STATE ZIP CODE F TYPE OF PAYMENT (Check oniy oneg)
‘ O Sacial Security O Fed. Salary/Mil. Civilian Pay
TELEPHONE NUMBER 1 supplemental Security Income £ Mil, Active
AREA CODE 2 Raitroad Retirem‘ent 7 i, Retir.e.
B NAME OF PERSON(S) ENTITLED TO PAYMENT S 3;‘\”(‘32:;::8':52;3::9;:;2::”) g g‘:;:r””"""
(spacify)
€ CLAIM OR PAYROLL ID NUMBER G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if appficable)
TYPE AMOUNT

PAYEE/JOINT PAYEE CERTIFICATION

| certify that | am entitled fo the payment identified above, and that | have
read and understood the back of this form. In signing this form, |
authorize my paymernt to be sent to the financial institution named below
to be deposited to the designated account.

JOINT ACCOUNT HOLDERS’ CERTIFICATION (opticnal}

| certify that | have read and understood the back of this form,
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.

SIGNATURE DATE

SIGNATURE DATE

SIGNATURE DPATE

SiIGNATURE DATE

SECTION 2 (TO BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)

GOVERNMENT AGENCY NAME

GOVERNMENT AGENCY ADDRESS

SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)

NAME AND ADDRESS OF FINANCIAL INSTITUTION

CHECK

ROUTING NUMBER
DIGIT

L

DEPOSITOR ACCOUNT TITLE

|

210.

FINANCIAL INSTITUTION CERTIFICATION

1 confirm the identity of the above-named payee{s) and the account number and title. As representative of the above-named financial institution, i
certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR Parts 240, 208, and

PRINT OR TYPE REPRESENTATIVE'S NAME

SIGNATURE OF REPRESENTATIVE

TELEPHONE NUMBER DATE

Financial institutions should refer to the GREEN BOOK for further instructions.
THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TC THE GOVERNMENT AGENCY IDENTIFIED ABOVE.

NSN 7640-01-058-0224

PAYEE COPY

1188-207
Designed using Perform Pro, WHSIDIOR, Mar 97




SF 1199A (Back)

BURDEN ESTIMATE STATEMENT

The estimated average burden asscciated with this collection of information is 10 minutes per respondent or recordkeeper,
depending on individual circumstances. Comments concerning the accuracy of this burden estimate and suggestions for
reducing this burden should be directed to the Financial Management Service, Facililies Management Division, Property &
Supply Section, Reom B-101, 3700 East-Wesi Highway, Hyatisvile, MD 20782 or the Office of Management and Budget,
Paperwork Reduction Project (1510-0007), Washington, D.C. 20503.

PLEASE READ THIS CAREFULLY

All information on this form, including the individual claim number, is required under 31 USC 3322, 31 CFR 209 and/or
210. The information is confidential and is needed to prove entitlement fo payments. The information will be used to
process payment data from the Federal agency to the financial institution and/or its agent. Failure to provide the requested
information may affect the processing of this form and may delay or prevent the receipt of payments through the Direct
Deposit/Electronic Funds Transfer Program.

INFORMATION FOUND ON CHECKS

Most of the information needed to complete boxes A, United States Treasury 155
C, and F in Section 1 is printed on your government — Yearry ‘E’OTW _— Check No
check: @ AUSTIN, TEXAS 0000 415785

® Be sure that pavee’s name is written exacily as it ap- 28 28 DOLLARS &8

pears on the check. Ba sure current address is shown. Payto $eerqgg H

tie order of

Claim numbers and suffixes are printed here on checks

beneath the date for the iype of payment shown here.

Check the Green Book for the location of prefixes and

suffixes for other types of payments. @ NOT NEGOTIABLE
® Type of payment is printed to the left of the amount. 00000518 041571526

SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS

Joint account holders should immedtately advise both the Government agency and the financial institution of the death
of a beneficiary. Funds deposited after the date of death or ineligibility, except for salary payments, are to be returned to
the Government agency. The Government agency will then make a determination regarding survivor rights, calculate

survivor benefit payments, if any, and begin payments.

CANCELLATION
The agreement represented by this authorization remains in effect until cancelled by the recipient by notice fo the

Federal agency or by the death or legal incapacity of the recipient. Upon cancellation by the recipient, the recipient should
notify the receiving financial institution that he/she is doing so.

The agreement represented by this authorization may be cancelled by the financial institution by providing the recipient
a written notice 30 days in advance of the cancellation date. The recipient must immediately advise the Federal agency if
the authorization is cancelled by the financial institution. The financial institution cannot cancel the authorization by advice

to the Government agency.

CHANGING RECEIVING FINANCIAL INSTITUTIONS

The payee’s Direct Deposit will continue to be received by the selected financial institution until the Government agency
is notified by the payee that the payee wishes to change the financial institution receiving the Direct Deposit. To effect this
change, the payee will complete a new SF 1198A at the newly selecied financial institution. It is recommended that the
payee mainiain accounts at both financial institutions until the transition is complete, i.e. after the new financial institution

receives the payee’s Direct Deposit payment.

FALSE STATEMENTS OR FRAUDULENT CLAIMS
Federal law provides a fine of not more than $10,000 or imprisonment for not more than five (5) years or both for

presenting a false statement or making a fraudulent claim.




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

SECTION 1 EMPLOYEE PORTION
a. Name of Employee Last First Middle OMB No. 1215-0103
Expires: 10/31/2008
b. Mailina Address (/ncluding Citv State, ZIP Code) ¢. OWCP File Number
d. Date of Injury e. Social Security Number

Month Day Year

E-Mail Address (Optional)
SECTION 2 Compensation is claimed for:

f. Telephone No./FAX No.

Inclusive Date Range
To

From Intermittent?
a. D Leave without pay [lves | No  Go to Section 3
b. D teave buy back DYes D No Goto Section 3, and Complete Form CA-7b
c. D Other wage loss; specify type, [_—_]Yes D No Gote Secfioh 3
such as downgrade, loss o
night differential, etc. Type: If intermittent, complete Form CA-7a,
d.[] Schedule Award (Go fo Section 4) Time Analysis Sheet

SECTION 3 You must report all earnings from employment (outside your federal job); include any employment for which you received a salary,

wages, income, sales commissions, piecework, or payment ofany kind during the period(s) daimed in Sectien 2. Include seif-employment, involvemant

in business enterprises, as well as service with the military forces. Fraudulent concealment of employment or failure to report income may result in

forfeiture of compensation benefits and/or criminal prosecution. Have you worked outside your federal job for the period(s) claimed in Section 27

Name and Address of Business:
D Yes

D.—No | Name Address City State  ZIP Code

Go o

section 4 Dates Worked: Type of Work:

SECTION 4 s this the first CA-7 claim for compensation you have filed for this injury?

D Yes Complete Sections 5 through 7 and a Form SF-1199A4, "Direct Deposit Sign-up”

D No Has there been any change in your dependents, or has your direct deposit information changed, or has there been a claim
fifed with U.S. Civil Service Retirement, another federal retirement or disability iaw, or with the Department of Veterans
Affairs since your last CA-7 claim?
I:i Yes - Complete Sections & through 7 or a new SF-1198A fo reflact change(s) D No - Complete Section 7

SECTION 5  |ist your dependents {including spouse): Living with vou?
Name e { Sobal Security #  Date of Bith  Relatonship yea No

10

D D For dependents nof
fiving with you, complefe

D D items a and b below.

a. Are you making support payments for & dependent shown above? |:|Yes D No If Yes, support payments are made to:
Name Address City State ZIP Code

b. Were support payments ordered by a court? DYes L__]NO If Yes, attach copy of court order.

SECTIONG a. Was/Will there be a claim made against a 3rd pariy? D Yes D No

b. Have you ever applied for or received disability benefits from the Department of Veterans Affairs?

l:l Yes Claim Number Full Address of VA Office Where Claim Filed Nature of Disability and Monthly Payment

DND [

c. Have you applied for or received payment under any Federal Retirement or Disability law?
|:| Yes Clairm Number Date Annuity Began | Amount of Monthly Payment Retirement System {CSRS, FERS, SS8A, Other)

[Tne | [_ICSRS[JFERS[]SSA [[] Other

SECTION 7 ] hereby make claim for compensation because of the injury sustained by me while in the performance of my duty for the
United States. | certify that the information provided above is frue and accurate to the best of my knowledge and belief.

Any person who knowingly makes any false statement, misrepresentation, conceaiment of fact, or any other act of fraud, to obtain
compensation as provided by the FECA, or who knowingly accepts compensaticn to which that person is not entitied 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
impriscnment, or both. In addition, a felony conviction will result in termination of all current and future FECA benefits.

Employee's Signature : i Date {Mo., day, year)

Form CA-7
Rev. June 2005




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

SECTION 8 Show Pay Rate as of Additionai Pay Additional Pay Additional Pay
Date of Injury; Base Pay Type Type Type_
Date: 5 per $ per $ per $ per
Grade: Step:

Date Employee Stopped Work: Type Type Type

Date: $ per $ per $ per $ per
Grade: Step:

Additional pay types include, but are not limited to: Night Differential (ND), Sunday Premium (SP), Holiday Premium (HP), Subsistence

(SUB), Quarter {QTR), efc. (List each separately)

SECTION 9
a. Does employee work a fixed 40-hour per week schedule? ves[ ] No []

1. If Yes, circle scheduled days: DS w7 D wl ] F ’—__I S

2. If No, show scheduled hours for the two week pay period in which work stopped. Circle the day that work stopped.

FOR EXAMPLE ONLY
S IM]T|WITH] F ]S SIM | T )| W|TH| F| S

WEEK 1 alales N

From _ 5/14 to _5/20 L5 From to

WEEK

4
From 521 to _5/27 8 618 From to
b. Did employee work in position for 11 months prior fo injury? |:i Yes |:| No

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

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

the FEHBP? No Yes Code (D-Z oniv)
o D d. A Retirement System? E_I No [___,] Yes Plan
b. Basic Life Insurance? ]:l No [_]Yes (Specify CSRS, FERS, Other)
SECTION 11 Continuation of Pay (COP} Received (Show inclusive dates): D Yes — Complete Time
Intermittent? Analysis Sheet, Form CA-7a
From To D No
SECTION 12 Show pay status and inclusive dates for period(s) claimead: Infermitient?
Sick Leave From To [Jves [JNo  !fintermittent, complete Form
CA-7a, Time Analysis
Annual Leave Frem To D Yes D No Sheet,
L.eave without Pay From To [lves [INo  ifieave buy back, also submit
Work From To f:] Yes D No completed Form CA-7h.
SECTION 13 Did employee return to work? [] Yes [:I No
If Yes, date
If returned, did employee return o the pre-date-of-injury job, with the same number of hours and the same dutles?
D Yes DNO If No, explain:

SECTION 14 Remarks:

SECTION 15 An employing agency official who knowingly ceriifies o any false statement, misrepresentation, or concealment of fact,
with respect to this claim may also be subject to appropriate felony criminal prosecution.
| certify that the information given above and that furnished by the employee on this form is true to the best of my knowledge, with any

exceptions noted in Section 14, Remarks, above.
Title Date_ L [/

Signature
{Agency Official)
Name of Agency

Date Claim Form Recieved from Employee [
If OWCP needs specific pay information, the person who should be contacted is:

Name Title
Telephone No. _ Fax No. E-Mail Address




INSTRUCTIONS FOR COMPLETING FORM CA-7
If the employee does not quality for continuation of pay (for 45 days), the form should be completed and filed with
the OWCP as soon as pay stops. The form should also be submitted when the employee reaches maximum
improvement and claims a schedule award. if the employee is receiving continuation of pay and will cantinue to be
disabled after 45 days, the form should be filed with OWCP 5 working days prior to the end of the 45-day period.
The CA-7 also should be used to claim continuing compensation, when a previous CA-7 claim has been made.
Collection of this infarmation is required to obtain a benefit and is authorized by 20 C.F.R.10.1086.

EMPLOYEE {or person acting on the employee's behalf) - Compiete sections 1 through 7 as directed and
submit the form to the employee's supervisor.

SUPERVISOR (or appropriate official in the employing agency) - Complete sections 8 through 15 as directed
and promptly forward the form OWCP.

EXPLANATIONS - Some of the iterns on the form which may reqguire further clarification are explained below:

Section Number Explanation

2d. Schedule Award Schedule awards are paid for permanent impairment to a member or function
of the body.

5. List your dependents Your wife or husband is a dependent if he or she is living with you. A childis a

dependent if he, or she either lives with you or receives support payments from
you, and he or she: 1) is under 18, or 2) is between 18 and 23 and is a full-time
student, or 3) is incapable of self-support due to physical or mental disability.

§a. Was/will there be a claim A third party is an individuai or crganization (other than the injured employee or
made against 3rd party? 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
buitding where unsafe conditions cause an employee to fall, and a manufacturer
who gave improper instructions for the use of a chemicai to which an employee
is exposed, could all be considered third parties to the injury.

"Additional Pay" includes night differential, Sunday premium, holiday premium,
and any other type-(such as hazardous duty or "dirty work™ pay) regularly
recetved by the employee, but does not include pay for overtime. If the amount
of such pay varies from pay period to pay period {(as in the case of holiday
premium or a rotating shift), then the total amount of such pay earned during the
year immediately prior to the date of injury or the date the employee stopped
work {whichever is greater) should be reported.

8. Additional Pay

11. Continuation of pay If the injury was not a traumatic injury reported on Form CA-1, this item does
(COP) received not apply.

This space is used to provide relevant information which is not present

14. Remarks
else- where on the form.

The authority for requesting this information is 5 U.5.C. 8101 et seq. The informaticn will be used to determine entitiemant to
benefits. Furnishing the requested information is required for the claimant to obtain or retain a benefit. Information collected will be
handied and stored in compliance with the Freedom of Information Act, the Privacy Act of 1974, as amended (5 U.S.C. 552a). Failure
to furnish the requested information may delay the process, or result in an unfavorabls decision or a reduced benefit.

Public Burden Statement

Public reporting burden forth is collection of infoermation is estimated to average 13 minutes per response including the time for
reviewing instructions, searching existing data scurces, gathering and maintaining the data needed, and completing and reviewing
the collection of information. If you have any commenis regarding this estimate or any other aspect of this information collection,
including suggestions for reducing this burden, please send them to the Depariment of Labor, Office of Workers' Compensation
Programs, Room 8-3229, 200 Constitution Avenue, N.W. Washington, D.C. 20210.

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

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE




~Privacy Act

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 552a), you are here by
notified thai: (1) The Federal Emplovees' Compensation Act, as amended and extended
(5 US.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 healthcare 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 benetits 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.,




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

Claim for Compensation

SECTION1 EMPLOYEE PORTION
a. Name of Employee Last First Middle OMB No. 1215-0103
Hilton Janica K Expires: 16/31/2008
c. OWCP File Number

b. Mailing Address (fncluding City State. ZIP Code}
2358 W Hollywood Ct

Dessertville AZ 92254 4. Date of injury
- Month Day Yea

E-Mait Addrass (Oplional) 02/05/2002

SECTION 2 Compensation is claimad for:

Inciusive Date Range .
From To Intermittent?
04/02/2004  04/20/2004

a, f.eave without pay ! [ves Mo  Go fo Secth
b. D Leave buy hack DYes D No  Go to Section orm CA-7H
c. D Cther wage loss; specify type, DYes Go to Section 3

such as downgrade, loss of

night differential, efc. Type: if interm mplete Form CA-7a,

2] Schedule Award (Go to Seciion 4}

SECTION 3 You mustreport all earnings from employment (outside your fed
wages, income, sales commissions, piecework, er payment of any kind during
in business enferprises, as well as service with the military forces. Fraudui
forfeiture of compensation benefits and/or criminal prosecution. Have you

MName and Address of Business:
D Yes

Name
No
Go fo
section 4 Dates Worked:

SECTION 4 15 this the first CA-7 claim for compensaiic

you received & salary,
solf-employment, involvement
feport income may result in

e period(s) ciaimed in Section 22

City State  ZIP Code

Type of Work:

D Yes Complefe Sections 5 through 7 and a Form
E'] No Has there been any change i
filed with U.S. Civil Servic t or disability law, or with the Department of Veterans

Affairs since your last CA/
D Yes - Complefe Sections®

SECTIONS  List d dents {including s,
arma ist your dependents {inciu mgogcé -

51994 lo refisct change(s} D No - Complete Section 7
. Living with you?

awrof Birth  Relationship Yegs &Oy

01/01/2001  son ]

D D For dependents not
Ifving with you. complete

D D itams a and b below.
E:]Yes D No  If Yes, support payments ara made to:

Marvin Hilton

Addréss City State ZIP Code
” - Oves [ne If Yes, attach copy of court order.
ade against a 3rd parly? [ Ives [ Ino

lity benafits from the Department of Veterans Affairs?
dress of VA Office Where Claim Filed Nature of Disability and Monthly Payment

ayment under any Fedéral Retirement or Disability law?
Retirement System (CSRS, FERS, §8A, Other)

[C1CSRS[JFERS[T]58A [ | Other

| hereby make claim for compensation because of the injury sustained by ma while in the performance of my duty for the
United States. | certify that the information provided above Is rue and accurate to the best of my knowledge and belief.

Date Annuity Began - [-Amgunt of Monthly Payment

SECTIONT

Any persen who knowingly makes any false staternent, misrepresentation, concealment of fact, or any other act of fraud, to obtain
campensation as provided by the FECA, or who knowingly accapts compensation o which that perscn is not entitled is subject to civil or
adminisirative remedies as well as felony criminal prosgeuiion and may, under appropriate eriminal provisions, be punished by a fine or
imprisonment, or beth. In addition, a felony conviction will result in tenmination of all current and future FECA benefits.

Date (Mo., day, year)

Empioyee's Signature
Form CA-7

Rev. June 2005




Employing Agency Pertion
For first CA-7:¢laim sent, complete sections 8 through 15.
For subsequent claims, complete sections 12 through 15 only.

SECTION 8 Show Pay Rate as of Additional Pay Additional Pay Additional Pay

Date of Injury: Bass Pay Type Type Type

Date: 02/05/2002 g_ 3333 por hr $ ' per 3 per 3 per

Grade: G514 Step: B .

Date Employee Stopped Work: Type Type Type

Date: 02/20/2602 3 3333 per hro 5 per 5 per $ per i
Grade;_G3-14 Siep: 6

Additicnal pay types include, but are not limited to: Night Differentiat {ND), Sunday Premium {SP.
{SUB), Quarter (QTR), efc. (List each separately)

SECTION 9 :
a. Does employes work a fixed 40-hour per week schedule? yag[ ] g [ ]

1, If Yes, circle scheduled days: ' DS M T W TH F B s

2. If No, show scheduied hours for tha twe week pay period in which work stopped. Circle the day that wor
FOR EXAMPLE ONLY

5 [\ T W |{TH F IS Fi &
WEEK 1 -
From __ 5114 to _5(20 S N
WEEK 1.
From 521 10 5027 8 518 :

b, Did employee work in position for 11 manths prior to injury? *

SECTION 10 On date pay stopped, was employee en
a. Health Benefits under o [ s .
E (D-Z onlv}

the FEHBP? [nNo KYes code
D No Yes Plan
b. Basic Life Insurance? |_] No Xl yes (SpecTy TSRS FERS, Other)

SECTION 11 Continuation of Pay (COP) § Yes — Complete Time
" Anzlysis Sheet, Form CA-7a

DNO

Intermitient?
[Jves [JNo  ifintermittent, complete Form
CA-7a, Time Analysis
[Jves []No Sheet.
[ ves No  |fleave buy back, also submit
B Yes L—j No compieted Form CA-7b.

termitient?

From To
SECTION 12 Show pay status and inclusive dai

Sick Leave From
Annuai Leave From

Leave without Pay From
Work From

icial who knowingly cerlifies to any false statement, misrepresentation, or concealment of fact,

may also be subject to appropriate felony criminal prosecution.
ove and that furnished by the employee on this form is true to the best of my knowledge, with any

7 <
Title G)WW OatesA 1AL ,?d&/

with respect to this,
t centify that the informa: :

Signature

Name of Agency

Date Claim Form Recleved from Emploves fol
If OWCP needs spedific pay information, the person who should be contacted is:
Title i

Name
Telephone Na, _

E-Malil Address

Fax No. _




!NSTRUCTEONS FOR COMPLETING FORM CA-7
If the employee does not quality for continuation of pay (for 45 days), the form should be completed and filed with
the OWCP as soon as pay stops. The form should atso be submitted when the employee reaches maximum
imprevement and claims a schedule award. If the employee is receiving continuation of pay and will continue to be
disabled after 45 days, the form should be filed with OWCP 5 working days prior to the end of the 45-day pericd.

The CA-7 also should be used 1o claim continuing compensation, when a previous CA-7 claim has been made.

Collection of this information is required to obtain a benefit and is authorized by 20 C.F.R.10

EMPLOYEE (or person aciing on the employee’s behalf) - Complete sections 1 throug
stibmit the form to the employee's supervisor.

SUPERVISOR (or appropriate official in the employing agency) - Complete sectio
and promptly ferward the form OWCP.

EXPLANATIONS - Some of the items on the form which may require further clarification &

Section Number Explanation
Zd. Schedule Award Schedule awards are paid for p er or function
of the body. 8

ith you. A child is a
: ‘zsupport payments from
is between 18 and 23 and is a full-time

5. List your dependents

nization (other than the injured employee or
for the injury. For instance, the driver of a
employee is injured, the owner of a
ions cadiitnn employee to fali, and a manufacturer
s for the®se of a chemical to which an employee
ced third parfies to the injury.

8a. Was/will there be a claim
made against 3rd party?

building where
whao gave improp
is exposed, could

ight ditferential, Sunday premium, heliday premium,
hazardous duly or "dirly work™ pay) regularly

ut does not include pay for overtime. If the amount

: period fo pay period (as in the case of holiday

ting shift), then the tolal amount of such pay earned during the
t to the date of injury or the date the employee stopped
zater} should be reported.

8. Additional Fay

premium of &
year immedia

11. Continuation of pay ot a traumatic injury reporfed on Form CA-1, this ffem does

(COP) recelved

is space is used to provide relevant information which is not present
- where on the form.

tion is 5 U.8.C, 8101 et seq. The information will be used to defermine entitlemant to
; mation is required for the claimani to obtain or retain a benefit. Information collected will be

n the Freedom of Infarmation Act, the Privacy Act of 1974, as amended (5 U.S.C. 552a). Failure
may delay the process, or result in an unfavorable decision or a reduced benefit.

handied and stored in
to furnish the requests

- Public Burden Statement

Fublic reporting burden forth is collection of information is estimated o average 13 minutes per response inciuding the fime for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and compieting and reviewing
the coliection of informatian. if you have any comments regarding this estimate or any other aspect of this information coflection,
including suggestions for recucing this burden, please send them to the Depariment of Labor, Office of Workers' Compensation
Programs, Room §-3229, 200 Constitution Avenue, N.W. Washington, D.C. 20210.

Persons are noireguired to respond to this collection of information untess it displays a currenily valid OMB contral number.

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE




Privacy Act

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 552a), you are here by
notified that: (1) The Federal Employees' Compensation Act, as amended a:

{5 U.S.C. 8101, et seq.) (FECA) is administered by the Office of Workerg!
Programs of the U. S .Department of Labor, which receives and mainta

rehabilitative and other return-to-work programs
disclosed to physicians and other healthcare pr

purposes related to the medical manager
to Federai, state and local agencies for 143
relevant to a decision under the FEC
properly, including whether prohil
appropriate, to pursue salary/admi
permitted by the FECA and/or the D
social security number (SSN) or tax id iN) on this form is mandatory.
The SSN and/or TIN, an d by the Office, may be used for
lacti i on by the Federal government,
law. {8) Failure to disclose all requested

Note: This n¢
{from the Offi
filed under the




Time Analysis Form _ U.S. Department of Labor @

Employment Standards Administration
Office of Workers’ Compensation Programs

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

1. Name of Employee: (Last, First, Middle) 2. SSN 3. OWCP File Number
4. Period Covered by This Form: _ 5. Total Hours Claimed
From: / / “Tou f f for LWOP:
for Leave BuyBack:
8. In "Type of Leave Used" column, use codes "S” Sick, "A” = Annual, "O" = Other. If compensation is claimed for
date, indicate "Yes" in "Compensation Claimed" column.
Compensation Number of Hours Type of
C]p' - Leave Reason for Leave Use/Remarks
Date(s) aimea LWOP | Worked | Hol |Leave | Used (e.g., doctor visit, therapy, efc.)
Totals
Signature of Claimant _ Date Signed

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

Signature of Agency Official Date Signed

Form CA 7a
June 1996




Instructions for Completing Form CA-7A
Time Analysis

General: This form is used when claiming FECA compensation, including repurchase of paid leave.
It must be used when claiming compensation for more than one consecutive period of leave.

Instructions for Employee:
Blocks 1, 2, and 3: Self-explanatory.

Block 4: Indicate beginning and ending dates covered by this form. These must be the same as on
Forms CA-7 and CA-7b.

Block 5: If claiming compensation for any dates detailed in biock 4, state total number of hours claimed
for leave without pay and total number of hours of leave. This should be at least 10 hours

unless this is your final claim.

Block 6:
1st Column: Show full date.

2nd Column: For each date noted in column 1, state "Y" if you are claiming compensation
for that date and "N" if you are not.

3rd, 4th,

5th and 6th Show the number of hours of LWOP, number of hours worked, paid
Columns: holiday hours, and number of hours of paid leave.

7th Column: Using the legend provided, indicate the type of leave used.

8th Column: State the reason you were off work. For each date for which compensation

is claimed, there must be medical evidence supporting entitlement.

Sign and Date Form and Submit to the Appropriate Agency Official.

Instructions for Employing Agency:

Block 7: Verify accuracy of hours and status for each date listed. If challenging entitlement for any date,
attempt to resolve discrepancies prior to submitting claim to OWCP. If discrepancy cannot be
resolved, indicate the specific basis for the challenge in the space provided.




Leave Buy Back (LBB) Worksheet/ U.S. Department of Labor @

Certification and Election Employment Standards Administration
Office of Workers' Compensation Programs

Employee Statement - Please carefully read instructions on pages 3 and 4 before filling out this form.

A. Name of Employee: (Last, First, Middle) B. OWCP Fite Number:

C. Social Security Number:

D. Period for Which Compensation is Claimed to Repurchase Leave

From: / / To: / /

|. Agency Estimate of FECA Entitlement:

A. Weekly Base Payrate (excluding overfims)

» Date of Injury ! ! 3
« Date Stopped Work / / ]
» Date of Recurrence / ! s
Enter the greatest amount and the effective date of that amount on line 1. 1.

! !

(effective dats)
B. Additions to Base Pay:
If employee works a regular schedule, state the amount earmed weekly. If irregular
schedule, state amount earned 1 year prior {o date entered on line 1 + by 52.
» Night Differential 2
» Sunday Premium 3
« Subsistence/Quarters 4
» Other {Spacify) 5
C. Total Weekly Payrate (Add [ines 1 through 5) B,
D. Compensation Rate (Circle either 2/3 or 3/4) 7 213 3/4
E. Total Hours Claimed on CA-7a 8.
F. Total Hours Worked per Week 9
G. Formula (for FECA Entitlement)
Ky Payrate i X - ~10.8
(Weekly Payrate  (Compensation Rate (Hours (Hours Wid/Wk
See Line 6) See Line 7) See Line 8) See Line 9)
Form CA7b

Page 1
Juene 1996




fl. Agency Certification:

H. Total Amount Due Agency to Repurchase Leave "%
l. Estimate of FECA Entitlement (See Line 10) 12. %
J. Balance Due Agency from Employee (Line H minus Line 1) 13. 8

| hereby certify that the above is consistent with agency payroll records.

The employing agency agrees to allow the employee to repurchase his/her leave. Leave records will be, or have been,
changed from "Leave with Pay" to "Leave without Pay" for the period shown on the leave analysis.

| further certify that if this claim is signed by the employse, the employee has made arrangements to pay the agency the
balance between the total amount the agency requires to recredit leave and the amount of the FECA entitlement.

(Signature of Agency Official) (Titie/Position}

Phone No Date Signed: -

Employing Agency Address for Check:

IIl. Employee Claim:

K. | hereby elect not to repurchase the leave used at this time.

I.. | hereby elect FECA compensation to repurchase leave used for medical care or disability resulting from
my Job-related injury or condition.

I understand that | am responsible for paying my agency the difference between the FECA entitiement and
the amount my agency requires to restore my leave, and have done or made arrangements for this.

I understand that if my actual entitlement to FECA compensation is within 10% of the amount estimated
above. OWCP will process the leave buy back. If the payrate used in the worksheet above is within 10%
of the payrate determined by FECA, and less than the full period claimed is approved, OWCP will process
payment for the approved period.

(Signature of Claimant) (Date Signec)
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Instructions Form CA-7B
Leave Buy Back Worksheet

This form is intended to accompany Form CA-7, Claim for Compensation, when the employee is claiming
leave buy back.

Things to Know About Leave Buy Back:

When an employee uses their sick or annual leave to cover an injury-related absence from work, they may
elect to receive compensation instead. Compensation is paid at 2/3 of the employee’s base pay if there are no
eligible dependents, or at 3/4 with 1 or more dependents. The agency pays ieave at 100% of salary. [n order
for leave to be reinstated, the employee must refund to the agency the difference between the compensation
entitlement and the total amount of leave paid by the agency.

The employee's pay status must be changed to LWOP in order for compensation to be paid. Leave is not
earned while in LWOP. Also, contributions to the Thrift Savings Plan (TSP) are not made during LWOP.
Therefore, the repurchase of leave may result in a reduction in an employee's leave and/or TSP balance.
Consult your personnel office to learn how the change to LWOP would effect you.

When a Leave Buy Back (LBB) payment is made during the same year that leave is used, the employee's
earnings are reduced by the amount repaid, and tax is not paid for the compensation received. Where leave
repurchase is not completed during the same year in which leave is used, the employee may not adjust their
prior year tax form. They may only claim the amount of leave paid as an employee expense, if they itemize
deductions. Further questions regarding tax implications of LBB should be addressed to the IRS.

A claimant may not repurchase leave used during a period they were eligible for COP.

When disability does not exceed 14 days beyond the COP period, 3 day LWOP must be charged before
compensation can be paid. If leave was used for this period, compensation can not be paid for the 3 days, but
the claimant will have to pay back leave paid during the 3 days to repurchase the leave.

Instructions to the Employee:

Please submit a claim for a minimum of 10 hours unless no further claim is anticipated. Medical documentation
must be provided for all dates claimed.

1. Complete the Form CA-7 for the dates claimed. Where more than one continuous period of [eave is
claimed, complete Form CA-7a following the instructions for completing that form.

2. Submit the completed CA-7, CA-7a, if appropriate, and medical documentation for all dates claimed, to
your agency official. If there are discrepancies, try to reconcile the difference with your agency official
prior to submission of the claim.

3. The agency official will provide you with an estimate of worker's compensation benefits due, the total
amount owed the agency in order for the [eave to be restored, arid the amount you must pay the agency.
Using this information, determine whether you wish to repurchase your leave, and check the appropriate
block. if you choose to repurchase the leave, you will be required to pay to the agency the difference
between the compensation due and the amount owed to the agency.

a. [f the total amount of FECA benefits estimated by the agency is not more than 1 0% above the amount
determined by OWCP to be accurate, OWCP will process a payment for all hours supported by medical
evidence. If medical evidence supports some, but not all of the hours claimed, payment will be made
for the approved hours. You may submit a new claim with medical support for the additional hours.

b. - If the total amount of FECA benefits estimated by the agency is more than 10% above the correct
amount, OWCP will not process the pagment. Instead, the Off ice will offer you a new election with the
correct amount of FECA benefits payable,
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Instructions to the Agency:

ltems A through D (top of form}) are self-explanatory.

Section . Agency Estimate of FECA Entitlement:

Iltem A: Enter all three pay rate types and effective dates if applicable. Choose the greatest amount of
the three and enter the amount and effective date in Line 1. A recurrent pay rate should only be used if:
(1) the employee stops work more than 6 months following their first return to reguiar, full time duty and
(2) the loss of time is due to disability rather than medical examinations or treatment.

For unusual situations, please refer to Payrate Desk Aid.

ltem B: If the employee works a regular schedule, enter the differentials earned weekly. If an irregular
schedule, give the total amount earned for the year prior to the date in Line 1 divided by the number of

weeks worked in that year.
Please refer to Payrate Desk Aid for guidance on inclusions and exclusions. If in doubt, consult a Claims
Examiner.

Item C: Add lines 1 through 5 and enter the total in Line 6.

Item D: Circle the appropriate rate: 2/3 for employees without dependents; 3/4 with dependents.
Dependents include: spouse; children under 18 living with or supported by the employee; children under
23 in school fuil time; children over 18 incapable of self support; and parents wholly supported by the

employee.
Item E: Enter the total hours claimed, from Form CA-7a.

ltem F: Enter the total hours in the employee's normal work week.

Item G: Formula for FECA Entitlement. Use this formula to calculate estimate of FECA entitlement
and ernter the result in Line 10.

Example of computation: The weekly pay from line 6 is $574.00. The employee is married,
works 40 hours a week, and is claiming 82 hours of leave. FECA entitlement is calculated

as follows: :
$574.00 x 3/4 x 82 hours + 40 hours = $382.52

Section Il. Agency Certification:

[tem H & | are seif-explanatory. For Line J, subtract Line | from Line H.

Sign and date, and advise the employee of the amount they owe to the agency.

Section lil. Employee Claim:

tf the employee elects not to repurchase the leave, retain the form in the agency files. If the employee
elects to repurchase the leave, submit all claim documents (CA-7, CA-7a & CA-7b) plus any medical

documentation to OWCP for processing.
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U.S. Department

Empioyment Standards Ad

Attending Physician’s Report

Office of Workers' Compensation Programs

of Labor

ministration

OMB No. 12150103

7. Patient's name  Last 2. Date of injary

mo. day vr.

First Middle

3." OWCP File Number
Expires: 08-31-02

4. What history of injury (including disease) did patient give you?

5. |s there any history or evidence of concurrent or pra-existing injury or disease or physical impairment? ICD-9 Code
{if yes, please describe)
Oves [ONo -
6. What are your findings? {Include results of X-Rays, laboratory reports, 21¢.}
7. What is your diagnosis? ICD-9 Code
_J

8. Do you believe the condition found was causes or aggravated by an empioyment activity® {Plea

Yes No

se explain answer)

9. Dud injury require hospitalization?

11. Date of gischarge

! 12. Additional Hospitaiization required
If Yes, describe in “Remarks”

10. Date of admission l
If no, go o item #13 mo. da . m ‘.
DYes DNO T yove ! 0. dav v | (tem25) [Yes  INo
! I
13, What treatment did you provide?
14. Date of first examination 'f15. Date(s) of treg'men i 16. Date of discharge from treatment
mo. day yr. \ mo. day vy mo. day yr. mo. day  yr. mo, day yr.
i ; ! ‘ | | i
. | t .
17. Period of total disabiiity 18. Period of Partial Disability 19. Date employee able to resume
From mo. day yr. Thru mo. day yr From  me. day yr. Thru mo. day yr. lightwork  mg  gay  yr.
20. Date employee is able to resume regular ' 21. =as emdioyee been advised that 22. if yes, on what date was he/she advised?

work

mo. day yr.

ne/she can return 1o work?

|
i
]
:

[ Jyes [ _Jno

mo. day yr.

23. If ermplovee is able to cesume only light wark, ingicate the extent of physical limitations and 24, Are any permanen! effects expected as a
the type of work that could reasonably be performeg with these limitations. (Continue in item result of this injury? if yes, describe in
425 if necessary. ! item #25.
v | ' J ves No
25. Remarks
26. if you have referred the employee to another physician provide the {ollowing: Specialty
Name
Address 27. What was the reason for this referral?
City ¥ State ZiP LJ Consultation Trea:ment
Signature .

28. | certify that the statemenits in response to the questions asked above are true, complete and correst to the best of my knowledge. Further,

! understand that any faise or misieading statement or any misrepresentation or conceaiment of material fact which is knowingly made may
subject me to felony criminal prosecution.

Signature of Physician

Date

28. Name of Physician

30. Tax ID Number

Address

31. Do you specialize®?

Cyes [INo

City

Stare 2IP

32. If yes, indicate specialty

Form CA-20
Rev. Nov. 1999




FORM CA-20, PHYSICIAN'S REPORT

Compensation for wage 10ss cannot be paid unless medical eviCencs nas been submitted supporting disability for work
during the period claimed. For claims basad on traumatic injury and rapontad on Form CA-1, the empioyee should detach
Form CA-20, compiete items 1-3 on the front, and print the OWCP district office address on the reverse. The form should be
promptly referred 10 the attending physician for eariy completion. 1kthe claim is for occupationat dissase, filed on Form
CA-2, a madical rapon as described in the instructions accompanying tha! form is required in most casss. The employes
shouid bring thess requirements (0 the physician's attlention. It may be necassary for the physician 10 provide a nemative
medical report in place of or n addition to Form CA-20 to adequateiy exdlain and support the relationship of the disability

to the employmant.

For payment of a schaduie award, the claimani must have & permanent lass or loss of function of one of the members of the
body or organs enumerated in the ragulations (20 C.F.R. 10.304). The attending physician must affirm that maximum
medical improvement of the condilion has been reached and should cescribg the functonal loss and the rasulling
impairment in accordance with the Amarican Medical Association Guldes 10 the Evaluation of Permanent impalrment.

PRIVACY ACT

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 5§52a), you are hereby notified that: (1) The Federal Employees’
Compensation Act, as amended and extended (5 US.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 10 determine eligibility for and the amount of benefits payabie under the FECA, and may be
verifiad 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 bifling, and to
considar issues relating to retention, rehire, or other relevant matters. (4) information may also be given ta other Federal agencies, other
governmant entitias, and to private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and sarvices.
(5) information mdy be disclosed to physicians and other health care providers for use in providing wreatment or madical/vocational
rehabilitation, making evaluations for the Office, and for other purposes related to the medical managemant of the claim. (6} Information may be
given to Fedsral, staie and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, to
determina whether benefits are baing paid properly, including whether prohibited dual payments are being made, and, where gppropriate, 1o
pursue sazlary/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 coilection efforts carried on by the Federa!
governmant, and for other purposes required or authorized by law. (8) Faiiure 1o disclose all requested Information may delay the processing
of the claim or the paymant of benefits, or may resull in an unfavorable decision or reduced level of benefits.

Note: This notice appties 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,




IMPORTANT: A MEDICAL REPORT IS REQUIRED BY THE OFFICE OF WORKERS' COMPENSATION
PROGRAMS BEFORE PAYMENT OF COMPENSATION FOR LOSS OF WAGES OR
PERMANENT DISABILITY CAN BE MADE TO THE EMPLOYEE. THIS INFORMATION 1S
REDQUIRED TO OBTAIN OR RETAIN A BENEFTT {5 USC 8101 et saq.).

IF YOU HAVE SUBMITTED A NARRATIVE MEDICAL REPORT OR A FORM CA-16 TO
OWCP WITHIN THE PAST 10 DAYS, YOU NEED NOT SUBMIT THIS FORM CA-20.

OWCP REQUIRES THAT MEDICAL BILLS, OTHER THAN HOSPITAL BILLS, BE SUBMIT-

TED ON THE AMERICAN MEDICAL ASSOCIATION HEALTH INSURANCE CLAIM FORM,
HCFA 1500/0WCP-15008. .

INSTRUCTIONS TO PHYSICIAN FOR COMPLETING ATTENDING PHYSICIAN'S REPORT

1. COMPLETE THE ENTRIES 1-32 ON THE FORM; AND
2. IF DISABILITY HAS NOT TERMINATED, INDICATE IN ITEM 17, AND

3. SEND THE FORM AND YOUR BILL TO:

OFFICE OF WORKERS™ COMPENSATION PROGRAMS

Public Burden Statement

Wwe eshrmate tnat it will ake an average of 5 minutes to complets this coltection of intormation, incluging time for reviswing instructions.
searcring exsshing oata sources, gathenng ang ma:naming the data needed, and compienng and reviewing the coliection of information. I
you have any comments regarding thaseé estimates or any other aspect of this collection of information, including suggestions for reducing
Mg hutGen seng them g the Othce ot Warkers' Compensanon Programs, U.S. Depanment of Labor, Room 5-3228, 200 Constitution Avenue,
N W Wasningion DC 20210

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE Parsons dre MO TEQUITES 10 respond Lo this col  6f Information
unigss 11 esSiayS & currgntly valid OMB conlrod number.

For Sale by the Supennmengent of Documents, U.S. Governmert Printing Office
wasnington, DC 20402
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U.S. Department of Labor
Empleyment Standards Adminisiration.
Off ce of Workers Compensatxon Programs

Attending Physician’s Report

2 Bafie of tn;ury
o,  day
92!10}1 994

Middie

- . -DAY " DONALD. S L
4. What has%ary of mfu:y (mcludmg disease) d]d patzent give v,vcvu'f

EMPLOYEE FELL FROM SCAFFOLD INJURYING RIGHT ANKLE.

3. is thers any history or evidencs of cancurrent or pre-ex:sﬂng injuty or disease oF physical mpatrment?
(i ves, Dlease describe) ’
DYes e EIN’-"
6. What are your findings? (Include results of X-Rays. Iaharatofy reports efe)

SPRAENED RIGH'F ANKLE

1, Patient's name Expites: 10—31-68

310114444

1039 Cote

7. What is your dtagnesjs? #20-0 Code

8. Do you believe the candiion found was caused or aggravated by an employment activity? (Ple
Yes L INo

i no, go to tem # 43 mo, day ¥
D Yes fg No

2N
13. What treaiment did you provide?

14, Date of first examination 5. Daie{s) [ atmen § _/ 16. Date of discharge from treatment
me, day yr. day mo, da mo. day YR
02/10/1994 02] /19
17. Period of total disability & \FPer d ama m@/— 19, Data employee able o resume
From mo. day . Th da mo. day yr. light work mo, day vyt
63112/19584 02/11/1984

8. Did injury require hospitalization? 10. Date of aémi;ééim(

26. Oafe empluyee is ab!e to 22.)f yes, on what date was he/she advised?

wark mo, day Wi mo, day wn
0311371994 . 03/12/1994

23. If employes is able to resume calklight weiTtk, Imficate the extant of physicai limitaions and 24. Ara any perranent effects expected as a
the fype of work that cowld reascnaliy be perfo with these limitations. {Confinue in itam result of this injury? if yes, describe in
#25 if necessary.) item #25. Yas E No

25. Remarks

28. i you have refered the smployee to snother physician provide the foliowing. Spegiaity

Name

Addrass ’ | 27 What was the reason for this refermaf?

City State ) iy o D_Conswm:ion EjTréamm

28 f certify that the statemerds in respanse 1o the questions asked above are frue, complete and carredt o the bisst of my kngwiedge. Further, |
u::derstaﬂ:d that any false of misleading statements-or any m;s:emesamaﬁen or- casceaimenz of rrateﬂai fact whsch rs kncwmgfy maﬁa may

sabject me io falary cﬁmumf prosecution. .
chna{r.gg of Physlcian . _ o .. . GBf‘MJﬁEJ{W _
28 Mame of Physician - ] ) ) 130 Tax - Numter
Address ' i 3150 iaftrn? P
) B Ot specializg? DV § B .
oo . Y5 Mo
oy - Tt T T3 Fyes, ndicate speciany

FOTH WA
Rav. Nov. 1999
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