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PROCESS ;ow CHANRT - iR
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1. INJURY IS REPORTED

2. CA-1 TO EMPLOYEE

MEDICAL TREATMENT IS REQUIRFD

_NO , ey ¢ -
CA-1 to C/S SPMO CA-16 or CA-20
Issued by Supervisor
LOST TIME
CA-1 to OPF ;
Sick Leave
Annual Leave
*Advise military technician . *Discuss COP entitlements
of reason *Notify C/S
*Document *Form CA-17 Duty Status Report
*Forward to C/S *Form CA-3 Report of

1 aanso1oud

Termination of Disability
and/or Payment.

NOTE: All related medical bills must be submitted in a timely manner to the Compensation Specialist
using an OWCP Form 1500 titled Health Insurance Claim Form.
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Appendix A. Basic Forms for Processing

i

FORM
M)

FORM TITLE

PURPOSE

PREPARED BY

WHEN SUBMITTED

COMPLETED
FORMS SENT TO

CA-I

Federal Em-
ployee's Notice
of Traumatic In-
jury and Claim
for Continuation
of Pay/Compen-
sation

Notifies supervisor of a traumatic injury
and serves as the report to OWCP when (1)
the employee has sustained a traumatic in-
jury which is likely to result in a medical
charge against the compenstion fund; (2)
the employee loses time from work on any
day following the injury date, whether the
time is charged to lcave or to continuation
of pay, (3) disability for work may subse-
quently occur; (4) permanent impairment
appears likely; or (5) scrious disfigurement
of the face, head, or neck is likely to result.

Employee or
someone acting
on employee’s
behalf;, witness
(if any), super-
visor

By employce within 2
working days (but will
mecet statutory time re-
quirements if filed no
later than 3 years after
the injury); by super-
visor within 2 working
days following receipt
of the form from the
cmployee.

Supervisor, by
employee or
someonc acting
on employee’s
behalf; then to
the appropriate
OWCP office by
the supervisor.

CA-2

Federal Em-
ployee's Notice
of Occupational
Discase and
Claim for Com-
pensation

Notifies supervisor of an occupational dis-
casc and serves a$ the report to OWCP
when (1) the_discasc is likely to result in
medical charge against the compensation
fund; (2) the employee loses time from
work on any day becausc of the disease,
whether the time is charged to leave or the
employee chooses to claim injury compen-
sation; (3) disability for work may subsc-
quently occur; (4) permanent impairment
appears likely; or (5) serious disfigurement
of the face, head, or neck is likely to result.

Employee or
somcone acting
on employce's
behalf; witness
(if any); super-
visor

By employce within 30
days (but will meet
statutory time require-
ments if filed no later
than 3 years after the
injury); by supervisor
after receipt of the
form from the em-
ployee.

Supervisor, by
employee or
someone acting
on cmployee's
behalf; then to
the appropriate
OWCP office by
the supervisor.




FORM
NOY

FORM TITLE

PURPOSE

PREPARED BY

WHEN SUBMITTED

COMPLETED
FORMS SENT TO

CA-2a

Notice of Em-
ployce's Recur-
rence of
Disability and /
Claim for Pay/
Compensation

Notifies OWCP that an employec, after re-
turning to work, is again disabled duc to a
prior injury or occupational discase. It also
scrves as a claim for continuation of pay or
for compensation based on the recurrence
of a previously reported disability.

Supervisor

Immediately upon re-
cciving notice that the
employce has suffered
a recurrence. When
the employce stops
work as a result of
recurring disability, the
employce shall advise
the supervisor whether
he/she wishes to con-
tinue to receive regular
pay provided qualifica-
tions arc met or charge
the absence to sick or
annual leave.

Appropriate
OWCP oflice.

CcA-3

Report of Termi-
nation of Dis-
ability and/or
Payment

Notifies OWCP that disability from injury
has terminated and/or that continuation of
pay has terminated and/or that employec
has returncd to work.

Supervisor

Immediately after the
disability or con-
tinuation of pay termi-
nates, or the employee
returns to work.

Appropriate
OWCP officc.

CA-5

Claim for Com-
pensation by
Widow, Widower
and/or Children

Claims com[x:nsatic;n on bchalf of these
dependents when injury results in death.

Person claiming
compensation
(for sclf or on
behalf of chil-
dren) und attend-
ing physician.

Within 30 days, if pos-
sible, but not later than
3 ycars after death, If
the death resulted from
an injury for which a
disability claim was
timely filed, the time
requirements for filing
dcath claim have been
mel.

Supervisor, by
claimant or
somcone acting
on claimant’s be-
half: then to ap-
propriate OWCP
office.
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FORM

COMPLETED

s FORM TITLE PURPOSE . PREPARED BY WHEN SUBMITTED ks A T

CA-5b |Claim for Com- |Claims compensation for these dependents | Person claiming | Within 30 days, if pos- | Supervisor, by

| pensation by Par- | when injury results in death. compensation (or |sible, but not later than |claimant or
ilents,; Brothers, guardian on be- |3 years after death. If |somcone acting
| Sisters, Grand- half of children) |[the death resulted from [on claimant’s be-
| parents, or and attending an injury for which a |half; then to ap-
Grandchildren physician disability claim was propriate OWCP
timely filed, the time |office.
requirements for filing
death claim have been
met.

CA-6 |Official Superi- |Notifies OWCP of the employment-related | Supervisor Immediately upon Appropriate
or's Report of  [death of an employee. knowledge by super- |OWCP office.
Employee's ' visor of the employ-

Death ment-related death of
an employce,

CA-7 |Claim for Com- |[Claims compensation if (1) medical evi- |Employece or In case of traumatic Supervisor, by
pensation on Ac- |dence shows disability is expected (and is [ somcone acting  |injury, the form must |employee or
count of not covered by COP in traumatic cases); (2) {on employee's be completed and filed [someone acting
Traumatic Injury |the injury has resulted in permanent im- | behalf; super- with OWCP not more |on employee's
or Occupational | pairment involving the total or partial loss, | visor, and attend- [than 5 working days  [bchalf; then to
Discase or loss of use, of certain parts of the body or | irfig physician (on | before the termination [the appropriate

serious disfigurement of the face, head or | attached Form of the 45 days. In case |[OWCP office by
neck; (3) loss of wage-eaming capacity has | CA-20) of occupational dis- the supervisor.
resulted. case, this form should

be submitted as soon

as pay stops.




tinuing Compen-
sation on
Account of Ihs-
ability

co wurs beyond the time covered by the
ol a Form ! a-7. !

somcone acting
on employee's
heh.,  super-
visor, and attend-
ing physician (on
attached Form
CA-20a)

the end of the period
claimed on Form
CA-7 or CA-8 for the
period of disability
supported by medical
evidence,

FORM .
, FORM TITIE PURPOSE PARED HE : g
NO. i PREPARED BY WHEN SURMITTED FORMS SENT TO
CA-8 |Claim for Cca-  |Claims compensation when loss of pay | Employee or [ At least S days Lefore |Supervisor, by

employce or
someonc acling
on cmployee’s
behalf; then to
the appropriate
OWCP office by
the supervisor.

CA-16

Reque - or Ex-

Fak

|

[

atnaticn and/or

Cotatment

Authoriz=s ‘an iniurcd employce to obtain
¢x sninat on aad/o, reatment for up to 60
days and .. wvides OWCP with initial medi-
cal report Treatment may be obtained from
a local hospital or physician (who may be a
sur, .r.a, ostcopath, podiatrist, dentist,
clinir al psychologist, optometrist, or, un-
der .ertain circumstances, a chiropractor),

Lor irom a U.S. medical facility, if avail-

ahle. May also be uscd for illness or dis-
ease if prior approval is vbtained from
OWCP. The employee may initially sclect
the medical provider of histher choice but
must request any change from OWCP.

Fart A—-
Supervisor

Fart B--Attend-
ing Physician

Part A—By supervisor,
in duplicate, within 48
hours followed first ex-
mination and/or
treatment.

Part B—By attending
physician or medical
facility as promptly as
possible after initial
cxamination.

Part A—Physi-
cian or medicul
faciliny.

Purt B—Appro-
priatc OWCP of-
fice.

CA-17

Duty Status k« .
port

In traumatic injury cases, provides super-
visor and OWCP with intcrim medical re-
port containing information as to em-
ployee's ability to return to any type of
work.

S lpc::;-'-. r and
atending physi-
ci. n

Prompily upon com-
plction of examination
or most rccent treat-
ment.

Original to the
empleying ugen-
¢y and copy to
appropriate
OWCP office.

N

Attend: g ~hysi-
el c ot

Provides medical support for claim and is
attached to Form CA-T7; provides OWCP
with medical information.

Suy :rvir o and
attenirg physi-
ciie

Promptly upon com-
pletion of examination.
or most recent treat-
ment.

Appropriate
OWCP oflice,
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COMPLETED

"ﬁg? FORM TITLE ‘ PURPOSE PREPARED BY WHEN SUBMITTED ey akgill
CA-20a | Attending Physi- | Provides OWCP with additional medical [ Supervisor and | Promptly upon com- | Appropriate
cian's Supple- information in conncction with supplemen- | attending physi- |pletion of examination |OWCP office.
mental Report tal claim filed on attached Form CA-8. [cian or most recent treat-
ment.
OWCP- | Federal Em- Provides OWCP with standard billing form | Attending physi- | Promptly upon com- | Appropriate
1500a  [ployce's Com-  [to facilitate payment of medical bills. The |cian; employee  [pletion of examination |OWCP office.
pensation form should accompany the CA-16 when | must sign in item |or treatment; physician
Program Mcdical [employee is referred to a physician. 12 may submit in usual
Provider’s Claim billing cycle.
Form




