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* |nitial Response

» Continuation of Pay

» Supervisor Responsibilities

« OWCP Forms / Medical Documentation
» Leave Codes

* Group Activity
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Overview of FECA

* Provides compensation benefits to civilian
employees of the U.S. federal government for
disability due to traumatic injury or disease or
lIness in performance of duties

* Provides payment of benefits to dependents for
work-related death of an employee as a result of
traumatic injury or occupational disease/iliness
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Overview of FECA

 Persons must have been a Technician
employee at time of injury

* Notice of injury/disease must be filed within
statutory time (3 yrs from date of incident or
exposure or date awareness of work
relationship)

« Must be able to identify the factors which caused
the injury/disability —— —



Overview of FECA

« Must have been in performance of official duties
at time of incident

* Must prove federal employment cause — based
on medical evidence from a physician who
performed examination or provided treatment
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FECA Does Not Cover.....

« State employees

Military Status personnel

Injuries incurred during drill
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Initial Response

For a “Traumatic” On-The-Job Injury

O Seek Medical Treatment for the injured technician if necessary! For emergencies,
please accompany the technician to the emergency room and ensure that they
receive immediate care!

The following forms MUST be completed during the initial hospital/doctor’s visit and
forwarded to the ICPA as soon as possible:
0 CA-16 (Authorization for Examination and/or Treatment) within the first 48 hours after
the injury.
0 CA-20 (Attending Physician’s Report) if after the first 48 hours of injury
0 CA-17 (Duty Status Report)

MOST FORMS ARE AVAILABLE TO PRINT AT:

http://www.dol.gov/esa/owcp/dfec/regs/compliance/forms.htm
* THE CA-16 IS A CONTROLLED FORM AND CAN ONLY BE OBTAINED BY THE ICPA.

0 Report the Injury to the designated Safety Official .

0 Complete a CA-1, Notice of Traumatic Injury, through EDI following the instructions in this
guide. This step should be completed on the day of the injury or the following day, if at all
possible.

O  All completed forms must be received at the Human Resources Office no later than TEN
DAYS from the date of injury. This includes a signed copy of the CA-1, CA-16, CA-17, and
any other medical documentation from the physician if applicable.

U Call the Injury Compensation Program Administrator (ICPA) on the front cover if you have
any questions about filing the claim.



http://www.dol.gov/esa/owcp/dfec/regs/compliance/forms.htm

T

CA-1

a claim for a Traumatic Injury

R

‘S) /\/"
/\
— Ve

v Wound or other condition of the body caused by external
force, including stress or strain.

v Identifiable by time and place of occurrence and member of
the body affected.

v Caused by a specific incident within a single day or work

shift.

Created by the Ohio National

Guard



DIUCS/EDI:

https://cacdiucs3.cpms.osd.mil/forms/frmservlet?config=SAFER ALONE PRO

This application requires Java and may take a minute to load.

Once loaded click “OK” to agree with the disclaimer.

Enter the employee’s SSN and Birth date

Ec')ar\ '[raumatic Injury Claims (occurred during one work shift/ specific location/ time) fill out a

. ote: White fields are required information to be filled out, yellow fields are optional, and gre
fl\lleléfs are for HR(% use. a y P grey

o Supervisor Entry

Enter A MNMewvw LS. Department of Labor

YWworker's Compensation Claim Form:

Claimant

12353-45-5739

Social Security Mumber (==

Input information

Drate of Birth CRARD D™ 0s-26-19s0 | <

Claim Form Type — Click on CA-1 For a Traumatic Injury

______ <

a2 motice of Occupational Disease and Claim for Compensstion

= Click here!

Enter claimm < Exit

WA 120020200


https://cacdiucs3.cpms.osd.mil/forms/frmservlet?config=SAFER_ALONE_PRO

Step 1 (Employee Data): The electronic form will open. All of the white fields will need to be completed with the correct
information. Yellow fields are optional but should be completed if the information is known.

Emp. Data l Imjuiry Emp. Signature Yuitness Sup Rpt 1 Sup Rpt 2 Sup Rpt 3 Sup Rpt 4 Satety Data Sup Signature
1. Mame of emploves

2. Tocial Security MNumber

First Mame: |BEWERLY

Miciclle Rames: |

Suffis | (not entered) v| i
5. Date of kbirth 4. Zex 5. Home Phone 5. Grade 3= of date of injury
‘ [ o s
05-26- 1950 T ndale & Female [ Lewel: |ZS09 Step: |01
b
Employee S 7. Employes's home mailing address &. Dependents
- Street Address: I awite, Husband
Information Item -
City: | ™ children under 18 years
#’s 1-8 State: FIF Code: [ cther

Claim information

EDQ claim number: | Status:

Trading partner 1D |FECAEDI

Status time: | B

all

Step 2 (Injury): Be very specific! Block 10 is a default; please be sure to change it to the correct date and time of injury. Complete
blocks 13 and 14.

Emp. Crat - " Emp. Signature [ T Sup Rpt 1 Sup Rpt2 Sup Rpt3  Sup Rpl 4 Satety Data Sup Siansture
T Place where injury occurred (2. 9. 2nd floor, kMain Post Office Bldg ., 1 2th & Pine)
[ Click Tab |

| ZIP Code:

10. Date & time injury occurred 11 . Date of this notice 12 Employes's Ooccupation Description
BARA-DIO- % S e HH: bl [2RA]PRaA] [ e e
(’hange DeTaUIt |D572472DD9 12:00 AnaA Os5-24-2009

. HUMARM RESOURCES SFECIALIST
Date and Time

135, Cause of injury (Describe what happenaed and wweine) a. Dccupation code

D=0

Be very SPECIFIC... What happened, where, equipment Coise of injury code
involved, etc.

14 . Mature of injury Cldentity both the injury and the part of body, .0, fracture of lett leo)

Be very SPECIFIC... What part(s) and side(s) of the body e o6 [
were affected.

Anstamical location cods
Fart of Body SZide of Body

b. O=SHA Type . OSHA Source

Created by the Ohio National Guard



Step 3 (Employee Signature): If employee needs to be off of work due to their injury, please chose “a” for continuation of pay
(COP). If continuation of pay is used, the employee will need to provide medical documentation within 10 days of their

injury or COP could be controverted.

EEEEl

Emp. Data Imjuar sy -E [=] [=] n-s: Yutness Sup Rpt 1 Sup Rpt =2 Sup Rpt = Sup Rt 4 Saftety Data Sup Signasture
15, 1 certity, under penaltty of law | that the escibed above was sustained in performance of doty as an ermployese of the
Linited States SGowernment and that | . w~eillful misconduct, intent to injure myself or ancother person, nor by
my intoxication. | herseby claim medic ClICk Tab nd the following, sas checked belows, while disabled for wwork:
= . Continuation of regular (O P) not to excesed 45 days and compensation for wage loss if disablity for wwork continues
ﬁm;beyon Ewe, I iy claim is denjesl L L " AT 4i & " L el L L L1 A
ar annual leave, or be deem - .-
b Sick sndior ool Lsere The employee should NOT use sick or annual leave when injured.

Please contact your ICPA if you have any questions.

T o Unknoseen

I hereby authorize any phy=Sician or hospital (or any other person, institotion, corporastion, oF gowernment agency) to furnish any
de=sired information to the LS. Department of Labor, Office of YWorkers' Compensstion Programs (or to its offical representatie) .
This authorization also permits any official representative of the Office to examine and to copy any records concerning me .
Pl D D= ™ ™

Date |O5-24-2009

Signature of employee or person acting on hismher behalf

Ay person who knowwingly makes any false statement, misrepresentation, concealmeaent of fact or any other act of fraud to okbtain compensatio
a= provieded by the FECA or who knowwinoly accepts compensation ta wwhich tat per=son is not ertitled is subject to civil or administratrive
remedies as well a=s felony criminal prosecution and may, under appropriate criminal provisions, be punished by & fine or imprizsonment or both

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

Step 4 (Witness): If a witness was present, please have them complete all of the information on this page.

Click Tab

Sup Signature

- Rt 2 Sup Rpt = Sup Rpt 4 Safety Data

Emp. Data Iy Emp. Signsture

16. Statement of witness (Describe what vou saw, heard, or knoww about this injursy

The witness should give a very detailed description of the incident and should include
all details that they feel may help with the claim. Please exclude opinions or diagnoses.

La=t Mame First Mame hdiciclle Mame

hlame of Witne=s=:
PeAbA-Da - ™

Date signed:

Signature of witn
Street Address:
Citwe

State: ZIP Code:




Step 5 (Sup Rpt 1): Please fill out all fields. If the employee stopped work and will be using COP, fill out block 24.

Sup Signature

Emp. Data InjLar sy Emp. Signature waitness Sup Rpt 2  Sup REpt3  Sup Rpt 4 Safety Data

17 . Agency nams and address of reporting office 2 WP A gency Cocde
Charogse Gack [eden ~l ]
Agency name:
=

Strest Address:
Sty OSHA Site Code
State: ZIP Coade:

158 Employes's duty station OVWCRP District Office 2

Strest Address:
ity
State: FIF Code:

19. Employes's retiremernt cowverage
T CSRE 7 FERS 7 OTHER (identity)

20. Regular work hours 21 . Regular work =chedule
HH: AR [2BAIPRA] HH: FARA [2BAPRA]
 Sun. ™ hlon. I Tues. ™ wwed ™ Thurs. [ Fri. I Sat.
Fram: =5
22 Date of injury 25 Date notice received 24 Date & time employes stopped weork
FAhA-DDr - FAbA-D D= hARA-D D - HH: PrARA [25A]F RA]
05-24-2009 OE-24-2009

Step 6 (Sup Rpt 2): This page is optional but input the information if known. If the employee was injured during an
authorized physical fitness program, block 28 should be “Yes” to let the Department of Labor know that they were
in the performance of duty. No explanation is needed. Since military membership is a condition of employment,
dual status technicians are entitled to OWCP benefits during authorized PT time. *(See Appendix for PT Policy

Letter) .

Emp. Data Imjury Emp. Signature Yuitness Sup Rpt 1 Sup Rpt 3 Sup Rpt 4 Satety Data Sup Signature
25, Date pay stopped 26. Date 45 day period began 27 . Date & time employves returned to work
hoAbA-D D= FAbA-D D= FAbA-D D= " HH: bk [200A]F RaA]

28 vwas employes injured in performance of duty?
-y es Mo Cf "MNo, explaind

Z29.vWas injiury caused by employves's willful misconduct, imtoxication, or intent to injure ==I1f or another?
Towes CIf "wes", explaind L 1=




Step 7 (Sup Rpt 3): A“Third Party” refers to someone or something caused the injury at no fault to the employee (i.e.
Gets hit by a car, falls from a defective ladder, etc.) If injury was caused by a third party, choose “Yes” in block 30
and fill out blocks 31, 32, and 33.

JEEER
Emp. Data Imjurs Emp. Signasture Yuitness Sup Rt -1 Sup Rpt 2

Sup Rt 4 Safety Dats Sup Signsture

30 WWas injury caused 31 . Mames and address of third party Cincludes city, state, and ZIF codes)
i =
by third party ™ 3rd party names:

T wes names continuec:
e Strest Address:
Sty

State: IIF Coce:

52 Mame and address of physician first providing medical care (Include city, state, and FIP code)
La=st Mams First Mams Miciclle Mams Titl=

Strest Address:

Citye:
State: ZIF Code:

33. First date medical care received 333, Provided by MAMgency F4. Do medical records show employees is disabled for works
[0 [0 ] T S Nty medical facility

L e e Mo Lo wes L ' [=] m  HUnknosern

Step 8 (Sup Rpt 4): Fill out blocks 35. If necessary expand on the details.

Emp. Dat=a InjLarsye Emp. Signature Wit e s Zup Rpt 1 Sup Rpt 2 Sup Rpt = 4| Safety Data Sup Signature
35. Does yvour knowvledges of the fact about this injiury agres with statements of the employes ancdfor withessT
- v es T o O "MNot, explaind

36 If the emploving agency controverts continuation of pay, state the reason in detail .
Towes (I "wes", explaind o

37 . Pay rate when employes stopped work

Aot Per: | =not entered:=




Step 9 (Safety Data): This page will populate the OSHA 301 form that is sent to the safety officer. Please check all
that apply to the specific injury.

vitness Sup Rpt1  Sup Rpt2  Sup Rpt S Sup Ret 4 s | Sup Signature
Whork Environment Exceptions
— Employves was member of general public rather than an emploves st the time of injurs .
r— Injury resulted from Non-wwork relsted event or exposure occurring outside of the work environment .
— Injury resulted from voluntary participation in 2 wellness program or in a8 medical, fitness, or recreational activity .
— Injury resulted from employes eating, drinking, or preparing food or drink for personal consumtion.
r— Injury resulted from personal grooming, s=I1f medication, or was intertionally self-inflected.
— Injury resulted from & motor wehicle accident occurring on company premises while commoting to or from wwork.
— Injury i= the common cold or flu .
Privacy Case Status: = [Fot 2 Privacy Case
General Recording Criteria
— Employves is deceased as a result of the incicdent. Preliminary: 0SHA Recordabils
[ | Employes suifered days sweay from wwork a=s a result of the incident
[ | Employes's work activity was restricted a= = result of the incident. |28 cFR 1504: I LIHIB ETEFIS IS
r— Employves was trested in an emergency room as & result of the incident .
OSHA F00 L Codi =
— Employes was hospitalized overnight s an in-patient. | og oding: I LIl
r— Emploves lost consciousness as a result of the incident .
I | Employes was transferred to another job ai= = result of the incidert. | A=or (062420080855 07 o ]
Injury Classification: | [Irjury
-
= -

Step 10 (Sup Signature): Fill out all of this page. You will need to include your email address. Click on the
appropriate category in block 39. When complete, scroll down to the bottom of the page.

[t Signature waitness Sup Rpt 1 Sup Rpt 2 Sup Rpt 3 Sup Rpt 4 Satety Data

38, A =upervisor who knowwingly certifies to any false statement, misrepresertation, concealment of fact, etc | in respect of this cl
may also be subisct to appropriste felony criminal prosecution .

I certify that the information given abowve and that furnished by the employvyes on the reverse of this form is true to the best of my
knovwwwledos with the following ex<ception:

Yas an on-site investigation concducted?
wwhat was the
T wes T Mo roct cause of |
thi=s injury™

Last Mames Fir=st Mames Riciclle Mames
Mame of Superwisar: I

FAR-D D

Signature of SUpervisor: Date signed: O5-24-2009
Supervisors Tile Supervisors Email Ldoress: Supervisors Office phone number

Scroll down

39. Filing Imnstructions
Mo lo=st time and no medical expense: Place this form in employes's medical folder (SF-66-010

Mo lo=t time, medical expenses incurred or expected: forwward this form to OWWCP
Lo=t time covered by leave, LYvOP, or SOP: forweard this form to OWWWCP
First 2id Injursy

17177

| (3

created ny tne unio National Guard



Step 11 (View Claim): Once you have scrolled to the bottom of the page; click on “View Claim”. This will bring up a .PDF of

the CA-1. Print the claim and obtain signatures from the employee, witnesses (if applicable), and the supervisor. Fax a copy
of the signed CA-1 along with all medical documentation to HRO at 614-336-7052.

Signature of Supervisor:

LT ] i
Date signed: |[O05-Z24-2009
Supervisor's Title e Supervizar's Email Address: L —aypervisor's Office phons number
Z9. Filing Instructions E—

r— Mo o=t time and No medical expenses: Place this form in employese's medical folder (SF-66-0D) E t th N ) .l
- Mo lo=st time, medical expenses incurred or expected:. forward this form to OWVACP nter € supeersor S email
— Lo=t time covered by leave, LYWOP, or CSOP: forvward this form to OnCP
I [ First 2id Injury

address. Hit “TAB” to verify
and reenter.

ES C ompson, Sara 20090506. pdf - Adobe Reader

PRINT! = U s Demarmmant of Labor
Send a signed copy to the

—~
Empioyment Stanazro:

s A

Scs be WamErS Coampantanan Pregrams
BeTow = T
ICP A i3 o iast, = »

Step 12 (Submit Claim): After you have printed a copy of the CA-1, Click “Submit Claim”. An electronic notice will be sent to
the ICPA that a new claim has been filed. They will go into EDI/DIUCS and authenticate the claim. A claim number will be

issued within 2 weeks of submission. It is very important that once issued, the claim number is given to all providers that
have seen the employee for their injury to ensure prompt medical bill payment.

]

Signature of sSupervisor:

Su|

pervisor's Title

[
Date signed: O5-24-2009

Supervisor's Email Address:

17771

Supervisor's Office phone number
39. Filimg Instructions

Mo lo=t time and Nno medical expense: Place this form in employves's medical folder (SF-66-000
Mo lo=st time, medical expenses incurred or expected: forward this form to OWwaCP

Lo=t time covered by leawve, LVWOP |, or SO forsward this form to OwaCR
First Aic Imjury

,_ij\ C cenear  Em

-

[
Click “Submit Claim” to send an electronic notice
to the ICPA.

10



Continuation of Pay (COP)

not to exceed 45 calendar days.

Time lost on the day or shift of the injury does not count toward
COP.

The employee's regular pay includes any night or shift differential
and various kinds of premium pay (but not Sunday or overtime

pay).
To be eligible for COP the employee must:

— File a Traumatic Injury Claim. Occupational lliness claims are
not entitled to COP.

— File the claim within 30 days from the DOI.

— Begin any lost time within 45 days from the DOI.
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Continuation of Pay (COP)

 COP is a calendar day entitlement. The employee is entitled
to 45 calendar days of COP. This includes holidays and
RDOs.

 Time off covered under COP does not have to be
continuous.

* Any portion of a day charged to COP will count as one day
of the entitlement. Special timekeeping codes are used for
COP.
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Continuation of Pay (COP)

s )
~
y
=
=
R .

Time off covered by COP will be supported by medical
documentation.

The employee initially has 10 calendar days to provide
medical documentation supporting time off work. COP wiill
be charged for this period of time.

If the employee does not provide the medical
documentation within this time period, then COP can be
stopped.

Once the employee provides the medical documentation,
COP will be given retroactively to the date it was first
Sto p p e d . National Guard Technician Personne | Management Course



Continuation of Pay (COP)

X
=~
S

Recovery.... Doctor’s Visits/
Physical Therapy.....



Supervisor’s Responsibilities

Provide a safe work environment
Enforce safety regulations

Ensure employees are aware of health and safety
requirements

Encourage reporting of incidents

Must know what the employee’s responsibilities are
SO you can relay information
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Supervisor’s Responsibilities

File CA-1 online

Ensure accurate, complete, prompt submission of
claims (to OWCP within 14 days of incident)

Investigate incidents; obtain statements; controvert
guestionable claims

Coordinate return to work with employee
Coordinate personnel actions with HRO
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OWCP Forms / Medical Documentation

For Traumatic Injury Cases:

« CAl------ Report of Injury (must be filed online)

« CA16----------- Authorization for Treatment (ONLY
WITHIN FIRST 48HRS)

« CAL17 ---------- Duty Status Report

« CA 20----------- Attending Physician’s Report

« SUPPORTING MEDICAL DOCUMENTATION
* Light Duty Memo



Leave Codes

LU Type Hour Code is used when the employee loses time
on the date of injury

LT Type Hour Code is used when the employee loses time
after the date of injury

KA Type Hour Code is used when the employee is in a Leave
Without Pay (LWOP) status. They system will convert to this
payroll code if employee is ineligible for COP and sick leave
and annual leave balances have been exhausted.

KD Type Hour Code is used when the employee is
requesting compensation from OWCP and a CA-7 has been
fi I ed . National Guard Technician Personnel | Management Course



Group Exercise
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Worker's Compensation

Website for Filing Claims:

https://cacdiucs3.cpms.osd.mil/forms/frmserviet?config=SAFER ALONE PRO

HRO webpage:
http://hr.ong.ohio.gov/HR.aspx
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https://cacdiucs3.cpms.osd.mil/forms/frmservlet?config=SAFER_ALONE_PRO
http://hr.ong.ohio.gov/HR.aspx

Worker’'s Compensation
POC’s

Ms. Chanika Hudson- Injury Compensation Program Administrator
614-336-7440 chanika.s.hudson.mil@mail.mil

Miss Kim Upchurch — OWCP Regional Liaison
614-336-7257 kimberly.m.upchurch.civ@mail.mil

SGT Jaime Burdiss - Alternate
614-336-7158 jamie.l.burdiss.mil@mail.mil
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