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/













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.





