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This Instruction implements Federal guidelines for an Occupational Health and Safety
Program within the Uniformed Services University of the Health Sciences (USUHS),
including procedures for reporting injuries, illnesses, and medical emergencies experienced by
USUHS elnployees within the scope of their employment at the USUHS. It gives the
responsibility for the establishment, implementation, and operation of the USUHS
Occupational Health and Safety Program to the Environmental Health and Occupational
Safety (EHS) Department. This Program includes physical examinations (as needed) and
surveillance programs for various environmental concerns, such as asbestos, hazardous
chemicals, and radiation exposures.

A. Reissuance and Purpose. This
I11struction reissues USUHS Instruction
6002a and implements DoD Instruction
6055.1 b, DoD Instruction 6055.5c

, DoD
Manual 6055.5-Md

, DoD Directive 1000.3e
,

FPM Chapter 810f
, Executive Order

11491 g
, Title 5, USC, Section 8101 h

,

USUHS I11struction 6401 i, and USUHS
Il1structiol1 6402.i. This Instruction also
assigl1s responsibilities for implen1enting an
Occupational Health and Safety Program
witl1in the USUHS, including procedures
for reporting injuries, illnesses, and
medical emergencies experienced by
USUHS employees within their scope of
employment at the USUHS.

B. R.eferences. See Enclosure 1.

c. Applicability. This Instruction
applies to all USUHS personnel.

D. Policy.
It is the USUHS policy that

occupational health and safety programs
will be established and maintained as an
element of the overall DoD Mishap
Prevention Program as prescribed in FPM
Chapter 810f and the Occupational Health
Program prescribed in DoD Instruction
6055.5C and DoD Manual 6055.5-Md

• The
program will include baseline and periodic
physical examinations of selected personnel



in certain occupatiolls. Employees will
receive prompt medical attention and
assistance in claiming just compensation
for injuries or illnesses incurred in the
performance of duties.

E. Definitions. See Enclosure 2.

F. Responsibility.
TIle Ellvirollmental Health and

Occupational Safety Department shall be
responsible for establishing, implementing,
and operating the USUHS Occupational
Health and Safety Program.

G. USUHS Occupational Safety and
Health Standards and Guidelines.

USUHS Occupational Safety and
Healtll (OSH) standards as specified below
will be applicable:

1. OSH standards, including those
stalldards promulgated by the Occupational
Safety and Health Administration (OSHA)
pursuant to Title 29, USC, Sections 651­
67Sk

, with minimal minor adaptation to
conform to USUHS administrative
practices. The USUHS may, as an option,
illclude lllore current editions of national
consensus standards referenced in the
OSHA standards;

2. Alternate criteria authorized for
the USUHS by DoD;

3. USUHS Instruction 6402-M1
;

4. USUHS Instruction 6053-Mffi
;
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5. USUHS Instruction 6401 i; and

6. Applicable National Naval Medical
Center (NNMC) safety instructions and
record keeping procedures.

H. Pre-Employment and Periodic
Physical Examinations.

In order to monitor employees for
potential exposure to job-related hazards,
baseline and/or periodic physical
examinations may be required.
Specifications and guidelines for physical
examinations are set forth in DoD Manual
6055.5-Md

•

I. USUHS Workplace Surveys and
Inspections.

All worl(places and operations will be
inspected annually by EHS. High-hazard
areas will be inspected more frequently
based upon assessment of the exposure and
potential severity of injuries, occupational
illness, or damage to USUHS property. A
report of deficiencies and violations,
together with recommendations for
corrective actions, will be provided to
applicable activities. Copies will be
provided to the Vice President, Teaching
and Research Support (TRS) and others as
deemed appropriate. Follow-up inspections
will be conducted to ensure compliance
with recommendations for corrective
action.

J. Work-Related Injuries, Illnesses and
Medical Emergencies. See Enclosure 3.
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K. Medical Emergencies at the USUHS
During Routine Duty Hours and Non­
Regular Duty Hours. See Enclosure 4.

Enclosures:
1. Referellces
2. Definitions
3. Gllidelilles for Work-Related Injuries or Illnesses
4. Guidelines for Medical Emergencies at the USUHS During Routine Duty Hours and

NOll-Regular Duty Hours
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Enclosure 2

DEFINITIONS

1. Traumatic Injury - A wound or other
condition of tIle body caused by external
force, il1cluding physical stress and/or
strain, which must be identified by the time
and place of occurrence, member or
function of body affected, and be caused
by a specific event or incident within a
single day or workshift.

2. Occupational Disease/Illness -A
health condition produced by an infection;
cOl1tinlled or repeated physical stress or
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strain; exposure to toxins, radiation,
poisons, fumes, etc.; or repeated exposure
to work environment conditions over a
long period of time.

3. Non Work-Related Emergency - An
event which occurs suddenly while on
USUHS duty that can lead to loss of life or
significant impairment of normal
physiologic function (i.e., stroke, heart
attack, or seizure).
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GUIDELINES FOR WORK-RELATED INJURIES OR ILLNESSES

A. Routing Procedures for Responding to
Work-Related Illnesses. See Attachment 1.

1. If an employee or visitor sustains
an emergency work-related injury or illness
during his/her working hours, the employee
must immediately call the local Emergency
System dispatcher at telephone number 777
and follow the procedures as specified in
Enclosure 4.

2. If a civilian or a military employee
sustains a work-related injury or illness
during his/her working hours, the employee
must immediately:

a. Notify his/her supervisor;
b. Have his/her supervisor

prepare an OPNAV 5100/9, see Attachment
2, if he/she is going to be seen in the
Emergency Department at the NNMC for
treatment. Military employees may choose
to report to the University Health Clinic
(UHC). Guidelines for employees of the
Henry M. Jackson Foundation for the
Advancement of Military Medicine (HJF)
who work at the USUHS are outlined in
this Enclosure. Authorization, documenta­
tion, and reporting requirements for
supervisors of HJF employees are
determined by HJF:

(1) civilian employees may
elect to report to a medical facility other
than NNMC for evaluation and treatment.
If a medical facility other than NNMC is
utilized, the employee will inform the
health-care provider that the injury or
illness is work-related and request that a
copy of the physician's report be
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forwarded to the Civilian Human
Resources (CHR) Directorate at the
USURS, or

(2) HJF civilian employees
must report to Suburban Hospital, for non­
emergency work-related injuties or
illnesses;
NOTE: A list of all Compensation Act
(CA) Forms is provided in Attachment 3.

c. For USUHS civilian
employees, the supervisor must checl( item
6A of Form CA-I6, see Attachment 4, if
he/she has personal knowledge of the
injury, as this provides authority for all
necessary treatment with the exception of
elective surgery. All necessary forms and
guidance for their use may be obtained
from CHR;

d. For USUHS civilian
employees, the attending physician must
furnish an immediate medical report to
CHR for all cases reported to the
Occupational Workers' Compensation
Program;

e. For USUHS civilian
employees, the supervisor will notify CRR
of all sustained injuries and forward all CA
forms as soon as completed to that office;
and

f. For USUHS civilian
employees, the supervisor will notify CHR
immediately upon the return of the injured
employee to work. The supervisor will
submit for the USUHS civilian employees
the appropriate CA Form (Form CA-I, see
Attachment 5 or Form CA-2, see
Attachment 6) to CHR within two working
days.



B. Responsibilities.
1. TIle University Health Clinic shall:

a. Be 110tified durillg Routine
Duty HOllrs (0730-1600) that an emergency
exists;

b. Provide a response team to
provide medical assistance to the employee
until ambulance personnel arrive on the
scene; alld

c. Notify EHS UpOll learning of
a worlc-related illjury or illness to any
111ilitary or civiliall employee.

2. Supervisors shall:
a. Provide safe, healthy working

conditions (areas and equipment), and
ellsure that all employees understand their
responsibilities for accident prevention and
tIle procedures to follow in reporting
accidents ilnmediately upon occurrence;

b. Prepare an OPNAV 5100/9
for all USUHS civiliall and military
elnployees to accompany the patient if
11elshe is going for treatment to the NNMC
Emergellcy Department. Dispensary
Permits are available from EHS;

c. Prepare a Form CA-16 for
USUHS civilian employees. Immediately
autll0rize examination and appropriate
nledical treatment, and issue the Form CA­
16 to tIle employee referred to the NNMC
Elnergency Departmellt or allY duly
qualified pllysician or hospital of the
employee's choice, durillg routine hours
(0730 - 1600). To complete Form CA-16
do the following:

(1) check item 6A and 6B
of Form CA-16 when there is no doubt
that tIle civilian employee's disability was
caused by an injury while in the
performance of duty, alld
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(2) give verbal authorization
for emergency treatment; however, a Form
CA-16 will be issued within 48 hours to
the facility or clinic chosen by the
employee if treatment is not given by
NNMC;

d. Have USUHS civilian
employees complete items 1 through 16 of
Form CA-l or items 1 through 21 of
Form CA-2, as appropriate. Have any
witness complete items 17 though 20 of
Form CA-1. The supervisor will complete
items 21 through 47 and the Receipt of
Notice of Injury of Form CA-l or items 22
through 50 and the Receipt of Notice of
Disease of Illness of Form CA-2. The
employee must forward Form CA-l to the
CHR within two working days;

e. For HlF civilian employees,
immediately authorize examination and
medical treatment. Contact CHR to notify
them of the injury to one of the HlF
employees and to obtain appropriate forms
for documenting the injury or illness; and

f. Complete USUHS Form
6012, see Attachment 7, and forward to
EHS within two working days. Copies of
this form may be obtained from EHS.

3. Employees shall:
a. Observe all safety

instructions, regulations and procedures,
and immediately report all job-connected
injuries or illnesses to their supervisor;

b. Report for medical treatment
as prescribed by established procedures or
as directed by their supervisors; and

c. Report to their supervisors
immediately upon sustaining a traumatic,
disabling injury in the performance of duty
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before obtaining medical care, except in a
life-threatening emergency. USUHS
civilian employees will file written notice
on Form CA-1 within two working days
following tIle injury; or in the case of an
occupational disease, file Form CA-2. A
cOlnpellsation claim for disability must be
lnade witllill 30 days after sustaining the
disease/injury in the performance of duty
(forms will not be completed for military
personnel). For additional time specified
by the compensation law, contact CHR.
Exception: HlF employees must comply
with time reporting requirements as stated
ill HlF Regulations.

4. Civilian Human Resources shall:
a. Notify EHS upon learning of

an injury to any civilian employee;
b. Inform USUHS civilian

elnployees of reporting procedures required
in admillistering Title 5, USC, Section
8101 h and furnish employees with the
necessary forms for reporting an injury;

c. Counsel injured USUHS
civilian employees concerning their
bellefits and advise them of the specific
procedures for submitting claims;

Attachments:
1. Routing Procedure for Worl(-Related Illnesses
2. OPNAV 5100/9
3. List of Compensation Act (CA) Forms
4. Form CA-16
5. Form CA-l
6. Form CA-2
7. USUHS Form 6012
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d. Inform USUHS civilian
employees of their right to elect
continuation of regular payor to use
annual or sick leave, if the injury is
disabling, by completing Form CA-1
within 30 calendar days of the date of
injury; and

e. Inform USUHS civilian
employees whether continuation of pay will
be disputed, and if so, whether it will be
terminated, and the basis of this action.

5. Environmental Health and
Occupation Safety shall:

a. Establish and maintain a log
of occupational injuries and illnesses to
provide a quick and current overview of
workplace safety and health throughout the
USUHS;

b. Upon receipt of a completed
USUHS Form 6012, analyze the data to
identify unsafe and unhealthful working
conditions; and

c. Make recommendations, if
needed, for correcting the cause leading to
any injury or illness.
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Routing Procedure tor Work-Related Illnesses

..
see
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Go To Student
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NO

s.
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Y.. Go to
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Go to NNNC

or etyilien Facility
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Supervisor

Yes Go to

Suburbon Hospital

NO

Go to
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Dispensary Pennlt

PRIVACYACTSTATEMENTBELOW

SUPERVISOR'S REPORT TO DISPENSARY CLoaadont DATE OF REPORT

&MPLOV&E'S NAME TIME • DATI OP INJURY TlMILlFTJ08 _I11M1 RlTURNED

SOCIAL SECURI1Y IGRADE. RATE. JOITITLI OCCUPATIONAL
N~ . Dvm DNO CQuunQNAlLI

REASON FOR REFERRAL
CINJURV C ILLNESS C EMPLOYEE'S ".aUEST C OTHER (Specify)

REMARKS

SUPERVISOR'S SIGNATURE SHOJIIOFFICI TELlItHONI NUMBER

MEDICAL OFFlCER·S REPORT TIME REPORTED TlMI RlLIASSD

OCCUPAnONAL .DEGREE OF INJURY
C ves C NO C QUESTIONABLE C FJRSTAID C MEDICAL TREATMENT C QTH&R eEJcpJalnl

DlsposmON OF EMPLOYEE
[J RETURN TO PERM. JOB C TEMP. TRANSFER TO ANOTHER JOB C 1ERMINAnON OF EMPLOYMENT
C RESTRICT ACTlVrrV UNTIL C PERM. TRANSFER TO AN01"MER JOB C SENT HOME .IV DISPeNSARY
C REfeRRED TO PRIVATE PHVSIClANMDSprrAL COnfER (Expla'n»

AEMAAKSJOIAGNOSIS
..

,-
MEDICAL OFFICER'S SIGNATURI INmAL TREATMENT DETERMINAnON

C DJSCHARGED. TREATMENT COMPLETED eRE-TREATMENT REQUIRED

OPNAV 5100II CRev 10-;2) SIN 0107-l.F-01 5-8300

PRIVACY ACT STATEMENT

- Authority: SECNAVINST 5100.10E and OPNAVINST 5100.23c

Principal Purpose: To ensure prompt investigation of occupational injuries, and to initiate
any nec"essary immediate corrective action.

Routine Use: Routinely used by the activity Occupational Safety and Health Office
to perform official duties in the investigation of mishaps which may have caused occupational
injury or illness.

Disclosure: Voluntary. Treatment will be provided without regard to employee's
willingness to divulge all or part of the reQuested information.





COMPENSA'."J.ON ACT (CA) FORMS ***
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FORM

. CA-l
Front

CA-l
Back

CA-2
Front

CA-2
Back

CA~3

CA-4

CA-5

TITLE

Federal Employee's Notice of
Traumatic Injury and Clai. f~r
continuation of Pay/compensation.

Federal Employeels Notice of
Traumatic Injury and Claim for
continuation of Pay/compensation.

Federal Employee's Notice of
occupational Disease and Claim
for compensation.

Federal Employee's Notice of
occupational Disease and Claim
for compensation.

Report of Terminationn of Dis­
ability and/or Payment.

Claim for compensation on
Account of occupational
Disease.

Claim for compensation by Widow,
Widower and/or Children.

WHEN COMPLETED

Within 2 days after an
injury, or as Boon as
possible, but not later
than 30 days.

Upon receiving CA-l Form
which has been completed
by the injured employee.

Within 30 days after
employee has sustained
an occupationnal disease.

Upon receiving notifica­
tion from employee.

Immediately after em­
ployee returns to work
or disability ceases.

Accompanied by a medical
report, showing continued
disability beyond 10 days
(may be filed any time
after the date pay stops).

Form will be sent from
OWCP to supervisor as
soon as notification of
death is received.

COMPLETED BY

Employee (or so.eone acting in
employeels behalf) completes
1-16. Supervisor completes
"Receipt of Notice of Injury·
and give. to ••ploye••

I ...diet. supervisor. Forwarded
to Personnel Office within 2
working days following receipt of
for. fro•••ployee.

Employee (or someone acting in
employee's behalf). Supervisor
completes -Receipt of Notice of
Injury" and returns to employee.

Immediate supervisor forwards to
Personnel Office within 10
working days following receipt of
fora fro. employee.

Immediate supervisor."

E.pl~yee for employee position,
supervisor for appropriate items
on attached ,Ca-20.

Dependents of deceased employee.
supervisor should assist with the
preparation of forms.

CA-6 Official supervisor's Report
of Employee's Death.

Promptly after death of
employee and after noti­
fying OWCP.

Supervisor.



TITLE WI -=OMPLETED

Attachment 3

COMPLETED oe

*** ONE COpy OF EACH FORM IS REQUIRED

CA-7.

CA-8

CA-l0

CA-16

CA-17

CA-20

Claim for compensation on
Account of Traumatic Injury.

Claim for continuance of
Compensation on Account of
Disability.

What a Federal Bmployee
Sho"ld do Wh~n Injured on
the Job. ~

Request for Examination
and/or Treat.ent.

Duty status Report.

Attending Physician's
Report.

Where disability continues,
employee and supervisor
must complete ,nd file not
more than 5 working days
following 45-day period.

w

To clai. additional periods
of time after CA-4 or CA-1
.~B sub_Itt.d. When t ••po­
rary total disability
continue., clal. is 8ub.itted
every 2 weeks un~ll otherwise
notified by OWCP.

Personnel Office distributes
for posting on bulletin
boards.

Immediately after being
notified of an eaployee
injury.

At intervals as often as
required by the agency.

Use when narrative medical
report on CA-16 was not
sent to OWCP in past 10
calenda.r days.

Employee and supervisor and
accompanied by a medical report
showing continued disability
~.yond end of 45-day period.

Employee completes and signs form.
Supervisor completes allpropriate
section of form.

Personnel Office.

I.mediate supervisor and forward
with injured employee to a dUly
qualified physician or hospital
of the employee's choice. In
emergencies, CA-16 will be
.ub.i~ted Immediately thereafter.

Employee's physician, who will
forward the original to the Per­
sonnel Office and a copy to the
OWCP·district offIce.

Immediate supervisor (Items 1-4
and OWCP address on back of
form). Attending physician com­
pletes and forwards original
directly to OWCP and forwards a
copy to the Personnel Office.



Authorization for Examination
And/Or Treatment

u.s. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs
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The following request for Information is authorized by law (5 USC 8101 et. seq.). Benefits and/or medicaleervlces
expenses may not be paid or may be subject to suspension under this program unless this report is completed and
filed as requested. Information collected will be handled and stored In compliance with the Freedom of Information
Act, the Privacy Act of 197~ and OMB Cir. No. A-1OS.

PART A - AUTHORIZATION

1. Name and Address of the Medical Facility or Physician Authorized to Provide the Medical service:

OMS No.: 1215-0103
Expires: 10-31 -94

cupatlon

6. You are authorized to provide medical care for the employee for a period of up to sixty days from the date shown in item 11, subject to the
condition stated in item A, and to the condition indicated either 1 or 2, in item B.

A. Your signature in item 35 of Part B certifies your agreement that all fees for services shall not exceed the maximum allowable fee
established by OWCP and that payment by OWCP will be accepted as payment in full for said services.

B. 0 1. Furnish office and/or hospital treatment as medically necessary for the effects of this injury" Any surgery other than emergency
must have prior OWCP approval.

o 2. There is doubt whether the employee's condition is caused by an injury sustained in the performance of duty, or is
otherwise related to the employment. You are authorized to examine the employee using indicated non-surgical diagnostic
studies, and promptly advise the '6ldersigned whether you believe the condition is due to the alleged injury or to any
circumstances of the employment. Pending further advice you may provide necessary conservative treatment if you believe
the condition may be to the injury or to the employment.

7. If a Disease or Illness is Involved, OWCP Approval for Issuing
Authorization was Obtained from: (Type Name and Title of

OWCP Official)

u.s. DEPARTMENT OF LABOR
Employment Standards Administration
Office of Workers' Compensation Programs

Department of Agency

Bureau or Office

local Address (including Zip Code)

Public Burden Statement

Public reporting burden for this collection of information is estimated to average 30 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 the burden estimate or any other aspect of this collection of information, including suggestions for
reducing burden, to the Office of Information Management, Department of labor, Room N1301 t 200 Constitution Avenue. N.W.,
Washington, D.C. 20210; and to the Office of Information and Regulatory Affairs, Office of Management and Budget, Washington, D.C. 20503.

Form CA-16
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PART B - ATTENDING PHYSICIAN'S REPORT

14. Employee's Name (last, first, middle)

15. What History of Injury or Disease Ola Employee Give You?

16a. ICD-9 Code

18a. ICD-9 Code

No Is Additional Hospitalization Required?

5. W at Permanent E ects, I Any, Do You
Anticipate?

7. Date(s) of Treatment (mo., day, year) 28. Date of Discharge from Treatment
(mo., day. year)

29. Period of Disability (mo., day. year) (If termination date unknown, so
indicate)

Total Disability: From
Partial Disability: From

To
To

Ie to Resume

D LightWork
o Regular Work

Date:
Date:

31. I DYes o No Date Advised

32. If Employee is Able to Resume Only Light Work, Indicate the Extent of Physical Limitations and the Type of Work that Could
Reasonably·be Performed with these Limitations.

33. General Remarks and Recommendations for Future Care, If Indicated. If you have made a Referral to Another PhysIcian or to a Medical
Facility, Provide Name and Address.

34. DO You SpecialiZe? DYes o No (If yes. state specialty)

36. Address (No., Street. City, State, Zip Code)35. SIGNATURE OF PHYSICIAN. I certify that all the statements in
response to the questions asked in Part B of this form are true,
complete and correct to the best of my knowledge. Further, I
understand that any false or misleading statement or any
misrepresentation or concealment of material fact which is
knowlingly made may subject me to felony criminal prosecution.

37. Tax IOenttflcatlon NumDer 38. Date Of Report

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



SELECTION OF
PHYSICIAN

PERIOD OF
AUTHORIZATION
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INSTRUCTIONS FOR AUTHORIZING OFFICIAL FOR COMPLETION OF PART A

o A Federal employee Injured by accident while in the performance of duty has the initial
right to select a physician of hislher choice to provide necessary treatment. The
supervisor shall immediately authorize examination and appropriate medical care by use of
Form CA·16 issued to either a United States medical officer/hospital or any duly qualified
physician! hospital of the employee's choice.

If the employee elects to be treated by a private physician, a copy of the American Medical
Association standards billing form (AMA OP 407/~08/409; OWCP·1500a) should be
supplied together with Form CA·16.

A physician who Is debarred from the FECA program as provided at 20 CFR 10.45<>-457
may not be authorized to examine or treat an injured Federal employee.

Generally, 25 miles from the place of injury, employing agency, or the employee's home is
a reasonable distance to travel for medical care; however, other pertinent factors must also
be considered.

o Form CA·16 is valid for up to sixty days from date of issuance, and may be terminated
earlier upon written notice from OWCP to the provider. It should not be used to authorize a
change of physicians after the initial choice is exercised by the employee.

FEDERAL MEDICAL
FACILITIES

DEFINITION
OF INJURY

DEFINITION OF
PHYSICIAN

FORM
COMPLETION

ADDITIONAL
INFORMATION

o U.S. medical facilities include Public Health Service, Military, or VA hospitals. Federal
health service facilities (health units) established under 5 USC 7901 are not U.S. medical
facilities as used herein (see 20 CFR 10.400).

o The term "injury" Includes damage to or destruction of medical braces, artificial limbs and
other prosthetic devices. Eyeglasses and hearing aids are included only if the damages
were incidental to a personal injury which required medical services. Treatment for illness or
disease should not be authorized unless approval is first obtained from OWCP.

o The term "physician" includes doctors of medicine (MO), surgeons, podiatrists. dentists.
clinical psychologists, optometrists, chiropractors and osteopathic practitioners within the
scope of their practice as defined by State law. The reimbursable services of chiropractors
under the FECA are limited by statute to physical examination, related laboratory tests and
X-rays to diagnose a subluxation of the spine; and treatment consisting of manual
manipulation of the spine to correct a subluxation demonstrated by X-ray.

o Part A shalt be compelted in full by the authorizing official. The authorization is not valid
unless the name and address of the physician or hospital is entered in Item 1 and the
signature of the authorizing official appears in Item B. Check B1 or B2 or Item 6, whichever
is appropriate. In case of illness or disease, only Box B2 may be checked.

Show the address of the proper OWCP Office in Item 12. Send original and one copy of
Form CA·16 to the medical officer or physician. If issued for illness or disease, a copy must
also be sent to OWCP.

OSee 20 CFR and/or Chapter 810, Federal Personnel Manual (FPM).

Information for Physician - See Revene Side



YOUR
AUTHORIZATION

USE OF CONSULTANTS
AND HOSPITALS

REPORTS

RELEASE OF
RECORDS

BILLING FOR
SERVICES

TAX IDENTIFICATION
NUMBER

ADDITIONAL
INFORMATION
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INFORMATION FOR PHYSICIAN

o Plea58 read Part A of Form CA-16. You are authoreized to examine and provide treatment
for the injury or disease described in Item 5. for a period of not more than 60 days from the
date of issuance. subject to the conditions in Item 6. A physician who Is debarred from the
FECA program as provided at 20 CFR 10.450-457 may not be authorized to examine or treat
an injured Federal employee. Authorization may be terminated earlier upon written notice
from OWCP. For extension of the authorization to treat beyond the 60 day period. apply to
the office shown In Part A. Item 12.

o You may utilize consultants. laboratories and local hospitals. If needed. Authorize
semi-private accomodations unless a private room Is medically necessary. Ancillary
treatment .may be provided to a hospitalized employee as necessary.

o After examination. complete items 14 through 38. of Pan a, and send your repon, together
with any additional narrative or explanatory material, to the address listed in Pan A, item 12.
If the employee sustained a traumatic injury and is disabled for work, repons on Form CA

17. -DutY Status Report- may be required by the employing agency during the first 45 days
of disability. If disability continues beyond 45 days. monthly reports should be submitted.
Reports from all consultants are also required. Delay in submitting medical reports may
delay payment of benefits.

o Injury reports are the official records of OWCP. They shall not be released to anyone nor
may any other use be made of them without the approval of OWCP.

o OWCP requires that charges be itemized using the AMA standard -Health Insurance Claim
Form- (AMA OP 407/408/409; OWCP·l500, or HCFA-1500). Each procedure must be
identified. in Column 24 C of the form. by the applicable Current Procedural Terminology
(4th edition) Code CPT 4). A copy of the form may be supplid by the employee at the time
treatment is sought.

o Payment for chiropractic services is limited 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 to correct a subluxation demonstrated by
X-ray.

o The provider's Tax Identification Number (TIN) is an important identifier 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 repons and billings
submitted to OWCP. If possible. providers should decide on a single TIN - either corporate
or personal - which is used consistently on CNlCP claims.

o Contact the OWCP shown in Item 12 of pan A.

·U.S. Government Printing Office: 1993 - 342·027/80440

Pl•••• R.mov. Th••• In.tructlon. Sefor. Submitting Your R.port.



Enclosure 3
Attachment 5

Federal Employee's Notice of U.S. Department of Labor
Traumatic Injury and Claim for Employment Standards Administration
Continuation of Pay/Compensation Office of Workers' Compensation Programs

Level Step

8. Dependents

o Wife. Husband

o Children under 18 years

o Other

5. Home telephone
( )

o. ay Yr. 4. Sex
I I I I OMaie 0 Female

3. Date of birth

Employe.: PI"••• complete aU boxes 1 - 15 below. Do not complet. Ihaded are.l.
Wltne'l: Complete bottom lectlon 18.
!Employing Agency (Supervisor or Compensation Sp.clallst): Compl.t. shad.d box•• Q. b. and c.

1. Name of employee (Last. First. Middl9)

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

9. Place where injury occurred (e.g. 2nd floor. Main Post Office Bldg.• 12th & Pine}

10. Date injury occurred Time 11. Date of this notice
Mo. Day Yr. 0 a.m. Mo. Day Yr.

I I I I o p.m. I

12. Employee's occupation

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

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

reiii:i..' ··p·i.·.o:ye.,::·.SI.·gn.·.·atu.. r,.•..::.:::..::.::.::.::::.::..:;.:;::::.:::..::.: ::.::.::.::.::'.':.:'.':.:':'::.::.:'.':'.:'.>:::..:-:.':::::':':':::'-:'.':,::::,::".:,:,.:,:.:,::,.,.>-.:,,::::,:::-.:::-,,::;::.::.:':'.:'.>' :'::.::":: ::..::.::.::::.:::.::-::::'::'::::::'.::::':':':':::':::-:'.' :: :.::: ' ::' :-.:-:.::-:.:.:-::.:.:.::'.::.:.:.:-:.:.:.:-:.:-:.:.:.::.:::::':'::::.:.:' .:-:::.:..... :.' :::
~ .. "':::": ::: ':: :':. '::.~:.::.:'..":"':.:.:.:.:: ::.:'::~::.~.:::::.:.::.:.::':::.:.::~': ":'::' :'.'-:.:.:.:.::.:':.' :::.:.::.:.:::::: :.::.: ". . . .

15. I certify, under penalty of law, that the injury described above was sustained in performance of duty as an employee of the
United State~ Government and that it was not caus9d by my willful misconduct. int"nt to injure myseif or another person. nor by
my intoxication. I hereby claim medical treatment. if needed. and the followi~g. as checked below. while disabled for work:

o a. 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 t:laim is deni9d. I understand that the continuation of my regular pay shail be charged to sick
or annual leave, or be deemed an overpayment within the meaning of 5 USC 5584.

o b. Sick and/or Annual Leave

I hereby authorize any physician or hospital (or any other person. insti~ution, corporation. or Qovernment agency) to furnish any
desired information to the U.S. Department of Labor. Office of Workers' Compensation Programs (or to its official representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

Signature of employ•• or p~rlon acting on hls/h.r b.half Dat.

Any person who knowingly makes any false statement. misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provided by the FECA or who knowingly accepts compensation to which that person is not entitled is subject to civil or administrative
remedies as well as felony criminal prosecution and may. under appropriate criminal provisions. be punished by a fine or imprisonment or both.

Have your lupervlsor complete the receipt attached to thll form and return It to you for your records.

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

Forn' CA·1
Rev. Sept. 1993



Enclosure 3
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owcp Agency Code
Supervl.or'.·Report " .
Offlcl.1 Supervl.o". R.port: Pl•••• complet. Information requested below:

17. Agency name and address of reponing office (Include city. atate, and ZIP code)

ZIP Code

18. Employee's duty station (Street address and ZIP code) ZIP Code

19. Regular
work
hours From:

o a.m.

D p.m. To:
o a.m.

D p.m.

20. Regular
work
schedule·DSun. 0 Mon. D.Tues. OWed. o Thurs. 0 Fri. DSat.

21. Date Mo. Day Yr. 122. Date Mo. Day Yr. 123. Date Mo. Day Yr. 0of notice stopped a.m.

Injury received I work I Time: 0 p.m.

2~. Date Mo. Day Yr. 25. Date Mo. Day Yr. 26. Date Mo. Day Yr. 0pay 45d?
returned a.m.

stopped I I I I .perio began I to work Time: 0 p.m.

27. Was employee injured in performance of duty? 0 Yes DNo (If "No." explain)

28. Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or another? 0 Yes (If "Yes," explain) 0 Mo

29. Was injury caused 30. Name and address of third pany (Include city, state, and ZIP code)
by third pany?

DYes DNo
(If "No."
goto
item 31.)

-
31. Name and address of physician first providing medical care (Include city, state, ZIP code) 32. First date Mo. Day Yr.medical care

received I I I I

33. Do medical
DYes DNo- repons show

employee is
disabled for work?

34. Does your knowledge of the facts about this injury agree with statements of the employee and/or witness? DYes 0 No (If "No," explain)

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

$ Per

Signature of Supervisor and Filing Instruction.

37. A supervisor who knowingly cenifies to any false statement. misrepresentation. concealment of fact, etc., in respect of this claim
may also be subject to appropriate felony criminal prosecution.

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

Name of supervisor (Type or print)

Signature of supervisor Date

Supervisor·s Title Office phone

38. Filing instructions o No lost time and no medical expense: Place this form in employee'S medical folder (SF-66-D)
o No lost time, medical expense incurred or expected: forward this form to OWCP
o Lost time covered by leave, LWOP. or COP: forward this form to OWCP
o First Aid Injury

Form CA-1
Rev. Sect. 1993
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DI•.~lIlty Seneflts for Employ...·.under the .Federal Employ...• Compen.atlon Act (FECA)

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 resulting from traumatic,
job-related injury, not to exceed "5 calendar days. (To be
eligible for continuation of pay, the employee, or someone
acting on his/her behalf, must fil. Form CA-1 within 30 days
following the injury; however, to avoid possible Interruption of
pay, the form should be filed within 2 working days. If the
form is not filed within 30 days, compensation may be
substituted for continuation of pay.)

(2) Payment of compensation for wage loss after the ~5 days, if
disability extends beyond such period.

(3) Payment of compensation for permanent impairment of
certain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidney, loss of vision, etc.),
or for serious disfigurement of the head, face, or neck.

(.4) Vocational rehabilitation and related services where
necessary.

(5) Full medical care from either Federal medical officers and
. hospitals, or private hospitals or physicians, of the

employee's choice. Generally, 25 miles from the place of
injury, place of employment, or employee'S home is a
reasonable distance to travel for medical care; however, other
pertinent facts must also be considered in making selection
of physicians or medical facilities.

I. Privacy Act

At the time an employee stops work following a traumatic,
job-related injury, he or she may request continuation of payor
use sick or annual leave credited to his or her record. Where the
employing agency continues the employee'S pay, the pay must
not be interrupted until:

(1) The employing agency receives medical information from
the attending physician to the effect that disability
has terminated;

(2) The OWCP advises that pay should be terminated; or

(3) The expiration of 45 calendar days following initial work
stoppage.

If disability exceeds, or it is anticipated that it will exceed, 45
days, and the employee wishes to claim compensation, Form
CA-7, with supporting medical evidence, must be filed with
OWCP. To avoid interruption of income, the form should
be filed on the 40th day of the COP period. Form CA-3 shall
be submitted to OWCP when the employee returns to work,
disability ceases, or the 45 days period expires.

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

In accordance with the Privacy Act of 197.. (Public Law No. 93-579, "5 U.S.C. 552a) and the Computer Matching and Privacy Protection Act of
1988 (Public Law No. 10<>-503), you are hereby notified that: (1) The Federal Employees' Compensation Act, as amended (5 U.S.C. 8101, et
seq.) is administered by the Office of Workers' Compensation Programs of the U.S. Department of Labor. In accordance with this responsibility,
the Office receives and maintains personal information on claimants and their immediate families. (2) The information will be used to determine
eligibility for and the amount of benefits payable under the Act. (3) The information collected by this form and other information collected in
relation to your compensation claim may be verified through computer matches. (4) The information may be given to Federal, State, and local
agencies for law enforcement and for other lawful purposes in accordance with routine uses published by the Department of Labor in the
Federal Register. (5) Failure to furnish all requested information may delay the process, or result in an unfavorable decision or a reduced level
of benefits. (Disclosure of a social security number (SSN) is voluntary; the failure to disclose such number will not result in the denial of any
right, benefit or privilege to which an individual may be entitled. Your SSN may be used to request information about you from employers and
others who know you, but only as allowed by law or Presidential directive. The information collected by using your SSN may be used for
studies, statistics, and computer matching to benefit and payment files.)

IReceipt of Notice of .lnJury

This acknowledges receipt of Notice of Injury sustained by
(Name of injured employee)

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

At (Location)

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

Form CA-1
Rev. Sept. 1993
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Instructions for Completing Form CA·1
COmplete all Items on your ..ction of the form. If additionallpace il required to explain or clarify any point, attach a supplemental
statement to the form. Some of the itams on the form which may require further clarification are explained below.

IE~PI~y.e .:(Or:person acting ,on the··empioyees~ behalf).·

13) Caus. of Injury
Describe in detail how and why the injury occurred. Give
appropriate details (e.g.: If you fell, how far did you fall and in
what position did you land?)

14) Nature of Injury
Give a complete description of the condition(s) resulting from
your injury. Specify the right or left sid. if applicable (e.g.,
fractured left leg: cut on right index finger).

15) Election of COPlLeave

If you are disabled for work as a result of this injury and file
CA·1 within thirty days 0: the injury. you Me entitled to receive
continuation of pay (COP) from yoyr employing agency. COP is

paid for up to ~5 calendar days of disability, and is not charged
against sick or annual leave. You may elect sick or annual leave
If you wish, but compensation from OWCP may not be claimed
during the 45 days of COP entitlement. (You may not claim
compensation to repurchase leave used during this period.)
Also, if you change your election within one year, the agency
is obliged to convert past periods of leave to COP, which Qualify.

Your agency may controvert (dispute) yOLl' entitlement to COP,
but must continue pay unless the controversion is based on one
of the nine reasons listed in the instructions for item 35.

If you receive COP. but ONCP later determines that you are not
entitled to COP, you may either change COP to sick or annual
leave or pay the employing agency back for the COP received.

At the time the form is received, complete the receipt of notice of
injury and give It to the employee. In addition to completin~

items 17 through 38. the supervisor is responsible for obtaining
the witness statement in item 16 and for filling in the proper codes
in lhaded boxes a. b, and c on the front of the form. If medical
expense or lost time Is incurred or expected, the completed f"rm
should be sent to OWCP within 10 working days after it is received.

The supervisor should also submit any other information or
evidence pertinent to the merits of this claim.

If the employing agency controverts COP, the employee should
be notified and the reason for controversion e::;::c:ned to him or
~~i.

17) Agency name and addr••• of reporting offlc.

The name and address of the office to which correspondenCE'
from OWCP should be sent (if applicable, the address of the
personnel or compensation office).

18) Duty .tatlon .tr••t addr••• and zip oode

The addrels and zip code of the establishment where the
employee actually works.

28) Wa. Injury cau••d by thard palty?

A third party II an Individual or organization (other than the
injured employee or the Federal govemment) 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
building where unsafe conditions cause an employee to fall, and
a monufacturf'r whose defecUve product causes an employee's
injury, could all be considered third parties to the injury.

31) Nam. and addre•• of phy.lclan first providing
mHlcalca,.

The name and address of the physician who first provided
medical care for this injury. If initial care was given by a n~rse

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

32) First date medical care rec.lved

The date of the first visit to the physician listed in item 31.

35) Doe. the employing agency controvert
" con~lnuatlon of pay?

COP may bit controverted (disputed) for any reason; how~ver,
. the employing agency may refuse to pay COP only if the

controversion fs based upon one of the nine reasons given
below: .

a) The disability results from an occupational disease or illness:

b) The employee is a volunteer working without payor for
nominal pay, or a member of the office staff of a former
President;

c) The ~mp'oyee is neither a citizen or a resident of the United
States or canada;

d) The Injury occurred off the employing agency's prem~ses and
the employee was not Involved in official "off premise" duties;

e) The injury was proximately caused by the emplo~'ee" wlUful
misconduct, Intent to bring about injury or death to I8If or
another person, or intoxication;

f) The injury was not reported on Form CA-1 within 30 days
. following the injury;

g) Work Itoppage first occurred 90 days or more following
-he injury:

h) The employee initially reported the injury after his or her
employment was terminated; or

i) The employee is enrolled in the Civil Air Patrol, Peace Corps,
Youth Conservation Corps, Work StUdy Programs or other
similar groups. '

Box a (OCcupation Code). Box b (Type Code).
Box c (Source Cod.). OSHA Sit. Cod.

The Occupational safety and Health Administration (OSHA)
require. all employing agencies to complete these itoms when
reporting an injury. The proper codes may be found In OSHA
Booklet 2014. "Recordkeeping and Reporting Guidelines.

OWCP Agency Code

This is a four-digit (or four digit plus two letter) code used by
OWCP to identify the employing agency. The proper code may
be obtained from your personnel or compensation office, or by
contacting OWCP.

·U.S.GPO:1998-404-813/30347 Form CA-'
Rev. Sept. 1993



Notice of Occupational Disease
and Claim for Compensation

Enclosure 3
Attachment 6

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

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

1. Name of employee (Last, First, Middle) 2. Social Security Number

8. Dependents

o Wife, Husband

o Children under 18 years

o Other

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

I I I I ()

7. Employee'S home mailing address (Include city, state. and zip code)

6. Grade as of date
of last exposure

Zip Code

Level Step

9. Employee's occupation 11flllllllll.I.II'~:lrillllllll'III.11111111
10. Location (address) where you worked when disease or illness occurred (Include city, state. and zip code) 11. Date you first became

aware of disease
or illness
Mo. Day Yr.

I

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

14. Nature of disease or illness

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

15. If this notice and claim was not filed with the employing agency within 30 days after date shown above in item #12. explain the reason for the dela~

16. If the statement requested in item 1 of the attached instructions is not submitted with this form, explain reason for delay.

17. If the medical reports requested in item 2 of attached instructions are not submitted with this form, explain reason for delay.

18. I certify. under penalty of law. that the disease or illness described above was the result of my employment with the United States
Government, and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by my intoxication.
I hereby claim medical treatment, if needed. and other benefits provided by the Federal Employees' Compensation Act.

Signature of employee or person acting on his/her behalf -=D~a~te~ _

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

Any person who knowingly makes any false statement, misrepresentation, concealment of fact, or any other act of fraud to obtain
compensation as provided by the FECA or who knowingly accepts compensation to which that person is not entitled. is subject to felony
criminal prosecution and mayI under appropriate proviSions, be punished by a fine or imprisonment, or both.

CA-2
(3/86)
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Official Supervisor's Report of Occupational Disease: Please complete information requested below

19. Agency name, and address of reporting office (Include city, state, and zip code) OWCP Agency Code

Zip Code

20. Employee's duty station (Street address and zip code) Zip Code

21. Regular Da.m. Oa.m.
22. Regular

work work
hours From: . o p.m. To: . o p.m. schedule DSun. OMon. DTues. DWed. OThurs. DFri. o Sat.. .

23. Name and address of physician first providing medical care (Include city, state, zip code) 24. First date Mo. Day Yr.
medical
care received I I I I

25. Do medical reports
DYes DNoshow employee is

disabled for work?

26. Date employee MO. Day Yr. 27. Date and Mo. Day Yr.
Da.m.first reported hour employee

condition to I I I I stopped work I I I I Time . Dp·m.
supervisor .

28. Date and Mo. Day Yr. 29. Date emcflOyee was last Mo. Day Yr.
hour employee's o a.m. expose to conditions
pay stopped I I I I Time . o p.m. alleged to have caused I I I I. disease or illness

30. Date
returned
to work

MO. Day Yr.

____"""'-- ~I Time
Oa.m.
Op.m.

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

32. Was injury caused 33. Name and address of third party (Include city, state, and zip code)
by third party?

DYes DNo
If "No,"
90 to
Item 34.

34. A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect to this claim
may also be subject to appropriate felony criminal prosecution.

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

Name of Supervisor (Type or print)

Signature of Supervisor

Supervisor's Title

Date

Office phone

CA·2



Enclosure 3
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The FECA, which is administered by the Office of Workers'
Compensation Programs (OWCP), provides the following
general benefits for employment-related occupational disease
or illness:

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

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

(3) Payment of compensation for permanent impairment of
certain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidney, loss of vision, etc.),
or for serious disfigurement of the head, face, or neck.

(4) Vocational rehabilitation and related services where
necessary.

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

If an employee is in doubt about compensation benefi1s, the
OWCP District Office servicing the employing agency should
be contacted. (Obtain the address from your employing
agency.)

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

In accordance with the Privacy Act of 1974 (Public Law No.
93-570, 5 U.S.C. 552a), you are hereby notified that:

(1) The Federal Employees' Compensation Act, as amended
(5 U.S.C. 8101, et seq.) is administered by the Office of
Workers' Compensation Programs of the U.S. Department of
Labor. In accordance with this responsibility, the office
receives and maintains personal information on
claimants and their immediate families.

(2) The information will be used to determine eligibility for and
the amount of benefits payable under the Act

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

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

At (Location)

(3) The information may be used by other agencies or persons
in matters relating directly or indirectly to the matter of the
claim, so long as such agencies or persons have received the
consent of the individual claimant, or complied with the
provisions of 20 CFR 10.

(4) Failure to furnish all requested information may delay the
process, or result in an unfavorable decision or a reduced
level of benefits (di$closure of a social security number is
voluntary; the failure to disclose such number will not result
in the denial of any right, benefit or privilege to which an
individual may be entitled).

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

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

~U.S.COV£RNM£NT PRINTINC orrlcr'19BB-201-372:B0170
CA·2

(Rev. 3/86)



3) Wage loss
If you have lost wages or used leave for this illness, Form
CA-7 !!hould also be submitted.

19. Agency name and address of reporting office
The name and address of the office to which correspondence
from OWCP should be sent (If applicable, the address of the
personnel or compensation office).

20. Employee's duty station, street address and zip
code
The street address and zip code of the establishment where
the employee actually works.

Enclosure 3
Attachment 6

In'atructlons for Completing Form CA-2
complete all items on your section of the form. If additional space is required to explain or clarify any point, attach a supplemental
statement to the form. In addition to the information requested on the form, both the employee and the supervisor are required to
submit additional evidence as described below. If this evidence is not submitted along with the form, the responsible party should
explain the reason for the delay and state when the additional evidence will be submitted.

Complete items 1 through 18 and submit the form to the employee's supervisor along with the statement and medical reports described
below. Be sure to obtain the Receipt of Notice of Disease or illness completed by the the supervisor at the time the form is submitted.

1) Employee's st,atement 2) Medical report
In a separate narratlv~ statement ,att~ched to ,the form, the a) Dates of examination or treatment.
employee must submit the following Information:

a) A detailed history of the disease or illness from the date it b)History given to the physician by the employee.
started. c) Detailed description of the physician's findings.

b) Complete details of the conditions of employment which are d)Results of x-rays, laboratory tests, etc.
believed to be responsible for the disease or illness. ) 0' .

e lagnosls.
c) A description of specific exposures to substances or stress- ..

ful conditions causing the disease or illness, including loea- f) Clinical course of treatment.
tions where exposure or stress occurred, as well as the g) Physician's opinion as to whether the disease or illness
number of hours per day and days per week of such was caused or aggravated by the employment, along with
exposure or stress. an explanation of the, basis for this opinion. (Medical

d) Identification of the part of the body affected. (If disability is re~orts that ~o not expl~in the ~asi~ for t.he ph~sician's
due to a heart condition, give complete details of all opl~lon are given very httle weight In adjudicating the
activities for one week prior to the attack with particular claim.)
attention to the final 24 hours of such period.)

e) A statement as to whether the employee ever suffered a
similar condition. If so, provide full details of onset, history,
and medical care received, along with names and addres­
ses of physicians rendering treatment

At the time the form is received, complete the Receipt of Notice of Disease or Illness and give it to the employee. In addition to completing
items 19 through 34, the supervisor is responsible for filling in the proper codes in shaded boxes a, b, and c on the front of the form. If
medical expense or lost time is incurred or expected, the completed form must be sent to OWCP within ten working days after it is
received. In a separate, narrative statement attached to the form, the supervisor must:

a) Describe in detail the work performed by the employee. Identify c) Attach a recofd of the employee's absence from work c~used

fumes, chemicals, or other irritants or situations that the employ- by any similar disease or illness. Have the employee st~~a the
ee was exposed to which allegedly caused the condition. State reason for each absence.
the nature, extent, and duration of the exposure,including hours d)Attach statements from each co-worker who has first-hand
per days and days per week" requested above. knowledge about the employee's condition and its cause. (The

b) Attach copies of all medical reports (Including x-ray reports 'and co-workers should state how such knowledge was obtained.)
laboratory data) on file for the employee. e)Review and comment on the accuracy of the employee's state-

ment requested above.

The supervisor should also submit any other information or evidence pertinent to the merits of this claim.

14. Nature of the disease or Illness 23. Name and address of physician first providing
Give a complete description of the disease or illness. Specify medical care
the left or right sid~ if appl.icable (e.g., rash on left leg; carpal The name and address of the physician who first provided
tunnel syndrome, right Wrist). medical care for this injury. If initial care was given by a

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

24. First date medical care received
The date of the first visit to the physician listed in item 23.

32. Was the Injury caused by third party?
A third party IS an individual or organization (other than the
injured employee or the Federal government) who is liable for
the disease. For instance, manufacturer of a chemical to
which an employee was exposed might be considered a
third party if improper instructions were given by the manu-
facturer for use of the chemical.

Box a (Occupation Code), Box b (Type Code), Box OWCP Agency Code
c (Source ~ode), OSHA Site Code. , This is a four digit (or four digit plus two letter) code used by
The ~cupatlonal Safety and .Health Adminlstratlo~ (OSHA) OWCP to identify the employing agency. The proper code
requires all employing agencies to complete these Items when may be obtained from your personnel or compensation office
reporting an injury. The proper codes may be found in OSHA or by contacting OWCP •
Booklet 2014, Record Keeping and Reporting Guidelines. •

CA·2
(Rev. 3/86)



Enclosure 3
Attachment 7

SUPERVISOR'S REPO~T OF ACCIDENT
USUHS Form 6012 (EHS) (Rev 7/85)
TO- EHS-
FROM: (Superv1sor and Department) VIA: (If Applicable)

1. Date of ACcldent Time Location

2. Name of Injured Age Job Title

Years Experience Nature of .Inj ury
At Present Job

3. Property Damage {If AppllcableJ

4. Witness/es

5. Description of Accident - Detailed Description of Accident by Immediate Supervisor
(After Interview of Injured and Witnesses. Examination of Evidence and Location,
Etc. )

CA 1&2 Completed DYes DNa Probable Loss T;me r::J Yes r::J No



Enclosure 3
Attachment 7

6. Immed; ate Unsafe Factors - What Were the Immedi ate Unsafe Factors Whi ch caused Thi s
Acrident? (Please Check Applicable block/s)

Unsafe·mechanical/physical/environmental condition at time of accident

o
o

Unsafe act by injured and/or others contributing to the accident

Personal factor (Improper attitude, lack of knowledge or skill, slow
reaction. fatigue, etc.)

D Personal protective equipment required? (specify)

D Was injured using required protective equipment? r::JYes c::J No (explain if
IInoH)

D Others. (Explain. Attach extra sheet if necessary)

7. Corrective Action - What Has Been Done to Prevent a Recurrence of This Type of
Accident? (It Will Happen Again If the Unsafe Act is Repeated, or If the Unsafe
Condition is Allowed to Exist. Also State What Remains to be Done, Action Others
Should Take, Etc.)

Date

hlS report as been rev1ewed aQ~ t e correctlve act10n above has been taken. h15
corrective action will be a lied wherever a ra riate throu hout the de artment.
19nature Department halrperson Date

19nature Date



Enclosure 4

GUIDELINES FOR MEDICAL EMERGENCIES AT THE USUHS
DURING ROUTINE DUTY HOURS AND NON-REGULAR

DUTY HOURS

A. Purpose.
These guidelines establish

responsibility for the provision of
emergency medical care on the USUHS
campus alld provide specific information
for 0btainillg emergency care for all
USUHS employees, both civilian and
Inilitary.

B. Definition.
A Inedical emergency is any event

occurrillg to one or more individuals that
occurs suddenly and can lead to loss of life
or significant impairment of normal
pllysiologic function.

C. Bacl(ground.
The UHC is the only facility on the

USUHS Campus involved in active patient
care. However, it is not manned on a 24­
110ur basis and is not designed to provide
emergency medical treatment (i.e.,
suturing, x-rays, etc.).

D. Policy.
A llniform and coordinated approach

to Inedical emergencies on the USUHS
calnpllS will provide an optimum level of
care to the individual involved.

E. Responsibilities.
The Emergellcy Department, NNMC

sllall be the initial provider and coordinator
for emergency care on the USUHS Campus
dllrillg both rO,utine duty hours and non­
regular duty hours.

USUHS Instruction 6002, 1/00

F. Procedures.
1. If an employee, either military or

civilian, experiences a medical emergency
he/she shall call telephone number 777,
which will access the local 777 Emergency
System dispatcher.

2. When calling the Emergellcy (777)
System Dispatcher follow these easy steps:

a. STAY CALM;
b. Provide the dispatcller with

the exact location of the emeFgency,
including the building, floor, and room
number; and

c. Give the dispatcher your
name and the telephone number where you
can be reached. They may need to call
you back if the ambulance crew has
difficulty locating the scene of the medical
emergency.

3. Call the USUHS Security at
telephone extension 295-3038 to tell them
of the location where the incident has
occurred and that an ambulance has been
summoned to the USUHS.

4. Call UHC during Routine Duty
Hours (0730-1600) at telephone extension
295-3630 to inform them that an
emergency exists al1d that an ambulance
has been summoned to the USUHS.


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

