





INSTRUCTIONS FOR COMPLETING THIS FORM

{Please do not detach)

1. GENERAL. This form is used to report a death sustained by a
non-Federal law enforcement officer under circumstances involving
a crime against the United States. Specifically, section 8191 of title
5, United States Code, provides Federal workmen's compensation
benefits for a person determined to have been on any given
occasion -

(1) a law enforcement officer and to have been engaged on
that occasion in the apprehension or attempted apprehension
of any person

(A) for the commission of a crime against the United
States, or

(B) who at that time was sought by a law enforcement
authority of the United States for the commission of a
crime against the United States, or

(C) who at that time was sought as a material withess in a
criminal proceeding instituted by the United States: or

(2) a law enforcement officer and to have been engaged on
that occasion in protecting or guarding a person held for the
commission of a crime against the United States or as a
material witness in connection with such a crime; or

(3) a law enforcement officer and to have been engaged on
that occasion in the lawful prevention of, or lawful attempt to
prevent, the commission of a crime against the United States;

and to have sustained a personal injury (including disease) resulting
in death, related to that occasion. Federal law enforcement officers
are excluded from section 8191.

If one of the above conditions is met, this form should be filed with the
Office of Workers' Compensation Programs if there are survivors
eligible for benefits or if there are any unpaid medical, funeral, or
transportation bills. The form is designed so that if there are no
eligible survivors who wish to file claim, then their portion of the form
may be detached.

If additional space is needed for any answer, attach a separate
sheet of paper and write, "see separate sheet," in the appropriate
box of this form. Please place the name of the deceased officer
(and case file number if known) to OWCP within 5 years from the
date of death. If there are no survivors, it is suggested that their
portion of this form be completed before the former employing
organization and the physician complete their portion.

2. EMPLOYING ORGANIZATION'S REPORT. This report must be
completed in every instance by the deceased officer's former
employing organization. Wage information, duty hours, and like
information should be cbtained from the organization's records. If the
organization disagrees with one or more of the statements made by
the survivors, it should submit a detailed explanation giving the
reasons for its disagreement.

3. ATTENDING PHYSICIAN'S MEDICAL REPORT. This report is to
be completed by a physician who examined or treated the deceased
officer. It is not necessary if a copy of a more complete medical report
is being submitted.

4. CLAIM ON BEHALF OF WIDOW, WIDOWER, OR CHILDREN. This
is a formal claim for death benefits on behalf of all those listed in the
claim, it may be submitted by -

(1) any survivor of the deceased officer;

(2) any guardian, personal representative, or other person legally
authorized to act on behalf of the officer's estate or any of his
survivors; or

(3) any association of law enforcement officers acting on behalf
of the officer's survivors.

ltems 6 through 11 on this claim pertain to the surviving spouse and
should not be completed if no claim is being made on his or her
behalf, or if there is no surviving spouse. Item 12 asks for names of
surviving children. If there are more children than room to enter their
names, attach a separate sheet. This is very important. In the last line
of item 12 write, "see attached sheet for names of additional children."

In item 14 list anyone else for whom the officer was furnishing some
support at the time of hisher death. Include minor children from
histher prior marriages even though the officer was not supporting
them prior to hisfher death. Again, if more room is needed attach a
separate sheet.

The form and the attachments (please read paragraph 6 below)
should be sent to the officer's former employing organization.

5. CLAIM ON BEHALF OF DEPENDENT OTHER THAN WIDOW
WIDOWER, OR CHILDREN. This is a formal claim for death benefits
on behalf of one person. If more than one person listed below was
dependent on the deceased officer, write to the Office of Workers'
Compensation Programs for extra forms. This claim may be
submitted by -

(1) any survivor of the deceased officer;

(2) any authorized to act on behalf of the officer's estate or any
of his survivors; or

(3) any association of law enforcement officers acting on behalf
of the officer's survivors. Those dependents other than the
widow, widower, and children who may be eligible for benefits
include dependent parents, dependent grandparents, dependent
brothers, dependent sisters, and dependent grandchildren of the
officer. There is no provision in the law for other relatives.
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24. Define, Explain, or Identify the Circumstances of This Injury Resulting in Death Which Involves the
United States (see the first paragraph of the instruction sheet attached to this form).

25. Signature 26. Date Signed
We hereby certify that the officer, whose death is
reported above, was injured while in performance
of duty under 5 U.S.C. 8101 et seq., as extended

27. Title

by 5 U.S.C. 8191. All statements made in this
report are true to the best of our knowledge and
belief.

IMPORTANT: Please attach a copy of any investigation report of this injury and death. If no report was made, a statement from
each witness should be attached reporting what he saw, heard, or knows about the incident leading to injury and death.

ATTENDING PHYSICIAN'S MEDICAL REPORT

1. Last, First, Middle Name of Deceased Officer 2. Date of Death (month, day, year)

3. History of Injury

4. If Death VWas Not Instantaneous, Describe Treatment Provided 5. Inclusive Dates on Which
Treatment Was Given

6. Direct Cause of Death

7. Contributory Cause of Death

8. In Your Opinion, Was Death of the Officer Due to the Injury as Reported in ltem 37 D Yes DNO If No, State
Your Reasons For Believing Death Resulted From Other Causes.

9. Was a Biopsy or Autopsy Performed? [ ]Yyes [_] No If So. By Whom?

10. | certify that the answers to the above questions 11. Signature 12. Date Signed
are true to the best of my knowledge and belief.
| am licensed to practice medicine and surgery
in the state of

13. Mailing Address Including ZIP Code

Public Burden Statement

Public reporting burden for this collection of information is estimated to average 90 minutes per response, including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of Workers' Compensation Programs, Room $3229, 200 Constitution Avenue, N.W.,
Washington, DC. 20210. DO NOT SEND THE COMPLETED FORM TO THIS OFFICE.



Death Employment Standards Administration

Notice of Law Enforcement Officer's U.S. Department of Labor @

Office of Workers' Compensation Programs

MNote: Persons are not required to respond to this collection of information unless it displays a currently OME Mo, 12150116
valid OMB control number. Expires: 08-21-2007

EMPLOYING ORGANIZATION'S REPORT

1. Name and Mailing Address Including ZIP Code of 2. Mame of Deceased Officer's Immediate Superior

Employing Organization

3. Mame and Telephone Number of Person to Contact

4 Last, First, Middle Name of Deceased Officer 5. Officer's Birth Date 6. Social Secunty Mumber

{month, day, year)

7. Officer's Last Mailing Address Including ZIP Code

8. Date and Hour of Injury 9. Date of Death 10. Date and Hour Pay Stopped
am/ O am/ O
pm O prn O
11. Rate of Pay on Date of Injury 12. List and Show Value of Other Pay Increments on Date
ofinjury
Base $ Per
Subsistence, If Extra % Per $ Per
Quarters, If Extra % Per $ Fer
13.0On Day of Injury | a. Began ib. Ended 14 . Mumber of Hours 15 Circle Days Momally
Officer's Shift am/ O am/ | Worked Per Day {exclusive Worked Per Week (exclusive
—p pmO pr O of overtime) of overtime] SU MO TU WE TH FR SA
[} O0O0O0O OO0
16. Did Officer Work for the Organization a Full 11 17, 1f Mo, Wyould His Job Have Afforded Employment
Months Immediately Priorto Injury? For 11 Months Except For the Injury?
[CJes [Jne [Jrves o

18.

Describe MNature of Injury Which Caused Death

19.

Describe Fully How the Officer's Death Occurred YWhile Enforcing the Laws of the United States. If possible, give the U S, Code Citation.

20.

Wias Officer Performing Regular Duties YWwhen Injured? If Mo, Give Full Explanation I:'YBS I:l Mo

21.Was the Injury Caused By:
a. Officer's Willful Misconduct? [_]ves Qe
b. Officer's intoxication? [dves L
c. Officer's Intent to Bring About Injury to Self or Another (other than nomally required in performance of duty)? DYes D Mo
Attach Detailed Explanation for Any "Yes" Answers
22 1f Known, Give Mame and Address of Suspect(s) or Withess(es) With Whom Officer Was Involved When Injured
23 Has Application Been Made for Compensation, Annuity, or Other Benefits as a Result of This Death Under &ny Compensation Law, Police Death

or Survivor's Benefit Fund, or Other Such Fund? D Ves D Mo

ITYes Give Mame and Address of Organization With Which Application Was Filed.
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Claim on Behalf of Dependent Other Than Widow, Dependent Widower, or Children

1. Last, First, Middle Name of Deceased Officer 2. Date of Death (month, day, year)

3. Name of Officer's Former Employing Organization 4. Nature of Injury Which Caused Death

5. Last, First, Middle Name of Dependent

6. Dependent's Mailing Address Including ZIP Code

7. Dependent's Birth Date

8. Dependent's Social Security Number | 9. Relationship to Officer 10. Dependency on Officer
[ Jrota  [] Partial

11. Amount Contributed 12. Did Officer Live With A. Amount Paid by Officer to B. If No Fixed Amount Was Paid
by Officer Toward Dependent During the 12 Dependent in Money or for Room and Board, \What
Dependent's Support Months Immediately Prior Service for Room and Board is the Fair Value of Such
During the 12 Months to Officer's Death? in Addition to Contribution Room and Board?
Immediately Prior D Yes No Shown in Item 11.
to Death If Yes, Furnish

13. Was Dependent Employed A. Occupation (s) B. Period Employed C. Monthly Rate of Pay

During the 12 Months Imme-
diately Prior to Officer's
Death?

I:I Yes I:I No
If Yes, Fumish — |

14. In Addition to Employment, State OtHer Income From All Sources During the 12 Months Prior to Officer's Death.

Investments $ Pensions $ From People Other All Other Sources $
Than Officer $
15. At Time of Officer's Death A. Birth Date { B. Occupation C. Total Income From All D. Monthly Rate of Pay
Was Dependent Married? Sources For 12 Months Prior

to Officer's Death
[ ves [ mo
If Yes, Furnish —

16. List All Property Owned by Dependent and/or Spouse (omit clothing, furniture). Give Approximate Market Value of Each Item and Date
Acquired

17. List Name and Relationship of Persons Dependent Upon This Dependent.

18. Has Application Been Made for Compensation, Annuity, or Other Benefits as a Result of This Death Under Any Compensation Law, Police Death

or Surviver's Benefit Fund, or Other Such Fund? I:I Yes I:INo If Yes, Give Name and Address of Organization With Which
Application Was Filed.

19. Was Officer Ever in the Armed A. Service Number i B. Branch of Service C. Period of Service
Forces of the United States? From
Yes I:I No
) ; Through
If Yes, Furnish —» |
20. Has Application Ever Been Made for Any Annuity | A, Type of Annuity (.., civil service retirement) B. Claim Number

on Account of Officer's Civilian Service With
the United States?

I:I Yes I:I No  If Yes. Furnish —Jm»

21. | hereby make claim for compensation under 5 U.S.C. 8101 et seq., as extended by 5 U.S.C. 8191, as a result of the death of the
above-named officer, who sustained fatal injury while in performance of duty. Every statement set forth above is true to the best of my
knowledge and belief.

(Signature of Claimant) (Date)
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Quick Reference for SMIS
Accident Reporting — DOI
Employees Module

Accessing SMIS Accident Reporting
1. Open your browser and in the Address
field, type http://www.smis.doi.gov.
2. Click Accident Reporting.
3. Click DOI Employees.

Logging In

4. From the main “Safety Management
Information System” screen, click DOI
Employees.

5. Inthe Last Name field, type your last
name.

6. Inthe SSN Last-4 field, type the last four
digits of your social security number.

7. Press Enter or click Employee Login.

8. What you do next depends on whether you
are initiating a new claim OR completing
or reviewing an existing claim.

If you are initiating a new claim, in the Enter

your Internet E-Mail Address field, type

your email address and click Verify E-mail
and Request a Claim ID. If an email
address already displays in the Enter your

Internet E-Mail Address field, verify that it

is correct and click Verify E-mail and

Request a Claim ID.

e Ifyou are completing or reviewing an
existing claim, type your claim ID in
the Enter your claim ID field and click
Send Claim ID - Enter your Claim.

Initiating an Injury Report (Claim)
Once you have your claim ID, you can file a CA-1
or CA-2 form online.

9.In the Enter your Claim ID field, type the
claim ID that you received in an email.

10. Click Send Claim ID - Enter your Claim
to proceed completing a CA-1 or CA-2
form.

11. In the 5. Home telephone box, type your
home telephone number.

12. Verify that the mailing address in the 7.
Employee’s home mailing address
(including city, state, and zip code) box is
correct. Change the information as
required.

13. Identify all your dependents.

14. Select the type of report you are filing:

e (CA-1) Injury/Traumatic Injury

e (CA-2) Occupational Disease/Illness
15. Click Proceed to Description of your
Injury/Illness.

Printing a Completed CA-1 or CA-2

Form

16. Open the claim you want to print and click
Print CA-1 Form or Print CA-2 Form,
depending on the type of report you have
completed. (You cannot change any
information from this view.)

17. From the File menu, select Print. The
form prints exactly as it appears on screen.

Viewing the Status of Your Claim
18. Open the claim you want to view.
19. Click Claim Status at the top of the
screen to view the status of your claim.
The “Status of Claim for Compensation
filed by <Claimant Name>" screen is
displayed.

Completing the CA-1 Form
In the Description of Injury section of the
screen...

20. In the 9. Place Where Injury Occurred
box, type a detailed description of the
location at which you injured yourself. Be
specific.

21. In the 10. Date Injury Occurred box,
type the date on which the accident
occurred (mm/dd/yy, mm/dd/yyyy, or
dd/mm/yyyy).

22, In the Time box, select the time at which
the accident occurred.

23. In the 12. Employee’s Occupation box,
type your job title. If a job title already
appears in this field, you cannot change it.

24. In the 13. Cause of Injury box, describe,
in detail, how and why the accident
occurred.

25. In the 14. Nature of Injury box, describe
your injury.

In the Employee Certification section of the
screen...

26. In box 15, determine how you wish to
receive payment by selecting
Continuation of regular pay (COP) or
Sick and/or Annual Leave.

27. Check the I have read and understand
the above statement box.



28.

29.

Click Complete your Claim Submission
to file your claim.
Notify your supervisor that you have
completed a CA-1 form:
In the Enter Your Supervisor’s Email
Address field, type his or her email
address and click Send Email to your
Supervisor.
If you do not know your supervisor’s
email address, type his or her name in
the Enter Your Supervisor’s Name
field and click Prepare Paper
Notification.

Completing the CA-2 Form
In the Claim Information section of the
screen...

30.

31.

32.

33.

34.

35.

36.

In the 9. Employee’s Occupation box,
type your job title. If a job title already
appears in this field, you cannot change it.

In the 10. Location (address) where
you worked when disease or illness
occurred box, type the street address,
city, state, and zip code of the location
where you first became ill.

In the 11. Date you first became aware
of disease or illness box, type the date
on which you first noticed you were ill
(mm/dd/yy, mm/dd/yyyy, or dd/mm/yyyy).
In the 12. Date you first realized the
disease or illness was caused or
aggravated by your employment box,
type the date on which you first realized
you were ill because of your job with the
U.S. government (mm/dd/yy, mm/dd/yyyy,
or dd/mm/yyyy).

In the 13. Explain the relationship to
your employment and why you came to
this realization box, describe why you
believe your disease or illness is job-
related.

In the 14. Nature of Disease or Illness
box, describe your disease or illness and
how it has affected your body.

In the 15. If this notice and claim was
not filed with the employing agency
within 30 days after the date you
realized the disease was related to
your employment, explain the reason
for the delay box, describe why you
delayed completing this form. If you are
completing this form within 30 days of
becoming ill, leave this field blank.

37.

38.

In the 16. If the required employee
statement is not included in this
report, explain the reason for the
delay box, describe why you might be
delayed in getting your statement within 30
days of your claim being processed.

In the 17. If the required medical
reports are not submitted with this
report, explain the reason for the
delay box, describe why you might be
delayed in getting this report within 30
days of your claim being processed.

In the Employee Certification section of the
screen...

39.

40.

41.

In box 18, check the I have read and
understand the above statement checkbox.

Click Complete your Claim Submission
to file your claim.
Notify your supervisor that you have
completed a CA-2 form:
In the Enter Your Supervisor’s Email
Address field, type his or her email
address and click Send Email to your
Supervisor.
If you do not know your supervisor’s
email address, type his or her name in
the Enter Your Supervisor’s Name
field and click Prepare Paper
Notification.



Quick Reference for SMIS
Accident Reporting — Comp
Coordinators Module

Accessing SMIS Accident Reporting

1. Open your browser and in the Address
field, type http://www.smis.doi.gov.

2. C(lick Accident Reporting.

Click Comp Coordinators.

Logging into the Comp Coordinators
Module

4. From the “Safety Management Information
System” screen, click Comp
Coordinators.

5. Inthe User ID field, type your user ID.

6. Inthe Password field, type your password
and press Enter or click Login to SMIS
as Compensation Coordinator.

7. Ifyou are logging into Comp Coordinators
for the first time, type your email address.
Press Enter or click Submit/Verify your
E-mail Address to confirm your email
address.

Accessing Pending Claims

There are two ways to access pending claims.

8. Click the hyperlink of the claim you want
to review. The claim form is displayed, or

9. Ifyou know a user’s claim ID, enter it in
the Enter the Claimant’s Claim ID
here: field below the list of displayed
claims.

10. Click View this Claim. The claim form is
displayed.

Printing a Claim Form

11. Access the claim you want to print.

12. Click the Print Comp Form option at the
top of the screen to view the CA-1 or CA-2
form.

13. From the File menu, select Print to print
the form.

14. Have the claimant and the claimant’s
supervisor sign and date the printed form
and return it to you. A copy of the form
should be retained on file by the claimant
filing the claim, the claimant’s supervisor,
and you, the compensation coordinator.

Viewing the Employee Section of
Accident Reports

15. Access the claim for which you want to
view the Employee section.

16. Click the Employee Section button at the
top of the screen.

17. Click Exit Employee Section when you
are done reviewing the claimant’s accident
report.

Viewing and Modifying the
Supervisor Section of Accident
Reports

18. If you do not want to process a
compensation claim, place a checkbox in
the The Agency is challenging the
claim, additional info will follow under
separate cover box.

19. In the Local Case Notes: (Enter any
information you would like to convey
to the compensation coordinator®)
box, review any notes about the accident
that the supervisor entered for you to read.

20. Do one of the following:

¢ (lick Submit Supervisor Report
Changes when you are done reviewing
and/or making changes to the
supervisor’s section.

¢ (lick Exit Supervisor Section if you
did not make any changes.

Updating and Reviewing a
Compensation Claim

21. Access the claim you want to update,
review, and process.

22. From the Federal Employee’s
Compensation District Office drop-
down list, select the district in which the
claimant’s office is assigned.

23. From the OWCP Chargeback Code drop-
down list, select the code that represents
the claimant’s agency site responsible for
paying the worker’s compensation claim.

24. From the Two Alpha Character Locator
drop-down list, select the locator code that
represents the location in which the
claimant works.

25. From the Severity of Injury drop-down
list, select the option that best describes


http://www.smis.doi.gov/

26.

27.

28.

29.

30.

31.

32.

33.

the type of medical treatment required
because of the claimant’s injury.

From the Type Code drop-down list,
select the option that best describes how
the claimant was injured.

From the Body Part Code drop-down list,
select the option that best describes the
part of the body that the claimant injured.
From the Source Code drop-down list,
select the option that best describes the
item or environment that caused the
claimant’s injury.

From the Cause Code drop-down list,
select the option that best describes what
instigated the claimant’s accident.

From the Nature Code drop-down list,
select the option that best describes the
nature or severity of the claimant’s injury.
Review comments from the claimant in the
Relationship of Condition to Work
(read only-as entered by employee)
and Nature of Injury (read only-as
entered by employee) boxes.

Review any comments from the supervisor
in the Supervisor’s Notes (read only-as
entered by supervisor; not forwarded
to OWCP) box. Notes in this box are not
forwarded to OWCP, but remain as part of
the completed claim form.

In the Compensation Coordinator
Notes (not forwarded to OWCP) box,
type any comments you want to add
regarding the claim. These notes are not
forwarded on to OWCP, but remain as part
of the completed claim form.

34.

35.

36.

37.

If you are processing a CA-1 claim, in box
39. Filing Instructions, select how you
want to file the claim.

Place a check in the appropriate
Completed review by Compensation
Coordinator checkboxes to complete the
review of and process the pending claim.
You can select Hold Briefly Pending
Data Clarification or Send this claim to
OWCP.

Click Send this information to SMIS.
Within 48 hours of processing a claim,
OWCP will email you and the claimant an
OWCP claim number.

Click Print the Claim for
Compensation to print the claim form.
Remember that you must have the
claimant and claimant’s supervisor sign the
compensation claim form.



Figure 1. SMIS CA-1 Screen.

- wl
bMI& Noftice of Traumatic Injury and Claim for Continuation of PayCompensation (CA-1) (Unsecure Test Data)

Compensation Coordinator Review

Claimant’s Name: DEWMO Q Type of Claim: CaAl
Claimant's Employment Status: Permanent Grade: |G5 | |00 ¥| Siep: |00 ¥
Agency name and address of reporting office OWCP Chargeback Code:
v
Mame: |DOI--test
Addr: 755 Parfet Street fLivellp halC hazaciex Locatozd
v
City:  |Lakewood State: |0 Zip: [B0225
Federal Employee's Compensation District Office: A Occupation Code G1016
Cause of Injury (read only-as entered by employee) Severity of Injury
EXPOSURE TO POISCN OAE WHILE CLEANING PAINT e
GRAFFITTI OFF ROCKS
Type Code
w
Body Part Code
v
Nature of Injury (read only-as entered hy employee) Source Code
POISCON OLK ON FACE, NECEKE, ARMS AND HANDS v
Cause Code
v
Nature Code
v
Supervisor's Notes (read only-as d by supervisor; not d to OWCF)
Comp ion Coordi Notes (not d to OWCF)

Send E-Mail: To Emplowyee: cindy_whitten@nps gov
Filing Instructions (5 1o lost time and no medical expense: Print and ihen place this form in employee's medical folder (SF-66-D)
@ Mo lost time, medical p incurred or expecied: Forward this form toe OWCP

O Lost time covered by leave, LWOF, or COF: forward this form to OWCP

) First Aid Injury

Completed review by Compensation Coordinator Action

[J Hold Briefly Pending Data Clarification. [ Send this information to SMIS == ]
[ Send this claim to OWCP.
A printed copy (signed hy hoth the employee and
supervisor) will e retained on file.
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Department of Labor District Offices

Seattle

(Map adapted from DOL materials.)

District Office 1-Boston
(CT, ME, MA, NH, RI, and VT)
Alonzo Rodriquez, District Director
U. S. Dept. of Labor, OWCP
JFK Federal Building, Room E-260
Boston, MA 02203
617-624-6600, 617-624-6618(Fax)

District Office 2-New York
(NJ, NY, PR, and the Virgin Islands)
Zev Sapir, District Director
U. S. Dept. of Labor, OWCP
201 Varick Street, Room 740
New York, NY 10014

DFEC: 646-264-3000, World Trade Center cases:

646-264-3030, DFEC Fax: 646-264-3006
Longshore: 646-264-3010
Longshore Fax: 646-264-3002

District Office 3-Philadelphia
(DE, PA, and WV; MD when the claimant’s
residence has a zip code beginning 21)
John McKenna, District Director
U. S. Dept. of Labor, OWCP
Curtis Center, Suite 715 East
170 S. Independence Mall West
Philadelphia, PA 19106-3308

215-861-5481 or 5482, 215-861-56453(Fax)
District Office 6-—-Jacksonville
(AL, FL, GA, KY, MS, NC, SC, and TN)
Magdalena Fernandez, District Director
U. S. Dept. of Labor, OWCP
400 West Bay Street, Room 826
Jacksonville, FL 32202
904-357-4777 or 4778, 904-357-4773 (Fax)

District Office 9—-Cleveland
(IN, MI, OH; all special claims, all U.S.

possessions, and territories/trust territories)

Robert Sullivan, District Director
U. S. Dept. of Labor, OWCP
1240 East Ninth Street, Room 851
Cleveland, OH 44199
216-357-5100 , 216-357-5378 (Fax)

District Office 10—-Chicago
(Illinois, Minnesota, Wisconsin)
Joan Rosel, District Director
U. S. Dept. of Labor, OWCP
230 South Dearborn Street, Eighth Floor
Chicago, IL 60604
312-596-7157, 312-596-7145 (Fax)



http://www.dol.gov/esa/contacts/owcp/bos/index.htm
http://www.dol.gov/esa/contacts/owcp/ny/nyhome~1.htm
http://www.dol.gov/esa/contacts/owcp/phi/index.htm
http://www.dol.gov/esa/contacts/owcp/jac/index.htm
http://www.dol.gov/esa/contacts/owcp/cle/index.htm
http://www.dol.gov/esa/contacts/owcp/chicago/DO10-Chicago.htm

District Office 11--Kansas City

(IA, KS, MO, and NE; all employees of the
Department of Labor, except Job Corps
enrollees, and their relatives)
Lois Maxwell, District Director
U. S. Dept. of Labor, OWCP, City Center Square
1100 Main Street, Suite 750
Kansas City, MO 64105

816-502-0301, 816-502-0314 (General Fax)

District Office 12--Denver
(CO, MT, ND, SD, UT, and WY)
Shirley Bridge, District Director

U. S. Dept. of Labor, OWCP
1999 Broadway, Suite 600
Denver, CO 80202
720-264-3000, 720-264-3124 (Fax)

District Office 13--San Francisco
(AZ, CA, HI, and NV)
Andy Tharp, District Director
U. S. Dept. of Labor, OWCP
90 Seventh St., Suite 15300
San Francisco, CA 94103 ,
or write to: P.O. Box 193769
San Francisco, CA 94119-3769
415-625-7500 , 415-625-7450 (Fax)
Please note new District Office Address, Phone
Number, and Fax number effective 3/12/07.

District Office 14--Seattle
(AK, ID, OR, and WA)
Marcus Tapia, District Director
U. S. Dept. of Labor, OWCP
1111 Third Avenue, Suite 650
Seattle, WA 98101-3212
206-398-8100, 206-398-8151 (Fax)

District Office 16--Dallas
(AR, LA, NM, OK, and TX)
Frances Memmolo, District Director
U. S. Dept. of Labor, OWCP
525 South Griffin Street, Room 100
Dallas, TX 75202
972-850-2300, 972-850-2301 (Fax)

District Office 25--Washington, D. C.
(DC, VA; MD when the claimant’s residence has a
zip code beginning other than 21#+¥)
Linda DeCarlo, District Director
U. S. Dept. of Labor, OWCP
800 N. Capitol Street, N.W., Room 800
Washington, D.C. 20211
202-513-6800 (D.C., Maryland and Virginia)
202-513-6806 (Fax)



http://www.dol.gov/esa/contacts/owcp/kansas/index.htm
http://www.dol.gov/esa/contacts/owcp/denver/index.htm
http://www.dol.gov/esa/contacts/owcp/sfc/9sf.htm
http://www.dol.gov/esa/contacts/owcp/seattle/index.htm
http://www.dol.gov/esa/contacts/owcp/dallas/dallash.htm
http://www.dol.gov/esa/contacts/owcp/washingtondc/index.htm
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Table 3. List of Codes in Agency Query System (AQS)

CASE STATUS CODES

UN

Case created, and should not be changed unless
the case has been reviewed by a claims
examiner, or a bill for treatment authorized by
Form CA-16 has been filed. UN changed to any
status generates “review date”

UD

Under development. Used whenever further
development is needed before pay status or
closure status can be assigned. Assigned
without an adjudication code, after initial
review if there is not enough evidence for
acceptance or denial. Assigned with “DO” if a
case in D status is remanded for development
by ECAB or Hearings and Review, or is under
reconsideration

MC

Entitled for time being to medical treatment
only.

DR

Entitled to payment on daily roll. Used for finite
period of wage loss or repurchase of leave; not
used for schedule award paid in lump sum or
for initial or final supplemental payments where
the case is or will be on the periodic roll.

PR

Entitled to payment on periodic roll; re-
employment or earning capacity not yet
determined.

PS

Entitled to payment for schedule award,
whether periodic or lump sum.

PN

Entitled to payment on periodic roll; formally
determined to have no wage earning capacity or
re-employment potential for indefinite future.

PW

Entitled to reduced compensation reflecting
partial wage earning capacity or actual
earnings.

DE

Monthly payments are being made to at least
one beneficiary of a deceased federal employee.

ON

Overpayment exists; final decision made on
issues of fault and waiver. Claimant not on
periodic roll.

OP

Overpayment exists; final decision made on
issues of fault and waiver. Claimant on periodic
roll.

C1

Closed. Accepted. No further payments
anticipated. No time lost from work.

C2

Closed. Accepted. No further payments
anticipated. Time lost covered by leave. Leave
not repurchased.

C3

Closed. Benefits denied.

C4

Closed, entitlement to continuation of pay
accepted. Pay was continued for time lost from

work. No further payments anticipated.

Ch Closed. Previously accepted for benefits. All
benefits paid.

CL Administrative closure.

RT Retired or waiting for retirement.

XX Awaits destruction.

AM

APPROVALS

Condition accepted as compensable. If open,
entitlement to medical benefits only.

AL

Condition accepted and some period of
disability supported by medical evidence. Leave
elected or used awaiting adjudication.

AC

Condition accepted as compensable. Some
period of entitlement to continuation of pay
accepted.

AD

Condition accepted as compensable. Some
period of entitlement to compensation is/was
accepted. Not on periodic roll.

Condition accepted as compensable. Claimant
was or is entitled to compensation on the
periodic roll.

AF

Death accepted as work related. Some
beneficiary is or was entitled to benefits.

AT

Condition accepted as work related but
claimant entitled only to medical benefits.

AO

Case previously approved. No benefits payable.
May be used to identify a case with a third party
credit being absorbed.

DENIALS

DO Disallowed pending

D1 Denied as not timely filed.

D2 Denied. Claimant not a civil employee.

D3 Denied. Fact of injury not established.

D4 Denied. Not in the performance of duty.

D5 Denied. Causal relationship not established or
disability due to injury has ceased

D7 Remanded by ECAB.

D8 Remanded by Branch of Hearings and Review.

D9 Request for reconsideration pending.

SU Consideration for benefits suspended for failure

to report for an Office directed medical
examination.




Voc. Rehab Codes continued.

1 Closed: from referral T Training

2 Closed: rehabilitation with new employer \% Employee assistance program:

3 Returned to work: assisted reemployment rehabilitation counselor follow-up
program. W Placement: Previous employer with other

4 Closed: rehabilitated (previous employer) services

5 Closed: Other. X Services interrupted

6 Closed: after post employment services Y Nurse Interrupted

7 Returned to work: Nurse Intervention Z Post Employment Services
Program

8 Return to work: No OWCP Assistance.

9 Return to work: claims examiner
assistance. AR OWCP Accounts Receivable for

A Initial interview held repayment.

B Nurse intervention program B Injured worker’s brother.

C Return to claims examiner CP Case Payee (such as the employing

D Plan development agency)

E Employed CL Claimant (Injured worker)

F Working part-time or temporary D Injured worker’s daughter.

G Assisted re-employment program F Injured worker’s father.

H Employed by nurse FE Social Security Administration for FERS

I Plan approved Offset

J Short-term assisted re-employment GC Injured worker’s grandchild.

K No return to work: work tolerance limits GP Injured worker’s grandparent.
obtained. GR Injured worker’s guardian.

L Nurse: working part time or light duty. LB Employing agency for Leave Buy Back.

M Medical rehabilitation LE Payment Offset for law enforcement

N Placement: previous employer without officer.
other services M Injured worker’s mother.

e} No return to work: no work tolerance SI Injured worker’s sister
limitations obtained SO Injured worker’s son.

P Placement with new employer W Injured worker’s widow.

Q Screened WR Injured worker’s widower.

R Early referral

S Self-employed




DECISION CODES

DECISION CODES

A1/A2 | Claim certified for payment. 30 Claim can not be paid until additional
B1/B2 | Claim denied for payment. A decision medical evidence is received.
has been sent. 31 Claim can not be paid until a decision
C1/C2 | Claim period already covered by has been reached on acceptance of
compensation on periodic roll every 28 claim.
days. 32 Claim can not be paid until the case file
D1/D2 | Form CA-1207 has been sent showing is returned to the District Office.
the amount of leave buy back payable. 33 Claim can not be paid until the employer
Form must be completed and returned provides additional information.
to OWCP before compensation can be 34 Claim can not be paid until the injured
paid. worker elects between OWCP
E1/E2 | Claimed period can not be paid because compensation and benefits from another
there is no lost wages. Possible reasons federal program.
include dates of COP, paid leave, etc. 35 Claim for schedule award can not be
F1/F2 | Duplicate period claimed. paid until additional medical evidence is
Compensation already paid. received on the level of permanent
G1/G2 | Claim can not be paid. Possible reasons impairment.
include an incomplete form, receipt of 36 Claim could not be paid at the time of
retirement benefits for the same period, review for reasons other than those
etc. stated above.
H1/H2 | Schedule award paid for permanent 37 Claim can not be paid until a decision is
impairment. reached on acceptance of recurrence of
11/12 Claim paid for recurrence of disability. disability.
X1/X2 | Claim received prior to acceptance of 38 Claim for leave buy back can not be paid
injury. Compensation paid. until additional information is received.
Y1/Y2 | Claim can not be paid. Possible reasons
include those stated in B, C, E, F and G
above.
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Table 4. OWCP Length of Disability Matrix

Condition Accepted Length of
Disability

Inguinal hernia 6 weeks with surgery, none
otherwise

Other, multiple, and ill-defined dislocations 8 weeks

(subluxation)

Sprains/strains of shoulder and upper arm 3 weeks

Sprains/strains of the wrist 3 weeks

Sprains/strains of knee and leg 3 weeks

Sprains/strains of ankle 6 weeks with conservative
therapy. 12 weeks with surgery

Sprains/strains of foot 3 weeks

Sprains/strains, sacroiliac region 8 weeks

Sprains/strains, lumbosacral region 8 weeks

Sprains/strains of other and unspecified parts of back 8 weeks

Sprains/strains, neck 8 weeks

Sprains/strains, thoracic 8 weeks

Sprains/strains, lumbar 8 weeks

Sprains/strains, back (not otherwise specified) 8 weeks

Open wound, hand 4 weeks

Open wound, fingers 4 weeks

Superficial injury, cornea 2 days

Contusion of face, scalp, and neck except eye(s) 2 weeks

Contusion of back 2 weeks

Contusion of upper limb 2 weeks

Contusion of elbow/forearm 2 weeks

Contusion of finger 2 weeks

Contusion of lower limb and of other and unspecified 2 weeks

sites

Contusion of foot 2 weeks

Foreign body in external eye 2 days
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Evidence Required in Support of A Claim
for Work-Related Carpal Tunnel Syndrome

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

o~

If you are claiming that your carpal tunnel or wrist problems are due to yvour job, use this checklist to identify the specific

information needed from you and your employing agency to make a decision on the claim. All of the following information should be
submitted with Form C2-2. Please return the checklist with statements attached. Check off each item as it is completed or let Us know when we

can expect the information. All material submitted should be legible and specific.

FROM EMPLOYEE

v

FROM EMPLOYING AGENCY

v

1.

Prepare a statement giving the following information:

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

1.

_ Review the employee's statement, giving the following
information:

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

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

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

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

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

d. If you have ever had an injury to the hand/arm/wrist,
or been diagnosed as having gout, arthritis, hypothyroidism,
diabetes, a tumor, or deformity of the hand/wrist, from/since

birth, describe the injury or condition, and state when injury
occurmred or condition was found.

e. Give a brief chronological history of your handfurist
problem. State which hamd(s%| are affected, vuhen you first

experienced problems, nature of the problems and changes
overtime to present, and dates and nature of medical care
obtained.

Send us copies of employee's:

a. SF-1 71, Application for Employment,

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

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

2 Ask all doctors who treated you to send us a copy of re- d. SF-50s or equivalent documents for changes in
ports or notes describing the condition, testing, and treatment assignment/pay due to condition.
given,

3

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

a. Dates of examinations;

b. Complete medical history of condition;
¢. Medical diagnosis of condttion;

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

e. Treatment to date and prognosis;

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

Itis MOST IMPORTANT that the docter provide opinion as

to the likely nature of the physical effects attributable to
specified duties of your Federal job, and explain the medical
reasoning which supports the opinion as to cause.

Forsale by the Supenntendent of Documents, U.S. Gavernment Printing Office. Washington. 0.C. 20402

Form CA-35H

October 1987




: g : U.S. Department of Labor
Evidence R_equ”eq i Support of a Claim Employment Standards Administration Q
for Occupatl onhal Disease Office of Workers' Compensation Programs

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

FROM EMPLOYEE v FROM EMPLOYING AGENCY v
1. Give a detailed description of factors of 5. Review and comment on employee's
employment believed responsible for statement provided in response to ltem
condition. Be specific as to the duration ho. 1.
and nature of the factors: for instance
weights carried, distances walked, chemi- 6. If employee's job differs from official
cals used, or other relevant job actions. description, describe exactly his/her
duties.
2. Give the history of the condition from
first awareness of the problem. Include 7. Give a day-by-day listing of leave and
description of all home treatment and leave without pay used due to this
professional care as well as symptoms. condition.
3. Describe any prior similar problem, with 8. Attach copies of the employee's:

dates of onset, history, medical care
received, and copies of the medical

records of your treatment. a. SF-171, Application for Employment.

b. Position description with physical

4. Attach or forward a medical report from requirements.
your physician to include the following
items: ¢. Pertinent dispensary records.
a. Dates of examination and treatment. d. Most recent SF-50, Notification of

Personnel Action.

b. History given by you.

o

. Detailed description of findings.

o

. Results of all diagnostic tests.

L

. Diagnosis.

—h

The clinical course of treatment
followed.

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

Form CA-35A
Rev. Aug.1988



NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is desighed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information
directly to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-
ment (OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for
the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR
PHYSICIAN IS REQUIRED. Repoerts on medical forms, such as Form CA-20, are rarely adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed check-
lists to help you and the employee submit a claim in an organized and complete manner. The checklists will help the
claims examiner identity what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease orillness, please give him or her:
1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required from the employee, the checklists describe the information to be submitted
by the employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions
on the CA-2 to forward them to OWCP within ten working days. Statements and documents required from the agency
should be submitted with the CA-2 whenever possible. Please use the checklist to note what information from the
employing agency is enclosed, unavailable or pending. If pending, please give the anticipated mailing date. Agency
comments, statements and documentation are essential for the examiner to get a well rounded picture of the
employment conditions.

We appreciate your cooperation in this effort.





