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Fair & Compassionate Occupational & Legal Medicine™

Federal Workers’ Compensation: Filling Out the Forms (CA-1)

Questions 1-12 General Data
General information such as name, address and date of birth.

Question 13 Cause of Injury

Go into detail on how the injury occurred and everywhere you felt
pain initially or subsequently. If extra space is needed attach a
typed explanation.

Question 14 Nature of Injury

List all body parts that initially or later were painful. A non-painful
body part now may have a silent injury that will reappear later and
need treatment or an impairment rating. It is very helpful to
submit medical records with your CA-1 form. If attaching records
write, "Attached are medical records: 1) ABC Emergency Room,
1/1/2017, 2) Marcus Welby, MD, 1/4/2017.

Question 15 Payment if Off Work

Usually select 15 a. COP continuation of regular pay. If off for
more than 45 days you will be put on OWCP workers' compensation
payments at 75% of your regular pay with dependents or 66.6%
without dependents. Payments are income tax free.

Question 16 Witness Statement
It is helpful if you can obtain witness statements. They can be on
separate pages.

Form CA-1, Page 2 | Supervisor's Report
This page is to be filled out by your supervisor.

Form CA-1, Page 3 | Instructions
This is the instructions for filling out Form CA-1.

Form CA-1, Page 4 | Receipt of Notice Injury

Make a copy of your form CA-1, witness statements and medical
records. Give the original form CA-1 and records to your supervisor.
Have your supervisor sign your copy.

Your supervisor is required to send your form CA-1, witness statements
and medical records to OWCP within 10 days. If your supervisor
delays, then you send your form CA-1 and records to OWCP.




U.S. Department of Labor _
Oifce of Workers' Compensalion Programs @
T g How do you wish fo file?
Fec{era! Emplulyreesl. Motice of Traumatic I{uury and Oniine: Ecomp.dol gov
Claim for Continuation of Pay/Compensation Paper wwwdal.

Employes: Please complote all boxes 1 - 15 below. Do not complete shaded areas.
Witness: Complete bottom sectlon 16.
Employing Agency (Supervisor or Compensation Speclalist): Complete shaded boxes a, b, and c.

|Empioyee Data |
1. Mame of employee (Last, Firsl, Mddie) 2. Souial Security Number
3, Date of birth  Mo. Day ¥r. |4 Sex 5. Home telephone 6. Grade as of
I:! Mata D Eemale date of injury Lewvel Step
7. Employes’s home malng addrass (include street address, city, stale, and 2IP code) &. Dependents
[ wwite, Husband
City ZIP Code [] Chadren under 18 years
[[] Cther
|Deseription of injury |

4. Placa whera njury accurred {e.g. Znd floor, Makn Pos! Oifice Bidg., 12th & Pine)

100 Date injury occurmed Timdér 11, Date of this notice 12, Employes’s ctoupation
Mo, Day Y D am. M. Day ¥r,

Jpm

13 Couse of injury (Cescribe what hagpened andwhy)  (Sn'into detail about how the injury occurred.
If you need more space, attach a typed explanation

14, Nature of injry {identity both the injury and the part of the body, e.g.. fracture of left leg) a. Oecupation code
LIST ALL BODY PARTS! Itis very difficult to add an effected bedy part
after the process has begun, so it is very important to include any and all || Type code | c. Source code
effected body paris that are or were painful. Medical records are extremely
helpful, especially if the physician provides medical rationale. i

|Emplww Sigrature
15. | certify, undar pmnh&nllw. thal the injury descnbed above was sustained in perlommance of duly as an employee of the United Siates
Govemmentand that £ was not clused by my willlul misconduct, intent to injune mysell or another person, nor by my intexication, | hereby
claim medica treatment, § needed, and he following, as checked below, while desabled for work:

a. Cantirualion of reguiar pay (COP) nat to exceed 45 days and nsalion far tass if disabifty for work continues bayend 45 days
If iy daim is denled, | understand that the continuation of my regular pay shall be charged to sick o anneal leave, or be deemed an
agwarprymant within the meaning of 5 USC 5584, % 2 L .
(] b. Sick mdior Annual Leave | Usually select 15 a. Continuation of regular pay (COP) ]
I i Bubionze d ian of ital (of any oliver person, malfubion, rabon, oF govemment o fumash any desired information
N ﬂ:‘g ny hospital ( r: pe copd g agency) ¥

. Department of Labor, Office of Compensation Prograrm (or 1o 5 offcial representative]. This authorizalion akso permits any
official represantative of the Office to examing and to COpY ANy fECOnds CONCRMING M,

Signature of employee or person acting on hisfher behall Date

Ary PEFSOR WG h'ruwng_rgr makes any false slatement, misrepresentation, concaalment of faet o any ether act of fraud to oblain compensation
a3 provided oy the FECA orwho Hnmﬁgﬂ accepls compensation to which that persan is not entitled is subject to civil or administrative remedies
aswell a5 feony creminal prosecution and may, under approgdiale oiminal provisions, be punished by a fine of mmprsonment of both,

Have your supervisor complate this recelpt attached to this form and return It to you for your records,
Witriess Statarant i |

16. Stalement o witness (Describe whal you saw, heard, or know about this injury)

This is very helpful, having a witness statement attached to your Form CA-1
can make the difference between a claim being excepted or denied.

peame of witnes Skgnature of wilness Date smned

Address City ZIF Code

Farm CA-1
Reviged Januiany 2013



Official Suparvisor's Repor: Please complote information requested below:

Ismnqmr- Report

- Hr::-w are r.:u m o ﬁla'? | e |
Online: G‘%’CP will send your CA-1 to your supervisor to complete this section.
Paper: Give to your supervisor, be sure to have them sign the Receipt of Notice

“ciny Of Injury (the last page of this form) they will then send the completed form to
OWCP within 10 days.

OWCP Agency Code

O5HA Site Code

ZIP Cooe

18. Employee’s duly stalien (include sleeel address, city, slabe and ZIP code)  Cily

19 Employee’s relrement coverage [ CSRS [ FERS [ Other, (identity)

ZIP Code

20. Regular (] am. [J am. |21. Reguiar
work To: wo Sun, Mon Tues, Wed, Thusrs, Fri. San
, Slom Oom | Yok . S Cnon []Tues. [JWeo. []Thurs. [JFi [
22. Date of Injury 23. Dabe nolicn focaived 24, Dale stoppdd work [am
Mo, Day YT Mo Day Yr, Mo. Day Yr, Tirs,
[]pm
25, Date pay stopped 26. Date 45 day penod began 27. Date retumed (o work (] am
Mo, Day ¥r Mo, Day Yr, Mo, Day ¥r, Tima:
[ pm.

28. Was employee injured in performance of duty? ] ves

(] Mo (i "No." explain}

29 Was injury caused by emplayes’s willful misconduct, intowdcation, or intent ba injure sell or another?

] ves (i "ves.” exptain) ﬁ No

20. Was injury caused by third party?

31. Name and address of third party (inciude street address, city, state, and ZIP code)

Mo (H"Ne" go
[ ves [ \ghem3z) Ciy ZIP Code
32, Mame and address of physician first providing medical cane (ndude street address, city, state, ZIP code) | 33. Firs! date medical Mo, Day ¥r
cang rectned
ZIP Coda 34.00 madical nepoits
o show employeeis [ Jves [ | No
dizabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee andior witnesses? | | Yes [ ] No (if “No,” explain)

35. If the employing agency conlroverts conlinuation of pay, state the reason in detad,

37 Pay rala whitn employts slopped work

Per

|Sdgmmm of Superviser and Filing Instructions

38 A supervisor who kntwingly cerlifies 10 any false slatemen!, misreprasentation concealment of facl, alc. in respect of this claim may also be
subject o apprepriate felony crimingl prosecution.

I certify thal the information given above and that furnished by the ampioyee on the reverse of this form is true te the best of my knowledge

with the foflowing exception:

Mame of supervsor (Type or pring

Signature of supervisor Date
Supenvisor's Thle Office phone
34, Filing instrections ] Mo tost time and no medical expense; Place this form in emplayee’s medical folder (SF-566-D)

|:| Mo kst ime, medical expense ncurred or expected: forward this form o OWCP
D Last bima covened by keawe, LWOP, or COP: fonward this farm lo QWGP

(] First Asa injury

Form CA-1
Reviged January 2013



Ingtructions for Completing Form CA-1

Comglate all ilems on your sechon of the form. If addiional space s required to explain or clanly any point, attach a supplemental
statement 1o the form. Some of the ibems on the form which may requine further clanfication ane explasned below.

Emphyaa (or person acling on the employees’ behall)

13} Cause of injury

Descrbe mdata:Lhrwanﬁ 1' -y h
appropriate cetails (e u fi
\'nhal: pasition did you gl ?yc

14] Mature of injury

complete description of the condition(s) resulting from

Finju Epea the right or left sida if apphcable (8.9,
iacl” rLl’l;leua Irlsglll..lllmrlrlvgah'l.|r|||f.'h==-;1'i|'rr_J,-i=' i

cccurred. Give
ar did you fall and in

15) Election of CORfLeave

If you ana disabled for work a5 a result of this injury and filed

CA=1 within lrur":.rﬁa of the injury, you may be entitied to receve
continuation algm'f 1 from your employing agency. COP is
paid for up (o 45 calendar days of disabilly, and is not charged
against sick er annual leave. If you elact sick or annual leave
youmay nol daim compensation 1o repurchase leave used
durirg the 45 days of COP entitlemant

{sun-unﬂwr

Az the time the form is received, complate the receipt of notice of

infury and give it io the employee. In addition 1o compliet

Hems 17 through 30, the Supenvisor is responsible for nblnagmmg
the witnezs stalement in llem 16 and for blling in the
in shaded boxes a, b, and ¢ on the front of the form. 1T medical
expense or lost me is incurned or expecied, the complated farm
should be sent o OWCP within 10 working days after i3 received.

The seperisor should also submat any other information or
evidenoe perinent fo the mants of this claim,

If the employing agency controverts COP, the employee should
E& notified and the reason for confroversion explained to him or
B,

17) Agency name and address of reporting office

The name and address of the olfice to which cormespondence
from OWCP should be sent {if applicable, ihe addness of the
parsonnel or compensation office).

18} Duty station street address and zip code

The addrezs and 2ip code of the estabizhment whers the
employee aclually works,

18) Employers Retiremant Coverage.

Indicate which retiremaent system the employes is coverad under.

30) Was injury caused by third party?

A third party is an individual or organizalion (other than the
m;u mi::-'n-fee or the Federal government) who is labke for

& injury. Forinstance, marﬁmm of a vahicle causing an
a:mant i which an employee is injured, the ewner of a
buiding whene unsafe condiions cause an employee 1o fall, and
a manufacturer whose defective product causes an mp&nyeu’s
injury, could all be considerad third parties 1o the injury.

32) Name and address of physician first providing medical
care

The name and address of the physician who first provided
medical care for thig injury. If initial care was given by a nurse
or giher health professienal (nal @ physician) in the empi ﬁ
g?emfs health unit or clinic, indicate this on a separate

paper

rcodes

33} Firsl date medical came received
The date of the first visil to the physican listed in fam 31,

36} If the amploying agency controverts continuation of
pay, state the reason in detail,

COP may be controvened (Siapuied) lor anémamn: NoWEVET,
the emplaying a%am;ur may refuse o pay COP only if the
conlrovarsion 5 based upon one of e nine reasons given
below:

@) The disabifity was nol caused by a traumatic infury.

b) Tha an;lam i5 avolunieer working withoul pay or for

nomanal pay, of a member of the office staff of a former
President,
}Th&em-u mmlaﬁmenuarﬂmﬂl of the United
States or

d} The injury cccurred off the employing agency's premises and
the employes was nat invalved in o "off pramise” dules,

e) Tha lnln';)' was provimalely cavsed by the empln{ge‘s witlful
uet, imtent o boang about infury oF death 1o salf o
anmhm person Kk or intexication;

f} The injury was no! reported on Form CA-1 within 20 days
Toflowang the injury,

g) Work stoppage first occurred 45 days or more following
the injury,

hj The employee initially reponied the injury after his or her
employment was lemminated; or

i} The employee 5 enrofled in the Covil Air Patrod, Peace Corps,
Toulh Congservation Comps, Work Study Programs, or olhier
similar groups

!ErnpdwlngA gency - Required Codes

Box a ([Occupation Code), Box b Code),

Boxc [Euurtr:-‘.'.‘oﬂa}, G-S}I'-IA Site ggg: ,

The Occupational Safely and Health Adminisiration {OSHA)

requires all employing agencies to complate these ilems when

mpm-ngzgn ||1;-qu The proper codes may be found in OEHA
keeping and Reporling Guidelines.”

OWCP Agency Code

%ﬁ: faur-digit (or four digit plus twa IaTtt:&r} code used by

1o pdanbily the employing agency. proper code may
be cbtained from your personnel or compensation office, or by
contacting OWCF,

Form CAs1
Ravised Janudey 2013



[B-unuﬂts for Employees under the Federal Employeas' Compensation Act (FECA)

The FECA, which is administered by the Office of Workers’
Compensation Programs (OWCP), provides the following
Benehits for job-related Iraumatic injuries:

(1) Continuation of pay for disability resulting from traumatc,
jobereiated injury, not lo exceed 45 calendar days. (To be
eligible for continuation of pay, the employee, or someone
acling on hisher behalf, must file Form CA-1 within 30 days
l'¢|1n_winq| the: injury and provide medical evidencs in su
of dizabsldy within 10 days of submisaion of the CA-1, re
the employing agency continue’s the empioyee's pay, 'Ihens::j'.'
must not be interrupled unless one of the provision's oulfi
i 20 CFR 10.222 apply.

(2) Fayment of compensation for wage hoss after the expiration
of GOP, if disabiity extends beyond such paint, or if COP is not
Dﬂgahia. if disability continues afler COP expires, Form CA-7,
wil ing medical evidence, must be fled with OWGCP,
To avoid mnt ion of income, the form should be filked on the
afth day of the COP period

(3) Payment of compensation for parmanant impairment of
ceflain grgans, members, or functions of the body (such as
less or boss of use of an am or kidney, loss of vision, ete.),
of for serious defringement of the head, face, or neck.

{4} Vecational rehabilitation and related services whene
dwected by OWCE.

(5) Al necassary medical care from qualified medical providers.
The injured employee may choose the physician who provides
initial medical care. Generally, 25 miles from the place of
injury, place of employment, or amployes's home is 3
reasonable distance 1o traviel for medical can,

An employee may use sick or annual leave rather than LWOP
while disabled. The employee may repurchase leave used

for approved penods. Form CA-To, available from the
personnel office, should be studied BEFORE a decision

15 made o sue leave.

For additicnal information, review the requialions goveming
the adminisiration of the FECA (Code of Federal g&guhﬁnm,
Chapter 20, Pant 10) or pamphket CA-810,

IP.duany Act

In accordance with the Privacy Act of 1574, as amnndaﬁgz- E'.I.S.G. 55231:-?“ are hereby notified that: (1) The Federal Emplayees’
101, et seq.) |

nsation Act, as amended and extended (5 U.S.C.

CGA) 15 adminstered by the Office of Workers! sation

Programs of the WS, Depariment of Labor, which receives and maintains parsonal information on claimants and theirimmediate familias.

(2} Information which ihe Office has will be used to determine m%ﬁm r g pafis gayal
mnaten may be given o ederal agency

verified through computer matches or other appropriate means.

for and the amount of benelils payable under the FECA, and may be
which employed the

claimant al tha tme of ingury in order lo verify siatlements made, answer questions concerming the atatus of the clam, verily billing, and lo

CONSHRT maUes

retatng 10 retenton, rehirg, or other relevant matters, (4) Information may alss be given to other Federal agencies, olher

govermnment entiies, and o privale-seclor agencies andior employers as part of rehabilitative and other relurm-to-work programs and

senvicas. (%) Informabion may be disclosed 1o physicians and other heallth care providers for use in providing
rehabilitation, making evaluations for the Office, and for other purposes related 1o the medical mana
be givien to Federal, stale and local agoncies for [aw enforcément purposas, to oblain information
deteming whether benefls are mimﬂgadgbfrmﬂi. including whather prohibited dual payments ang bai
collection actions required or permitied by the FECA andior

pursue salary/adminisirative offsel 2

vant 1o a decsion under thie FECA, 1o
made, and, where appropriate, 1o
Debt Collaction Ach.

{7} Disclosure of the claimant's social security number (SSN) or tax identifying number (TIN} on this form is mandatory. The 53N andior

TiN}, and glher information mainiained by the Office, may be usad for identification, to su

debl collection effors carned on by the

Federal govemment, and for other purposes required or authorized by law. (8) Failure to disclosure all requested information may defay the
processing of the claim or the payment of benafits, or may result inan unfavorable decision or reduced kevel of benefits.

Hote: This notice applies to all forms requﬂmlnF ?mranaaﬂl:n ll=hE
ed under the

processing and adjudication of the claim you fi

aéxuu might receive from the Office in connection with the

freatment or medicalivocational
ment of the claim. (8) Information may

Recelpt of Notice of Injury

Submit online: www.ecomp.dol.gov

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

Submit by fax; 202-343-5570
Submit by mail:
U.S. Department of Labor

Which ooourred on (Mo, Day, Ye)

Office of Workers' Comp Programs

Al [Lecation)

F.O. Box 8300
London, KY 40742-8200

Signature of Official Superior Tile

Date (Mo. Day. ¥r)

Online: Upload all medical records to OWCP in PDF format.
OWCP will contact your employer to obtain your wage information.
Paper: Supervisors are required to send Form CA-1 and any
medical records to OWCP within 10 days. If your supervisor
delays sending in your CA-1 and medical records then you
will need to send the Form CA-1 and medical records directly

to OWCP yourself

Farm CA-1
Revized January 2013



