
Notice of Occupational Disease
and Claim for Compensation

U. S. Department of Labor
Employment Standards Administration

Office ol Wotkers" Compensation F'lcgrams

Employee: Please complete all boxes 1 ■ 18 below. Do no! complete shaded areas.

Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a. b. and c.

Employoo Data

I Niimi: of Eiiiriiiiyuu (Last. First, Middle) 2. Sucinl Security Number

3 Oatr of birth MO- Uav Yr- I. be*

M

5 Home teieiiuono ■ i i. :,!:■■ as ol daH

ol last eipoMiiu Level : '■:.

7 Employe's home mailing addruss (Include city, stale, .mil /IP cadi:) 8 Dependents

I I V\Me. Husband

[71 Ch:Wren undei IS yean

( I O-.tisr

Claim Itilunnnlimi

!l Employee's occupation

IU Location (adiltt.-ss) when; yiiu worked when disease or illness Declined (include Urty. slata, and ZiP code)

a Occupation code

11 Dale ynu first became

aware of disease

or iBness

Mo. Day Yr

12. I i.iti* you first realized

tho disease or illness Mo. Day Yr

was caused ci aggravated

by your employment

111 ivpl.nn ilii! icl.ilionsliip hi ynu r employmiim, and why you came tn this realization

1-1 Nature of d ist: n su or HlnSSS OVJCt'USQ- NOICo<!«

b. Type code c Source code

15 II this notice .i"d claim was not filed wlli tht emplDyiiiii agency within 30 days alter dale shown above in item #12. eijilam the reason tar the

delay

Hi It mo statement requested in Mem 1 ol the attached instructions is not submitted with llnr. lorm. ('iplain runsnn tor delay.

17. II the medical reports lequeMed in ileni 2 ol attached instructions am not submitted with this form. cidI.hu reason fot Oel.iv.

| Employeo Signature

IB. I certify, undur penalty ol l.iw. that Hie disease or illnos* described above wai lha 'esutt of my umptoyinciit with tJie United Status

Government, and itiai il war. not caused by my willful misconduct. Intanl to Injure myself or another pwson, nar by my tnioxicatinn

J ln-feby cl.niii medical treatment, if ni?eilcd and nlhi-r ht'iiefit!". provided by Ihi; I'l'doral rrnployrjes' Cofii|»?H5alion Act

I hereby auitionze any pliyMcian or hospital lor any 0lh0> petaon. institution, coiporaliou. or ijovemmciil agency) Id tiontth any

desired uitoinutiDfi to tlie U S Depailmi'iit ct Labur. OKicl- ol Winkers' Compfitr.atmn Programs (or to it:, official representative).

This au;nun/.ilian also puimil-, any official representative ol Die Offio; to examine and to copy any records concemmy me.

Signature of employee or person acting on liis/hcr tjohalt E'1'"

Havfl your supervisor complete the receipt attached 10 this lorni and reium it to ynu lor your records.

Any person who knowingly makes any fillse StOtemenl. misreprenunlahon. concealment ol (.let 01 any other net of fraud ti) uBtam con

as provided tiy the FECA nr vdin knowingly aeccptr. compendium to whicn that person Ir. not entitled IS lubffid lo civil cir ndministraliv

Bt w^'JI as felony cnmrn;il pier.rculion and may. inulrr appropliate CTtmtnal prouir.ionr*. In.1 punr 1.1 i by B fine Dl iiripiisunment or bolh

F» upcnmer3eil c< Dacu n:! US i Pnnbng Officv Wnmgan DC TIMor

Fa.m C~-2

Rev Jsn 1997



Olllcl.ilSupervisor'sReportofOccupationalDisease:Pfcasocompleteinformationrequestedbelow

(Supervisor'sReport"

19.Agencynameandaddresso!reponifii)office(iiidndecly.slain,anil/IPCade]
OWCPAgencyCoiJf

OSHASileCo(Ju

ZIPCode

'siuto:tilion(SteeladdressandZIP.Co*;)

21Re-guto

wcik

hour*.From

Ba.m.1.1m

p.mTo:^Jniu

22.Regular

iviirk..

scheduleLJSun|_|MonLjTuesl:n

?3Name.inOaildn-r.solphysicianfirstprovidiniimedicalcaie(includecity,stale.Zipcode)24.Firsldaie
medical
carereceived

MoDayYr.

25.Domedicalreportsi—i,

nhn.vemployeei5||'
disabledforwoik?

Md

fiist11'
COIKllliUIl10

supervisor

Yr.27Daleami

houremployee
MoDay

Tune

B
a.m.

p.m.

2SD.nk-.iiulMaDa/It.

houremployee's

paysloppedTlmo
fZjsl"

9.Dateemployeewaslast

exposedtocnitdiiions
alluiiei)Iohavecausud

diseasenrillru-ss

MaD3yYr

30DatewoDayYr.
relumM

tov/oiklinn;

Bam

31.IfemployeehnsrelumedIowork.indworkassignmenthasaia»([cd,dusenbenewduties

33.Empla,lie'sRctrurneMCoverage□CSR5_DFERS□Cite,tSpeafy)

Was<ii|urycausud

oyIhirdparly"

□
ir*No,"

goIo

I'em34

34.Namunniladdressollhinlpaiiyfinduilcdly.Mate,andZIPcode)

SlgnaluioolSuptrvianr

35AsupervisorwhoknowinglycertifiestoanyInlsesinicmcm.misrepresentation,concealmentolfnct,etc,inrespecttoIhisclaim

mayalsobesLinjeaioappropriatelelonycriminalprosecutian.

IccMilythaiIhe(nfoimatlongrveneiKweandthfltfumishiidbyHieempluyenonHiereverseoltinsformistruelolhebeslofmy

dBBwildthefallowingexci>|>lion:

rj.-iincofSupeiviSOlI!tponriiinil)

SignaturEolSunorvisorDate

Slicennsor'sTillcOfficephone

PermCA-2

Rev.J;in.l937



Disability Beiieiiis for Employees uniler ihc Federal Employees' Compensation Act (FECA)

The FECA. which is administered by the Office of Workers'

Compensation Programs (OWCP). provides tliu following

general benefits for employment-related ocaipalional disease

or illness

(1j Full rni:dic-*il care Irom uilhni Federal muiiic.il officers and

hospitals, oi privets hospitals or prrystetara ui ihu

employes'! clioiev

|2| Payment ol compensation lor Ida! or partial waije loss.

(3) Payment o! compensation for noimaneni impairment of

certain organs, numbers, Dr functions nf 11 ■ ■ - imiiy (such as

loss or loss o' use ol an itrrn or kidney, loss of vision, etc.).

or loi sonmis dishgurcnifni ol Iho head laco. or neck

(4) Vocnimnal ruhab.l.i.ilicn and related services where

necessary

The Rrsl three days in a non-pay slalus '■.';■ ■-■■ ■■ ■ ■ i days, .ind

no compensation is paid for these days unless the period of

disability exceeds 14 calendar days, or the employee has

suffered a permanent disability. Compensaiion for total

disability ir. generally paid al the rate of 2/3 of an employee's

Salary if there are no rJependonU. or 3/4 of salary if iherf; are

nnn or more dopendenta.

An employes may use sick or annual leave rather than UVOP

while disabled. The employee may repurchase leave used

for approved periods. Form CA-7b available from Hie

personnel off icu. should be sludieil BEFORE a (incision is

maUe in use leave.

If nn employee It in doubl BbOUl compensation : i . '.'■.. ihc

OIVCP District Office servicing Ihe employing agency should

be contacted (Obtain Ine address from you/ employing

agency)

For additional information, review the regulations governing the

administration ul Ihe FECA (Code of Federal Regulations. Title

20. Chapter 1) ur Chapter BIO of Ihe Office of Personnel

Managemurn's Pedeml Personnel Mnnual

[Privacy Act

In accoidariCL-\vith tliu I'nvacy At! ol 197-1. as amended (5 U.S.C. SS2,i). you iirn hereby noliltcd UiBt (1) The Federal Umployuus'

Compensation Act. as amended and emended |£> U S.C. 8101. el teq.) (FECA) is odnnnistered by Ihc Officu ol Workers' Compcnsalion

Proyrams ol Ihe U.S. Deparinicnl ol Labor. whlcJi luc-ives a/id rnalntekla personal iiiformaiion on claimants anu their immeOiali; families. (2|

Informalion which the Oflice has will be used lo determine eligibility lor and Ihe amouni ol bcncfils p.iyabtu tinder ihe FECA and may he

verified through computer matches ot oiher appropnale means. [3) Information may bo ;]iven lo the TtOoral agency v.fiicfi employed Ihe

claimant at tlic time ol iniury in order to vflrtty Matemcnts madi;. aiii.we! questions conccming ihc slnius ol Ihe claim, verily tiilluu], and in

consider issues relating lo retention, rehire, or olher fclovanl matters. (4) Inlarmalion may also ha given to other Federal agencies, other

government entities, and In private-sector agencies and/or employers as part of reh.ibililalive and other iL'turn-io-work programs and services.

(5) Information mny be disclosed lo physicians and other health care pioviderr. (or use In prnvldtDQ Iru.ilriiciit oi medical/vocational

rc-bahililaiian. making evnlunlionr. lor ihc Olfice, anil lor olher purposes related to lha medical manngemeni ol (lie claim (G) (nlonnalion may be

given lo Federal, slnle and local .igenaes lor law enforcement piirjioses. lo obtain IrifomraHon relevant lo a ductsion under Ihe FECA lo

determine whatTHD benefits are being paid properly, including whelher prolnbited dual PaymonlB are being medo. and. where appfopnale. lo

pursue salary/adnimistrnlive olfsel and debt collection actions required or permitleU by Ula FECA and/or ihe Debt Collection Act. (7)

Disclosure ol Ine claimant's social security numtier (SSN| or lax idenlilying number (TIN) mi Hits fomi is mandatory. The SSN and'or UN. and

otl:er information maintained by Ihe Ollice. may be used lor identification, to support debt collection eflorlr, carried on by Ihe Federal

government, and for ctfier purposes required or aulhorued by law. (B> Pailure to disclose all requeued intormalinn may delay Ihe processing

of Ihe claim ur tlie payment ol hunelits. ui may lesull in an unfavorable deosiun or reduced level ol lienellts.

Nolc: This notice applies lo all forms requesting tnlormation that you might receive Irom the Ollico In connection with Hie

processing and adjudication ot Iho claim you (ilod under the FECA.

iReccipt oi Notice ot Occupational Disease or Illnoss

This acknowledges receipt of notice of disease or itlness sustained by

(NaTe o! injured emrjfoyee)

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

Al (Location)

Signature oi OHioai Superior lil- Date (Mo. Day. Yr.)

■

This receipt should be relnmi'd hy Die employee ns a record that notice was died.

f-orm Cr-2



INSTRUCTIONS FOR COMPLETING FORM CA-2

Complete all items on your section ol Ihe form. II additional space is required to explain or clarity any point, attach a supplemental statement

to the iorm. m addition to the information requested on Ihe form, both the employee and the supervisor are required to submit additional

evidence as described below. II this evidence is not submitted alonrj with the form, the responsible party should explain Ihe reason lor Ihe

delay and state when the additional evidence will be submitted.

| Employee (or parson acting on Ihe Employoo'o bahall)

Complete items r through 18 and submit the form to Ihe employee's supervisor along with the statement and medical reports described below.

Be suie to obtain the Receipt ol Notice ol Disease or Illness completed by the supervisor at the lime the form is submitted.

1) Employees statement 2) Medical report

In a separate narrative statement nltached to the form, the ;)) Dales ol uxamination or treatment.

employee must submit the following information:

a) A detailed history of the disease or illness from the dale it b) History given to the physician by the employee,

started

c) Detailed description of the physician's findings.
b) Complete details of Ihe conditions of employment which are

believed to be responsible for the disease or illness. d) Resuits 0( x.raySi laboratory tests, etc

c) A description of specific exposures to substances or stress

ful conditions causing the disease or illness, including

locations where exposure or stress occurred, as well as

the number of hours per day and days per week of such

eiposure or stress

d) Idcntilicilion ol the part of the body affected. (If disability

is due to a heart condition, give complete details of all

activities for one week prior lo Ihe attack with particular

attention to the final 24 hours of such period.)

e) A statement as lo whether lltu employee ever suffered a

similar condition, if so. provide full details of onset,

history, and medical care received, along with names and

addresses ol physiaans rendering treatment.

e) Diagnosis

0 Clinical course ol treatment.

g) Physician's opirton as to whether the disease or illness

was caused or aggravated by the employment, along with

an explanation of the basis lor this opinion. (Medical

reports that do not explain the basis for the physician's

opinion arc given very little weight in adjudicating the

claim.)

3) Wage loss

It you have lost wages or used leave for this illness. Form

CA-7 should also be submitted

| Supervisor (Or appropriate official In tho employing agency)

At the time the lorm is received, complete Ihe Receipt of Notice of Disease or Illness and give it lo the employee. In addition to completing items

19 through 34. the supervisor is responsible for filling in Ihe proper codes in shaded boxes a. b, and c on Iho front of Ihe form. If medical expense

or lost time is incurred or expected, the completed form must be sent to OWCP within ten working days after it is received. In a separate narrative

statement attached to Ihe form, the supervisor must:

a) Describe in detail the work performed by the employee.

Identity fumes, chemicals, or other irmants or situations

that the employee was exposed lo which allc-Qcdly caused

the condition. Stale the nature, uxtent. and duration of the

exposure, including hours por days and days per week,

requested above

b) Attach copies of all medical reports (including x-ray reports

and laboratory data) on file for the employee.

c) Attach a record of the employeu's absence from work caused

by any similar disease or illness. Have Ihe employee state the

reason for each absence.

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

knowledge about (lie employee's condition and its cause. (The

co-workers should state how such knowledge was obtained.)

e) Review and comment on the accuracy of the employee's state

ment requested above.

The supervisor should also submit any other information or evidence pertinent to Ihe ments ol this claim.

| Itom Explanation: Some ol tho Horns on tho farm which may require further clarification arc oxplalnod bolow.

14. Naturo of tho disoaso or Illnoas

Give a complete description ol the disease or illness. Specify

the loll or tight side if applicable (eg . rash on lelt leg: carpal

tunnel syncliome. right wiist)

19. Agoncy namo and address of reporting offlco

The namo and address ol the oil ice to which correspondence

Irom OWCP should be sent (II applicable, the address of the

personnel oi compensation office)

23. Namo and address of physician first providing

modical caro

The name and address ol the physician who first provided

medical am; for this injury. If initial cue w.is given by a

nurr>(! or older health professional (not a physician) in the

employing agency's health unit or clinic, indicate this on a

sepniate r.h>-et of paper

24. First dato modical cam received

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

32. Employoo's Retirement Covorago.

Indicate which retirement system the employee is covered

under

33. Was tho Injury caused by third party?

A third party is an individual or organization (other man the

injured employee or the Federal government) who is liable for

the disease. For instance, manufacturer ol a chem cal lo which

an employee was exposed might be considered a third party II

improper instructions were given by Hie manufacturer for use ol

the chemical.

[Employing Agoncy - Required Codas

Box a (Occupational Code), Box b. (Typo Codo), Box c

(Source Codo), OSHA Slto Codo

The Occupational Safety and Health Administration (OSHA)

ri.'<|imi's all employing agencies to complete Ihesn items when

reporti/ifj an injury T(-« proper codes may be round in OSHA

Booklet 2014. Record Keeping and Reporting Guidelines

OWCP Agoncy Codo

This is a four digit (or lour digit two letter) code used by OWCP

to identity the employing agency. The proper code may be obtained

from your personnel or compensation ofllco. or by contacting OWCP.

Form CA-2

Rev Jan.1997


