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ABSTRACT 

This Instruction implements Federal guidelines for an Occupational Health and Safely 
Program within the Unjforrned Services Un.iversity or the Health Sciences (USU HS), including 
procedures for reporting injuries, illnesses, and medical emergencies experienced by USU HS 
employees within Lhe scope of their employment at the USUIJS. It gives the responsibility for Lhe 
establishment implementation, and operation of the USU HS Occupational Health and Safety 
Program to the Environmental Health and Occupational SaCety (EHS) Department. This Program 
includes physical exan1inations (as needed) and surveillance programs for various environmental 
concerns, such as asbestos, hazardous chemicals, and rad iation exposures. 

A. Reissuance and Purpose. 8 . References. See Enclosure 1. 
This Instruction reissues USUHS 

Instruction 600t1 and implements DoD C. Applicability. 
Jnstruction 6055. lb. DoD Instruction This Instruction applies to all USUHS 
6055.5\ DoD Man~rn1 6055.5-Md, DoD personnel. 
Directive 1000.JC, fPM Chapter 810r, 
Executi ve Order 11491 !!- Title 5, USC, 0. Policv. 
Section 8101'\ USUHS Instruction 640l i, IL is the USU1IS policy that occupational 
and USUHS Jnstruction 6402-i. This health and safety programs will be 
Lnstruction also assigns responsibilities for established and maintained as an element of 
implementing an Occupational Health and the overall DoD Mishap Prevention Program 
Safety Program within the USUHS, as prescribed in FPM Chapter 81 or and the 
including procedures fo r reporting injuries, Occupational IlealU1 Program prescribed in 
illnesses, and medical emergencies DoD Instruction 6055.Sc and DoD Manual 
experienced by USU I-IS employees within 6055.5-Md. The program will include 
their scope of employment at tbe USUl rs. baseline and periodic physical examinations 

of selected personnel in certain occupations. 



Employees will receive prompt medical 
attention and assistance in claimingjusl 
compensation for injuries or illnesses 
incurred in the performance of' duties. 

E. Definitions. See Enclosure 2. 

F. Responsibility. 
The Environmental Health and 

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

G. USUHS Occupational Safetv and 
Health Standards and Guidelines. 

USUHS Occupational Safety and Health 
(OSH) standards as specified below wi ll be 
applicable: 

l. OSH standards, including those 
standards promulgated by the Occupationul 
Safety and Health Administration (OSHA) 
pursuant to Title 29, United States Code, 
Sections 65 l-678\ with minimal mi11or 
adaptation to conform to USUHS 
administrati ve practi.ces. The USUHS may, 
as an option, include more current editions 
or national consensus standards referenced 
in the OSHA standards. 

2. Alternate cri teria authorized for the 
USUHS by DoD. 

3. USUHS Instruction 6402-M1
• 

4. USUHS Instruction 6053-Mm. 

5. l JSUIJS lnstruction 6401 i; and 

6. Applicable Walter Recd National 
Military Medical Center (WRNMMC) safety 
instructions and record-keeping procedures. 

II. Prc-Rmplovment and Periodic 
PhysicalExaminations. 

In order to monitor employees for potential 
exposure to job-related ha?.ards, baseline 
and/or periodic physical exarninations may be 
required. Specifications and guidelines 1or 
physical examinations are set forth in DoD 
Manual 6055.5-Md. 

I. USU HS Worlqllace Surveys and 
Jnspections. 

Al l workplaces and operations will be 
inspected annually by EHS. High-huzard 
areas wi ll be inspected more frequently 
based upon assessment of the exposure and 
potential severity or injmies, occupational 
illness, or damage to USUHS property. A 
report or deficiencies and violations, 
together with recommendations for 
conectivc actions, will be provided to 
applicable acti vities. Copies will be 
provided to others as deemed appropriate. 
Follow-up i11Spections will be conducted to 
ensure compliance with recomrnendations 
for corrective aclior1. 

,J. Work-Related Injuries, Illnesses an<l 
Medical Emergencies. See Enclosure 3. 

USU HS Jnstruction 6002, 2/2011 2 



K. Medical Emergencies at the USUHS 
Du.ring Routine Duty Hours and Non
Regular Duty Hours. 
See Enclosure 4. 

Charles L. Rice, M.D. 
President 

Enclosures: 
l . References 
2. Definitions 
3. Guidelines for Work-Related Injuries or illnesses 
4. Guidelines for Medical Emergencies at the USU HS During Routine Duty Hours and Non

Regular Duty Hours 
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Enclosure 1 

REFERENCES 

(a) USUHS Instruction 6002, "USUHS (g) Executi ve Order 11 491, 
Occupational Safety and Health ·'Labm~Management Relations in 
Program, fncluding Work Related Federal Service," dated 
lnjuries or Illness,'' dated October 29, 1969 
September I 0, 1990 (hereby cancelled) 

(h) Title 5, United States Code, Section 
(b) DoD Instruction 6055.1 , "Department 81 O 1, "Federal Employees' 

of Defense Occupational Safety and Compensation Act," dated 
Health (OSH) Program,' dated February 0 1, 2010 
August 19, 1998 

(i) USUHS Instruction 6401, " Biological 
(c) DoD Instruction 6055.05, Safety Manual," dated 

"Occupational and Environrnental September 5, 2006 
Health," dated November 11 , 2008 

(j) USUHS Instruction 6402, "Compliance 
(d) DoD Manual 6055.5-M, .. Occupational with USUHS Radiation Safety Guide," 

Health Surveillance Manual," dated <lated February 9, 2007 
September L 6, 2008 

(k) Title 29, United States Code, Sections 
(c) DoD Directjve 1000.3, "Safety and 65 1-678, "Occupational Safety an<l 

Occupational Health Policy for the Health," dated April L6, 2006 
Department of Defense;' dated 
March 29, 1979 (I) USUHS Instruction 6402-M, 

''Radiation Safety Guide," dated 
(±) Federal Personnel Manual C hapter May 01, 2009 

810,"lnjury Compensation," dated 
April 12, 2005 
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Enclosure 2 

DEF[NlTIONS 

1. Traumatic lnju1y - A wound or other 
condition of the body caused by exLernal 
force, including physical stress and/or strain, 
which musl be identified by the time and 
place of occurrence, member or runcLion of 
body affected, and be caused by a specific 
event or incident within a single day or 
workshift. 

2. Occupalional Disease/Illness - A bealtb 
condition produced by an inleclion; 
continued or repeated physical stress or 

strain; exposure to toxins, radiation, poisons, 
fumes, etc.; or repeated exposme to work 
environment conditions over a long period 
of lirne. 

3. Non Work-Related Emergency - J\n event 
which occurs suddenly while on USUHS 
duty that can lead to loss of life or 
significant impairment or no1111al 
physiologic function (i.e. , stroke, hearl 
attack, or seizure). 

USU HS Instruction 6002, 2/201 J 



Enclosure 3 

GUIDELINES FOR WORK-RELATED INJURIES OR ILLNESSES 

A. Routing Procedmcs for Responding to 
Work-Related Illnesses. See Allachmenr 1. 

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

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

a. Notify l1is/her supervisor. 
b. Have his/her supervisor prepare m1 

OPNA V 5100/9, sec Attachment 2, if he/she 
is going to be seen in lhe Emergency 
Department at the WRNMMC fo r treatment. 
Military en1ployees may choose to report Lo 
the University Heallh Clinic (UHC). 
Guidelines for employees of the Henry M. 
Jackson Foundation fo r tbe Advancement or 
Military Medicine (HJF) who work at the 
USUHS are outlined in this Enclosure J. 
Authorization, documentation, and reporting 
requirements for supervisors of HJ F 
employees arc determined by H.TF. 

( 1) Civilian employees may elect to 
repo1t to a medical facility other than 
NNMC fo r evaluation and treatment. If a 
medical fac ility other than NNMC is 
utilized, the employee wi ll inlorrn the 
health-care provider that the injury or illness 
is work related and request that a copy of the 
physician's report be forwarded lo the 
Civilian Human Resources (CHR) 
Directorate a l the USUHS. 

(2) HJF civil ian employees must 
report lo Suburbau Hospital l'<>r 
non-emergency work-related injuries o r 
illnesses. NOTE: A list of all 
Compensation Act (CJ\) Forms is provided 
in Attachment 3. 

c. For USUHS civilian en1ployccs, the 
supervisor can obtain the necessary fo rms 
and guidance from CHR. 

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

e. For USU HS civilian employees, the 
supervisor wil l notify CHR of aJ I sustained 
injuries and forward all CA forms as soon as 
completed to that office. 

f. For USUHS civilian employees, the 
supervisor will notif-y CHR immed iate ly 
upon the return of the injUJed employee to 
work. The supervisor will submit for the 
USU HS civi lian employees the appropriate 
CA Form (Form CJ\-1, see Attachment ../ or 
Form CA-2, see Attachment 5) to CIIR 
within two working days. 
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Enclosure 3 

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

a. Be notified during Routine Duty 
Hours (0730-1600) that an emergency exists. 

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

c. Notify EHS upon learning of a 
work-related injury or illness to any military 
or civilian employee. 

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

conditions (areas and equipment), and 
ensure that all employees understand their 
responsibilities for accident prevention and 
the procedures to follow in reporting 
accidents immediately upon occurrence. 

b. Prepare an OPNAV 5100/9 for all 
USUHS civilian and military employees to 
accompany the patient if he/she is going for 
treatment to the WR.NMMC Emergency 
Department. Dispensary Permits are 
available from EHS. 

c. Prepare a forn1 for USUHS civilian 
employees. Immediately authorize 
examination and appropriate medical 
treatment. 

d. Have USUHS civilian employees 
complete items 1 through 16 ofFonn CA- I 
or items l through 21 of Form CA-2, as 
appropriate. Have any witness complete 
items 17 though 20 of Form CA- 1. The 
supervisor will complete items 21 through 
47 and the Receipt of Notice ofTnjury of 
Fo1m CA-I or items 22 through 50 and the 
Receipt of Notice of Disease oflllness of 
Form CA-2. The employee mnst forward 
Form CA-1 to the CHR within two working 
days. 

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

f. Cornplete USUHS Form 6012, see 
Attachment 6, and forward to EHS within 
two working days. Copies of this fonn may 
be obtained from EHS. 

3. Employees shall: 
a. Observe all safety instructions, 

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

b. Report for medical treatment as 
prescribed by established procedw-es or as 
directed by their supervisors. 

c. Report to their supervisors immediately 
upon sustaining a traumatic, disabling injury in 
the performance of duty before obtaining 
medical care, except in a life-threatening 
emergency. USUHS civi lian employees wiU 
file written notice on Fom1 CA-1 within two 
working days following the injury; or in the 
case of an occupational disease, file Form CA-2. 
A compensation claim for disability must be 
made within 30 days after sustaining the 
disease/injury in the performance of duty (forms 
will not be completed for military personnel). 
For additional time specified by the 
compensation law, contact CHR. Exception: 
HJF employees must comply with 
time-reporting requirements as stated in HJF 
Regulations. 

4. Civilian Human Resow-ccs shall: 
a. Notify EHS upon learning of an 

injury to any civilian employee. 
b. Inform USU HS civilian employees 

ofreporting procedures required in 
administering Title 5, United States Code, 
Section 8101 11 and furnish employees with 
the necessary forms for reporting an injury. 

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

USUHS Instruction 6002, 2/2011 2 



<l. Inform USUHS civilian 
employees of their right to elect continuation 
of regular pay or to use annual or sick leave, 
i r the injury is disabling, by co111pleting 
Form CA- l within 30 calendar days of lhe 
date of injury. 

e. Inform USUHS civilian 
employees whether continuation of pay wil l 
be disputed, and i r so, whether it wi ll be 
terminated, and tbe basis of this action. 

Attachments: 
1. Routing Procedure for Work-Related 

Jllnesses 
2. OPNAV 5100/9 
3. List of Compensation Act (CA) Forms 
4. Form CA-I 
5. Form CA-2 
6. USUHS Form 60 12 

Enclosure 3 

5. Environmental Health and 
Occupation Safety shall: 

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

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

c. Make recommendations if needed, 
for correcting the cause lead.ing to any injury 
or illness. 
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Enclosure 3 
Attachment 1 

�1.__Go -to_NNM_C___. 

Go to NNMC 

Go to 
Suburban 
Hospital 

Routing Procedure for Work -

See 
Supel:Visor 

See 
Supervisor 

Go to 
Suburban 
Hospital 

Related Illnesses 

Go to 
Student 

Health or 
NNMC 

Go to 
Occupational 
Medicine .or 

Civilian 
Facility 

See 
Supervisor 



Enclosure 3 
Attachment 2 

Dispensary Permit 

PRNACY ACT STATEMENT BELOW 

TO DtSP!NSAAV ILocadont 
~ ~ 

SUPERVISOR'S RIPORT 

iiMPLQV&li'S NAMI TIME • 0ATI OP INJURY 

SQCW. SECURITY I OMOE. RATE. JCI T1TLI 
NO. 

DAll 0, IVOIIT 

TIMI LIFT JOI 'l'lMi RS'TUANID I 
OCCUPATIONAL 
CJYO ONO C 0IJIST10NiU1.I 

REASON FOR Jlll!Rftft.11. 
C INJUl'Y CIUNUI C IMll'\.OV&'I ftlQUlST CJOl'HO ISp~ 

R£MAAK.S 

SUPiRVlSOR'S SIGNA'nJR& 

MEDICAL OFFICER'S RIIPOJIT 

oceuia•nONAL 
c vn O ~o C QUESTION,ULI 

OISl'OSmON 011 l!MII\.OV& 
t:I RETVRN TO PEAM. JOI 
� ~STRICT ACTM1Y UNltL 

IHO,/Ollfl!CI T!U!ll'HONI NUMREI I 
TIMI REPORTiD I Tl.Ml RILV.SID 

. 0fGfli!E OF INJURY 
CJ f.lAST AID C ME01CAL TREA~HT C 0fflliA ~lnl 

� 'l'IMfl. TRANIFU TO ANOTH!fl JOI C l!JIMINATION OF EMPLOYMENT 
C PERM. TRANSfl!I T0 ANO™ER J08 CSENT HOM! 9V DISl't!NSAIIY 

0 R£FiP!IIIED TO PRIVATI PHYSICIANMOSPn'AL 00THD lbpqlnl 

R'M~KSIOIAGNOSIS 

' 
MEDICAL OFFICER'S SICNA TUAI INl'IW.. T1'EAJMENT 0ITl!flMll\iATION 

C OISCHAAGED. 'TIIIAlt\ll!NT COMPI.ETiO C Jll&•Tftli'l'M!l'(r Al:QUUOU) 

~ 1!1,1~ <II!•" U),IIV SIN 0107--l.F015-8300 

PRIVACY ACT STATEMENT 

Authority: SECNAVINST 5100.101: and OPNAVINST .5100.23C 

Principal Purpose: To ensure prompt investigation of occupatlonql injuries. and to initiate 
any nac·essary immediate corrective action. 

Routine Un: Routinely used by the activitv Oceupaticnal Safety and Health Office 
to perform offic;ial duties in the investigation of misha,::,s which may have caused occupational 
Injury or illness. 

Dlscfosure: Voluntary. Treatment wlll be provided without regard to employee's 
willingness to divulge all or part of the requested information. 

http:l!MII\.OV
http:Jlll!Rftft.11


Enclosure 3 
Attachment 3 

COHPENSA'u.ON ACT (CA.) FORMS *** 

FORM TITLE WHEN COMPLETED COMPLETED BY 

CA-1 
Front 

CA-1 
Back 

CA-2 
Front 

CA-2 
Back 

CA-4 

CA-5 

CA-6 

Federal Employee's Notice of 
Tra.u11atic Injury and Clai� fo.r 
Continuation of Pay/COapenaation. 

Federal Employee's Notice of 
Traumatic Injury and Clai� for 
continuation of Pay/Compensation. 

Federal Employee's Notice ot 
occupational Disease and Clalm 
for coapenaatlon. 

Federal Employee·•·s Notice of 
occupational Disease and Clai11 
for co� pensation. 

Report of Ter111inatlonn of Dis
ability and/or Payment. 

Claim for Coupensation on 
Account of occupational 
Disease. 

Claim for Compensation by Widmi1f 
Widower and/or Children. 

Official supe~visoris Report 
of Employee•s Death. 

Within 2 days after an 
injury, or as soon as 
possible, but not later 
t:han lO days. 

Upon receiving CA-1 Fon 
which has been co� pleted 
by the injured eaployee. 

Within lO •days after 
employee has sustained 
an ,occupationnal disease. 

Upon re<::elving notifica
tion from employee. 

I•mediately after e•
ployee returns to work 
or disability ceases. 

Acconpanied by a medical 
r-eport, showing continued 
disability beyond 10 days 
(may be filed any time 
after the date, pay stops). 

Form will be sent fro11 
OWCP to supervisor as 
soon as niotifi,cation of 
death is r-eceived. 

Promptly aftei death of 
employee and after noti
fying OWCP. 

bployee (or s011eone acting in 
ewpl·oyee•s behalf) complet,ea. 
1-16. Supervisor completes 
"Receipt ot Notice or Injury• 
and gives to employee. 

I-ediate supervisor. Forwarded 
to Personnel Office within 2 
working days following receipt of 
f ,ora fro� e� ployee. 

E� ployee (or ao� eone actin.g in 
eaployee•a behalf). supervisor 
completes "Receipt ot Notice of 
Injury• and returns to employee. 

Immed-fate supervisor forwards to 
Personnel Office within 10 
working days following receipt of 
ton fro� employee. 

1-ediate supervisor; 

E•ployee for eaployee position, 
superviso.r for appropriate items 
on attached .ca-20. 

'Dependents, or deceased ellliployee. 
Supervisor should assist with the 
preparation ,of forms. 

Supervisor. 



Attachment 3 

TITLE "X>HPLETEO COMPLETED e· 

CA-7 . 

CA-8 

CA-10 

CA-16 . 

CA-17 

CA-20 

Clai11 for conipensation on 
Account of Trau•atic' Injury. 

Clai� for Continuance of 
Collpensat:lo.n on Account of 
Disability. 

ffhat a Federal Employee 
Shollld do Nhen Injured on. 
the Job. ,· 

Request for Exa1dnatlon 
and/or Treatment. 

outy status Report. 

Attending Physiolan•a 
Report. 

••• ONE COPY ·oF EACH FORM IS 

Where disability continues, 
e11ployee and supervisor 
must ·coaplete tnd file not 
110re than 5 working days 
following 45-day period. 

To clal� additional periods 
of ti11e after CA-4 or CA-7 

.·is subaitted.. When te� po
rar:y total disability 
continuea, clai• is submitted 
every 2 vaeka until atharwlaa 
notified by OWCP. 

Personnel Office distributes 
f ,or poa~ing on bulletin 
boards. 

I1111ediatety after being 
notified ot an employee 
injury. 

At intervals as often as 
required by the agency. 

Use when narrative •edlcal 
report on CA-16 wae not 
sent to OWCP ln past 10 
ca lenda_r days. 

REQUIR.ED 

E•ployee and supervisor and 
accompanied by a 11edical report 
showing continued disability 
beyond and. of 45-day period. 

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

Peraonnel Office. 

I�� edlate supervisor and forward 
with injured employee to a duly 
qualified. physician or hospital 
of the employee's choice. In 
e•ergencies, CA-16 will be 
sub•ltted 1-ediately thereafter-. 

Employee's phyaiciant who will 
fon,ard the original to the Per
sonnel O.ffice and a copy to the 
OWCP -dlstrlct offfce. 

Immediate supervisor (Items l-4 
and OWCP address on back of 
form). Attending physician com
pletes and forwards original 
directly to 0WCP and forwards a 
copy to the Personnel Office. 

http:REQUIR.ED


Encl~surute ~ 
Atbu:lunf:fil!t 4l 

OWCP Agency Code 17, Agency narrm Afld addr~s& of reporting o Ice Include city, 11ia1e. an ZIP COCl1;1) 

OSHA SIie COde 

ZIP COde 

18. Employee'& dvlY 111ation (Stteet ac:tdro,;c and ZIP code) 

20. Regular 19. Regular D a.m. D e.m. work work 
&C:hedule � Sun. D Mon. O _Tuog_ � Wed. QThurs. D Fri. Osat. hours From: D p.m. To: D p.m. 

Day Mo, Dey Yr, Mo. Day Yr. 21 . Dilt8 MO. Yr. 122. Dalo 123. Di\li• a.m. notlco $topped � of � I I I Injury I I I I received I I I I work 1 Time; p,m. 

25. Dato Yr. Mo. Day Yr. 2-4. Dato Mo. Day Yr. Mo, Day rs- Date a.m, returned pay � -45 d1 
,perlo began 1 I I I to work 1 I I I Time: p.m, atoppod 1 I I I � 

~1. W8$ employoo Injured In performMCS of cluty? D Ye& Q No (It "NO; - oxplaln) 

28. Was Injury causad by employee'& wlilful misconduct, into)(ication, or intent 10 Injure r;elf or another? � Ye& (If "Yes; explain) � ~o 

30. Namo and addt86$ oi third party (Include city, stale, and ZIP coC!11) 
by third party? 

29. Was injury cauood 

� Ye, � No 
(If "No,• 
0010 
Item 31 .) 

-31. NlllTle and ad dross of physician first providing medical core (include city, stmo, ZIP code} 32. First dato Mo. Day vr. medical caro 
rocolvod I I I I 

33. Do medical 
•r QYes [JNo reports show 

. employee Is 
dlsablod tor work? 

·' 3'4. ~s your knowledgo ol tha tacts about this lnJ1iry agree with statomonts of tha employee encl/or wnno,;s? � Ye~ � No (II "No," explain) 

35. if the employing agency conlrovortc contlnuotlon of pay, sute the reason in d818.il. 36. Pay rate 
when employee 
stopped worl< 
$ Per 

slgnatuN of &uparvlaor •nd FIiing 1natruct1ont 

37. A 5J.Jparvlsor wh<? knowingly certifies to any !al.58 statement! mlsropresentaiion, concealment or fact, vtc., In respect ol thl& claim 
ll'lflY also bo cubiect to appropriate felony cnm1na! pr0$8CUt on. 

I certify that the information given above and lhnt furnished by tho employee on the reveri;e of this form Is true 10 the best of my 
knowledge with the following exception: 

Neme of &Upervlsor (Type or print) 

Signature of suporvlsor 

Suporvl&0r'1 'Title Office phone 

38. Filing int1ru0tions �� No lost timo and no medical oxpenee: Placo this form in emp1oyee'5 medical folder (SF-66·0) �-- No lost time. medical 8!Cp&nse Incurred or expoctod; forward thi& form to OWCP 
!..o$t limo covered by leave, LWOP, or COP: forward this form 10 OWCP 

0 Fif$1 Aid Injury 

Form CA. 1 
Flov. Seilt. 1993 



Enclos ~ 

Attach.meni 4 

Tho FECA, which Is admlnisiored by the otnee of Work rs' 
Compenaa,tion Program, (OWCP), provides the following 
benetlta for jo1HelaIed m1umeIlc ln]IJl'las; 

(1) Continuation of pay ror dlsnblllty resulting from traumatic, 
job-relatod injury, not to axc:eoel '45 calendar day,. (To bo 
allglble ror continuation Of Pil.Y, the employet, or aomeono 
acting on lli&/her behalf, must file FOtm CA-1 within 30 days 
following th$ Injury; how11v(II', 10 avoid ponlble lntem,iption of 
pay, th$ lorm i.hould be nled within 2 WOfking day&. If the 
rorm Is not filed within 30 day,, compenutlon ITlllY be 
wbslltuted for continuation or pay.) 

(2) Payment of compenution lor wage lou after the ,45 day,, If 
disatlillly exl811d6 b yond IYCh period. 

(3) Payment of CQmpensatlon for pel'manent impairment of 
oortaln organs, members, or functions of the body (~ch as 
loss or lo!ii$ of uge of an atm or kldnoy, Ion or vision, etc.), 
or for 110rious disfigurement of the head, taeii, or neck. 

(-') Voc.11Iional rehabil itation and related ~rvic:as where 
nec:o,~. 

(5) Full modical earfl !tom either federal medlcsl officer& and 
hospitals, or prlvaIe hospi@I& or physlcla.n.s, of the 
employee's choice. G~nerlllly, 25 mllos from the place of 
Injury, placo of omployment, or employee's home I& a 
re so~bls dlstanoo to tre.vel tor medical care: hOwover, other 
pertinent lacts must also blJ considered In making selection 
or phy11,icien1; or medic.I lacilitiet.. · 

At the time an employee gtops work following a traum tic, 
jotHel&ltd lnj1.1ry, he or sl'l6 may request continuation or pay or 
use sick or annual IHve credited to hi• or her record. Whoro the 
employing agency continues, tho employee's pay, tho pay must 

not be Interrupted until: 

(1) Th8 employing agency rocelvos medlc:AI information lrom 
the euondlng physician 10 the effect that di,ability 
has torminatod; 

(2) The ONCP advl,as that p11y should be terminated; or 

(3) The expiration of 45 calendar doys lollowing initie.l work 

,toppage. 

If disabilhy exceeds, or It is !ll\ticipatod that it will exceed. 45 
days, 11nct tho omployoo wlshos to claim compensation, Form 
CA-7, with supporting medical ov!dencv, must bo Olod with 
OWCP. To avoid Interruption cl Income, the rorrn should 
be filed on the 40lh day of tho COP period. form CA-3 Shilli 
be submitted to OWCP when the employoo returns to work, 
dlsabililY caasos, or the 45 days period expires.. 

For addllionel information, review tho regulations govomlng 
the administration of the FECA (Code of Federal Regulations, 
Tith~ 20, Chaptor 1) or Cheptor 810 of the Office of Personnel 
Man11gen'18nl"s Foderel Personnel Manual . 

I Prlvaey Aet 

In accordene& with tho Privacy Act of 1974 (Public Law No. 93-579, 5 U.S.C. 66:i!a) 11nd the Computer Metchlng and Privacy Protoctlon Act of 
1988 (Public Law No. 100-503), yo1.111re hereby notifl d that: (1) The Federal Employ1;1aa' Componsation Act, as 11monded (5 U.S.C. 8101, et 
~q.) Is admlniciorod by the Otflc1;1 of Workers' componu.tlon Program& Of tho U.S. Department ol Labor. In accordance wllh this rosponsibllity, 
the Ofncll receives and maintain, personal Information on clalm11Tlt5 and their lmmodlato families. (2) The lnlormation will bo usad to determine 
1Jllglbili1Y ror and ine amount of biJneflt1 pay11tiU1 under tho Act. (3) The lnrormatlon collected by this lorm end other inlormaIion colloctad In 
relation to your compent.atlon claim may be v4;1rifiad through computer matchos. (-4) Tho information may be given 10 Fedora!, suue, and local 
agencies !or law enforcemont and lor other lawful purposos in accordance with routine uses publlshod by the Depll.ftment or Labor In thu 
Fedora! Regi&1er. (~) Failure to furnish all requested informallon may delay the process, or result In an unfavorable decision or a reduced level 
or bonoflls. (Disclosure or a social socu-ity number (SSN) is voluntary; the f11i luri1 10 disclose such number will not result in the denial of any 
right, bonefit or privllogo to which an individual may be entitled. Your SSN may be used to tequost lnlormatlon aboul you lrom employors and 
others who !(now you, but only as allowed by law or Pro1ldential dir6ctlve. The information collected by using your SSN may bo u&&d fot 
studies, statl,lics, and computer matching 10 tienafit and payment f!les.) 

I Receipt of Notice of Injury 

This acknowledges roC6Ipt of Notice of Injury wsiainod by 
(Name ol injured employee} 

Which occurred on (Mo .• oay, Yr.) 

Al (Location) 

Signature or Ofrlcial SupQrior Title Date (Mo., Day, Yr.) 

Form CA•t 
Rev. Sopi, 1993 



Enclosure 3 
Atbchment 4 

Instructions for Completing Form CA· 1 
complet1;1 ~II hem• on your IOCllon of the form. II arld!llooal 'Pace I& required to expl3ln or clarify any point, attach & supplemontRI 
statement to lhe romi. Some or the ltam• on ttici ronn which may tequire funher clarlncation are expl lned below. 

Emplo)'•• ,_. (Cw perSOf'I ectlng on the employeH' bohall) 

13) c auH of Injury 
~.t;tlbe In detall how and wtiy the Injury occurred. Glvo 
appropriate d&tftill (e.g.: If you fell, how tar did you !al! and in 
what p01;1lion did you land?) 

14) N1tur. of lnJury 

G~ a complete description of the condlllon(s) resulting from 
your Injury. Specify 1h11 right or 11ft 1IM lt lll)pliceble (e.g., 
lraetured leh IOg: cut on right index llnQGr). 

16) EIKtlon ()f COP/l.lloav• 
If you 111e dl~bt~d for work a, • result of this Injury and file 
c,..1 within thirty day, ol tht! Injury, you Me entilled tl'.I r&C:SiVii 
(Xll'Ilinualion of pay (COP} from yo11r employing a119ncy. COP Is 

,1,.t toe limo the lorm Is r11celved, complete the receipt of notice or 
Injury end give It to the employeo. In ddltlon to complollnc, 
11&ms 17 thtough 38, the superviSQr la responslblt! for oblalning 
tne witness Glatoment In Item 16 and for lllling In the proper codes 
In shodod bOXH , b, llfltl ¢ on the rront or the form. 11 medical 
axpenao or lost time la Incurred or expeeted, the comple1ed lotm 
!lh:>uid ~ sent to OWCP within 10 wmklng days alter It Is recolvod. 

The supervisor allouli;i also submit any other lnformelion or 
evidence pertinent to the merill of this clalm. 

If th& employing agenoy controvert, COP, 1he emplQyee Gl'lOuld 
~ notlli~d a nd the roa&On for controvorslon e::;;::cli'>ad to him or 
t,,,.,. 

17) Agency name and addt••• Of ,-pc;,rtlng ottlc1 

Tho name and 11ddre11 of the office to which corresponden~ 
from r:YNCP ehould be Mnt (If 1ppllcable, the address Of th& 
por!IOIVlEII or compenaatlon office). 

18) Duty •t•tlOl'I •tr••t addnll� t and :zip ood• 

The addton and zip cx,de of the ntabllchmont where tne 
employee actually worka, 

29) Wu lnJ11ry oaua•d l>y third party? 

A third party I• an !ndl-Jldual or orgenlJ:allon (other than the 
Injured employee or the Federfll oovemm11nt) who 1, llablo for 
the Injury. For Instance, the driver of a vehlc!e causing an 
accident In which n employoe 1, injured, the owner of a 
bulll'linO wnete unaafe cx,ndlllons cau&e an employee to fall, and 
a. rnonutactuNOr whose o,lec,lve product cau&e, ,m employoo•, 
Injury, oould all be con,lder1;10 third panle, to the injury. 

31) N1un• and addrn, ·Of phya!cl n first providing 
msdlc11I cal'\9 · 

The nerne and addreH ot the phyaiclen who first provid$d 
rnaol0111 ¢llrt1 for this lnjUfy. 11 lnlilal c,ra wac given by a n:.ir~ 
or otner, heal_th profeulonal (not a p~y•lclen) In t~ 9mploy1ng 
agency s health unit or clinic:, lndlcai. thia on I aeparato 1h&e1 
QI paper, 

!Employing Ag•ncy -Requl,..d Cod•• 

BQ;,c • (Oooupatlon Code), Bolt b (TyJHI Code), 
Box o (Souro. Coda), OSHA Sil• Cod• 

The Oecupallonal safety and Health Mrnlnl,tratlon (OSHA) 
requires all omploylng egenc1e, to complete 1heiie ltom1 when 
roportlng an Injury. The proper eodH l'l'Uly bo found In OSHA 
Booklet 2014, "Reeotdkeeplng and Raportlng Guld11llne11. 

paid for up to 45 celt!ndar days of disability , and ls not charged 
&Qtlnst sick or ,nnµal leave. You may elt!Ct sick or annual leave 
U you with, but compennllon from Cl'NCP l'i\lly not be claimed 
during the <45 days of COP entitlement. (You may not claim 
compel'l6alion to ropurc~aa leave used during ltlls period.) 
Al&O, II you chango your eteetion whnin one yur, the agoncy 
1, obliOQCl to convort paet perioel& or leave to COP, whicn qualify. 

Your 1111ency may controvilrt (dispute) your ontlilement to COP, 
bu1 must continue pay unlesa the controversion Is b1'18ad on one 
of tho nine n,asons listod In tna ln&truction& for ltom 35. 

II you n,ceive COP, but ONCP II.tor determines tt,at you are not 
entltled to COP, you may llt-oer change COP to sick or annual 
leave°' pey the ,mp toying agency back for tho COP received, 

= 32) Fl.,_t date medloal oar• Hcehred 
The date of tho first visit to the phy11icliin listed In It m 31. 

35) Do•.w th• •mploylng ag•ncy oontrov•rt 
_ oon.lm.1atlon of pay? 

COP may bl! controverted (disputed) tor &ny roa&On; how1>ver, 

-. tho ompioylng gency m y refun to pay COP only II the 
controvorslon Is b sod upon one of the nlno reason& given 
below: . 

a) Tile dlsablllty rosul1s from an occupational dlsoase or lllnost; 

b) The employee Is e volunlt!er working without poy or for 
nomlnal poy, or• mombor of 1h11 office ,1o.tf of a formor 
PrHldent; 

c) Tho tomployoo lg n lther II clllzen or a r sldent of the United 
Statec or Canada; 

d) The Injury occurred off tne ernploylng agancy's premls sand 
the employ&& waa not Involved In official "off prom1ae• dullu; 

e) Th9 Injury WH proximately caused by the emplo~•H'I wlllful 
ml,conduct, Intent to bring about Injury or death to sell or 
MOther perton, or lntoxlc1tlon; 

f) The Injury wa, not reported on Form CA·l within 30 dBY!i 
following the injury; 

g) Work stoppage lir&t occurred 90 days or more following 
the Injury; 

h) The employee Initially reported tho Injury after hla or h!!r 
employmeru Wa& terminllted; or 

I) The 1tmployue le onrol!11d In tha Civil Alt Patrol, Peace Corp&, 
Voulh Coneervatlon Corps, Work Study Programs, or other 
1lml!er group5, 

OWCP Ag•ncy Codrt 

Thie 1, ": four-digit (or lour digit plus two lener) coc111 usod by 
OWCP 10 Identify the omploylng agoney, The proper coelQ may 
bo obtained from your psr.onnel or c:omp1naat1on office or by 
conuictlng <:mCP. ' 

·u.e.OP0:1 ull6-4Q+1131303<11 Form a.., 
Rev. Sept. 1993 

7 



Endos · · 3 
Attachment 5 

Notice of Occupatlonal Disease U.S. Department of Labor 
and Clalm for Compensation ~ploymanl Standards Administration 

Qrfice of Workers' Compensation Programs • 
Employee: Please complete all boxes 1 - 18 .below. Do not complete shaded areas. . 
Employing Agency (Supervisor or Compensation Speciallst): Complete shaded boxes a, b, and c. 

11t~~J&V;~~;.lf.'Jf'rr:r::ir~t%<•.~•Xtn:-\~:Kt.~~i;:.:.r•:~:'..f.Jf~1.~dt:ftt:{!~~:Jf.f;f1\\~:.f :Jtff-f~~;J/. ~-~:: ..... ,r ~ZE7.R:,g:.r.·;.,:arr~»t ~~<W<··wwl~~:,;JJ1f+*·:~~:~5rit<·'·.n\t?!::il~= 
T. Namo or employoe (Last, First, Middle) - · 2. social Security Number 

3. Date or birth Mo. Day Yr. 4.Sex 5, Homa telepMM a. Gr.11de a~ of date 
of last exposure Level Step 

10. Looet.ion (address) whore you workod Whon dlseaso or Illness occurred (Include City, s1a1e, and tip code) 11. Date you nr.st became 
&ware Of disease 
or Illness 
Mo. Oay Vr, 

1~. Dale you rlrst realized 
the dl68ase or lllnoas Mo. Day Yr. 

13. Explain the ralatlonshlp to your omployment, and why you came to this realization 

was caused or f.\Q\;lravated 
by your employment 

u. Natura or disease or i!lnes& 

•:•8~•'· 

i S. if this notice and claim was not fllid with the omploylng ogoncy within 30 days litter date shown above In !tom # 1 +?, explain the reason for the dela~ 

16. If th8 sratomoni requested In it11rn 1 of the attached fnstruotione I$ not submlnad wilh thi~ form, explain reason ror delay. 

17, If the medical rapons requested In !tom 2 of altachod Instructions aro not submitted with thls~iorm, oxplaln reason lor delay. 

18. I certify, \Jnder penalty of law, that the disease or Illness described abovo was tho result of my employment with tho Unltod States 
Government, and that It was not caused by my wttlfvl misconduct, intent to inj1,Jre my~11lf or another person, nor by my Intoxication. 
I hereby claim modlcal treatmant. Ir needed; and other benefits provided bY the Federal Employees Compensation Act. 

Signature of employee or person acting on his/her behalf - - --------------~------"0"'·"'1e.__ _ _ _ ___ _ 

Havl;) yovr supervisor cornpleh, ihe receipt attached to this form and return II to you for your rocords. 

( ) I 
1. Emp!oy.ee's l"IOmo mailing address (Include city, slate, and zip code) 

Zip Code 

~~~~!.fu:fiMt.>. ~~fill1i~'i(nMlmfai@@m~§.Uitt@~k1X@liX~lfo@tfaM@MfMW@ikW:;~m~:;7,g;y;;rftTu· 
9. Limployee s occupation 

6. Dependents 

D wua, Husband 
D Childr0n under 1a years 

Other 

Any person who knowingly makes any lalse statement. mlsrepresontallon, concealment oi fact, or ony other act of fraud 10 obtain 
compensation as _provided by the FECA or who knowin111y accepti compensation to which thai person Is not o·nlltiod, I!! 1>1Jbjec1 10 folony 
crlmlna! prosecullon and rnay, under appropriate provls1one, be p\Jnished by a fine or Imprisonment, or both. · 

c,...i 
(3/86) 

mailto:fill1i~'i(nMlmfai@@m~�.Uitt@~k1X@liX~lfo@tfaM@MfMW@ikW:;~m~:;7,g;y;;rftTu


Enclosure J 
Attachment 5 

OSHA Si111 Code 

Zip Code 

Zip Code 20. Employee's cfu1y $talion (Street adoross and zip code) 

21 . Regular � a.m. 
22. Regular 

Oa.m. work work 
hours From: . Op.m. To: . O p.m. schedule Osun. � Mon. O Tues. � Wed. � Thurs. � Fri, � sat. . . 

23 . Name and address of physician llrst providing medical care (Include city, state; zip code) 2 4. First date 
medical 
care ro co lved 

26. Do medical ropons 
show omployoe Is 
disabled for work? 

26. Date employee Mo. D!IY Yr. 27. Dato ond I.lo. D y Yr. Da.m. first reported hour omployee 
condition to I I I l stopped work I I I I Time . Qp.m. 
supervisor 

. 
28. Date and Mo. Day Yr. 29. Dale anicf !oyoo was last Mo, Day Yr. 

a.m. exposG to conditions hour employoe·s 
pay stopped • I I I T1 rne . O p.m . allogod to have caused ' ' ' I 

disease or illness . 

I.lo. Day Yr. 

I I I I 

Yos O No 

30. Date Mo. Dy Yr. 
returnod O a.m. 
to work Tlme Q p.m. 

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

32. Was Injury caused 
by third party? 

Yes � No 

33. Name and address of third party (Include city, stato, and zip codo) 

Ir "No.� 

goto 
ltoni 34 . 

~~lal:f~'f41.~~f.1~~ .P.~r.lr~9~<~--~mmR~i~if~Irii§.]i:~ffii!~ii~~W.fQg~k;~~~ij@M~~~~~~,j~~&.f,~jlf:~~?#t.t~f.1ff;*fill&fhi~fI~~J~~f.~[~~a§Iff4m~~fuf~t.~$~~~~fW:~::~t~)~~WJ.~ 
34. A supervisor who knowingly certifies to any false statement, misrepresentation, concealment or foct, otc., In respect to this claim 

may also be subject to appropriate felony criminal prosecution. 

I conlfy thal the Information given above and that furnished by tile employee on tho roverso of this form Is true to the best or my 
l\nowledg0 with the following exception: 

Name of Supervisor (Type or print) 

Signature ol SupofVisor Dato 

Supervisor's Title Office phone 

CA-2 

mailto:P.~r.lr~9~<~--~mmR~i~if~Irii�.]i:~ffii!~ii~~W.fQg~k;~~~ij@M~~~~~~,j~~&.f,~jlf:~~?#t.t~f.1ff;*fill&fhi~fI~~J~~f.~[~~a�Iff4m~~fuf~t.~$~~~~fW:~::~t~)~~WJ


Enclosure 3 
Attachment S 

The FECA, which Is administered by th~ Office of Workers' 
Compensation Programs (OWCP), provides the lollowlng 
general benefits tor employment.related occupational disease 
or llln,._, 

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

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

(3) Payment of compensallon 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, elc.), 
or for serious dlsligurement of the head, face, or neck. 

(4) Vocational rehabilitation and related services where 
necessary. 

The first three days In a non-pay status are waiting days, <i."1.~ 
no compensation ls paid tor these days unless the period of 
disability exceeds 14 calendar days, or the employee has 
suffered a permanent dlsablllty. Compensalion for total disa
bility ls generally paid at the rate of 2/3 of an employee's 
salary ii there are no dependents, or 3/4 of salary if lhete are 
one or more dependents. 

If an €lmployee Is In doubt about compensation benefits, the 
OWCP District Olflce servicing the ernploylng agency should 
be contacted. (Obtain the address from your employing 
agency.) 

For additional Information, review the regulallons 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 nccordanco with the Privacy Act of 197� (Public Law No. 
93-670, 5 U.S.C. 552a), you are hereby notified that; 

(1) The Federal Employees' Compensation Act, as amended 
(5 u.s.c. 8101, et seq.) Is administered by the Office of 
Workers' Compensation Programs of the U.S. Department of 
Labor. In accordance with this responsibility, the office 
receives and maintains personal Information on 
claimants and their Immediato famltles-

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

(3) The Information may be used by other agencies or persons 
In matters relating directly or Indi rectly lo the matter al tho 
claim, so long as such agencies or persons have received the 
consent of the Individual claimant, or complied with the 
provisions of 20 CFR 1 o. 

(4) Failure to furnish all requested Information may delay the 
process, or result in an unfavorable decision or a reduced 
level ol benefits (dl~closure of a social security number Is 
voluntary; the failure to disclose such number will not result 
ln the denial of any right, benelll or privilege 10 which an 
Individual may be entitled) • . 

I was nm notlflod abou1 this condition on (Mo., Day, vr.) 

Al (Location) 

Slgnaturo of ornclal Suportor TIiie Dalij (Mo., Day; Yr.) 

This recolpt should be retained by the employee as a record that notice wa:. flied. 

CA,2 
• u. !, COYCRH'11CHT P~ I NTIN~ orr1tc ,19se. ,n,_377 ,snno (RIW. 3/86) 
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Enclosure. 3 
Attachment 5 

in-~tructlons for Cornpletln9 Form CA-2 . 
~ . , son our secifon of the form, If additional space Is required to e)(plaln or clarify any point, a~tach a supplemental 
C.,omple.e sll ~~:iorm. j., addition to the lr\formatlon requested on the form, both \he employee and the supervisor ~re required to 
statement \~tional evlde(ice as described below. 11 this evidence Is not submitted along with the form, the responsible party should 
subr/t ~~~ reason to,r the delay and state when the additional evidence wlll be Submitted. . _ .. . .. 

,)(~-~- ", o¥ -:er •;.tit/ -~}\iQ . r ~ ._ .. · ,. ·· ,uJtlt .. aio:·::.~}t1~ ;:, ,~, .. Ya*M1ti:@%l'ftz-\m.l"-- ·i-1-i::::~:-·-i.;: \t>::::<,i,,~_i;w:tt.li · ~1';--:-il*f"$iWOO .. :;rn~~'il\lK¾:~1 ~~* 
.· . ·p,ale teems 1 through 18 and submit the form to the employee's supervisor along with tho statement and medical reports described 
{;;i~'w. Be sure to obtoln tho Receipt of Notice of Disease or Illness completed by the tho supervisor at the time the form is submitted. 

1) Employee's statement 2) Medical report 
In a separate narrative statement anached to the lorm, the a) Dates of examination or treatment. 
employee must submit the following lnlormatlon: , . . . 

a) A detailed history ol the disease or Illness from the date It b)H1story given to the phys1c1an by the employee. 
started, c) Detailed description of lho physician's llndlngs, 

b) Complete details ol the conditions ol employment which are d)Results of x-rays, laboratory tests, etc. 
bellovgd to be responsible for the disease or illness. ) 0 . . 1 · e Iagnos s. 

c) A description of speclllc exp0sures to substances or stress
f) Clinical course of treatment ful conditions causing the disease or Illness, Including loca

tions whmre exposure or stress occurred, as well as the g) Physician's opinion as to whether the disease or Illness 
number of hours per day end days per week of such was caused or aggravated by the employment; along with 
exposure or stress. en explanallon of the basis for this opinion. (Medical 

reports that do not explain the basis for the physician's d) Identification ol the part of the body affected. (II disability Is 
opinion are given very little weight In adjudicating the due to a heart condition, give complete details of all 
claim.) activities for one week prior to the attack with particular 

attention to the final 2.4 hours of such period.) 
3) Wage toss 

0 ) A statement as to whether the employee ever sulheired a If you have las\ wages or used leave lor this Illness, Form similar condition. If 60, provide full details of onset, history, CA-7 should also be submitted. and medical care received, along with names and addres
ses of physicians rendering treatment 

At the lime tho form Is received, complete tho Receipt of Notice of Disease or Illness and give it to tho omployeo. In addition to completing 
Items 18 through 34, the supervisor Is responsible for lllllng in the proper codes In shaded boxes a, b, and con the front of the forrn. II 
medical expense or lost time ls incurred or expected, the completed form must bo sent to OWCP within ten working days alter It Is 
received. In a separate, narrative statement aUached to the form, the supervisor must: 

a) Describe in detail the work performed by the employee. Identify c) Attach a record of the employee's absence from work c 0 11sed 
fumes, chemicals, or other Irritants or situations !he.I the employ. by any similar disease or Illness. Have lhe employee s:<,,:a the 
ee was exposed to which allegedly caused the condition. State reason for each absence. 
the nature, extent; and duration of lhe oxposure,lncludlng hours d)Attach statements from each co-worker who has first-hand 
per days and days per week, requested above. knowledge about the employee's condition and Us cause. (The 

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

ment requested above. 

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

~rr· "~EXi'ibr'··':'+'r' f#.\!e.~\i;f~iilli'Mit!i~'is.::ffi-W•i'itf :;"i@Mi'\fr V.mffi.i!··'u1@'Jiitfl,fo"'."<i5fu•''!~ . ta .~ f:<t~J,.i.\\:"",11 ... ,· ; . c.w~.;~ ·-·· .. -.~;~~ww 'o/-~ f w ~; t,,:,,e.m~ .. w-•- t;-◊~-ITT~\,,,91?§..~~-❖~«.®t«W:.;:;.::W;:;?P&?£:9::i¾ij:;:;W;!½,9.~ ... :v,.~~m ....... ,w,w (, ·,:.::• -~ ;.··~)~\.:, ... ~ '· .. ll~~@.~ffl ..... ,.v,·,·~·~•Xfto'•'M ''N ~ ~ ~;-~=:,-, ·:-· .. ~AA.z~.~{\ ~ :~. 1: 
14. Nature of the disease or Illness 23. Name and address of physician first providing 

Give a con: ploto ,description of the dlseas11 or Illness. Specify medlcal care · · 
tho left or right sId~ II appl_lcable (e.g., rash on lell leg; carpal The name and address of the physician who first provided 
tunnel syndrome, right wrist). mcdlcal caro for this Injury. If Initial care was given by a 

nurse or other health professional (not a physician) In the 
19. Agency name and address of reporting office employing agency's health unit or clinic, indicate this on a 

Tho name and address of the office to which correspondence separate sheet of paper. 
from OWCP should be sent (If applicable, the address of tho 24. First date medical care received 
personnel or compensation office). The date of the first visit to the physician listed In Item 23. 

32. Was the Injury caused by thlrd.Pafty? 
20. Employee's duty station, street address and zip A third party 1s an Individual or organization (other than the 

code Injured employee or the Federal government) who Is liable for 
The street address and zip code of the establishment where the disease. For Instance, manufacturer of a chemical to 
the employee actually works. w hich an employee was exposed might bo considered e 

third party If Improper Instructions were given by the manu-
racturer for use of the chemical. 

"~-nrlt . ·ne~;;, .. ,. ' . \J r.e· ~ v n ·· &~>"ii"~ ., ' tm,~,--;,-,.-~,' .. "Jim~ -·~u---'f."Z(<~~%i'>.~~ ., .. ·,· 0 ,,:,M ~ ,«,~-Wi~~·-~:i:r~,-, W:i'imff~ .. t' .... ~M1J w..~ .... ·, N•l,'Z.:• •·~~----· :...,..,.. ...... " ..... M , ~-;z-~m .. :"" ....... J ••• ..,~:::=- ·-~~~: .. ~iM~,,:.,., .... .. ~ -. ' ......... , W: ·: ..:,1 ;~ _ .ij .. ';%-:0:~ ... '.: ...,,r*~,~ • .... ~ .. ..._;w .. 
Box a (Occupation Code}, Box b (Type Code), Box OWCP Agency Code 
c (Source ~ode), OSHA Site Code . . This Is a four digit (or four digit plus two letter) code used by 
Tho ~cupahonal Safety and _Health Administration (OSHA) OWCP to Identify the employing agency. The proper code 
requires all _efr!ploylng agencies to complete these Items when may be obtained lrom your personnel or compensation office 
reporting an lnJury. The pr'?per codes may be foun~ In OSHA or by contacting OWCP. ' 
Booklet 2014, Record Keeping and Reporting Guidelines. 

CA-2 
(Rav, 3/86) 
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Fax report to : 301-285-332� Uniformed Services University of the Health Science::. 
1: ,•10s Center Within 5 working days of lnjury Accident and Mishap Report or illness 

(USUHS Inst 6002 , 1/00) 

Safety Office Report #: Phone Number: From Originating Ofiice (Department/Division): 

,Job Title/ Rank or Grade Duty Status: Accident ocation 1. Dale/time of Accident/Mist1ap 

Civillian: 
Years of Experience 

Military: at Present Jab: 

0 On Duty 
0 Non-Duty 

5. Date of Birth: 4. Sex: (olrcle) 2. Name of Injured (Last, First Middle) 3. Social Security# 
(MMOOYYYY) 

M F 

6. Description of tile Accident ancl Contributing vents: (w,e aadilional slwots if needed) 

7. Properly Damage: (If any) 

8. Witness(es) to the Accident Injury, or Mishap? 

9. Name of Immediate Supervisor? Was Supervisor notified? (olmle one) Yes or No 

10. Any Resulting Injury or Illness? 

11 . Were safegu-ards and/or personal protective equipment (PPE) provicled? Yes 0 No 

Were they used? 0 Yes � No 

12. Was medical assistance obtained? D Yes � No 

If "Yes", inclicate name of individual providing treatment and where medical assistance was obtained . 

Name and Signature of Individual Submitting Tt1is Report Date Submitted 

USUliS Form 8012 (EHS) (Rev 11/04) 



Enclosure 4 

GUIDELlNES FOR MED.ICAL EMERGENCIES AT THE USUHS 
DURING ROUTINE DUTY HOURS AND NON-REGULAR 

DUTY HOURS 

A. Purpose. 
These guidelines establish responsibility 

for the provision of emergency medical care 
on the USUIIS campus and provide specific 
information fo r obtaining emergency care 
for all USUHS employees, both civilian and 
military. 

B. Definition. 
A medical emergency is any event 

occurring to one or more indiviclllals that 
occurs suddenl y and can lead to loss of life 
or significant impairment of normal 
physiologic function. 

C. Background. 
The UIIC is the only facility on the 

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

D. Policy. 
A uniform and coordimtled approach to 

medical emergencies on the USUHS campus 
wiU provide an optimum level of care to the 
individual involved. 

E. Res onsibilities. 
The Emergency Department, WRNN MC 

shall be the ini tial provider and coordinator 
for emergency care on tbe USUI-:lS Campus 
during both routine duty hours and 
non-reguhu duty hours. 

F. Procedures. 
I. Ir an employee, either military or 

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

2. When cal ling the Emergency (777) 
System Dispatcher follow these easy steps: 

a. STAY CALM. 
b. Provide the dispatcher with the exact 

location of tbe emergency, including the 
building, floor, and room number. 

c. Give the dispatcher your narne and 
the telephone number where you can be 
reaclled. They may need to caU you back if 
the arnbulance crew has difficu lty locating 
the scene of the medical emergency. 

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

4. Call UHC during Routine Duty Hours 
(0730-1600) at telephone extension 
295-3630 to i11form them tbat an emergency 
exists and that an ambulance has been 
summoned to the USUIIS. 

USUHS Jnstruction 6002, 2/2011 
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