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URDER DEPARTMENT OF TRANSPORTATION
v FEDERAL AVIATION ADMINISTRATION EA 3800.3A

EASTERN REG!ON
JAMAICA, N. Y., 11430

3/13/81

'SUBJ: 1974 AMENDMENTS TO FECA RELATIVE TO TRAUMATIC JOB—RELATED INJU RIES

1.+ PO, RPOSE. -This-order: mforms all. superv:sors of the 1974 amendments to the
Federal Employees' Compensation Act-(FECA) so that they will be able to handle
traumatic Jéb-related cases. properly.. It also _updates 1mportanL guldehnes and
' procedures to assist in preparing a.nd processmg such ;clalmsr AT

2. DISTRIBUTION. Thls order is dlstnbuted to. all superv1sors in. the Regmnal Office 2
and in all field offices and facilities. \

S 3 CANCELLATION. Order EA 3800.3 is canceled.

4. BACKGROUND. - Substantial changes were made to the Federal Employees
Compensation Act (FECA) by the 1974 Amendments approved on September 7, 1974.
A major provision of the new amendments provides that, when a Federal employee
‘sustains -a traumatic job-related injury and‘ files a claim under -the FECA, the
employing  agency ‘is required to continue - the employee's pay for - the period of
disability, not to exceed 45 days, if the employee requests such continuation of pay -
L 8

(COP). The 45 days are interpreted as calendar days and, if the employee has stopped
work due to the disabling effects of the injury, the period starts at the beginning of the
first full day or shift after the disability begins. This continuance of pay provision
under Section 11 of ‘the FECA. became effectlve on November 6, 1974. I

5. DEFINI'I‘ION. A traumatlc 1n]ury is defined as a wound or,other condltlon of the
body caused by xternal force, mcludmg stress or strain. The injury must . be
1dent1f1able ast the time and place of occurrence and member or function of the body
affected, and be caused by a spec1f1c event or incident or series of events or. mc1dents
~within a smgle day or work shift. Occupatmnal dlseases and illness are NOT traumatlc
injuries by thls defxmtlon and are not covered under the new prov1s10ns. o

6. PROC EDU RES.

- Upon receiving notice of injury, the first level supervisor shall: = -

(1) Promptly authorize medical care, if necessary, by 1ssu1ng ‘Form CA-16
'Request for Examination and/or Treatment, to' a U. S. Medical Offlcer, or hospital, or
any duly qualified physician or hosPltal of the employee's choice; Form CA-17, Duty
Status Report, revised July 1979 (see Appendlx 1); and a new OWCP Form CA—1333,
"Federal Employees' Compensation Program Medical Provider's Claim' Form," (see
'Appendlx 2). The CA-17 informs the facility as to the employee's physical limitations,
prognosis and date of expected return. All non-hospital providers are now required to
submit bills on Form CA-1333 (or the American Medical Association Health Insurance
Claim Form), or bills will be returned ‘unpaid’ by ‘OWCP to the sender. Employees
should ‘also furnish their medical providers mth a CA-1333 on each ws1t. (Use of thls
form is optional for h05p1ta1 ‘billings.) ‘ '

&
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{2) Provide the employee wrt’h Form M-i ‘fm' repoﬂmgﬂmw aml, m
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(3) Make certain that the employee understands, as stated in Ttem 16, Form

«CA—-&, that emfpksm may elect continuation of regular pay or use annual or sick leave,
3f £ ng. However, empiwee should also realize that, ﬁhﬁfbﬂt claim
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€2) When the supervisor has a serious doubt as to the authenticity of the
claim of tresematic injury, or otherwise gquesfions its vah&xt?, for factual andfor
meifical' reasons, he/she should controvert the <claim in Mem 42. However, the
employee's pay will be contimred without charge to leave  while the employee is off
work ‘@p to 45 calendar days), only if the employee requests COP by marking Item 16b
mﬁ theF arm. CA-l. Check the "Yes" box in Ttem 42 and GIVE FULL- AND DETAILED
'I: PORMATION for that item in support of controversion. OWCP's rule of thumb for
. 42 is simple but explicit: if the reason for controversion can fit the space
wmm“ﬁgﬁ on the ﬁm:n, the supervisor lsras not Inemdshed sufficient exp&anatmm

RO AE& Al claims are adgudmted by OWCPv ¥ OWCP determ1nes that
the employee is not entitled to contimuation of pay during his/her
-absence from work, such pay wwilk he terminated and the employee
' will be-given the opportunity te charge the period of absence to sick
or annual leave or leave without pay, or be considered - ‘an
:overp&ymvent within the meaning of 5 usc 5384,

{3} Comtrovert (dispute or deny wvalidity) and place employee on leave or
leave without pay if the case meets one of the etmns given in Item 6 of
Instructmns on reverse side of Form CA-1. ‘Check "Yes" in Item 42 and GIVE FULL
AND DETAILED INFORMATION in that item in suppert of the comtroversion. (This

version is-a separate type fram c (Z) above where COP is ancwed.)

@ The agency will keep the employee in a pay: st»atus for any fractmn orf a day or
..~shift on ‘which the chsabﬂrty begins ‘with no charge to the 45-day period. The
supervisor will be responsible for keeping a record of the number: of calendar days the
injureft employee is kept in continuation of pay status 45 calendar day limit). Days off
and portions.of aday are counted as fuIl days toward the 45-day period. -

e T&& Hepm't.

1) When pfay is continuted in connection with traumatic injury claims. Enter
"}7" and appropriate Start/Stop time for corresponding calendar day(s) in "Time Not
‘Waorked" code section of FAA Form 2730-68 (6-78), Time and Attendance Report; and
enterdate and time of f:he traumat“zc injury in the Remarks section in the bottom right
apme of the form.

(743 Whmmy is not continued in connection with traumatic injury claims.
i . appropriate entries on T & A Repm according to leave used. DO NOT place
"‘I'T” i ""I"rme Not Wcrked" code section or "Traumatic Injury" statement in Remarks

Bnmng the contmnatmn of pay, the employee must report to his/her attending
M -ona regular basis until released for work. The employee must request the
physi  to furnish an interim progress report. (i.e., every week or as determined by
ﬁhe supervisor) on Form CA-17, Duty Status Report, revised July 1979. The CA-17
should go to the supervisor: A copy of the CA~17 should be sent by the supervisor to
AEA~T4. When the emplnyee is:.contined in a pay status without charge to leave, the

PaEY +weill contimte

Par. 6 _ ' ‘ Page 3
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(1) The superv1sor receives medlcal mformatlon that the dlsablhty has been
termmated,or' o SESER L B e el e p . SN

(2) OWCP adv1ses pay should be termmated, or.

(3) The exp n'atlon o’f 45 Calendar da}’s followmg work stoppage. 1:‘:

g General. /

1) Superv1sors themselves must explam and complete each apphcable
of a form fully in their own version, and MUST NOT rely on others to complete ‘the
item in their stead. Partlcularly ‘where: controversmn ‘has been checked "Yes" in Item

42, superv1sors ‘must furnish a detailed- factual: descnptmn -of -the circumstances to
‘minimize ‘the " possibility of  the claxm ‘being - returned - by QWCP" for additional
information. (In headset tone: generatmg claims, include the following information:
‘identification - of = specific ' ear ' involved;- analys:ls of tape as to
frequency/durat1on/p1tch/relat1ve decibel level/sound ~of - alleged noise, results of
FAA/Telco test of suspect headset, spec1f1catlons of headset equipment involved, etc.
In "anxiety state” claims, include separation distance of ‘aircraft, role of:claimant in
the incident, etc.) See Appendlx 3 for follow-up- information which OWCP will requqst
. of claimants who ‘have ‘not provided sufficient information in thea.r C '
'¢onnection w1th headset/hearmg clalms or: anxlety state clalms.

(2) Even 1f no tlme is lost, the superv1sor should complete the Form CA—l
- fully 1n the regular manner for’ poss1ble future reference. : s

(3) +An Informatwn Sheet, ”Headset Commumcatlon Sound, has een
prepared - for controverted claims involving headset tone generating mcldems, an
Information Sheet, " 'Anxiety State' Claims," has been developed for- co:ntroverted
claims pertaining to "near mid-air collision", "systems error” and the like. A copy of
the applicable Information Sheet must be attached to each ongmal CA-1.by the
superv:sor.

4) Supervxsors should review. each Form CA—16 and Form CAr17 closely to
- familiarize themselves with the medical condition of the employee and to determme
‘and ‘take whatever follow-up action may be necessary.. : R : r

(5) All CA forms and all correspondence relating to such clalms to/from
OWCP district offices should be" channeled ‘through AEA-14 in:all instances, and not

 sent d1rectly to OWCP, with the exceptlon of medlcal provrders blllmgs, and medrcal

reports (see Paragraph 9d below). <o : ST

(6) To minimize complamts by employees and their medical prov1ders of

delays’in payment by OWCP for services rendered; CA-~1333 must be used: for ‘all non-

:’hospltal billings and is optional for hospital billings. - (The AMA claam form may be
submltted for non-hospltal bllhngs 1n heu of CA—1333 ) : s ssieyipne A

(7) In Item 23 of the 'CA-l, the reportmg offlce is the fleld facﬂlty or
' organization where the claimant's supervisor is-located: and whlch is the cla1 nant's

regularly assigned duty station. Include zip code.. o iy eme
.
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7. CLAIM FOR COMPENSATIDN.

a. I medical evxdence shows that the dmxhty is expected to conmnue beyond
45 days and compensation is desired after that period, a Form CA-7, Claim for
Compensat1on on Account of Traumatic Injury, must be completed by the employee
and supervisor and submitted to AEA-14 a reasonable period before, but not later than
3 working days after, the termlnatlon of ‘the 45th day. The employee must also

‘arrange for the physician to prepare ma medlcal _report on Form CA-20, Attending

Physician's Report, or (2) a narrative report. The physician should submit the CA-20
or narrative report directly to OWCP or may release it to the employee for submission
along with CA-7 to AEA-14 to OWCP. FAA is responsible for pay continuation (in the
approved cases) up to 45 days. After the 45-day period, compensation payments are
taken over by OWCP on. a claun £or compensatmn m:tlated by an employee on a Form
CA-T. ' : ‘

b 'I‘here is. a three—day waxtmg penoﬂ b"eﬁore compensanon begms with OWCP

after the 45-day permd with FAA, unless the injury continues for 14 days ‘or more

beyond the 45 days. In that case, when the dlsablhty lasts far 59 days (i.e. 45 + 14)
there is no three-day waltmg permd. Compensatlon is paid for all 14 days following
the 45 days. - . .. . R R

c. When the employee returns to work, the superwsor must mark the T& A
Report to show the date the employee returrred to work, and 1mmed1ately send an
original and two copies of Form CA-3, Report of Termination of Disability and/or
Payment, to AEA-14. If the employee re s to work prior to submission of the CA-1,
“Federal Employee's Notice of Traumatic Injury and Claim for Continuation of
Pay/Compensanon, and the date of his return to duty is noted in Item 33 on the CA-1,
the CA-3, Report of Termmatlon of Disability and/or Payment, is no requn-ed. Should
the employee suffer recurrmg disability because of the injury, the supervisor should
complete Form CA—-Za, Notice of Employee s Recurrence of stabﬂlty and Claim. for
Pay/Compensa.tmn, and send to AEA-14 in duphc,ate. If the recurrence takes place
within six months after the employee returns to . duty, the FAA shall continue to pay
without charge to leave for the balance of any unused portion of the 45 days of pay
continuation.. - , o S )

8. LEAVE WI’I‘HOUT PAY A completed SF-52 ‘must be submitted to AEA-14 ‘when

‘LWOP for 80 hours or more is granted.

9. FORMS

a. Followxng is a list of the CA forms used in submlttmg clauns for traumatic
injury and the: ldentlfymg stock numbers: ‘

Form Number _ : Title
CA-1 (Rev. 9-78) ' Federal‘:Empl“oyee s Notice of Traumatic
NSN 0052-00~811-6003 Injury and Claim for Continuation of

, Pay/Compensation

(

Par. 7 _ Page 5
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CA-7 & CA-20 (Rev. 2—75) - Clalm for Compensatlon on Account
... NSN 0052-00-857-9000 . of Traumatm Injury

 CA-17 (Rev. 7-79) Duty s tatusiRePoft- e
_NSN. 0052-00—847—4001 SRl N o -

; Form Numb,er

CA'Z (Rev. 5-75) oy
NSN oosz-oo-ssa-4ooo* .

. CA-2a(Rev.7-76) . . N
' NSN 0052-00—812-2002_. i

; . A—3 (Rev. 2-74) o
NSN 0052-00-400-2001 =

 0052-00-812-3001

 CA-16 (Rev. 12-74)
NSN oosz-oo-sn-moz |

2-79)
0-87 6-6000

 ca-1333
NSN 0052-

RN

c. All forms referred to in thls notlce are available through normal forms
requ1s1tlon channels from. FAA Aeronautlcal Center, Oklahoma Clty, Oklahoma. B

d. Med1cal prov1ders claims and medical’ reports may be sent to AEA—14 ot
directly to approprlate OWCP district offlces, as follows: .
1) . U.S Department of Labor
‘ Office of Workers' Compensation Programs
1515 Broadway - .
New York, New York 10036

»Serv,ilcmg:_;}\lew York aﬂd»lf‘ew. Jetsey

[

Page 6 - | -
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(2) U..S. Department of Labor

Office of Workers' Compensation Programs
Room 15100

3535 Market Street

Philadelphia, PA 19104

Servicing: Delaware, Pennsylvania and West Virginia

U. S. Department of Labor

Office of Workers' Compensation Programs
666 11th Street :

Washington, D.C. 20211

P

Servicing: Maryland, Virginia and District of Columbia

AMaf.

MURRAY E. SMITH

Director
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2 BF LABOR
WWSM istration
foiu of Workers': cmp!uuﬂon Programs (OWCP)

. PART A SUPERVISOR
'[1. NAME AND ADDRESS OF THE MEDICAL FACILITY AUTHORIZED *ro PR’OVUDE MEDICAL ssawc@s

-~
3

CCUPATION

: 5 SOQIA«LSECUHITY
‘NUMBER -

2. EMPLOYEE'S NAME ILm,lﬁm, middle] 13, aATE;«,O‘,Fm‘JUR# “la..
. . . (Mo., day, year)
6. DESCRIBE MOW THE INJURY OCCURRED AND PARTS OF THE BODY AFFECTED. "

12 oss,cmn-?i!gn o'ﬁ isasisunkh w;onk‘mcwm NG PHVSICAL ae’cumemenrs '

s 'E xrssuaa {Ghack mliablo cxpomn and fill in numpar of hours of expvsum each work day)

IHEAT o cOLD —— - NOISE_
_FumME oo . STRESS . et OTHER 5" '
Y PHvsn:AL nemn nwsws OF HEGULAR WORK quuom:v IProwdc frequenc: i, numbuohlmn or haurspmaw, vh
‘ appmpnntcboxi :
: ‘er'n.e ORNONE | . MODERATE " OFTEN

©

SEDENTARY LIFT'NG 0te 10 FOUNDS
LIGHT — LIFTING 10t0'20 POUNDS ~
MODERATE — LIFTING 201060 POUNDS

HEAVY — LIFTING 50to 100 POUNDS R : i i ; ‘
. JLLING/PUSHING; CARRYING: - - - ) i ;
HEACHING OR WORKING ABOVE SHOUEDER' ‘ s " o I ‘iﬂ"};, i

WALKING g { HOURS)
STANDING ( HOURS)
SITTING 1 HOURS)

_ STOOPING { HOURS)

~ KNEELING - S HOURS)

.. "REPEATED asuams LA HOURSE
CLIMBING ( 'HOURS)
OPERATING AMOTOR VEHICLE, came TRACTOR,ETC.
OTHER:

8. SEND A COPY OF THIS REPORT TO: AN 9. NAME AND ADDRESS OF EMPLOYING AGENCY WHICH

v L iS TO RECEIVE THE ORIGINAL REPORT.’
' U.S. DEPARTMENT OF LABOR
Employment Standards Administration
Office of Workers’ Compensation Programs

'INSTRUCTIONS FOR COMPLETION AND. = -
SUBMISSION OF DUTY STATUS REPORT

SUPERVISOR Complete Part A. The form. should then be referred’ to the attendmg physncnan for complet»on of Part B.

erTTENDING PHYSICI-AN Complete Part B. The original form should be returned to the employmgvagenc\/ (as shown in
“item 9). To prevent interruption in the contintation of the employee s pay, the completed form should be returned to the
employing agency within two davs followmg exammatlon and/or treatment A copy of the form should also-be sent to the
;OWCP(asshownlnltemB) e S : -

R Form CA-17
Page 1 < Rey.Juty 1979
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Appendix 1 PART B — PHYSICIAN T s

10.

IS THE EMPLOYEE ABI.E‘ TO PERFQRM H'S/HER REGULAR WORK IDacrIbcd in item- 7’? D YES UNO L
{if yes, im.'llata wfmbcr Part or Full-Time snd date ablp to rmmo :uch workl

‘DrpaRTTIME"  DruLLTIME Dete {Ma.,doy, yoor)
Hours s day R

SELF

PULLING/PUSHING, CARRYING . . | i
'REAcmNGonwonmNGAaovssnoumen - R, SCAnCa S R -

:STOOPING
KNEELING:,

XOPEHATING A MOTOR VEHICLE, ORANE TRACTOR ETC.
"OTHER:

1S THE EMPLOYEE ABLE TO PERFORM uewr WORK? Ono O ves.iF YES, CHECK.THE WORK TOLERANCE LlMITATIONS
WHICH ARE DUE TO THE INJURY. ﬂncludmg meimm Conditions.l

.

FULL R PARTIAL

PHYSICAL ! IMITATIONS "~ RESTRICTION RESTRICTION -RESTRICTION
SEDENTARY — LIFTING 0 to 10 POUNDS ‘ : : el

LIGHT — LIFTING 10:t0 20 POUNDS

MODERATE ~ LIFTING 20.t0 50 POUNDS .

HEAVY — LIFTING 50 to 100 POUNDS -

WALKING - : ’\( ‘ HOURS) . : _ o
STANDING “ HOURS) X y T

SITTING: - ~HOURS)

HOURS)

-HOURS) .

REPEATED BENDI NG

HOURS) S -
HOURS) ) T ‘

-~

CLIMBING

EXPOSURE LIM!TATIOJN,SW(Spvocifyh

o X : T 2

12

IF THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVE A BRIEF REPORT AND PROGNOSIS'

113

PERIOD OF DISABILITY (if termination date unknown, sovindicate) | 14. DATE EMPLOYEE ABLE TO RESUME WORK (Mo., day, year)

TOTAL DISABILITY FROM - SLTO ~ :  LIGHTWORK (]

PARTIAL DISABILITY FROM . _ ~'1"0_ , 17 mresuLarwork O

15

IIF EMPLOYEE Is ABLE TO RESUME WORK HAS HE/SHE BEEN apvisep? O YES 0 NO.’lFJ"' YES, FURNISH DATE ADVISED
'Mo., day, year, : . .

16.

DIAGNOSIS OF CONDITION DUE TO INJURY

' A I F ST

17

DATE OF EXAMINATION- L 13. DA_TES OF FURTHER APPODNTMENTS, 1F ANY

«

18.

yuvsmmn o

SIGNATURE AND TYPED OR: PRlNTEB NAME OF

"Tae. ‘PROFESSIONAL DEGREE 21, DATE (Mo., day, year)

. ':(‘.‘

mﬂwmwuﬂnmdmtubmvm.acmtmom ; )
Washington, D.C, 20402 . Lhelie

Btock Neimber (20-016-00080-3

G P U P Pt D PO P ) O S,
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US. DEPARTMENT.OF LABOR FEDERAL EMPLOYEES

OInflEa o’l Waorkers! CompensationPrograms K . i m{ ’m’s tlm “m

TIENT INFORMATION

5

PATIENT NAME {Fi jdloie:inttial, istt-ame) 2. PATIENT'S DATE OF BIRTH
4. PATIENT'S ADDRESS {Stret, ity State, 2P code) 5. PATIENT'S SEX ] 6. FECA CASE NUMBER
MALE FEMALE [ O R .
3 i1 7. NAME AND ADDRESS OF EMPLOYING AGENCY
. . . ;
T T "1 10. WAS CONDITION RELATED TO: ’
e A PATIENT'S EMPLOYMENT
o ; -
YES NO -
: ; ; i : ; G e &
12, PATIENT'S OR AUTHORIZED PERSGN'S SIGNATIIRE (Read back before signing)
SIGNED L . DATE
PROVIDER INFORMATION .
14. DATE OF: il 1LUNESS{FIRST SYMPT.OM) OR INJURY 15. DATE FIRST CONSULTED YOU FOR THIS * - [16. HAS PATIENT EVER HAD.SAME OR S|MILAR SYMPTOMS?
{ACCIDENT) * | < CONDITION B R S :
) ! : YES gt T o
17. DATE PATIENT ABLE TO 18.DATES OF TOTAL DISABILITY j ’ * |oates oF PARTIAL DISABITITY
RETURN TOWORK . . : . Sy e
FROM ] THROUGH FROM | THROUGH
15, NAME OF REFERRING PHYSH OTHER fe.0.; amploying sgency] i 20. Eog; Essenvnces RELATED TO HOSPATALIZATION GIVE HOSPITALIZATION
: : : . ba . .
: . ) ADMITTED | DISCHARGED™ ~~ =,
21, NAME AND ADDRESS OF FACILITY WHERE SERVICES RENDERED (/. other than home or office) 22. WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?
) . - ves{ ol a0 Pwo, 0 iicwaRcEs
23, DIAGNOSIS OR NATURE 'OF ILLNESS OR Y;RELATE TO PROCEDURE IN COLUMN D BY REFERENCE TO NUMBERS 1, 2, 3, ETC. OR DX CODE!(See msteuctions on reverse)
> ) N c : : - S : ) o
A
—
124, A ) Fu% “DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES FURNISHED FOREACH | ~.p g o F
DATE OF o ! i B " R :
SERVICE {EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) DX CODE CHARGES

25, SIGNATURE OF PROVIDER 28. AMOUNT PAID 29: BALANCE DUE

{1 certity that th x the ias 1o thit bill.#nd is‘made a part hereot.}
: 31. PROVIDER'S NAME, ADDRESS, ZIP CODE-AND TELEPHONE NO.
SIGNED ’ § DATE . -
.. YOUR PATIENT'S. ACCOUNT:NO, . . : 33. YOUR EMPLOYER l‘.D.NO,
; .
= Pt .
*PLACE OF SERVICE CODES .
1 — INPATIENT HOSPITAL 4 — PATIENT'S'HOME 77—~ NURSING HOME O~ OTHER LOCATIONS
2 - OUTPATIENT HOSPITAL 6 — DAY CARE FACILITY {PSY) . #8 = SKILLED NURSING FACILITY A — INDEPENDENT LABORATORY.
3~ DOCTOR'S OFFICE -6~ NIGHT CARE FACILITY {PSY) <9 — AMBULANCE 8 ~ OTHER MEDICAL/SURGICAL FACILITY

APPROVED BY AMA COUNCIL ON MEDICAL SERVICE
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Appendix 2

Pa’tient”l nformatiom

Jtem 1 — The name o
‘ mdlcated T

ltem 2 - Monthf -day. and year of patient’s birth

Item 4 — This should be' filled in as completely: and accurately‘f

as possnble
ftem 5 — The sex of pyatient must be indicated.
item.. 6 — Enter FECA Case No,

Item: 7 == The name and ddress of the employrng agency

ltem 10 = The ;app'r‘o.pnafébloék,shoula béefhe'«:kea,

ltem. 12. < Thé patient's-signature’ requests p‘ayment’ffo_rthef

services. rendered arid certifies that the, services were, in
fact, rendered. This-block: must be srgned or the clalm cbn-
‘not be processed ) . :

Provider Information;: .

Since many different types of providers may use this form it is T
unlikely that ‘all. the items will be completed by -any, smgle pro-- s
vider. For instance;"item='22" wolld not be completed for emer:

gency ambulance transportation;, . e

item 14 — Thisitem-must contain the date of the fll’St symptons
for an iltness or. the date of the accident for an: m;ury

Item 16  — Month day. and year patient f|rst consulted the s
provider: for the condltlon for whlch the clalm lS bemg :

submltted
Hem 16 — Provider should check the*approp’riatebldck

Item 17 & 18 = These items are for completlon by the attendmg
physician, > . ) : .

Item 19. — This item must be completed 'on ‘your mltral claim for
this patient.

Item 20 = Complete if appllcable (month day year):
1tem 21 — Complete if applrcable
ltem 22 — It the answer is yes the amount of charges from the

laboratory fiust be complieted and the name and address of
the laboratory must be entered initem 21,

Item 23. — :The diagnosis must always be included on a claim - ‘
from - a-physician and it should be lncluded on all ‘other

clalms if known

ltem 24 ln colummn:A enter- the. ‘month, day and year for each}' :

service. . "From’’ and “To" can be used for repetetwe
services such: as-hospital care charges or vrslts by a physrcran
in-a hospltal .

In column B enter -the appropnate place of service code shown at
the bottom of the form, -1f the place of service is.other than the
patient’s:home or.your:facility, it should be 50. lndlcated in |tem
21. o

~ Page 2-“"-

' patient must be filled inhere as

* item 28

3/13/81

charges other than roor ‘char

service need not be given. It

code: be entered-but, it is preferred that the: appropnate Cahfornla
e Value (CRV) Code be.entered. When using the CRV
Iease mdlcate the year of the edmon you used

osis code but
. Disease,

-column C.

Column F can be used" for: any additional’ remarks If this claim ;

“or any portion of this claim, has been prevrously submftted it
~should be so. |nd|cated m thls column ; e )

';ltem 25 - The provrder or a representatlve must personally

sign .and: date the .claim. form.  The cla

~ ¢ertifies ‘that the descnbed services were an fact rendered
a5 “deseribed’ either ‘personally ~by-the ‘provider ‘or-under
direct personal supervrsnon that the foregoing mformatlon

“i IS true,.;accurate. an omplete; - futhermore, the services
. were medically’ nec ary ‘because of 'the ‘condition mdl
cated in jtem 23,

ltem 27 — This amount must equal the total of all aiw
entered initem 24 column E. C

By vrously-submltted ltems s~ oufd be S 'mdlcated in ltem 24

column F.

“ltem- 30 The Socral Secunty Number should be used by all

provuders that arein |ndependent practlce

‘ﬁltem 31 — . This item must be completed m detall Don’t forﬁet

the znp code..

- Item 32 .~ The patient’s account number, as recorded in. the pro-

vider’s -accounting systen, may be’ entered for addmonal
patlent ldentlflcatlon

Itern. 33 The Employer lD Number should be completed
uwhen the services are provided:by an entity that has been
_ +assigned ‘anincome :tax |dentlficatlon number other than
"the social security- number; i.e. ,.physicians:in a professional
" association; ‘claims froman’ mstrtutlon such as a hospital,
~etc. Either item 30 or 33 must be completed or the claim.
. will:not be. processed '

“federal l aws.’

R
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OWCP 'FOLLOW*U‘P INFORMATION TO BE REQUESTED OF CLAIMANTS (COMPOSITE)

This is in reference to your clalm (to have suffered loss of hearing or related audltory
~ disability due to exposure to a loud and/or high pitched tone while in the course of your
employment) (to have suffered a nervous or anxiety condition due to a traumatic injury
occurring on the job). Additional evidence will be required from you, your employing
agency and your physician before your claim will be in posture for a decision.
. ]

1. You must submit a detailed statement as to the nature of the incident and your
relationship to it. Describe your immediate reaction to the incident. If pertinent,
include, to the best of your knowledge, a description of the loudness, frequency and
duration of the tone in question. ' State whether you have been involved in similar
incidents in the past or have suffered a similar injury or disability or illness in the past.
Your statement -must be submitted to your supervisor- for comment prior- to being
forwarded to OWCP, S s

2. Your superv1sor must provide comments on your statement as well as hls or her own
description of the incident and your relationship to it, and prov1de copies of any agency
records or documents concerning the incident. You supervisor should obtain statements
from co—workers who were present at the time of the incident and/or have knowledge of
it. (In the case of a hearing/tone claim, specify which ear was used for the headset. A
copy of the specifications of the equipment should be submitted, to include information
as to the maximum volume and pitch levels. If the equipment was checked for
malfunction, a copy of the report of the investigation should be submitted. If a tape
- recording or other record of the sound to which the claimant was exposed was made,
this should be reviewed and the report of the findings submitted.) (All technical
terminology such as system error, standard separation, etc. should be defined.) ‘

‘3. You must arrange to have your treating physician submit ‘a detailed narrative
medical report.. To be of value, thxs report should contam the followmg.

a A detalled hlstory of the 1nc1dent to agree w1th the hlstory bemg prov1ded to
OWCP.

b) A dlagnosm of the dlsabhng condition.
c A hlstory of any past treatment for a s1m11ar lllness or dlsablhty.

d Medlca;lkfmdmgs, mcludmg ‘the results of any tests, x-rays, copies of EKG's,
etc. SR o RS ‘ ,
e) _ Period of total and/or partial disability due to the diagliosed~ condition.

f) The phySician's' opinion, with medical reasons in support of the doctor's-opinion,
as to how the disability was proximately caused, aggravated, accelerated, or
precipitated by the traumatic injury you have claimed. ‘

If OWCP receives no further correspondence or evidence from you within 90 days from
the date of this letter, OWCP will assume that you do not mtend to. pursue the claim
and will issue a decision based on the evidence of record.

&
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