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ABSTRACT

This Instruction implements Federal guidelines for an Occupational Health and Safety
Program within the Uniformed Services University of the Health Sciences (USUHS), including
procedures for reporting injuries, illnesses, and medical emergencies experienced by USUHS
employees within the scope of their employment at the USULHIS. It gives the responsibility for the
establishment. implementation, and operation of the USUHS Occupational Health and Safety
Program to the Environmental Health and Occupational Safety (EHS) Department. This Program
includes physical examinations (as needed) and surveillance programs for various environmental
concerns. such as asbestos, hazardous chemicals, and radiation exposures.

A. Reissuance and Purpose.

This Instruction reissues USUHS
Instruction 6002" and implements DoD)
Instruction 6055.1°, DoD Instruction
6055.5°, DoD Manual 6055.5-M?, DoD
Directive 1000.3%, FPM Chapter 810",
Executive Order 114915, Title 5, USC,
Section 8101", USUHS Instruction 6401',
and USUHS Instruction 6402'. This
Instruction also assigns responsibilities for
implementing an Occupational Health and
Safety Program within the USUHS,

including procedures for reporting injuries,

illnesses, and medical emergencies
experienced by USUHS employees within
their scope of employment at the USUHS,

B. References. See Enclosure 1.

C. Applicability.
This Instruction applies to all USUHS
personnel.

D. Policy.

It is the USUHS policy that occupational
health and safety programs will be
established and maintained as an element of
the overall DoD Mishap Prevention Program
as prescribed in FPM Chapter 810" and the
Occupational Health Program prescribed in
DoD Instruction 6055.5° and DoD Manual
6055.5-M". The program will include
baseline and periodic physical examinations
of selected personnel in certain occupations.



Employees will receive prompt medical
attention and assistance in claiming just
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 will be
applicable:

1. OSH standards, including those
standards promulgated by the Occupational
Safety and Health Administration (OSHA)
pursuant to Title 29, United States Code,
Sections 651 —678", with minimal minor
adaptation to conform to USUHS
administrative practices. The USUHS may.
as an option, include more current editions
of national consensus standards referenced
in the OSHA standards.

2. Alternate criteria authorized for the
USUHS by DoD.

3. USUHS Instruction 6402-M',

4, USUHS Instruction 6053-M™,
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5. USUHS Instruction 6401 i; and

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

H. Pre-Employment and Periodie
Physical Examinations.

In order to monitor employees for potential
exposure to job-related hazards, baseline
and/or periodic physical examinations may be
required. Specifications and guidelines for
physical examinations are set forth in DoD
Manual 6055.5-M".

I. USUHS Workplace Surveys and
Inspections.

All workplaces and operations will be
inspected annually by EHS. High-hazard
areas will be inspected more frequently
based upon assessment of the exposure and
potential severity of injuries, occupational
illness, or damage to USUHS property. A
report of deficiencies and violations,
together with recommendations for
corrective actions, will be provided to
applicable activities. Copies will be
provided to others as deemed appropriate.
Follow-up inspections will be conducted to
ensure compliance with recommendations
for corrective action.

J. Work-Related Injuries, lllnesses and
Medical Emergencies. See Enclosure 3.




K. Medical Emergencies at the USUHS
During Routine Duty Hours and Non-

Regular Duty Hours.

See Enclosure 4.

oLl

Charles L. Rice, M.D.
President

Enclosures:

1. References

2.  Definitions

3.  Guidelines for Work-Related Injuries or Illnesses

4, Guidelines for Medical Emergencies at the USUHS During Routine Duty Hours and Non-
Regular Duty Hours
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(f)

REFERENCES

USUHS Instruction 6002, “USUHS
Occupational Safety and Health
Program, Including Work Related
Injuries or Illness,” dated

September 10, 1990 (hereby cancelled)

DoD Instruction 6055.1, “Department
of Defense Occupational Safety and
Health (OSH) Program.” dated
August 19, 1998

DoD Instruction 6055.035,
“Occupational and Environmental
Health.” dated November 11, 2008

Do Manual 6055.5-M, “Occupational
Health Surveillance Manual.” dated
September 16, 2008

DoD Directive 1000.3, “Safety and
Occupational Health Policy for the
Department of Defense.” dated
March 29, 1979

Federal Personnel Manual Chapter
810."Injury Compensation,” dated
April 12, 2005

USUHS Instruction 6002, 2/2011

(2)

(h)

(1)

6))

(D
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Executive Order 11491,
“Labor-Management Relations in
Federal Service,” dated

October 29, 1969

Title 5. United States Code, Section
8101, “Federal Employees'
Compensation Act,” dated

February 01, 2010

USUHS Instruction 6401, “Biological
Safety Manual,” dated
September 5, 2006

USUHS Instruction 6402, *Compliance
with USUHS Radiation Saftety Guide,”
dated February 9, 2007

Title 29, United States Code, Sections
651-678, “Occupational Safety and
Health,” dated April 16, 2006

USUHS Instruction 6402-M,
“Radiation Safety Guide,” dated
May 01. 2009



Enclosure 2

DEFINITIONS

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

2. Occupational Disease/lllness - A health
condition produced by an infection;
continued or repeated physical stress or
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strain; exposure to toxins, radiation, poisons,
fumes, etc.; or repeated exposure to work
environment conditions over a long period
of time.

3. Non Work-Related Emergency - An event
which occurs suddenly while on USUHS
duty that can lead to loss of life or
significant impairment of normal
physiologic function (i.e., stroke, heart
attack, or seizure).
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GUIDELINES FOR WORK-RELATED INJURIES OR ILLNESSES

A. Routing Procedures for Responding to
Work-Related [llnesses. See Artachment 1.

1. If 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. If a civilian or a military employee
sustains a work-related injury or illness
during his/her working hours, the employee
must immediately:

a. Notify his/her supervisor.

b. Have his/her supervisor prepare an
OPNAYV 5100/9, see Attachment 2, if he/she
is going to be seen in the Emergency
Department at the WRNMMC for treatment.
Military employees may choose to report to
the University Health Clinic (UHC).
Guidelines for employees of the Henry M.
Jackson Foundation for the Advancement of
Military Medicine (HJF) who work at the
USUHS are outlined in this Enclosure 3.
Authorization, documentation, and reporting
requirements for supervisors of HIF
employees are determined by HIF.

(1) Civilian employees may elect to
report to a medical facility other than
NNMC for evaluation and treatment. If a
medical facility other than NNMC is
utilized, the employee will inform the
health-care provider that the injury or illness
is work related and request that a copy of the
physician's report be forwarded to the
Civilian Human Resources (CHR)
Directorate at the USUHS.
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(2) HJF civilian employees must
report to Suburban Hospital for
non-emergency work-related injuries or
illnesses. NOTE: A list of all
Compensation Act (CA) Forms is provided
in Attachment 3.

c¢. For USUHS civilian employees, the
supervisor can obtain the necessary forms
and guidance tfrom CHR.

d. For USUHS 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 USUHS civilian employees, the
supervisor will notify CHR of all sustained
injuries and forward all CA forms as soon as
completed to that office.

f. For USUHS civilian employees, the
supervisor will notify CHR immediately
upon the return of the injured employee to
work. The supervisor will submit for the
USUHS civilian employees the appropriate
CA Form (Form CA-1, see Attachment 4 or
Form CA-2, see Attachment 5) to CHR
within two working days.




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.

¢. 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 OPNAYV 5100/9 for all
USUHS civilian and military employees to
accompany the patient if he/she is going for
treatment to the WRNMMC Emergency
Department. Dispensary Permits are
available from EHS.

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

d. Have USUHS civilian employees
complete items 1 through 16 of Form CA-1
or items 1 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 of Injury of
Form CA-1 or items 22 through 50 and the
Receipt of Notice of Disease of lllness of
Form CA-2. The employee must 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 HIF
employees and to obtain appropriate forms
for documenting the injury or illness.
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f. Complete USUHS Form 6012, see
Attachment 6, and forward to EHS within
two working days. Copies of this form 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 procedures or as
directed by their supervisors.

¢. 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 civilian employees will
file written notice on Form 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:
HIF employees must comply with
time-reporting requirements as stated in HJF
Regulations.

4, Civilian Human Resources shall:

a. Notify EHS upon learning of an
injury to any civilian employee.

b. Inform USUHS civilian employees
of reporting procedures required in
administering Title 5, United States Code,
Section 8101" 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.




d. Inform USUHS civilian
employees of their right to elect continuation
of regular pay or to use annual or sick leave,
if the injury is disabling, by completing
Form CA-1 within 30 calendar days of the
date of injury.

e. Inform USUHS civilian
employees whether continuation of pay will
be disputed, and if so, whether it will be
terminated, and the basis of this action.

Attachments:

1. Routing Procedure for Work-Related
IlInesses

2. OPNAV 5100/9

3. List of Compensation Act (CA) Forms

4. Form CA-1

5. Form CA-2

6. USUHS Form 6012
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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 unhealthful working
conditions.

¢. Make recommendations, if needed,
for correcting the cause leading to any injury
or illness.
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Routing Procedure for Work — Related Illnesses

Yes
USUHS Y "

Civilian?

No

Employee

See
Supervisor

Sea
Supervisor

Go to
Suburban
Hospital

Emergency?

Go to
Student
Health or
NNMC

Yes
Emergency?

Nil
Go to

Occupational
Medicine or
Civilian
Facility

Yas
Emergency?

See
Supervisor

Go to NNMC

Go to NNMC

Go to
Suburban
Hospital
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Dispensary Parmit

CASE NUMBER

PRIVACY ACT STATEMENT BELOW

SUPERVISOR'S REPORT TO DISPENSARY (Location)

DATE OF REPORT

EMPLOYEE'S NAME TIME & DATE OF INJURY TIME LEFT JOR TIME RETURNED

ﬁgC!AL SECURITY | GRADE. RATE. JOB TITLE

OCCUPATIONAL
Ovee QONO [JQUESTIONABLE ‘|

REASON FOR REFERRAL
J! OINJURY DI ILLNESS [ EMPLOYEE'S REQUEST [JOTHER (Speaify)

REMARKS
SUPERVISOR'S SIGNATURE SHOP/OFFCE TELEPHONE NUMBER

MEDICAL OFFICER’S REPORT | TMEREFORTED | TIME RELEASED

OCCUPATIONAL  DEGREE OF INJURY
O veEs ONO [JQUESTIONABLE O ARST AID [ MEDICAL TREATMENT [ OTHER (Explain)
DISPOSITION OF EMPLOYEE
C1 RETURN TO PERM. JOB [J TEMP. TRANSFER TO ANOTHER JOB [J TERMINATION OF EMPLOYMENT
r I RESTRICT ACTIVITY UNTIL ) PERM. TRANSFER TO ANOTHER JOB [ISENT HOME BY DISPENSARY
(] REFERRED TO PRIVATE PHYSICIAN/HOSPITAL QI OTHER (Explain)
AEMARKS/DIAGNOSIS )
MEDICAL OFFICER'S SIGNATURE INITIAL TREATMENT DETERMINATION =
3 DISCHARGED, TREATMENT COMPLETED  [J RE-TREATMENT REQUIRED
OPNAV 5100/ (Rev 10-82) S/N 0107-LF-015-8300

PRIVACY ACT STATEMENT
Authority: SECNAVINST 5100.10E and OPNAVINST 5100.23C

Principal Purposs: To ensure prompt investigation of occupational injuries, and to initiate
any necessary immaediate corrective action.

Routina Use: Routinely used by the activity Occupational Safety and Health Office

to perform official duties in the investigation of mishaps which may have caused occupational
injury or iliness.

Disclosura: Voluntary. Treatment will be provided without regard to employee’s
willingness to divulge all or part of the requested information.
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COMPENSA'L1ON ACT (CA) FORMS %#4#

FORM

TITLE

WHEN COMPLETED
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COMPLETED BY

CA-1
Front

CA-1
Back

CA-2
Front

CA-2

Back

CA-3

ChA-4

CA-5

CA-6

Federal Employee's Notice of
Traumatic Injury and Claim for
Continuation of Pay/Compensation.

Federal Employee's Notice of
Traumatic Injury and Claim for
Continuation of Pay/Compensation.

Federal Employee's Notice of
Occupational Disease and Claim
for Compensation.

Federal Employee's Notice of
Occupational Disease and Claim
for Compensation.

Report of Terminationn of Dis-
ability and/or Payment.

Claim for Compensation on
Account of Occupational
Disease.

Cclaim for Compensation by Widow,
Wwidower and/or Children.

Official Supervisor's Report
of Employee's Death.

Within 2 days after an
injury, or as soon as
possible, but not later
than 30 days.

Upon receiving CA-1 Form
which has been completed
by the injured employee.

Within 30 days after
employee has sustained
an occupationnal disease.

Upon receiving notifica-
tion from employee.

Immediately after em-
ployee returns to work
or disability ceases.

Accompanied by a medical
report, showing continued
disability beyond 10 days
(may be filed any time
after the date pay stops).

Form will be sent from
OWCP to supervisor as
soon as notification of
death is received.

Promptly after death of
employee and after noti-
fying OWCP.

Employee (or someone acting in
employee's behalf) completes
1-16. Supervisor completes
"Receipt of Notice of Injury™
and gives to employee.

Immediate supervisor. Forwarded
to Personnel Office within 2
working days following receipt of
form from employee.

Employee (or someone acting in

employee's behalf). Supervisor
completes "Receipt of Notice of
Injury® and returns to employee.

Innédiatarsupervisor forwards to
Personnel Office within 10

working days following receipt of
form from employee.

Immediate supervisor.

Employee for employee position,

supervisor for appropriate items
on attached Ca-20.

Dependents of deceased employee.
Supervisor should assist with the
preparation of forms.

SuperVISOt.



TITLE

Wi TOMPLETED

—— v — o —
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COMPLETED B

CA-T7

CA-8

CA-10

CA-16

CA-17

CA-20

Claim for Compensation on
Account of Traumatic Injury.

Claim for Continuance of
Compensation on Account of
Disability.

What a Federal Employee
Should do When Injured on

the Job.

Request for Examination
and/or Treatment.

Duty Status Report.

Attending Physician's
Report.

is submitted,

Where disability continues,
employee and supervisor
must complete and file not
more than 5 working days
following 45-day period.

To claim additional periods
of time after CA-4 or CA-7
When tempo-
rary total disability
continues, claim is submitted
every 2 weeks until otherwise
notified by OWCP.

Personnel Office distributes
for posting on bulletin
boards. S

Immediately after being
notified of an employee
injury.

At intervals as often as
required by the agency.

Use when narrative medical
report on CA-16 was not
sent to OWCP in past 10
calendar days.

#%#% ONE COPY OF EACH FORM IS REQUIRED

Employee and supervisor and
accompanied by a medical report
showing continued disability
beyond end of 45-day period.

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

Personnel Office.

Immediate supervisor and forward
with injured employee to a duly
qualified physician or hospital
of the employee's choice. 1In
emergencies, CA-16 will be
submitted immediately thereafter.

Employee's physician, who will
forward the original to the Per-
sonnel Office and a copy to the
OWCP. district office.

Immedliate supervisor (Items 1-4
and OWCP address on back of
form). Attending physician com-
pletes and forwards original
directly to OWCP and forwards a
copy to the Personnel Office.
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Otficlal Supsrviaors Aeport: Pleasd comp
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lﬁnr\mm‘u Report -

late Information requazisd below:

|

17. Agancy nams and addross of reporting offica (Inciude city, state, and ZIP code)

OWCP Agency Coda

OSHA Site Code

ZIF Code
78, Employsa's duty siation (Strest address and ZIF £oge) 2P Code
18. Regular 20. Raguillr )
3 Wﬂ?‘k [ am [ am. work
hours From: : [J pm. Tor 1 [ pm schedule [JSun. [IMon. [JTues. [JWed. [JThurs. [ Fri. []Sat.
21. Dats Mo. Day Yr. 22. Dale Mo. Day Yr. 23. Date Mo. Day Y. 0wk
of notice stopped N
injury L | | I received L1 1 | work L1 | | Time: : [ pm,
24, Dato ;  |25. Date Mo, Day Yr. |26. Date Mo. Day Y =
pay i Bay e 45 d? raturnad . D a.m
stoppad | l foe o) peried bogan | | | | towork || L1 Time: * [ p.n
27. Was employse Injured in performanca of duty? [[] Yes [[]No (If "No,” explain)
28. Was Injury causad by employee’s willful misconduct, intoxication, or intent to injure ealf or another? [T] Yes (If "Yes,” explain) [] Mo
29. Was injury causad 30. Name and address of third party (Include city, state, and ZIP coda)
by third party?
[JYes [JNo
(If "No,”
goto
itam 31.)
. N d of physician first providing medical care (Include city, state, ZIP codn) [32. First date S
31. Name and address of phy p 0 ( ty Fiae Mo. Day Yr.
received P | | |
[33. Do medical
= reports show L Yes []No
. amployee is
disabled for work?
34. Does your knowledge of the facts about this Injury agree with statements of the employee and/or witness? []Yes [ No (If "No,” explain)
35. If the employing agency controverts continuation of pay, state the reason in datgil. d6. Pay rate
when employee
stoppad wor
§ Per

|Slgnature of Supervizor and Filing Instructions

=

37. A suparvisor who knowingly certifies to any false statement, misrepresantation, concealment of fact, sic.,
algo be subject to appropriate fslony ériminal prosecullon.

may
| cartify that the information

knowledge with the following exception:

given above and that furnished b

In respect of this claim

y the employee on tha raverse of this form Is trua to the best of my

Name of suparvigor (Type of print)

Signature of supervisor

Date

Supervisor's Title

Office phone

38. Fillng instructions

0000

First Ald Injury

No loil time and no medical expense: Place this form in employee's medical foldar (SF-66-D)
Mo lost time, medical expense Incurred or expected: forward this form to OWCP
Lost tims coverad by leave, LWOF, or COP; forward this form to OWCP

Form CA-1
Rav. Sept. 1993
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‘Dlublllty Banatlts for Employses under the Federal Employses’ Compansation Act (FECA)

The FECA, which Is administarad by the Office of Workars'
Compaensation Programs (OWCP), provides the following
benefits for job-ralated traumatic injuries:

(1) Continuation of pay for disabllity resulting from traumatic,
job-ralated injury, not to excaad 45 calandar days. (To be
aligible for continuation of pay, tha employes, or somaona
acting on his/her behalf, must fils Form CA-1 within 30 days
following the injury; howaver, to avoid possible Intarruption of
pay, the form should be filad within 2 working days. If the
torm is not filed within 30 days, compensation may be
substituted for continuation of pay.)

(2) Payment of compansation for wage loss after the 45 days, if
disability axtends beyond such period.

(3) Payment of compansation for permanent impairment of
cortain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidnay, loss of vision, atc.),
or for serious disfiguremant of the head, faca, or neck.

(4) Vocational rehabilitation and related sarvicas whera
necessary.

(5) Full madical care from eithar Fadaral medical officers and
hospitals, or private hospitals or physicians, of the
employea’s choice. Generally, 25 miles from the place of

At the time an employasa stops work following a traumatic,
jobralated injury, he or sha may requast continuation of pay or
usa sick or annual leave cradited 1o his or her record. Where the
employing agency continuas the employee's pay, the pay must
not be interrupted until:

(1) The smploying agency recsives medical information from
the attanding physician to the affect that disability
has terminated;

(2) The OWCP advisas that pay should be tarminated; or

(3) The axpiration of 45 calendar days following initial work
stoppage.

If disability sxcesds, or It is anticipated that it will exceed, 45
days, and the employaa wishes to claim compensation, Form
CA-7, with supporting medical avidance, must be filed with
OWCP. To avoid interruption of Incoma, the form should

be filed on the 40th day of the COP period. Form CA-3 shall
ba submittad to OWCP when the smployea raturns to work,
disability ceases, or the 45 days period axpiras.

For additional information, review the regulations goveming

the administration of the FECA (Coda of Fadaral Regulations,
Titla 20, Chapter 1) or Chapter 810 of the Office of Parsonnal
Management's Fedaeral Personnal Manual.

injury, place of employment, or employea’s home is a
reasonable distance to traval for medical care; howsver, other
partinant facts must also be considerad in making salection

of physicians or medical facilities. :

[Prlvacy Act : 1

In accordancs with the Privacy Act of 1974 (Public Law No, 93-579, 5 U.S.C. 552a) and the Computer Matching and Privacy Protection Act of
1988 (Public Law No. 100-503), you are heraby notifiad that: (1) The Federal Employses' Compensation Act, as amendad (5 U.S.C. 8101, at
88q.) s administerad by the Office of Workers' Compensation Programs of the U.S. Department of Laber. In accordance with this responsibility,
the Offics racaives and maintains parsonal information an claimants and their immediate families. (2) The information will ba used to determine
sligibility for and the amount of benefits payabla under the Act. (3) The information collacted by this form and other information collected in
relation to your compeansation claim may be verified through computar matches. (4) The information may be given to Federal, State, and local
agencies for law anforcement and for other lawful purposes in accordance with routine uses published by the Dapariment of Labor In the
Federal Ragister. (5) Failure to furnish all requestad information may delay the procass, or result in an unfavorable decision or a reduced leval
of benefits. (Disclosure of a social sacurity numbar (SSN) is voluntary; the failure to disclose such number will not result in the denial of any
right, benafit or privilege 1o which an individual may be antitlad. Your SSN may be used to request information about you from employars and

others who know you, but only as allowed by law or Presidential directive. The information collected by using your SSN may be used lor
studies, statistics, and computar matching to banafit and payment files.)

Inooolpt of Hotlca of Injury ' } s j

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

Which occurred on (Mo., Day, Yr.)

At (Location)

Signature of Official Suparior Title Date (Mo., Day, ¥r.)

Form CA-1
Rav. Sapt. 1893



Instructions for Completing Form CA-1
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Complata all items on your saction of the form. If additionsl apaca is raquirad to explain or clarify any point, aitach a supplamental
statamant to the form. Soma ol tha items on the farm which may requirs further clarification are explained below.

[Em;:lnyw . (Or parson acting on the employees’ bahall)

13) Cause of Injury

Dascribe In detall how and why the injury occurred. Give
appropriate details (3.9.: If you fall, how far did you fall and in
what position did you land?)

14) Naturs of Injury

Give a complete description of the condltion(s) resulting from
your Injury. Specify the right or left sids If applicable (e.g.,
fracturad laft leg: cul on right index finger).

15) Electlon of COP/Laava

I you are disabled for work as a rasult of this injury and file
CA-1 within thirty days of tha injury, you are entitlad to recsaiva
continuation of pay (COP) from your employing agency. COP is

paid for up to 45 calendar days of dizability, and is not chargad
against sick or annual leave., You may alect sick or annual leave
Il you wish, but compensation from OWCP may not be claimed
during the 45 days of COP entitlemant. (You may not claim
compensation w repurchass leave usad during this period.)
Also, if you change your alaction within one year, the agency

is obligad to convert past pariods of leava to COP, which qualify.

Your agency may controvart (disputa) your entitiement to COP,
but must continue pay uniess the controvarsion is basad on ons
of the nina reasons listed in tha Instructions for ltern 35.

If you racaive COP, but OWCP later datarmines that you are not
entitlad to COP, you may sither changa COP to sick or annual
leave or pay the employing agsncy back for the COP racaived.

g——

|wl;or:;.f’ i

At the tima the form is racsived, complate the receipt of notice of
Injury and give It to the employea. In addition to complating
iterns 17 through 38, the supsrvisor is responsible for obtaining
the witness statement In itern 16 and for fllling in the propsr codes
in shaded boxes a, b, and ¢ on the front of the form. If madical
expenss or lost time Is incurrad or expected, the complstad form

should ba sant to OWCP within 10 warking days after it Is received.

The suparvisor should also submit any other information or
avidence partinent to the merits of this claim,

if tha employing agency controvarts COP, the amployes should
ta notifind and the reason for controvarsion exz!cinad to him or
bt

17) Agency name and address of raporting offica

Tha nama and addrass of the offics to which correspondanca
fromn OWCP should be sent (if applicable, the address of the
personnal or compansalion office).

18) Duty station strest addreas and 2ip code

Tha address and zip code of tha astablishment whara the
amployae actually works.

28) Was injury csused by third party?

A third party |s an Individual or organization (other than the
Injurad amployee or the Fedaral government) who s liable for
the Injury. For instance, the driver of a vehicle causing an
accident in which an employsee Is injured, the owner of a
bullding where unsale conditions causs an employas to fall, and
a manufacturer whose defaciive product causes an employae’s
Injury, could all be considerad third parties to the injury.

31) Hama and addresa of physiclan first providing
medical care

The name and addrass of the physician who first provided
radical care for this Injury. If Initial care was glven by a nursa
or othar health professional (not a physician) in the amploying
n?ancy't health unit or clinic, indicate this on a saparats sheat
of paper,

32) First date medioal care racalvad
The date of the first visit to the physician listed in ltem 31.

35) Doas the amploying agancy controvert
conzinuation of pay?

COP may ba controverted (disputed) for any reason; however,
the employing agency may rafusea to pay COP only if the
controversion Is based upon one of tha nine reasons given
below: ¢

2) Tha disabllity results from an occupational disease or iliness:

b) The employas is a voluntsar working without pay or for
nominal pay, or a mernber of tha office stal! of a former
Prasidant;

€) Tha employoe |s nalther a cltizen or a resident of the Unltad
States or Canada;

d

—

The Injury occurrad off the employing agsncy's premisas and
the amployae was not involved In official "off pramiss® dutias;

@) Tha Injury was proximately causad by the employae’s willful
misconduct, Intent to bring about Injury or death to self or
another person, or Intoxlcation;

f) The Injury was not reported on Form CA-1 within 30 days
following the injury;

Q) Work stoppage first occurred 80 days or more following
tha injury;

h) The employee Inltially reportad tha Injury after his or har
employmant was terminated; or

1) Tha amployse Is enrolled In tha Civil Alr Patrol, Paace Corps,
Youth Congervation Corps, Work Study Programs, or othar
similar groups,

[Employlng Agency - Raquirad Codes

Box a (Cecupation Codas), Box b (Typa Coda),
Box o (Source Coda), OSHA Sita Code

The Occupational Safety and Health Administration (OSHA)
raquires all employing agencies to complate these |toms when
rsporting an Injury. The propar codas may be found In OSHA
Booklet 2014, "Racordkesping and Raporting Guidalines.

OWCP Agency Code

This is & four-diglt (or four digit plus two letter) code usad by
OWCP 1o Identify tha amploying agency. The proper code may
be obtained from your personnsl or compansation offics, or by
contacting OWCP,

*U.5.GPD:1996-404-813/30347 Form CA-]
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Enclosw ¢

Attachmeni 5
Notlce of Occupatlonal Disease U.S. Department of Labor <<;,>
and Clalm for Compensatlon Employment Standards Administration &?
Office of Workers' Compensation Programs

Employee: Please complete all boxes 1 - 18 below. Do nol complete shadad areas. )
Employing Agency (Supervisor or Compensation Specialist): Complate shaded boxes a, b, and ¢.

1-. Nama of @ 2. Social Security Number

3, Date of birth  Mo.  Day  Yn 4, Sex 5. Homa talephone 8. Grade as of date
| | I | ( ) of last axposura [ aval Slep
7. Emplayaa’s homa mailing address (Include city, state, and zip code)

8. Depandanits
] wifs, Husband

(] children under 18 years
Zip Cods 1 other

Ji: 0
9. Employea's occupation

11. Date you first became
aware of disease

10. Location (address) where you worked when disease or lliness occurred (Includa city, stata, and zip code)

or illness
Mo,  Day Yr.
S IS
12, Date you first realized 13. Explain the ralationship to your employment, and why you came to this realization
the disease or lliness Mo. Day VY.
was caused or aggravated
by your employmant le==sil=—asleenray]

14. Natura of disease or illnass

15. If this notice and claim was not filad with the employing agancy within 30 days alter date shown above in ltem #12, explain the reason for tha delay

16. If the statement requasted in item 1 of tha attached instructions is not submittad with this form, explain reason for dalay.

17. If the medical reports raquested in ltem 2 of altached Instructions are not submitted with this ferm, axplain reason for delay.

18. | certify, under panalty of law, that the disease or lliness describad above was the result of my employment with the United States
Government, and that it was not causad by my willful misconduct, intent to inLure mysalf or another parson, nor by my intoxlcation,

| hereby claim madical treatment, if neadad, and othar benefits providad by t

8 Fadaral Employses’ Compensation Act.

Signature of employee or person acting on his/her bahalt Date
Have your supervisor complete the recaipt attachad to this form and return It to you for your records.

Any person who knowingly makes any false statement, misrepresentation, concealment of fact, or any othar act of fraud to obtain

chFansaﬁon as providad by the FECA or who knowingly accepts compensation to which that person Is not entitled, is subject to falony
criminal prosecution and may, under appropriate provisions, be punishad by a fine or imprisonment, or both.

CA-2
(3/86)
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Enclosure 3
Attachment =

Official Sli'p“ervi i o
“Superyle Repory: S S s
19. Agency name, and addrass of reporting office (Include city, state, and zip ¢ OWCP Agancy Coda

OSHA Site Cods
Zip Cods
20. Employee's duty station (Sireet address and zip code) Zip Coda
21. Regular 22. Regular
vt:gév’fs From: E]l :rr: To: g :':\ ;v:hrgdule (sun. CIMon., [Jtues. [Iwed. Drhurs. O, Clsar,
23. Narmae and address of physician first providing medical care (Include city, state, zip cods) 24, l:rasélcé:}a Mo. Day Yn
care racelved el ]

25. Do medical reports

show employee is ((dyes [CINo
disabled for work?

® 26.Dale employee Mo, Day Yr, |27.Date and Mo. Day Yr

first reported hour employea Clam.
condition to ISR VI stoppedwork L1 1 | Time ¥ Op.m.
supervisor

28, Date and Mo. Day Yn 29. Date amployeo was last Mo, Day  Yr.
hour amptogoe's [Jam. oﬁposg o hgonditlonsd

ay stoppe R (R . | . alleged to have cause | S Ry SR |

pay stopp Time y Op.m. dlsegase - it

30, Date Mo. Da Yr.
roturned » * : [Jam.
owerlk ——F - _1_ ) Thie x ] p.m.

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

32, Was Injury caused |33. Nams and address of third party (Include city, state, and zip coda)
by third party?
[(yes [CIno
If "No,"
o
temn 34.

34, A supervisor who knowingly certifies to any false statement, misrepresantation, conceal
may also be subject to appropriate fslony criminal prosecution.

| cortify that the Information given above and that furnished by the émployea on tha raversa of this form i3 true to the best of my
knowledge with tha following exception:

Name of Supervisor (Type or print)

Signature of Supervisor Date

Supervisor's Title Oifice phone

CA-2
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Enclosare 3
Attachment 5

CA, which is administered by the Office of Workers’
&%ﬁnsaum Programs (OWCP), provides the lollowing
general benefits for employment-related occupational disease
or llinAess

(1) Full medical care from slther Federal medical officers and
hospltals, or private hosplitals or physiclans of the
employee’s choice.

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

(3) Payment of compensation for permanent impairment of
certain organs, members, or functions of the body (such as
loss or loss of use of an arm or kidney, loss of vision, etc.),
ar for serious disligurement of the head, face, or neck.

{4) Vocational rehabllitation and related services where
necessary.

The first three days In a non-pay status are waiting days, an®
no compensation is pald for these days unless the period of
disabllity exceeds 14 calendar days, or the employes has
sulfered a permanent disability, Compensation for total disa-
bility is generally paid at the rate of 2/3 of an employee’s
salary if there are no dependents, or 3/4 of salary if lhere are
one aor mare dependents.

If an employee Is in doubt about compensation benelils, the
QWCP District Olfice servicing the employlng agency should
be contacled. (Obtain the address from your emplaying
agency.)

For additional Information, review the regulations governing the
administration of the FECA (Code of Federal Regulations, Title
20, Chapter 1) or Chapter 810 of the Office of Personnel
Management’s Federal Personnel Manual.

In accordance with the Privacy Act of 1974 (Public Law No.
93-570, 5 U.5.C. 652a), you are hereby notified that:

(1) The Federal Employees’ Compensation Act, as amended
(5U.S.C. 8101, et seq.) is administered by the Office of
Workers’ Compensalion Programs of tha U.S. Department of
Labor. In accordance with this responsibility, the office
receives and maintalns personal information on
claimants and their immediate families.

(2) The inforrmation will be used to determine eligibllity for and
the amount of benefits payable under the Act.

Hecelpt ol Notice ot Occupation:

(Name of injurad employpa)

This acknowledges recsipt of notice of disease or lliness sustained by:

(3) The inforration may be usad by other agencies or persons
in matters relaling directly or indirectly to the matter of the
claim, so long as such agencies or persons have received the
consent of the Individual claimant, or complied with the
provisions of 20 CFR 10.

(4) Failure to furnish all requested information may delay the
process, or result in an unfavorable decision or a reduced
level of benelits (disclosure of a social security number Is
voluntary; the fallure to disclosa such number will not result
In the denial of any right, benefit or privilege to which an
Individual may be entitled).

1 was first notifled about this condition on (Mo., Day, Yr.)

Al (Location)

Signature of Officlal Superior Title

Date (Mo,, Day, Yr.)

This recelpt should be retalned by the employee as a record that notice was filed.

sy_4, GOVERNMENT PRINTING OFF ICL+198R-201-377:89170

CA-2
(Rev, 3/86)



Enclosure 3
Attachment 5

3 ons for Completing Form CA-2
mi'“——kg—lmr—n;‘g@a‘w section of the form. If additional space is required to explain or clarify any point, attach a supplemental
(,omple.a‘.'-:D the form. i addition to the information requested on the form, both the employee and the supervisor ara required to
:’.te‘::en"\'&:;\ddmma| evidence as described below. If this evidence Is not submitted along with the form, the responsible party should
B the reason fof the delay and state when the additional evidence will be submitted. .

- plete items 1 through 18 and submit the form to the employee’s supervisor along with the statement and medical reports described
gelo‘x-eﬂe sure to obtal?n the Recelpt of Notice of Disease or iliness completed by the the supervisor at the time the form is submitted.
1) Employee’s statement 2) Medical report
In & separate narrative statement attached to the form, the a) Dates of examination or treatment.
employes must submit the following information: ‘ ol I

2) A detailed history of the disease or lliness from the date it b)History glven to the physician by the employee.

started. ¢) Detailed description of the physiclan’s findings.

b) Complete details of the conditions of employment which are d)Results of x-rays, laboratory tests, etc.
belleved to ba responsible for the diseasa or illness. o) Diagnosis.

r tr
%) A desscition of spasific rosiEEs 1 SLDGARICRs B SEee- f) Clinical course of reatment.

ful conditions causing tha dizease or iliness, including loca-
g) Physician’s opinion as lo whether the disease or illness

&

tions where exposure or stress occurred, as well as the

number of hours per day and days per week of such
exposure or stress,

d) identification of the part of the body affected. (If disability 1s
due to a heart condition, give complete details of all
activities for one week prior to the attack with particular
allention to the final 24 hours of such period.)

8) A staternent as to whether the employes ever suffered a
simlilar condition. If so, provide full details of onset, history,
and medical care received, along with names and addres-
ses of physiclans rendering treatment.

SUperVisor (Gt apprapriate oflicialin,

A

e AT
S i

At the time the form |s received, complete the Receipt of Notics of Diseas;

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

3) Wage loss

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

or lliness and give it to the employee. In addition to cofnpleun

items 19 through 34, the suparvisor |s responsible for filling in the proper codes In shaded boxes &, b, and ¢ on the front of the form. If
medical expense or lost time is incurred or expected, the completad form must be sent to OWCP within ten working days after it is
recelved, In a separate, narrative statement attached to the form, the supervisor must:

a) Describe in detall the work performed by the employee. Identify
fumes, chernicals, or other irritants or situations that the emplay-

ee was exposed o which allegedly caused the condition. Stata

the nature, extent, and duration of the expasure,including hours

per days and days per week. requested above.

b) Altach copies of all medical reports (Including x-ray reports and

laboratory data) on file for the employee.

c) Attach a record of the employee’s absence from work c=tised

by any similar disease or iliness. Have the employee siaia the
reason for each absence.

d)Attach statements from sach co-worker who has first-hand

knowledge about the employee’s condition and Its cause. (The
co-workers should state how such knowledge was obtained.)

@)Review and comment on the accuracy of the employee’s state-

ment requested above.

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

e Explanatior

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

19. Agency name and address of reporting offlce
The name and address of the office to which correspondence
from OWCP should be sent (If applicable, the address of the
personnel or cormpensation office).

20. Eomdployee’s duty statlon, street address and zlp
code
The street address and zip code of the establishment whera
the employee actually works.

enc) qUITS0 LOABS

23. N

medizal care
The name and address of the physiclan who first provided
medical care for this injury. If initlal care was glven by a
nurse or other health professional (not a physician) in the
employing agency’s health unit or clinic, indicate thison a
separata sheel of paper.

24, First date medical care recelved

The date of the first visit to the physician listed in item 23.

32. Was the Injury caused by third party?

A third party is an Individual or organization (other than the
Injured employee or the Federal government) who Is liable for
the disease. For instance, manufacturer of a chemical to
which an employee was exposed might be considered a
third party If Improper instructions were given by the marnu-
facturer for use of the chemical.

OWCP Agency Code
This Is a four digit (or four digit plus two letter) code used by
OWCP to Identify the employing egency. The proper code
may ba obtained from your personnel or compensation offics,
or by contacting OWCP.

tlon Code), Box b (Type Code), Box
¢ (Source Code), OSHA Site Code

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

Box a (Occupa '

Ca-2
(Rav. 3/86)
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Endesuee 3 A

Fax report to - 301-296-3320 Uniformed Services University of the Health Sciences £ 4OS Center
hi inc f inju . A =2 24
vty e o LY Accident and Mishap Report
) L (USUHS Inst 6002, 1/00) ,
From Originating Office (Department/Division): Phone Number: Safety Office Reporl #:
1. Date/time of Accident/Mishap Accident Location Duty Status: Job Title/ Rank or Grade
Civillian:
s Years of Experience
Military: at Present Job:
[] On Duty
| [ ] Non-Duty
2. Name of Injured (Last, First Miadle) 3. Sacial Security # 4. Sex: (circle) 5. Date of Birth:
(MMDDYYYY)
M F
6. Desc@tion of the Accident and Contributing Events: (use additional sheets if needed)
7. Property Damage: (if any)
8. Witness(es) to the Accident, Injury, or Mishap?
9. Name of Immediate Supervisor ? Was Supervisor notified? (circle one) Yes or  No
10. Any Resulting Injury or lliness?
11, Were safeguards and/or personal protective equipment (PPE) provided? [] Yes ] No
Were they used? [ ] Yes ] No
12. Was medical assistance obtained? [ ] Yes (1 No
If *Yes", indicate name of individual providing treatment and where medical assistance was obtained,
Name and Signature of Individual Submitting This Report Date Submitted

USUHNS Form 6012 (EHS) (Rev 11/04)



Enclosure 4

GUIDELINES FOR MEDICAL 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 USUHS campus and provide specitic
information for obtaining emergency care
for all USUHS employees. both civilian and
military.,

B. Definition.

A medical emergency is any event
occurring to one or more individuals that
oceurs suddenly and can lead to loss of life
or significant impairment of normal
physiologic function.

C. Background.

The UHC is the only facility on the
USUHS Campus involved in active patient
care. However, it 15 not manned on a
24-hour basis and is not designed to provide
emergency medical treatment (i.e., suturing,
X-rays, ete.).

D. Policy.

A uniform and coordinated approach to
medical emergencies on the USUHS campus
will provide an optimum level of care to the
individual involved.

E. Responsibilities.

The Emergency Department, WRNNMC
shall be the initial provider and coordinator
for emergency care on the USUHS Campus
during both routine duty hours and
non-regular duty hours,

USULHS Instruction 6002, 2/2011

F. Procedures.

l. If an employee, either military or
civilian, experiences a medical emergency
he/she shall call telephone number 777,
which will access the local 777 Emergency
System dispatcher.

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

a. STAY CALM.

b. Provide the dispatcher with the exact
location of the emergency, including the
building, floor. and room number.

c. Give the dispatcher your name and
the telephone number where you can be
reached. They may need to call you back if
the ambulance crew has difficulty locating
the scene of the medical emergency.

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

the USUHS.

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