




















Work Capacity Evaluation
Musculoskeletal Conditions

U.S. Department of Labor

Employment Standards Adminisiration
Office of Workers' Compensation Programs

ME-OW

Injured Worker's Name (First, middie, /ast)

OWCP No. OMB No
Expires:

12150103
10-31-2008

Please answer the questions below concerning your patient (named above) for whom the Office of Workers’ Compensation

Programs (OWCP) has accepted the following conditions:

1a. Is the worker capable of performing his/her usual job?

L_' Yes U No. If no, please explain.

Many employers can readily accommodate medical restrictions including assignment of the injured worker into an

alternative work location.

B~ O - S e i e e e R e i
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2.0r3.

Dr.
(Address)

Subject: Current Medical Restrictions Request
Claimant, Case Number,

Dear Dr.

The (Agency) request that you complete the attached (Duty Status Report
(Form CA-17) or Work Capacity Evaluation (OWCP 5c¢). The information you provide is vital to this
agency to determine any physical limitations resulting from the injury for which you are treating
our employee.

(Agency) is committed to accommodating our injured employees with suitable light duty
work that is in strict compliance with their work restrictions. Light duty can be as sedentary as
answering the telephone, filing, office work, etc., despite the physical requirements of the
employee’s regular position. Often the employee’s regular position can be modified to comply
with the work restrictions.

Thanking you in advance for taking time to assist your patient and us.

If you have any questions or concerns, please feel free to contact the undersigned at

Sincerely,

Cf: OWCP
Claimant
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2.0r3.

(Letterhead) (Current Date)
(Date 3-5 Workdays)
Claimant
(Address)
Subject: Job Offer
Claimant, Case Number,
Dear (Claimant)
The following job is being offered to you. On (Date of Injury) you were injured
with our agency. We requested your treating physician to complete attached current
Duty Status Report (Form CA-17) Work Capacity Evaluation (OWCP 5c).
(Agency) is committed to accommodating our injured employees with suitable work,

that is in strict compliance with your work restrictions.

If you have any questions or concerns, please contact the undersigned at

Sincerely,

SEND: (1) CERTIFIED AND 2) REGULAR MAIL
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2.0r3.

Letter Head

SUSPENSE DATE (3-5 Workdays)

CURRENT DATE:

MEMORANDUM FOR (CLAIMANT, ADDRESS)
SUBJECT: Permanent Return to Work Job Offer

1. The position being offered is in accordance with the Office of Workers’ Compensation
Programs, U.S. Department of Labor, Employment Standards Administration, Office of
Workers’ Compensation Programs, Injury Compensation for Federal employees
Publication CA 810, Revised January 1999.

SUBJECT: Iemporary Return to Work Job Offer

1. The position being offered is in accordance with the Office of Workers’ Compensation
Programs, U.S. Department of Labor, Employment Standards Administration, Office of
Workers’ Compensation Programs, Injury Compensation for Federal employees
Publication CA 810, Revised January 1999.

“A temporary position may be offered only toa Rlofker who held atemporary position
when injured, and if such a job is offered, it must be at least 90 days in duration.” (At the

time of your injury, (DOI) ___, you were assigned in atemporary position.)
The (AGENCY) offering the following position:

NAME:

DATE OF INJURY:

FILE NUMBER:

EMPLOYER: and ADDRESS

a. Position Title:

b. Series/Grade/Salary:
Annual Salary including locality pay, Hourly Rate$

o

. (Locality and address of Position)

o

. Approximately miles from home of Record
. Agency is paying relocation expenses, if applicable

D

—h

Duty Hours: 40 hours per week

. Monday - Friday
7:30am — 4:30pm
*Adjusted Work Schedule
h. Work Accommodations:
e« Example: Exactly in accordance with medical restrictions and limitations:
*Work station and any necessary personal medical restrictions required will be met by

«Q

agency.
Intermittent breaks every ___minutes for __ minutes.
Lifting not to exceed ___ pounds
Standing __ hours a day
No Climbing.

i. Start Date: Ending Date: If Temporary
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j. Grade and salary on Date of Injury: Annual Salary $

hourly rate $
*k. Current salary for grade and step of position held on Date of Injury:

Annual Salary $ hourly rate $ .
2.A copy of the Official Position Description detailing specific duties and responsibilities
is enclosed for your information. The duties assighed and defined in this job offer are
individually and collectively within your medical restrictions, dated , by Dr.

3. This position is to be performed within your medical restrictions.

4.Your decision whether to accept or decline this offer should be made in writing and
received in our office not later than (Suspense Date: 3-5 Workdays). The enclosed
Statement is provided for your decision. Failure to notify this office of your decision will
constitute arejection of a valid job offer. We will notify OWCP of your decision or failure
to respond. OWCP will notify you of your rights.

5.We are providing OWCP with all documentations of this job offer.

6.Please contact regarding any questions or concerns you may have.
7.Sincerely,

Encl:

Acceptance/Declination Statement 2.0r3.

Position Description

Medical Restrictions

CF:. OWCP

6.ACCEPTANCE/DECLINATION STATEMENT

PART A ACCEPTANCE

I voluntarily accept this

position annual salary hourly rate $ .including locality pay.
Effective Date: Ending Date: (If Temporary)
SIGNATURE

PART B DECLINATION

I decline this offer of placement to the position of

annul salary $ hourly rate $ including locality

| fully understand the consequences that if | decline this job offer and OWCP determines
this is a suitable job offer, my compensation may be terminated under the Federal
Employees Compensation Act.

DATE:

SIGNATURE
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APPENDIX F.

RECORDS MANAGEMENT

A. Employee

1. Responsibilities Checklist
2. Monitoring Bill Payment

B. Supervisor's

Checklist

C. Agency Injury Compensation Specialist

Department of Labor Memorandum: Timelines
Employee File Claim History Sheet

OWCP Claimant Notes

Claimant Claim Process Checklist

Sample Agency Homepage OWCP Internet News
Semi-Annual Reporting

Supervisor/Employee Training

NoakwNpE
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la.

EMPLOYEE RESPONSIBILITIES
WORKERS’ COMPENSATION CHECKLIST
Name: Date of Injury:

IMMEDIATELY NOTIFY SUPERVISOR OF INJURY.

Seek medical treatment — preferably on the date of injury.

Choose treating physician.

Obtain CA-16 (Only for Traumatic Injury and if CA-1 is filled within
one week of injury) and CA-17.

Complete his/her portion of the CA-1 or CA-2 and appropriate CA-
35, and submit to supervisor.

Obtain Receipt of Notice of Injury.

If injury has caused you to miss work, obtain and provide medical
documentation to supervisor to justify all absences due to work-
related injury/illness, and let your supervisor know when you expect
to return to work.

If you expect to remain out of work for more than 45 calendar days,
inform your supervisor and complete the employee section of the CA-
7, CA-TA, & SF-1199A.

Have your treating physician complete the CA-20.

Bring back to your supervisor an updated CA-17 (Duty Status Report)
after EVERY medical appointment until returned to full duty.

Inform supervisor of the type of leave requested (e.g., Sick, Annual,
LWOP or COP). You MUST follow the same established leave
procedures as if you were not at work for other reasons.

If COP is requested, you MUST provide Medical Evidence
supporting your need within 10 calendar days of that request.

All COP used MUST subsequently be verified and supported by
medical documentation.

Return to work as soon as medically possible.
Light duty should always be available to accommodate medical
restrictions.

Contact the SPD CPAC Injury Compensation Program
Administrators, at any time during the process for assistance.
E-mail: DLL-CESPK-HR-EDI@eis01.usace.army.mil
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WEB SITES:

Workers’ Compensation Claim Forms and Information:

http://www.dol.gov/esa/regs/compliance/owcp/forms.htm

SPD CPAC Online Information Center (Benefits):

http://www.spd.usace.army.mil/cpac/benefits.html

KEY TERMS:

CA-1 - Traumatic Injury — is a wound or other condition of the
body caused by external force, including stress or strain,
sustained during the course of one work day. Claim must
be filled with in 30 days of injury to use COP.

CA-2 — Occupational Disease — is defined as a condition produced
in the work environment over a period longer than one
workday or shift.

CA-7 — Claim for Compensation of Account of Traumatic Injury or
Occupational Disease.

CA-7A — Time Analysis Form.

CA-7B - Leave Buy-Back (LBB) Worksheet / Certification and
Election.

CA- 16 — Authorizations for Examination and/or Treatment.

CA-17 — Duty Status Report.

CA-20 — Attending Physician’s Report

CA-35 — Evidence Required in Support of a Claim for Occupational
Disease.

COP - Continuation of Pay (only for Traumatic injuries if CA-1 filed
within 30 days of injury).

ICPA - Injury Compensation Program Administrator.

LWOP - Leave Without Pay.
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1b.

You and your Care Provider can monitor bills at this site:

https://owcp.dol.acs-
inc.com/portal/main.do;PORTAL JSESSIONID=DyHL9ncGwODTvgC1S2NHNRwd7d
hJJT6JynL180WxnZQ4AMLTpYpnl!-997277189 Right click and select open hyperlink

Provider
Claimant

Agency

—  » Usethe FECA Icon to log in.

Claimants will need their claim number and Care Providers need to register to get a
password.
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1b.

ACS

Submit Medical Bills & Medical
Documentation/Correspondence To:

U.S. Dept of Labor OWCP - Central Mailroom,
P.O. Box 8300, London KY 40742-8300

Phone: (850) 558-1818 or (866) 335-8319 Toll
Free IVR

ACS Authorization Fax # (800) 215-4901

ACS Website: http://owcp.dol.acs-inc.com

Prescription Benefit Inquiries: (866)-664-5581
ACS Help Desk For Providers: (800)461-7485

Provider Checklist:

Provider enrolled with ACS/ACS provider
number on bill

FECA Case # on medical bill &
documentation

Medical documentation submitted to the
Department of Labor (DOL)

Prior authorization requested

Diagnosis code obtained from injured
employee/copy of DOL letter

This card is provided for informational
purposes only and is not a guarantee of
payment (2 of 2) Updated12/07
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2a.

Supervisor’s OWCP Checklist

Report Injury Immediately — Must submit CA-1 to get OWCP Claim Number

Electronically submit CA-1, Traumatic Injury or CA-2, Occupational
Disease

Website: http://www.cpms.osd.mil/icuc/EDI.aspx (EDI - Supervisor
Link)

For Recurrence Claims (spontaneous return) submit CA-2a manually to
ICPA

Notify Safety -

Air National Guard — Submit local safety forms to their Safety Office
Army National Guard — Submit DA Form 285-AB-R to State Safety
Office

Medical Documentation — Must be signed by physician

CA-16, Authorization for Examination & Treatment within 48 hours of
injury (issue only one CA-16 per injury)

CA-20, Attending Physician’s Report (each time medical treatment
received)

CA-17, Duty Status Report (Must submit after each treatment) — Send
with Position Description

Injured employee must notify physician that Agency offers light duty

Continuation of Pay (COP) — Must be supported by medical documentation

45 calendar days entitlement following date of traumatic injury

Time card code for COP: “LU” for date of injury & “LT” 45 days after
injury

Four digit code for time card is month & day of injury

If claim is denied, change COP to LS, LA, or LWOP

Medical Authorization — Must be supported by medical justification

Physician requests authorization: phone (866)335-8319 or (850)558-1818
or fax (800)215-4901 or Website: http://owcp.dol.acs-inc.com

Medical Provider must have ACS Provider Number to receive
authorization

Physician must state ICD-9, (diagnosis code) & CPT (procedure code),
and OWCP Claim Number (Codes must match accepted condition)

Compensation after 45 days — Must be supported by medical documentation

Must be in Leave Without Pay (LWOP) Status

Time card code for LWOP: “KD”

CA-7, Claim for Compensation (Submit every two weeks)

SF1199A, Direct Deposit Sign-up

After 80 hours of LWOP, submit SF52 to HRO requesting LWOP status
Pay rate is three-fourths with dependents and two-thirds without
dependents

Medical Bills -

Web site: http://owcp.dol.acs-inc.com
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e Medical Provider must have ACS Provider Number to receive payment

e Bills submitted manually —Medical Providers (excluding Pharmacy) must
bill with their ACS OWCP provider number in box 33 of OWCP-1500 or
box 51 of OWCP-04. If the number is not on the form medical bill will be
returned

e Mailing address: Dept of Labor, P.O. Box 8300, London, KY 40742-
8300

e ACS Customer Service (850) 558-1818

Reimbursement —

e OWCP-915, Medical, submit with required documentation

e OWCP-957, Travel, submit with required documentation

e Send completed forms, with required documentation, to the Dept of
Labor, P.O. Box 8300, London, KY 40742-8300,

Agency Point of Contact — Injury Compensation Program Administrator
(ICPA)

Tammy Lashley, ICPA-DSN 256-6627, CML (508)233-6627, toll free 888-301-
3103 x6627.MA National Guard JFHQ, HRO-OWCP, 50 Maple Street, Milford,
MA 01757
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2b.

SUPERVISOR ACCOUNTABILITY:

Create and Maintain Safe and Healthful Worksite
Inspect work areas for hazards
Correct them
Prevention/Safety Education in Working Safely
Conduct Safety Meetings
Ensure Required Personal Protective Equipment (PPE)
Comply with, and
Enforce Safety Regulations
Standing Operating Procedures (SOPs)
Take action:
Safety Standards, Rules and Regulations violated
Document Safety Violations
Facilitate accident reporting and investigations
Hold employees accountable for safety!

HEN AN INJURY OCCURS:
Supervisor MUST Process all OWCP Claims
IMMEDIATELY!
Can not "NOT" file claim
Traumatic Injury Only (CA1l):
Authorize Continuation of Pay (COP)
Unless, Controverting (one of nine reasons)
OWCP “adjudicates”
Submit proper forms.... TIMELY

ANANANANE YA YN0 U U U N NV U N U U U U N

When Appropriate: @ “Submission of Claim”
Controvert COP (Traumatic Injury (CA1): (One of Nine Reasons)
Challenge Claim
Issue CA16 Authorization for Examination and/or Treatment
hen Appropriate
Within 4 hours of report
When in doubt of circumstances
Indicate on CA16
Retroactive issuance is not permitted
Keep CA16's protected

AN N NN N2 Y Y N N

AN

Supervisor may still issue CA16 if:

Employee reported injury Did not request medical treatment with in 24 hours
If more than week - No Use discretion

Issue ACS Card: Billing information & Medical Authorizations

v Light Duty - Accommodations

AR
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3a.

Post on Employees' Bulletin Board

U.S. Department of Labor

Employment Standards Administration

Office of Workers' Compensation Programs

U.S. GOVERNMENT PRINTING OFFICE: 1991 0-866-435 FOrm CA-10

Rev. Aug. 1987

What A Federal Employee
Should Do When Injured At Work

Report to Every job-related injury should be reported as soon as possible to your supervisor.
Injury also means any illness or disease that is caused or aggravated by the

employment as well as damage to medical braces, artificial limbs and other

prosthetic devices.

Supervisor

Obtain Before you obtain medical treatment, ask your supervisor to authorize medical
treatment by use of form CA-16. You may initially select the physician to provide
necessary treatment. This may be a private physician or, if available, a local

Federal medical officer/hospital. Emergency medical treatment may be obtained
without prior authorization. Take the form CA-16 and form OWCP-1500/HCFA-1500

to the provider you select. The form OWCP-1500/HCFA 1500 is the billing form
physicians must use to submit bills to OWCP. Hospitals and pharmacies may use

their own billing forms. On occupational disease claims form CA-16 may not be

issued without prior approval from OWCP.

Medical Care

File In traumatic injuries, complete the employee's portion of Form CA-1. Obtain the

form from your employing agency, complete and turn it in to your supervisor as

Written Notice soon as possible, but not later than 30 days following the injury. For
occupational

disease, use form CA-2 instead of form CA-1. For more detailed information

carefully read the "Benefits ..." and "Instructions ..." sheets which are attached to

the Forms CA-1 and CA-2.

Obtain A "Receipt" of Notice of Injury is attached to each Form CA-1 and Form CA-2. Your
supervisor should complete the receipt and return it to you for your personal

Receipt of Notice records. If it is not returned to you, ask your supervisor for it.

Submit Claim For If disabled due to traumatic injury, you may claim continuation of pay (COP)
not to

exceed 45 calendar days or use leave. A claim for COP must be submitted no later
than 30 days following the injury (the form CA-1 is designed to serve as a claim for
continuation of pay). If disabled and claiming COP, submit to your employing
agency within 10 work days medical evidence that you sustained a disabling
traumatic injury. If disabled beyond the COP period, or if you are not entitled to
COP, you may claim compensation on form CA-7 or use leave. If disabled due to
occupational disease, you may claim compensation on form CA-7 or use leave. A
claim for compensation for disability should be submitted as soon as possible after
it is apparent that you are disabled and will enter a leave-without-pay status.
COP/Leave and/or

Compensation

For Wage Loss

The Federal Employees' Compensation Act (FECA) is administered by the U.S. Department of
Labor, Employment

Standards Administration, Office of Workers' Compensation Programs (OWCP). Benefits include
continuation of
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pay for traumatic injuries, compensation for wage loss, medical care and other assistance for job-
related injury or

death. For additional information about the FECA, read pamphlet CA-11, "When Injured at Work"
or Federal

Personnel Manual, Chapter 810, Injury Compensation, available from your employing agency.
The agency will also

give you the address of the OWCP Office which services your area.
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3b.

Employment Standards Administration
U.S. DOL Office of Workers’ Compensation Programs
Division of Federal Employees’ Compensation

TIMELINESS

Federal agencies are required by regulation to submit an employee’s Notice of
Injury (Form CA-1 or CA-2) within 10 working days (or 14 calendar days) of
receiving it from an employee, if lost time from work or medical expenses are
claimed or anticipated (20 CFR 10.110(a)). Regulations require that the CA-7
should be submitted no later than 5 working days (or 7 calendar days) after its
receipt from the employee (20 CFR 10.112(b)). This prompt submission is critical if
OWTCP is to be able to serve injured workers’ needs and especially to ensure that
medical bills can be processed timely.

Some injuries will be promptly reported to the agency but held there because no lost
time or medical expenses are claimed. Thus, OWCP does not expect every CA-1 or
CA-2 to be submitted within the timeframe. However, the great variation among
agencies suggests that internal agency practices in handling notices of injury are a
large contributor to delay and can be improved.

Statistics prove that injured employees will return to work more quickly when their
claims are processed in an expeditious manner. This return-to-work effort begins by
timely submitting forms to OWCP.
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EMPLOYEE FILE CLAIM HISTORY SHEET

CLAIMANT NAME:

3c.

CONTACT INFORMATION:

Claimant phones:

OWCP CASE #:

Spouse name:

Physician Name: Phone/Fax:

Physician Name: Phone/Fax:

Claims Examiner Name:

Contact

Contact

Phone:

EVENTS:

Date Contact Description of events

Resolution
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CODE

c1
2
c3
ca
5
DE
DR
MC
ON
op
PN
PR
PS
PV
PW

ubD

4.

OWCP CLAIM STATUS CODES

EXPLANATION

Closed, No Time Lost

Closed; Leave

Closed, Denial of Benefits

Closed; Continuation of Pay (COP)

Closed; Other Benefits Due Have Been Paid

Death; Benefits to Dependents

Daily roll; COP; Return to Work (RTW)

Medical Care Only

Overpayment/No Compensation
Overpayment/Permanent Roll

Permanent Roll, Not Rate able, Medical Due every 3 years
Permanent Roll, (Periodic) Medical Due Every Year
Scheduled Award

Permanent; Rehabilitation

Permanent; Loss Wage Earnings (LWEC) Example: RTW

Case, Under Development
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SAMPLE LETTERS
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AGENCY NEWSLETTERS
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OCR HIPAA Privacy
December 3, 2002
Revised April 3, 2003

1

DISCLOSURES FOR WORKERS’ COMPENSATION PURPOSES

[45 CFR 164.512(1)]

Background

The HIPAA Privacy Rule does not apply to entities that are either workers’ compensation
insurers, workers’ compensation administrative agencies, or employers, except to the
extent they may otherwise be covered entities. However, these entities need access to the
health information of individuals who are injured on the job or who have a work-related
illness to process or adjudicate claims, or to coordinate care under workers’
compensation systems. Generally, this health information is obtained from health care
providers who treat these individuals and who may be covered by the Privacy Rule. The
Privacy Rule recognizes the legitimate need of insurers and other entities involved in the
workers’ compensation systems to have access to individuals’ health information as
authorized by State or other law. Due to the significant variability among such laws, the
Privacy Rule permits disclosures of health information for workers’ compensation
purposes in a number of different ways.

How the Rule Works

Disclosures Without Individual Authorization. The Privacy Rule permits covered entities
to disclose protected health information to workers’ compensation insurers, State
administrators, employers, and other persons or entities involved in workers’
compensation systems, without the individual’s authorization: C As authorized by and to
the extent necessary to comply with laws relating to workers’ compensation or similar
programs established by law that provide benefits for work-related injuries or illness
without regard to fault. This includes programs established by the Black Lung Benefits
Act, the Federal Employees’ Compensation Act, the Longshore and Harbor Workers’
Compensation Act, and the Energy Employees’ Occupational 1liness Compensation
Program Act. See 45 CFR 164.512(1).C To the extent the disclosure is required by State
or other law. The disclosure must comply with and be limited to what the law requires.
See 45 CFR 164.512(a). C For purposes of obtaining payment for any health care
provided to the injured or ill worker. See 45 CFR 164.502(a)(1)(ii) and the definition of
“payment” at 45 CFR 164.501. Disclosures With Individual Authorization. In addition,

covered entities may disclose
OCR HIPAA Privacy

December 3, 2002

Revised April 3, 2003

2

protected health information to workers’ compensation insurers and others involved in
workers’ compensation systems where the individual has provided his or her
authorization for the release of the information to the entity. The authorization must
contain the elements and otherwise meet the requirements specified at 45 CFR 164.508.
Minimum Necessary. Covered entities are required reasonably to limit the amount of
protected health information disclosed under 45 CFR 164.512(1) to the minimum
necessary to accomplish the workers’ compensation purpose. Under this requirement,
protected health information may be shared for such purposes to the full extent
authorized by State or other law. In addition, covered entities are required reasonably to
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limit the amount of protected health information disclosed for payment purposes to the
minimum necessary. Covered entities are permitted to disclose the amount and types of
protected health information that are necessary to obtain payment for health care
provided to an injured or ill worker. Where a covered entity routinely makes disclosures
for workers” compensation purposes under 45 CFR 164.512(1) or for payment purposes,
the covered entity may develop standard protocols as part of its minimum necessary
policies and procedures that address the type and amount of protected health information
to be disclosed for such purposes. Where protected health information is requested by a
State workers’ compensation or other public official, covered entities are permitted to
reasonably rely on the official’s representations that the information requested is the
minimum necessary for the intended purpose. See 45 CFR 164.514(d)(3)(iii)(A).
Covered entities are not required to make a minimum necessary determination when
disclosing protected health information as required by State or other law, or pursuant to
the individual’s authorization. See 45 CFR 164.502(b). The Department will actively
monitor the effects of the Privacy Rule, and in particular, the minimum necessary
standard, on the workers’ compensation systems and consider proposing modifications,
where appropriate, to ensure that the Rule does not have any unintended negative
effects that disturb these systems. Refer to the fact sheet and frequently asked questions
on this web site about the minimum necessary standard, or to 45 CFR 164.502(b) and
164.514(d), for more information.

Frequently Asked Questions
OCR HIPAA Privacy

December 3, 2002

Revised April 3, 2003

3

To see Privacy Rule FAQs, click the desired link below:

FAQs on Workers’ Compensation Disclosures

FAQs on ALL Privacy Rule Topics

(vou can also go to http://answers.hhs.gov/cgi-bin/hhs.cfg/php/enduser/std_alp.php, then
select "Privacy of Health Information/HIPAA™ from the Category drop down list and
click the Search button.)
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