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SECTION 421  INJURY COMPENSATIONPRIVATE 

1.  Purpose.  To promulgate policy and procedures for conducting the Injury Compensation Program under the Federal Compensation Act (FECA), as amended.

2.  Background
    a.  The Federal Employees Compensation Act, as amended, provides compensation and medical benefits to civilian employees for disability caused by personal injuries sustained in the performance of duty, and for illnesses and diseases caused by conditions of employment.  The Act also provides for the payment of funeral and burial expenses and compensation for dependents if the injuries or diseases cause the employee's death.

    b.  The Act is administered by the Department of Labor (DOL), Employment Standards Administration (ESA), Office of Workers' Compensation Program (OWCP).  All claims by employees of activities serviced by Human Resources Office (HRO), Commander Navy Region Hawaii (CNR HI) are processed by HRO CNR HI (Code N01CP.2B), and then referred to OWCP, San Francisco, for adjudication.

    c.  Each activity provided civilian personnel support services by HRO CNR HI is responsible for implementing procedures which provide for the proper processing of FECA claims filed by employees of the activity.  This responsibility is normally fulfilled by HRO CNR HI Code N01CP.2B which is staffed to process claims for all activities serviced.  If needed, to provide for management monitoring of FECA claims activity, expeditious "light" or "limited" duty placement of injured employees, and to aid in HRO CNR HI Code N01CP.2B investigation of questionable claims, activities are encouraged to collaterally assign an employee as activity coordinator or central point of contact with the HRO CNR HI Code N01CP.2B compensation staff.  With adoption of this regulation, serviced activities designate the HRO CNR HI Employee Relations Specialist in charge of FECA claims handling as "Injury Compensation Program Administrator", as required by Civilian Personnel Instruction 810.1; this function need not then be duplicated by assignment of an activity employee.

3.  Requirements and Exclusions
    a.  An employee injured during the performance of official duty may claim damages from the United States for the effects of the injury only under the FECA.  Benefits provided by the Act constitutes the exclusive remedy against the United States Government for job-related injuries or deaths.

    b.  To be covered by the Injury Compensation Program:

        (1) An individual must be a Civilian employee of the United States Government.

        (2) Must be in the performance of duty at the time of injury.  (In most circumstances, traveling to or from work (off Government duty station premises) is not considered to be in the performance of duty.)

        (3) The injury or illness must be job-related.

        (4) The causes of aggravation or recurrence of injury must be established between the job and the injury or illness.

    c.  An employee is not eligible for compensation if:

        (1) The injury or death is caused by willful misconduct or by intent to cause injury or death to one's self or to another.

        (2) Intoxication is the proximate cause of injury or death.

4.  Definitions Used in Administering the FECA
    a.  Traumatic Injury is a wound or other condition of the body caused by external force, including stress or strain.  The injury must be identifiable as to time and place of occurrence, and member or function of the body affected and be caused by a specific event, or incident or series of events or incidents within a single day or work shift.

    b.  Occupational Diseases or Illnesses means a condition produced in the work environment over a period longer than a single workday or shift by such factors as systemic infections, continued or repeated stress or strain, exposure 

to toxins, poisons, fumes, etc., or other continued or repeated exposures to conditions of the work environment.

    c.  Medical Treatment is the treatment administered by a physician or by registered professional personnel under the standing orders of a physician and includes one-time treatment, follow-up visits and first aid such as treatment of minor scratches, cuts, burns or splinters.

    d.  Physicians include licensed surgeons, osteopathic practitioners, podiatrists, clinical psychologists, optometrists, and chiropractors.  Naturopaths, faith healers and other practitioners of the healing arts are not recognized as physicians within the meaning of the Act.

    e.  Controversion is the process whereby the activity, as the result of an investigation, report, or other documentation associated with an employee's injury, disputes the validity of a claim submitted by the employee to OWCP.

    f.  Official Superior as used in the various compensation forms is the designated official responsible for assuring that the Department of the Navy's obligations under FECA are promptly and efficiently discharged.

    g.  Continuation of Pay (COP) is payment of an employee's regular pay up to 45 calendar days for disability due to job-related traumatic injury.  The COP is not chargeable to the employee's annual or sick leave, but is normally chargeable to the activity's labor cost funds.  The DOL has determined that COP is chargeable for light duty work only when there has been a formal assignment to an established job which is normally paid at a lower salary or would otherwise result in loss of income to the employee.

    h.  Compensation is the payment of a percentage of regular pay to a disabled employee after 45 days or disability in traumatic injury cases or from the beginning of pay loss in occupational illness or disease cases.

    i.  Recurrence of Injury.  When, after returning to work, an injured employee is again disabled and stops work as a result of the original injury or occupational illness or disease, such disability is considered to be "recurrence".  If the initial claim was approved by OWCP and there is a 

"recurrence", the activity shall continue regular pay provided the 45 calendar days were not all "used" during the initial period of disability.  This is applicable only during the 90 day period beginning from the date the employee first returned to work following the initial disability.  If a "recurrence" occurs after 90 days have expired, the employee is entitled to claim compensation from OWCP.  The employee, however, may elect to be placed in a sick or annual leave status.

5.  Benefits Under the Federal Employees Compensation Act as amended in 1974.

    a.  Medical Care.  An employee suffering an injury, illness, or disease while in the performance of duty is entitled to first aid and medical care, including necessary hospital care.  The employee need not select a physician within his/her medical plan.

    b.  Continuation of Pay (COP) Traumatic Injury.  An employee who is unable to work as a result of the disabling effects of a job-related traumatic injury is entitled to continuation of regular pay without charge to annual or sick leave for a period not to exceed 45 calendar days.  The activity may protest a claim for COP by submitting detailed information in support of the controversion to OWCP via HRO CNR HI Code N01CP.2B.  If the controversion is based on one of the nine reasons provided on the form CA-1, the employee will be placed on his/her own sick or annual leave.  If the controversion is based on a reason other than the nine provided, the employee's regular pay will not be interrupted during the 45 day period unless the controversion is sustained by OWCP.  The COP period begins the first full day or the first full shift after the injury occurred.  The activity continues to pay the employee his/her regular pay which is subject to income tax, retirement and other regular deductions.  (In no event shall COP be construed as requiring continuation of a person's employment beyond the date it would have terminated had the injury not occurred.)

    c.  Compensation.  Compensation is payable after the 45th day in traumatic injury cases, and from the first day pay is lost in occupational illness or disease cases.  The rate is 66-2/3 percent of regular pay for an employee without dependents, and 75 percent of regular pay when there are one or more dependents.  Compensation begins when the employee 

starts to lose pay if the injury causes permanent disability, or if there is a pay loss for more than 14 calendar days.  Otherwise, compensation begins on the fourth day after pay stops.  The only deductions are for health benefits costs and optional life insurance.

    d.  Leave Options
        (1) Employees disabled due to job-related circumstances, may elect to apply for sick leave, annual leave, COP if the injury is traumatic, or compensation.

        (2) Since injured employees have a mandatory right to restoration if they recover within a year after the time

compensation begins, employees should be kept on the rolls during this period.  However, keeping the employees on the rolls throughout the one-year period is not a requirement.  Ultimately, a decision should be made when to separate an employee if a review of the case indicates that an employee will not or cannot return to work within a reasonable time.  In such cases, separation is effected through adverse action procedure on the basis that an employee is unable to perform the duties of the job (termination disability).  The employee should be told that separation for this reason would not affect his/her entitlement to compensation, restoration rights, or disability retirement.

        (3) Employees may elect to be placed in a sick or annual leave status during the periods not covered by COP or compensation, or until a compensation claim is approved or denied.  If the claim is approved the employee may elect to remain in a sick or annual leave status and forego compensation, accept retroactive compensation payments and buy back used leave from the activity, and then continue receiving compensation.

    e.  Permanent Disability.  An employee is entitled to lifetime compensation when the injury causes permanent total disability, (e.g. loss or loss of use of both arms; or both feet; or both eyes or the sight thereof) unless the employee is medically or vocationally rehabilitated.  The employee may receive additional compensation, not to exceed $1,500 per month, when the services of an attendant are constantly needed because of the disability.

    f.  Partial Disability.  An injured employee may receive compensation computed on loss of wage-earning capacity when unable to return to the position held at the time of injury (or to earn equivalent wages) but who is not totally disabled for all gainful employment. Compensation will be paid as long as there is a verified loss of wage-earning capacity.

    g.  Scheduled Awards.  Compensation is provided for specified period of time for the permanent loss or loss of use of each of certain members, organs, and functions of the body.  Compensation for loss of wage-earning capacity may be paid after the scheduled award expires.

    h.  Death
        (1) A sum, not to exceed $800, may be paid for funeral and burial expenses.  When an employee's home is within the United States, an additional sum may be paid for transporting the remains to the home if the employee dies away from home, official duty station, or outside the United States.  An additional sum of $200 is paid to the personal representative of the decedent for reimsbursement of the costs of termination of the decedent's status as an employee of the United States.

        (2) When there are no children entitled to compensation, the employee's widow or widower may receive compensation equal to 50 percent of the employee's pay until death or remarriage (unless remarriage occurs after age 55).  When there is a child entitled to compensation, the compensation for the widow or widower will equal 45 percent of the employee's pay and each child will receive 15 percent of the employee's pay.  The maximum per family is 75 percent of the employee's pay.  A child is entitled to compensation until the child dies, marries, or reaches 18 years of age, or if a student age 23.

    i.  Dual Benefits.  As a general rule, a person may not concurrently receive compensation from OWCP and a retirement or survivor’s annuity from the Office of Personnel Management.  The beneficiary may elect to receive the more advantageous benefits.

6.  Light Duty Policy.  Activities should make every effort to ensure that limited or light duty assignments are available for returning partially disabled employees.  When a 

determination has been made that an employee is capable of performing light duty, the supervisor will make every effort to provide a light duty assignment and ensure that it complies with the capabilities delineated by the doctor.  If no suitable duties are possible within the employee's work unit, a search will be made throughout the activity for a suitable assignment.  (NOTE:  A partially disabled employee who is receiving COP or compensation who refuses to work after suitable work is offered is not entitled to COP or compensation.)

7.  Procedures
    a.  Traumatic Injury Procedures
        (1) Injured Employee
            (a) The employee, or someone acting in the employee's behalf, shall immediately report the injury to the supervisor and complete the front of the "Federal Employee's Notice of Traumatic Injury", Form CA-1, (Exhibit 1) as soon as possible, but not later than two working days following the injury.

            (b) Report to Naval Dispensary when referred by the supervisor, if injury does not require emergency treatment.  The responsible supervisor will give the employee the Dispensary Permit OPNAV 5100/9 (Exhibit 2) to hand-carry to the Naval Dispensary.

            (c) After visiting Naval Dispensary, if employee chooses not to be treated at the Naval Dispensary, inform supervisor of desire to be treated by a private physician.  Supervisor will refer employee to HRO CNR HI Code N01CP.2B to pick up the Light Duty letter, Medical Evaluation for Light Duty form, and the Duty Status Report to hand-carry to his/her private physician.  The HRO CNR HI Code N01CP.2B will mail the necessary authorization for treatment by a private physician or hospital, "Request for Examination and/or Treatment", Form CA-16 to the treating physician.  (Failure to obtain prior authorization to receive treatment from a private physician or hospital or to make timely reports of occupational injuries, diseases or illnesses may result in loss of benefits under the FECA.)

            (d) Give the private physician the Light Duty Forms and inquire of the doctor, at the time of medical treatment, whether employee will be able to return to work and if employee will be able to perform light duty work.

            (e) Cooperate with the Medical Case Management Contractor, if applicable.

            (f) Notify his/her supervisor and HRO CNR HI Code N01CP.2B immediately of the release to light duty or regular work by the treating physician.

            (g) Report immediately to work when the physician indicates he/she is able to do so.  The employee will also turn in the completed Light Duty Forms or medical certificate to HRO CNR HI Code N01CP.2B.

            (h) Notify supervisor and HRO CNR HI Code N01CP.2B of each scheduled doctor's appointment.  Provide current medical restrictions from his/her physician after each doctor's appointment to HRO CNR HI Code N01CP.2B.  The employee will continue to provide the necessary medical information until such time as employee is released for regular duty.

            (i) Employee shall report any recurrence of disability to HRO CNR HI Code N01CP.2B and file "Notice of 

Employee's Recurrence of Disability and Claim for Pay/ Compensation" Form CA-2a (Exhibit 3).

        (2) Supervisor
            (a) Refer employee to the Naval Dispensary promptly upon notification from employee of an injury, if not an emergency.  Otherwise, supervisor will promptly arrange for any necessary emergency medical treatment.

            (b) Give employee the Dispensary Permit OPNAV 5100/9 (Exhibit 2) to hand-carry to the Naval Dispensary.

            (c) Attempt to locate witnesses; obtain corroborating evidence as to the circumstances of the accident or injury; ensure that the employee's representative (if the employee cannot complete the form) prepare Form CA-1, and give the employee the "Receipt of Notice of Injury".  Form CA-1 

should be submitted to HRO CNR HI Code N01CP.2B within two working days from the date of occurrence.  Also the Safety Office must be notified and the necessary Mishap Report completed.

            (d) If employee chooses to be treated by his/her private physician, refer employee to HRO CNR HI Code N01CP.2B for authorization to be treated by a private physician and to pick up the Light Duty Forms to hand-carry to his/her private physician. In emergencies or when the injury occurs other than during normal working hours, such authorization will be considered automatic.  On the next workday or shift, the supervisor shall immediately contact HRO CNR HI Code N01CP.2B to provide information concerning the injury and the name of the employee's physician.

            (e) Submit to HRO CNR HI Code N01CP.2B all completed originals of the Light Duty Forms, Dispensary Permit, and any other medical certificates received from the employee when treated by his/her private physician.

            (f) In all cases of job-related injuries, supervisors shall make every reasonable attempt to assign employee cleared for light duty, jobs or tasks which do not exceed the work restrictions set by the employee's physician.  Either (a) assign employee to regular job on restricted basis or (b) assign employee to an activity light duty position (if available), and submit a copy of the position description with the SF-52 to HRO CNR HI Personnel Advisor Code N01CP.2B.  If light duty position description is not available, contact your HRO CNR HI Personnel Advisor.

            (g) Notify HRO CNR HI Code N01CP.2B and Safety Office that the employee has been cleared for light duty by his/her physician and what the limitations are.

            (h) Notify HRO CNR HI Code N01CP.2B and Safety Office when partially recovered employee has been placed within the department.

            (i) Notify the Department Head immediately if no job is available within the department which will meet the work restrictions set by the physician so the employee can be placed elsewhere within the activity.

            (j) Notify HRO CNR HI Code N01CP.2B and Safety Office when the employee has been returned to regular duty by his/her physician.

    b.  Occupational Illness or Disease Procedures
        (1) Injured Employee.  An employee or someone acting on the employee's behalf shall complete the front of the "Federal Employee's Notice of Occupational Disease and Claim for Compensation", Form CA-2 (Exhibit 4) and Occupational Disease Checklist.  Claim should be filed within 30 days, but not later than 3 years after the illness or disease.

        (2) Supervisor.  The supervisor shall complete the "Official Supervisor's" portion of the CA-2 and Occupational Disease Checklist.  Give the employee the "Receipt of Notice of Injury".  Forward completed claim to HRO CNR HI Code N01CP.2B.

    c.  HRO CNR HI Code N01CP.2B Responsibilities
        (1) Counsel and advise supervisors and employees on matters relating to injury compensation, the FECA Medical Case Management Contract (if applicable), the Light Duty Program, and return to work of partially recovered former employees.

        (2) Give the Light Duty Forms to the employees to hand-carry to private physician.  Mail CA-16 form, "Authorization for Examination and/or Treatment to his/her private physician.

        (3) Refer appropriate cases to Medical Case Management Contractor, if applicable.

        (4) Maintain contact with injured employees and supervisors while employees remain off work or on light duty work.

        (5) Communicate with physicians in an effort to have the employee returned to work as soon as possible even on light duty, but without endangering the full recovery of the employee.

        (6) Communicate with and/or submit necessary forms regarding employee's status to the supervisor and Safety 

Office to ensure that both know the current status of the employee.

        (7) Communicate with and provide necessary forms to OWCP.

        (8) Monitor cases for each employee who is on COP, compensation, or in a light duty status.

        (9) Conduct and/or coordinate administrative investigation of questionable or controversial claims to support controversion.

8.  Controversion
    a.  In certain cases controversion of a claim by the activity may be warranted.  Such circumstances as indicated on the Form CA-1 include:

        (1) Evidence that the injury probably occurred off the premises while the employee was not involved in official duties.

        (2) Indication that the injury could have been caused by the employee's willful misconduct; intent to bring about injury to self or others; or that intoxication was the proximate cause of the injury.

        (3) The employee first lost time on account of the injury, six months or more following the alleged injury or the employee reports the injury after employment is terminated.

    b.  In any questionable controversial case, supervisors shall provide HRO CNR HI Code N01CP.2B documented written justification to accompany the employee's claim.  As a minimum, the justification shall contain statements from witnesses and all other pertinent data which could substantiate the activity's controversion.

    c.  When COP is controverted based on one or more of the reasons provided on the form CA-1, activities will place the employee on his/her own sick or annual leave, pending OWCP's decision.  However, activities are required to retain employees in a COP status until instructed to do otherwise by 

OWCP, if case is controverted due to other reasons not provided on the Form CA-1.

9.  Third Party Claims.  When the circumstances of the employment injury create a legal liability upon a third party other than an employee or agency of the U.S. Government, the Government has a subrogative interest (that is, the right to recover any payments it makes should the claimant collect money from another source).

10. Hearings, Reconsiderations and Appeals
    a.  Hearings.  A claimant who is not satisfied with an OWCP decision may either request an oral hearing before an OWCP representative or an examination of the written record by a hearing representative appointed by the Director, only if the injury occurred on or after July 4, 1966, and a request for reconsideration has not been made.  The request must be made to the Branch of Hearings & Review, Office of Workers' Compensation Program, P.O. Box 37117, Washington, D.C. 20013-7117, within 30 days after the decision.  At the oral hearing, which will be held at a location convenient to both the claimant or someone representing the claimant, evidence may be presented.  During the examination of the written record, the claimant will not give any oral testimony, but the claimant may submit additional written evidence in further support of the claim. Any additional written evidence must be submitted with the claimant's request for review.

    b.  Reconsiderations.  A claimant may ask OWCP to reconsider any determination made by one of its offices.  The request must be addressed to the U.S. Department of Labor, Employment Standards Administration, Office of Workers' Compensation Programs, 71 Stevenson Street, P.O. Box 3769, San Francisco, CA 94119-3769, in writing, and must state clearly the grounds upon which it is based.  It must also be accompanied by relevant evidence not previously submitted, such as new medical reports or new statements and affidavits.  There is a one year time limitation within which a request for reconsideration must be filed.

    c.  Appeals.  A claimant may request the Employee's Compensation Appeals Board to review final decisions by OWCP. To file an appeal, the claimant should write to the Employees' Compensation Appeals Board, 300 Reporters' Building, 7th and D 

Streets, S.W., Washington, D.C. 20210.  The Board's jurisdiction extends to questions of law and fact as well as determining the substance of the claim.  The Board's review is based solely upon the case record in OWCP at the time the final determination was made.  New evidence will neither be received nor considered by the Board.  Applications for review by the Board are to be filed within 90 days of the date of the final determination by OWCP.  For good cause shown, the Board may excuse failure to timely file an application for review, if it is filed within one year of the date of the final OWCP determination.

11. Penalties
    a.  Any employee, beneficiary, official superior, representative, or other person who knowingly makes, or knowingly certifies to, any false statement, misrepresentation, concealment of fact, or any other act of fraud with respect to a claim under the Act, or who knowingly accepts compensation to which that person is not entitled, is subject to criminal prosecution and may under appropriate U.S. Criminal Code provisions (e.g., 18 U.S.C. 287 and 1001), be punished by a fine of not more than $10,000 or imprisonment for not more than five years, or both.

    b.  Any employee, beneficiary, official superior, representative, or other person who, with respect to a claim under the Act, enters into any agreement, combination, or conspiracy to defraud the United States by obtaining or aiding to obtain the payment or allowance of any false, fictitious or fraudulent claim is subject to criminal prosecution and may, under appropriate U.S. Criminal Code provisions (e.g., 18 U.S.C. 286), be punished by a fine of not more than $10,000 or imprisonment for not more than ten years, or both.

    c.  Any person charged with the responsibility of making reports in connection with an injury who willfully fails, neglects, or refuses to do so; induces, compels, or directs an injured employee to forego filing a claim; or willfully retains any notice, report, or paper required in connection with an injury, is subject to a fine of not more than $500 or imprisonment for not more than one year, or both.

EXHIBIT 1

[image: image1.png]Federal Employee’s Notice of " J.S. Department of Labor
Traumatic InJur and Claim fOl' EmploymenFt’Standards Administration ((?
Contlnuation o Pay/CompensatIon Office of Workers' Compensation Programs

Employee: Please complete all boxes 1 - 15 below. Do not complete shaded areas.

Witness: Complete bottomn section 16.
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and ¢.

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

HIRT, AYA M. 123-45-6789
3.Date of birth  Mo. Day  ¥r. 4. Sex 5. Home telephone 6. Grade as of

10 131 163 5 XMate  [JFemale | ( 808 )234-5678 date of injury Level GS-5Step 2

7. Employee’s home mailing address (Include city, state, and ZIP code) 8. Dependents

1998 Halliday Place (] Wwife, Husband

[y} children under 18 years
.. 3 Other
Kaneohe, Hawaii 96744 i

8. Place where injury occurred (e.g. 2nd floor, Main Post Office Bidg., 12th & Pine)

Bldg. X-1, second floor

10. Date injury occurred Time 11. Date of this notice 12. Employee’s occupation
Mo. Day Yr. . X} a.m. Mo. Day Yr.
104 1 081 97 10°30 Opem. 04 108 197 Mail & File Clerk

13. Cause of injury {Describe what happened and why)
While attempting to 1ift a box weighing approximately 20 1bs., I felt a sharp pain in

AICCURARO!

my lower back.
14. Nature of injury (identify both the injury and the part of body, 6.g., fracture of Ieft leg)

Low Back.

15. | certify, under penalty of law, that the injury described above was sustained in performance of duty as an employes of 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. | hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

X 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 claim is denied, | understand that the continuation of my regular pay shall be charged to sick
or annual leave, or be deemed an overpayment within the meaning of 5 USC 5584.

{T] b. Sick and/or Annual Leave

| hereby authorize any physician or hospital (or any other person, institution, corporation, or government 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 Offise to examine and t €opy any records concerning me.
Signature of employee or person acting on his/her behalf 777 1%\ Date (04-08-97
Any person who knowingly makes any false statement, misrepresentat@, 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 supervisor complele the receipt attached to this form and return it to you for your records.

[Withess Staten
16. Statement of witness (Describe what you saw, heard, or know about this injury)
I-saw Aya attempt to 1ift a box and he seemed to be in pain. I asked him if he was
okay and he told me his back was hurting.

Name of witness ignatyce of witness R Date signed

SAUL E. HAPPIN wm\&&@&m 04-08-97

Address City W i State ZIP Code
1993 Lanikuhana Avenue Mitilani HI 96789

Form CA-1
Page 1 of &4 Rev. Jan. 1897




[image: image2.png]Ofticial sdpervisor’s Report: Piease complete information requested below:

17" Agency name and address o reporting office e City, state, an: code) OWCP Agency Code
Human Resources Office, Commander Naval Base Pearl Harbor .
Code NOICP.1 OSHA Site Code
4300 Radford Drive, Honolulu, Hawaii 96818-3298

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

Commander Naval Base, Code 00, Pearl Harbor, Hawaii 96860
19. Employee’s retirement coverage

[Jcsks fYFERS [ Other, ( identify)

20. Regular 21. Regular

work [ 0 am work

hours From@7 00 O pm. To:15:30 d pm. schedule [TJSun. E(_']Mon bTues [jWed [)S]Thurs an [:]sm
22. D?te Mo. Day .Yr. 23. Dats ’ Mo. Day vr. 24, Dtate p Mo. Day Yr. m am

o . notice stoppe -m.

mjury 104 ;1 08 | 97 received 08 ;97 work 04 ,08 97 Time:1100 3 pm.
25. Date Mo. Day Yr. |[26. Date Mo. Day vr, [27. Date Mo. Day Yr

a 45d returned am.

Fopped | NA L1 | periodbegan | 04, 09,97 towork |04 |, 21 197 | rimed7. oog om.

28. Was employes injured in performance of duty? g3 Yes [JNo (lf "No,” explain)

28. -Was injury caused by employee’s willful misconduct, intoxication, of intent 10 injure sell or another? [JYes (f"Yes,” explain) [ No

30. Was injury caused 31. Name and address of third party (Ir{clude city, state, and ZiP code)

by third party?
CJYes [X] No
(if "No,”
go to
item 31.)
32. Name and address of physician first providihg medical care (Include city, state, ZIP code) [33. First d'até P
. ’ ’ medical care Mo. Day ¥r.
1. Naval Dispensary 2. Marcus Welby, M.D. received ' (04 ;08 , 97, -
. s : 34. Do medical
. Pearl Harbor v 911 Kihapai Street reports show  [F Yes [No
- employee is :
Kailua, Hawaii 96734 disabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee and/or witness? BYes O No (If "No,” explain)

36. If the employing agency controverts continuation of pay, state the reason in detail. [37. Pay rate
. when employee
stopped wor

$ 25,250.00 Per annum

38. A supervisor who knowingly certifies to any faise statemem 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 employse on the reverse of this form is true to the best of my
knowledge with the following exception:

1. M. de Boss

Name of supervisor (Type or print)

e Boes s 04-08-97
Slgna(ure of supervisor Date
Mail & File Supervisor 471-1000
Supervisor's Title Office phone
38. Filing instructions ) No lost time and no medical expense: Place this form in employee’s medical folder (SF-66-D)
J No lost time, medical expense incurred or expected: forward this form 10 OWCP
A Lost time covered by leave, LWOP, or COP: forward this form to OWCP
J First Aid injury

Form CA-1
Page 2 of &4 Rev. Jan. 1897




[image: image3.png]al Employees’ Com;

{£ECA)

The FECA, which is administeréd 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 45 calendar days. (To be
eligible for continuation of pay, the employee, or someone
acting on his/her behalf, must file Form CA-1 within 30 days
following tha injury; however, to avoid possible interruption of
pay, the form should be fited 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 45 days, if
disability extands 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.

At the time an employee stops work following a traumatic,
job-retated injury, he or she may request continuation of pay or
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 untit:

(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,

(4) Vocational rehabilitation and related services where disability ceases, or the 45 days period expires.

assary. "
necessary An emplioyee may use sick or annual leave rather than LWOP

while disabled. The empoyee may repurchase leave used
for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision

is made to use leave.

(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.

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, as amended (5 U.S.C. 552a), you are hereby notified that: (1) The Federal Employees’
Compensation Act, as amended and extended (5 U.S.C. 8101, et seq.) (FECA) is administered by the Office of Workers' Compensation
Programs of the U.S. Department of Labor, which receives and maintains personal information on claimants and their immediate families. (2)
Information which the Office has will be used to determine eligibility for and the amount of benefits payable under the FECA, and may be
verified through computer matches or other appropriate means. (3) Information may be given to the Federal agency which employed the
claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify billing, and t6 "
consider issues relating to retention, rehire, or other relevant matters. (4) Information may also be given to other Federal agencies, other
government entities, and to.private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and services.
(5) Information may be disciosed to physicians and other health care providers for use in providing treatment or medical/vocational

" rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (6) information may be
given to Federal, state and local agencies-for-law enforcement purposes, to obtain information relevant to a decision under the FECA, to
determine whether benefits are being paid properly, including whether prohibited dua!l payments are being made, and, where appropriate, to
pursve salary/administrative offset and debt collection actions required or permitted by the FECA and/or the Debt Collection Act. (7)
Disclosure of the claimant’s social security number (SSN) or tax identifying number (TIN) on this form is mandatory. The SSN and/or TIN), and
other information maintained by the Office, may be used for identification, to support debt coliection efforts carried on by the Federal
government, and for other purposes required or authorized by law. (8) Failure to disclose all requested information may delay the processing
of the claim or the payment of bensfits, or may result in an unfavorable decision or reduced level of benefits.

Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the
processing and adjudication of the claim you filed under the FECA. .

(Name of injured employee)

04-08-97

AYA M. HIRT

Which occurred on (Mo., Day, Yr.)
Bldg. X-1, second floor

At (Location)

N i on Mail & File Supervisor 04-08-97
Signature of Official Superior Title Date {Mo., Day, Yr.)
Form CA-1
#u.s. :1997-418-
U.S. GP0:1997-418-422/62909 Rev. Jan. 1997
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[image: image4.png]Instructions for Completing Form CA-1 .

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

13) Cause of Injury

Describe in detail how and why the injury occurred. Give
appropriate details (e.g.: if you feil, how far did you fall and in
what position did you land?)

paid for up to 45 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.)

14) Nature of Injury Also, if you change your election within one year, the agency

Give a complete description of the condition(s) resulting from is obliged to convert past periods of leave to COP, which qualify.

your injury. Specify the right or left side if applicable (e.g.,

fractured left leg: cut on right index finger). Your agency may controvert (dispute) your entitiement to COP,

but must continue pay unless the controversion is based on one
15) Election of COP/Leave of the nine reasons listed in the instructions for item 35.

if you are disabled for work as a result of this injury and file
CA-1 within thirty days of the injury, you are entitled to receive
continuation of pay (COP) from your employing agency. COP is

If you receive COP, but OWCP 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 33) First date medical care received

!n;ury and give it fo the employge. [n addmonblo complenr_\g. The date of the first visit to the physician listed in item 31.
items 17 through 38, the supervisor is responsible for obtaining . A

the witness statement in item 16 and for filling in the proper codes 36) Does the employing agency controvert

in shaded boxes a, b, and ¢ on the front of the form. If medical continuation of pay?

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

should be sent to OWCP within 10 working days after it is received. COP may be controverted (disputed) for any reason; however,

the employing agency may refuse to pay COP onily if the
controversion is based upon one of the nine reasons given

The supervisor should also submit any other information or below: - ‘

evidence pertinent to the merits of this claim. )
. . . a) The disability results from an occupational disease or iliness;
if the employing agency controverts COP, the employee should

be notified and the reason for controversion explained to him or b) The employse is a volunteer working without pay or for
her. nominal pay, or a member of the office staff of a former
- . President;
17) Agency name and address of reporting office. €) The employee is neither a citizen or a resident of the United
The name and address of the office to which correspondence States or Canada;
from OWCP should be sent (if applicable, the address of the }
personnel or compensation office). d) The Injury occurred off the employing agency's premises and

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

The address and zip code of the establishment where the 8) The injury was proximately caused by the employee’s willful
employee actually works. misconduct, intent to bring about injury or death to self or
another person, or intoxication;

-

19) Employers Retirement Coverage.
Indicate which retirement system the emp!oyee is covered under. f) The injury was not reported on Form CA-1 within 30 days

30) Was injury caused by third party? following the injury;
A third party is an individual or organization (other than the
injured employee or the Federal government) who is liable for
the injury. For instance, the driver of a vehicle causing an
accident in which an employse is injured, the owner of a h
buitding where unsafe conditions cause an employee to fall, and
a manufacturer whose defective product causes an employee's
injury, could all be considered third partias to the injury.

=~

g) Work stoppage first occurred 90 days or more following

the injury;

=

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

i} The employee is enrolied in the Civil Air Patrol, Peace Corps,
32) Name and address of physician first providing : Youth Conservation Corps, Work Study Programs, or other
medical care similar groups. :

The name and address of the physician who first provided

medical care for this injury. If 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.

{Employit g ’ d-Co . .

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

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

Booklet 2014, "Recordkeeping and Reporting Guidelines.

Form CA-1
Page 4 of 4 Rev. Jan. 1997




EXHIBIT 2

[image: image5.png]AN PO ppllacracr
AV RIS STATEMENT ON REVERSE
TO DISPENSARY (lLocation} DATE OF REPORT

SUPERVISOR'S REPORT Bldg. 140, Shipyard 04-08-97
EMPLOYEE'S NAME TIME & DATE OF INJURY TIME LEFT JOB{ TIME RETURNED

HIRT, AYA M. 1030, 04-08-97 1100
SOCIAL SECURITY NO. GRADE, RATE, JOB TITLE OCCUPATIONAL

123-45-6789 GS-5, Mail & File Clerk B ves O no O auesTionasLE

RE ASON FOR REFERRAL
B wwoury  Oieenvess Oemprovee's aReauest 3 oTHER Specify)

REMARKS
While attempting to 1ift a box weighing about 20 1bs.
SUPERVISOR'S SIGNATURE SHOP/OFFICE TELEPHONE NUMBER
- 777 A P Mail & File Supervisor 471-1000
- TiIME
MEDICAL OFFlCERS REPORT iME REPORTED TIME RELEASED
OCCUPATIONAL TIME & DATE OF FIRST RE-TREATMENT | TIME & DATE OF SECOND RE-TREATMENT

Oves Owno O auestionasLe
DEGREE OF INJURY

O rirst ato D oispensary O wnospitar O personat pHysician O sentvome [ OTHER (Explaing

DiSPOSITION OF EMPLOYEE

0 RETURN TO PERM. JOB 0 TemP. TRANSFER TO ANOTHER JOB [0 TERMINATION OF EMPLOYMENT
{J RESTRICT ACTIVITY UNTIL [0 PERM. TRANSFER TO ANOTHER JOB 3 oTHER (Explain)

REMARKS

MEDICAL OFFICER'S SIGNATURE . INITIAL TREATMENT DETERMINATION

0 DISCHARGED, TREATMENT COMPLETED O Re-TREATMENT REQUIRED

PRIVACY ACT STATEMENT

Authority: SECNAVIST 5100.10B and OPNAVINST 5100.14

Principat Purpose: To control and monitor treatment and disposition of civilians at Naval Dispensaries in cases of occupational
injury or illness.

Routine Use: To ensure prompt investigation of occupational injuries, and to initiate any necessary immediate corrective
action.

Disclosure: Voluntary. Treatment will be provided without regard to employee’s willingness to divuige all or part of the re-
quested information.

OPNAYV 5100/9 (REV. 11-76) (BACK}




EXHIBIT 3

[image: image6.png]ReCUTTer!Ce Of Disability and Claim Employment Standards Administration
for Continuation Pay/Compensation Office of Workers’ Compensation Programs

Employee: Please complete Part A below. OMB No. 1215-0167
Expires: 07-31-90

Federal Employee’s Notice of U.S. Department of Labor (é))

Employing Agency {Supervisor or Compensation Specialist): Complete Part B.

PR S TPRae N T TS 0o T A s S T SN e T e A i e b, e T RO Ty ERCYTIRD
EmploY o8 Dats FRTCA Employ sgali R o A N R N N R o e

1. Name of employee (Last, First, Middle) 2. Social Security Number 3. OWCP file number for original
injury (if known)
HIRT, AYA M. 123-45-6789 96744-13-0000000
4. Date of birth Moo Daf Yr. 5. Sex 6. Home telephone
(19,31, 63 CAmate [ remate 1808 234-5678 :
7. Employee’s home mailing address {include city, state, and zip code) 8. Dependents
1998 Halliday Place Wife, Husband
Kaneohe , Hawaii 96744 d Children under 18 years
D Other
9. Name and Address of Employing Establishment 10. Name and Address of Employing Establishment
at time of original injury {number, street, city, state, zip code) at time of recurrence, if other than 9. If you are no longer
employed with the Federal Government, complete Part C
Commander Naval Base in addition to Part A.
Code 00
Pearl Harbor, Hawaii 96860 Same
11. Date and Hour 12. Date and Hour 13. Date and Hour stopped 14. Date and Hour pay stopped 15. Date and Hour
of originat injury of recurrence work following recurrence following recurrence . returned to work
{mo., day, year) {mo., day, year} {mo., day, year| {mo., day, year} {mo., day, year}
% am. 1030 g 2a.m.0630 g am. 0700 B am. E am. 0700
pm(4-08-97 P-m(3-30-9 Pm- 03-30-98 pm. NA »m- 04-06-98
16. Dates of medical treatment 17. Name and Address of physician treating employee following recurrence
following recurrence
{mo., day, year) Ben Casey s, M.D.
: 98-7654 Moanalua Road
03-30-98 Aiea, Hawaii 96701

18. After returning to work foliowing the original injury, m Yes

Periomag your aanel RnlesI M ey, TRt O xo

I could only work in a light duty position - no excessive bending, stooping, standing,
sitting, and walking for a month.
19. Describe fully your condition since you retumed to work including all medical treatment received.
My Tow back continued to hurt and I took medication as prescribed by my doctor.
I went to physical therapy for about three weeks. The last time 1 saw my doctor
was about 6 months ago.

20. Describe the circumstances of the recurrence of disability. Explain why you believe your present condition is
related to the original injury.

Since my accident, my back would always hurt. I took care not to do excessive
lifting or very heavy work without assistance. 1 have been released for regular
duty for some months now, but the pain comes and goes and sometimes due to the
weather. Since 03-30-98, my back started to really hurt.

Describe all injuries and illnesses which you suffered between the date you returned to work following
the original injury, and the date of recurrence. Arrange for the submission of all relevant medical records.

21,

-

No other injuries.

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

| hereby claim medical treatment if needed, and up to 45 days Continuation of Pay and/or Compensation while disabled for work.

I cortity, under penalty of law, that the information provided on this form is true and correct to the best of my knowledge.

22. Signature of employee 23. Date (mo., day, year)

AYA M. HIRT QMO\ /]/\ M 03-30-98
Y

Page 1 of 4

form CA-2a
Rev. Dec. 1987
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O S i L ST S

Official Supervisor’s Report: Please complete information requested below

S R A SR S sy = W AR AR g g Ry b
I A s P A o S e s
24. Agency name and address of reporting office (include city, state, and zip code

Human Resources Office, Commander Naval Base Pearl Harbor

SRR
OWCP Agency Code

Code NO ICP 1 Zip Code OSHA Site Code
4300 Radford Drive, Honolulu, Hawaii 9A818-3298
25. Employee’s duty station (Street address and zip code) 26. Date of first return to REGULAR
cOmmande r Nava ] Ba se duty following original injury.
Zip Code Mo. Day Yr.
Pearl Harbor, Hawaii 96860 05,19 , 97
27. Regular 28. Regular
work work Sun. Tues. Thurs.
hours  From: 07_00 g :: To: 15 :30 E ;: schedule E Mon. v;ed. g Fri. J sa.
2s. gfa“’ Mo. Day Year (30 5{3“ Mo. Day Yr. 31 sD::e " Mo. Day Yr.
ppe a.m.
injury 04 08,97 recurrence L_O_3..[_3_0_L__9_8 work following L_O_3_l_lL9_8] Time 07 00 % p.m.
recurrence
32. Date 33. Date COP Mo. Day Yr. 34. Date
pay stopped paid for returned
following Mo. Day Yr. recurrence From L1 | | to work Mo. Day Yr. @ a.m.
recurrence 1 ] NAl ) To NAl following !)4 06 1 9& Time 07 :00 p.m.
recurrence

35. Inclusive Dates Employee Received Leave Pay For Any Part of The Period Since Stopping Work
a. Annual Leave b. Sick Leave c. Other {Specify)

03-30-98 to 04-03-98

36. Pay Rate in Effect a. Base pay b. Subsistence c. Quarters d. Other Pay, i.e., Sunday
On: premium or night
( COLA ) differential
A. Date of Recurrence $ 26 ’ 200 ‘&p annum $ 22.5% per $ per $ per
B. Date Stopped Work
following Recurrence $ same per $ same per $ per $ per
37. Did the employee raceive medical care at an agency facility 38. At time of recurrence did officiat
due to the recurrence? O ves Superior authorize medical treatment ] Yes
if so, please attach all relevant medical records. [X No on form CA-167 m No
39. Following the original injury, did the employer make any accommodations or adjustments
in the employee’s regular duties due to injury related limitation? Yes
If yes, provide full details. Ne

Provided sedentary light duty work within employee's medical restrictions.

40. Please review the statements provided by the employee in response to Part A of this form
and provide all relevant comments and additional information.

Every so often, employee compiained that his Tow back was hurting. He was always
advised to work carefully and if he needed to go back to his doctor, to inform me

and schedule his appt. Employee continued to work despite his complaints and advised
me that it was not severe enough to warrant going back to his doctor.

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

41. Signature of official superior (at time of recurrence) 42. Title .43. Official superior’s 44. Date
4 /77 dé_&od/ work phone number {mo., day, year}
I. M. de Boss Mail & File Supervisor (808) 471-1000| 04-02-98
Form CA-2a

Revised Dec. 1887
Page 2 of &4
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{To be completed by the employee if not employed with the Federal Government
at the time of a claimed recurrence of disability attributed to an occupational
injury or illness sustained while Federaily employed.}

1. For all jobs held since you left the job held when the initial injury occurred, fist the full name and address
of alt employers, and the inclusive dates of all employment. include any self-employment.

2. For all jobs listed in number 1 above, provide your job title, nature of duties performed, number of hours
worked per week and rate of pay.

3. Describe all educational and/or vocational training received since your original injury. Include any
licenses-or certificates earned.

4. What was your rate of pay when you stopped work due to this recurrence of disability?

$ per

5. Do you claim compensation for lost wages? D Yes D No

If yes, for what period through

6. Have you received any pay during the period claimed? D Yes D No

I yes, how much and from what source?

7. Claimant Signature 8. Date

Page 3 of &4




[image: image9.png]INSTRUCTIONS FOR COMPLETING FORM CA-2a
RECURRENCE OF DISABILITY

DEFINITION OF RECURRENCE

Recurrence - when an employee who sustained an occupational injury or disease suffers disability for work due to the original injury, and
such disability occurs after the employee returned to work following the injury, and the disability is the result of (1) a spontaneous return
of the symptoms of the previous injury or disease without intervening cause, or (2} the need for medical treatment, other than a usual
office call, for residuals of the previous condition. In these instances Form CA-2a is required. If a new incident or injury occurs which
precipitates the disability, even if the injury is to the same part of the body previously injured, or is new exposure to the same cause(s) of
a previously suffered occupational disease, this constitutes a new injury and Form CA-1 or CA-2 should be fited accordingly.

INSTRUCTIONS FOR EMPLOYEE

Review the definition of recurrence provided above. If you have suffered a recurrence, you should complete Part A completely. Attach
a separate sheet of paper where necessary to provide full details.

If you are employed by the Federal Government at the time of recurrence, Form CA-2a should be submitted promptly to your employing
agency. IF you are no longer employed with the Federal Government, you should complete Parts A and C and submit all materials
directly to OWCP.

If the original injury was not previously reported to OWCP, a report specifically covering the original injury should be made on Form
CA-1 (traumatic injury) or CA-2 (occupational disease)} and attached when Form CA-2a is submitted. Medical reports concerning the
original injury should also be attached, if not previously submitted.

I this is a recurrence of an occupational disease, or if the 45 days Continuation of Pay (COP} have been exhausted, you may claim
wage loss on Form CA-7 if this form was not submitted following original injury. If Form CA-7 was previously submitted, compensation
may be claimed on Form CA-8. The OWCP will be responsible for payment of compensation if the claim is approved.

You should arrange for the submission of a detailed medical report from your attending physician. The report should include: dates of
examination and treatment; history given by the employee; findings: results of x-ray and lab tests; diagnosis; course of treatment, and
the physician’s opinion, with medical reasons, regarding causal relationship between your condition and the original injury. The
physician should also describe your ability to perform your regular duties. |f you are disabled for your regular work, {s}he should
identify the dates of disability and provide work tolerance limitations.

1t you were treated by other physicians after returning to work following the original injury, similar medical reports sheuld be obtained
from each.

INSTRUCTIONS FOR THE EMPLOYING AGENCY

Upon receipt of a claim for recurrence, the employing agency should promptly complete Part B and submit it to OWCP.

Where pay is continued. the employing agency should obtain medical evidence on Form CA-17, “Duty Status Report’’, as often as
circumstances indicate.

If the recurrent disability bas not ended at the time Form CA-2a is submitted, Form CA-3, Report of Termination of Disability and/or
Payment, should be forwarded when the employee returns to work.

If the recurrence happens less than six months following employee’s return to work following the injury, the supervisor shall authorize
required medical care by use of Form CA-16. If the recurrence happens more than six months after the employee’s return to work,
authorization for further medical care must be obtained from the OWCP.

If the recurrent disability continues after the expiration of the 45 days Continuation of Pay {COP) or if this is a recurrence of an
occupational disease, you should instruct the employee to file Form CA-7. iIf Form CA-7 was previously submitted, compensation
should be claimed on Form CA-8.

(PL 99-500) Public reporting burden for this collection of information is estimated to vary from 15 to 45 minutes per response with an average
of 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 to this coliection
of information, including suggestions for reducing this burden, to the Office of Information Management, Department of Labor, Room N-1301,
200 Constitution Avenue, NW, Washington, DC 20210; and to the Office of Information and Regulatory Affaits, Office of Management and
Budget, Washington, DC 20503.

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

Page &4 of &4




EXHIBIT 4

[image: image10.png]Notice of Occupational Disease U 8. Department of Labor

and Claim for Compensation E...ptoyment Standards Administration (é)}

Office of Workers’ Compensation Programs

Eraployee: 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) S |fy
HIRT, AYA M. 123-45-6789
3. Date of birth Mo.  Day Yr. 4. Sex 5. Home telephone 6. Grade as of date
110 31,63 M (808 ) 234-5678 offastexposure  Level g5 Step
7. Employee’s home mailing address (Include city, state, and ZIP code) 8. Dependents
1998 Halliday Place X wife, Husband
Kaneohe, Hawaii 96744 CX Children under 18 years

O other

9. Employee’s occupation

Mail & File Clerk
10. Location (address) where you worked when disease or iliness occurred (Include city, state, and ZIP code) 11. Date you first became
Commander Naval Base . aware of disease
Code 00 or illness
Pearl Harbor, Hawaii 96860 Mo, Day i
? 05 20I 98
12. Date you first realized 13. Explain the relationship to your employment, and why you came to this realization
the disease or iliness Mo.  Day yr.

was caused or aggravated | 3r 50 | gg For the last 6 months, we have been short handed and
by your employment L2 L7122 most of the extra work became my responsibility. I
have had to make more mail runs and 1ift and carry boxes without assistance. My back
started to hurt by the end of the work day. It gradually became worse over the weeks
and now the pain is very persistant. [ also started to feel pain in my left leg. The
pain radiates from my low back, down to my left leg.

14. Nature of disease or iliness

Low Back and Left Leg.

16. 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
delay.

NA

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

See attached statement.

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

Dr. Kiidare will mail his report to HRO.

18. 1 certify, under penalty of law, that the disease or iliness 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.
| hereby claim medical treatment, if needed, and other benefits provided by the Federal Employees’ Compensation Act.

| hereby authorize any physician or hospital (or any other person, institution, corporation, or government 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 employee or person acting on his/her behalf )/V\ . Date (05-29-98
Have your supervisor complete the receipt attached to this form and retuun 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 entitied is subject to civil or administrative remedies
as well as felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine or imprisonment or both.

Form CA-2
For sale by the Superintendent of Documents, U.S. Government Printing Office Washington, DC 20402 Rev. Jan. 1997
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[image: image11.png]Oftficial Supervisor’s Report of Occupational Disease: Please complete information requested below

19. Agency name and address of reporting office Y. , ode) OWCP Agency Code
Human Resources Office, Commander Naval Base Pearl Harbor
Code NOICP.T OSHA Site Code

4300 Radford Drive, Honolulu, Hawaii 96818-3298

ZIP Code
20. Employee's duty station (Street address and ZIP Code) ZIP Code
Commander Naval Base, Code 00, Pear] Harbor, Hawaii 96860
21. Reguiar 22. Regular
wgrk 3 am. O am. work
hours  From: 7 00 p-m. To:15 30 p-m. schedule [JSun. [Y)Mon. [Y] Tues. [JWed. ({JThurs. {]Fri. []Sat
23. Name and address of physician first providing medical care (include city, state, ZIP code) 24, F:rsé .da}e Mo. Day yr.
: medica
Dr. Kildare care received 05 120 498 |
s 25. Do medical reports
210 Kaonohi show employee is )Yes [OQNo
disabled for work?
Aiea, Hawaii 96701
26. Date employee Mo. Day Yr. |27.Dateand Mo. Day  vr 9 am.

first reported hour employee

condition 10 05 20, 98 stopped work 05 1 20 98 Time 08 00 [Jpm.

supervisor _
28. Date and 23, Date empl s las
s hour employee's Mo.  Day vr. Oam. Sfposenc;ptg %git‘;i'taions ' Mo. Day  vr.
pay stopped L tNA ) Time : [Oem. | alleged to have caused 05 ,20 98
disease or illness
30. Date
returned Mo Dy v Kam.

owork (06 101 198 Time 07.00gp.m.

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

Employee is assigned sedentary work involving sorting of mail and answering telephone
calls. Duties are within the medical restrictions set by his doctor.

32 Employee’s Retirement Coverage [JCsrs [X] FERS [T Other, (Specify)

33. Was injury caused [ 34.Name and address of third party (include city, state, and ZIP code)
by third party?

[ClYes [ No
If "No,”
go to
Item 34.

35. 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.

| 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:

I. M. de Boss ,
Name,of Supervisof_(Type or print)

ol 277 i e 06-01-98
Signature of Supervisor - : Date

Mail & File Supervisor (808) 471-1000
Supervisor's Title Office phone

Form CA-2
Page 2 of &4 Rev. Jan. 1997




[image: image12.png]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.

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
disability 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.

An employee may use sick or annual leave rather than LWOP
while disabled. The employee may repurchase leave used
for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision is
made to use leave.

If an employee is in doubt about compensation benefits, the

. I . OWCP District Office servicing the employing agency should
(4) Vocational rehabilitation and related services where be contacted. (Obtain the address from your employing
necessary. 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, as amended (5 U.S.C. 552a), you are hereby notified that: (1) The Federal Employees’

Compensation Act, as amended and extended (5 US.C. 8101, et seq.) (FECA) is administered by the Office of Workers’ Compensation
Programs of the U.S. Department of Labor, which receives and maintains personal information on claimants and their immediate families. [¢))
Information which the Office has will be used to determine eligibility for and the amount of benefits payable under the FECA, and may be
verified through computer matches or other appropriate means. (3) Information may be given to the Federal agency which employed the
claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify billing, and to
consider issues relating to retention, rehire, or other relevant matters. (4) Information may also be given to other Federal agencies, other
government entities, and to private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and services.
(5) information may be disclosed to physicians and other health care providers for use in providing treatment or medical/vocational
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (6) Information may be
given to Federal, state and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, to
determine whether benefits are being paid properly, including whether prohibited dual payments are being made, and, where appropriate, to

pursue salary/administrative offset and debt collection actions required or permitted by the FECA and/or the Debt Collection Act. @)
Disclosure of the claimant’s social security number (SSN) or tax identifying number (TIN) on this form is mandatory. The SSN and/or TIN), and
other information maintained by the Office, may be used for identification, to support debt collection efforts carried on by the Federal
government, and for other purposes required or authorized by law. (8) Failure to disclose all requested information may delay the processing
of the claim or the payment of benefits, or may result in an unfavorable decision or reduced level of benefits.

Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the
processing and adjudication of the claim you filed under the FECA.

This acknowledges receipt of notice of disease or iliness sustained by:
(Name of injured employee) AYA M. HIRT

05-20-98

I'was first notified about this condition on (Mo., Day, Yr.) .
Commander Naval Base, Code 00, Pearl Harbor, Hawaii 96860

At (Location)

Mail & File Supervisor 06-01-98

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

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

Form CA-2
Page 3 of 4 Rev. Jan. 1997




[image: image13.png]INSTRUCTIONS FOR COMPLETING FORM CA-2

Complete all items on your section of the form. If additional space is re
to the form. In addition to the information requested on the form, both t

quired to explain or clarify any point, attach a supplernental statement
he 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 em,

ployee’s supervisor along with the statement and medical reports described below.

Be sure to obtain the Receipt of Notice of Disease or lliness completed by the supervisor at the time the form is submitted. .

1) Employee’s statement
In a separate narrative statement attached to the form, the
employee must submit the following information:
2) A detailed history of the disease or iliness from the date it
started.

b) Complete details of the conditions of employment which are
believed to be responsible for the disease or illness.

C) A description of specific exposures t0 substances or stress-
ful conditions causing the disease or iliness, including
locations where exposure or stress occurred, as well as
the number of hours per day and days per week of such
exposure or stress.

d) identification of the part of the body affected. (if disability
is due to a heart condition, give complete details of all
activities for one week prior to the attack with particular
attention to the final 24 hours of such period.)

€) 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
addresses of physicians rendering treatment.

g x 5
At the time the form is received, complete the Recei

pt of Notice of Disease or lliness and give it to the employee. In addition to completing items

2) Medical report
a) Dates of examination or treatment.

b) History given to the physician by the employee.
c) Deailed description of the physician’s findings.
d) Results of x-rays, laboratory tests, etc.

e) Diagnosis.

f) Clinical course of treatment.

g) Physician’s opinion as to whether the disease or illness
was caused or aggravated by the employment, along with
an explanation of the basis for this opinion. (Medical
reports that do not explain the basis for the physician's
opinion are given very little weight in adjudicating the
claim.)

3) Wage loss

If you have lost wages or used leave for this ilness, Form
CA-7 should also be submitted.

18 through 34, the supervisor is responsible for filling in the proper codes in shaded boxes a, b, and ¢ 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:

2) Describe in detail the work performed by the employee.
Identify fumes, chemicals, or other irritants or situations
that the employee was exposed to which allegedly caused
the condition. State the nature, extent, and duration of the
exposure, including hours per days and days per week,
requested above.

b) Attach copies of all medical reports (including x-ray reports
and laboratory data) on file for the employee.

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

€) Attach a record of the employee’s absence from work caused
by any similar disease or iliness. Have the employee state the
reason for each absence. ’

d) Anach statements from each co-worker who has first-hand
knowledge about the employee’s condition and its cause. (The
co-workers should state how such knowledge was obtained.)

) Review and comment on the accuracy of the employee's state-
ment requested above.

ik
14. Nature of the disease or illness
Give a complete description of the disease or iliness. Specify
the left or right side if applicable (e.g., rash on left leg; carpal
tunnel syndrome, right wrist).

18. 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).

23. Name and address of physician first providing
medical care
The name and address of the physician who first provided
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 meducél care rece:ve'd.
The date of the first visit to the physician listed in item 23.

32. Employee’s Retirement Coverage.
Indicate which retirement system the employee is covered
under.

33. Was the injury caused by third party?
A third party is an individua! 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 manufacturer for use of
the chemical.

Box a (Occupational Code), Box b, (Type Code), Box ¢
(Source Code), OSHA Site Code

The Occupational Safety and Health Administration (OSHA)
requires all employing agencies to complete these items when
reporting an injury. The proper codes may be found in OSHA
Bookiet 2014, Record Keeping and Reporting Guidelines.

OWCP Agency Code
This is a four digit (or four digit 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. Government Printing Office: 1997 — 416-422/62711

Page 4 of &4

Form CA-Z
Rev. Jan. 1997










