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PROCEDURE 18 - Accident/Illness Reporting and Recording
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Synopsis

This procedure establishes requirements and responsibilities for investigating and recording all
occupational injuries, illnesses, equipment/property damage, motor vehicle and near-miss
accidents and incidents. The procedure complies with the requirements of 29 CFR 1904,
"Recording and Reporting Occupational Injuries and Ilinesses™ and 29 CFR 1960 Subpart I,
"Record Keeping and Reporting Requirements for Federal Employees” and NAO 209-1 NOAA
Safety Policy. This procedure applies to all NWS facilities, work locations and employees.

Initial Implementation Requirements:
e  Analyze Site Operations versus Requirements of the Procedure
. Develop/Obtain Documentation/Information required for Site
- Ensure that all accidents including near misses are reported by supervisors via the
NOAA Web Based Safety Incident Reporting System (18.3.1.a)
- Ensure all accidents are fully investigated (18.3.3)

- Ensure availability of required accident/illness reporting forms CA-1, CA-2,
SF-91, SF-94, etc. (Attachments B-G, OPS1 web site:
https://www.ops1.nws.noaa.gov/Secure/SAFETY/EHB-
15/Procedures_final/accident_reporting.htm or the OPS1 website
https://www.ops1.nws.noaa.gov/Secure/SAFETY/WorkersComp.html - Workers’
Compensation page).

. Provide Local Training of Site Personnel
. Personnel Awareness Training

Recurring and Annual Task Requirements:

. Review/Update Documentation/Information required for Site
- Maintain records related to incidents and unsafe conditions for 5 years (18.3.6)
- Post annual summary of occupational incidents and illnesses (18.3.6)

. Perform Occupational Injuries Investigation/Corrective Action Determination
. Provide Refresher Training of Site Personnel (If Applicable)
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Accident/illness Reporting and Recording Checklist
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injuries and illnesses (Log 300A) posted from February 1 to
April 30?

Requirements Reference YES | NO | N/A | Comments

Is initial and annual review of this procedure conducted and 18.4.2

documented?

Are all employees and supervisors aware of web based safety 18.3.1

incident/accident reporting procedures?

Do employees report to their supervisors upon return to work 18.3.1c

from an occupational accident or illness?

Are required worker’s compensation forms available for site 18.3.2

personnel use? Attachments
B-G

Avre all safety incidents/accidents and near misses investigated 18.3.3

and corrective actions taken to preclude recurrence of similar

incidents?

Are employees encouraged to orally report unsafe/unhealthful 18.3.5

working conditions or use Form CD-351, if necessary?

Are Forms SF-91, SF-94, used to report motor vehicle related 18.34

incidents? Are they readily available in vehicle glove

compartments?

Is a copy of annual site specific summary of occupational 18.3.6¢

18—iii




18
18.1

18.2

NWSM 50-1115 JULY 16, 2014

ACCIDENT/ILLNESS REPORTING AND RECORDING

Purpose and Scope

As part of its goal to provide a safe and healthful workplace, the National Weather
Service (NWS) has established requirements and responsibilities for the investigation and
recording of all occupational injuries, illnesses, equipment/property damage, motor
vehicle and near-miss accidents and incidents to comply with the requirements of 29 CFR
1904, “Recording and Reporting Occupational Injuries and Ilinesses” and 29 CFR 1960
Subpart I, “Record Keeping and Reporting Requirements for Federal Employees.” This
procedure applies to all NWS facilities, work locations and employees.

Definitions
Accident/Incident. An unexpected, unplanned, unwanted event or occurrence which
either results in personal injury/illness and/or property damage.

Employee. Any person employed or otherwise permitted, or required to work by the
NWS.

Field Office. A Field Office may include the following: Weather Forecast Office (WFO),
River Forecast Center (RFC), Weather Service Office (WSQO), and a Data Collection
Office (DCO).

Near Miss. An accident/incident which does not result in personal injury/illness and/or
property damage but had the potential to do so and/or a situation in which an
inappropriate action occurs or necessary action is omitted, but is detected and corrected
before an adverse effect on personnel or equipment results.

Occupational llIness. Any abnormal physical conditions or disorders other than one
resulting from an occupational injury caused by exposure to environmental factors which
are associated with employment.

Occupational Injury. Any injury such as a cut, fracture, sprain, amputation, etc. which
results from a work accident or from a single instantaneous exposure in the work
environment.

Operating Unit. For the purpose of this procedure, Operating Unit includes the National
Centers for Environmental Prediction (NCEP), National Data Buoy Center (NDBC),
NWS Training Center (NWSTC), National Reconditioning Center (NRC), Radar
Operations Center (ROC), or the Sterling Field Support Center (SFSC).

OSHA Recordable Injury or Iliness. All work-related fatalities, illnesses and those
related injuries which result in loss of consciousness, restriction of work or motion,
transfer to another job or required medical treatment beyond first aid.

NOAA SECO. NOAA Safety and Environmental Compliance Office.
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Station Manager. For the purpose of this procedure, the Station Manager shall be either
the NWS Regional Director; Directors of Centers under NCEP (Aviation Weather Center,
NP6; Storm Prediction Center, NP7; and Tropical Prediction Center, NP8; Space Weather
Prediction Center, NP9); Directors of the NDBC, NWSTC, and Chiefs of NRC, ROC and
SFSC facilities; or Meteorologist in Charge (MIC), Hydrologist in Charge (HIC), or
Official in Charge (OIC)

18.3 Procedure

18.3.1 Safety Incident/Accident Reporting

When a safety incident/accident occurs, the first priorities are to ensure that the work area is safe
in order to prevent injuries to additional personnel and to provide prompt medical assistance to
the injured. The affected employee shall immediately report the incident to his/her supervisor.
Employees should seek initial treatment for work related illness or injury at health units where
available. All job-related safety incidents/accidents, illnesses, near-misses, and property
damage/loss must be reported. Any delay in reporting an accident may slow the compensation
process. Reporting of near-miss incidents can prevent future occurrences.

a. All incidents must be reported within 24 hours of occurrence. If the incident
is of a serious nature, the reports must be made within 8 hours. A serious
incident involves

. 3 or more hospitalizations,
. fatality, or
. property damage or loss exceeding $1 million.

The NOAA Web-based Accident/IlIness Reporting System will be used to report all safety
incidents/accidents and near misses involving NOAA employees, contractors, and NOAA
property. The web site can be accessed via Internet Explorer at:

- https://ops13web.nws.noaa.gov/accgen/acc_form.info_scn

Only NWS supervisory personnel will enter information into the NOAA web-based
Accident/llIness Reporting System. If there is not enough information at the time of report
completion, a Follow-Up Information Report (available on the web site) should be filled out as
soon as information becomes available.

Incidents include accidents with and without injury (near-miss incidents); all driving accidents
while on government business; all property losses including those from fire, ship damage, or
environmental spills; and any other incident that results in property damage. Incidents also
include any work related illnesses which may involve exposure to chemical, physical (noise,
radiation) and biological (bacterial, viral) agents.

b. Paper Form CD-137 “Report of Injury, Iliness, Accident, or Fatality” is no longer
required and has been replaced by web-based report.

C. Prior returning to work from an occupational injury, accident, or illness,
employees will advise supervisors of their return to work status and of any
restrictions or conditions for work.
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18.3.2 Workers’ Compensation

Many NWS incidents involve treatment by a private physician or an emergency room. NOAA
uses the Federal Employees Compensation Act (called “Workers' Compensation” for short) to
pay for these services.

All Department of Commerce (DOC) workers’ compensation claims processing and liaison
services have been provided by a commercial vendor.

To ensure timely claims submission, supervisors shall send all initial claims (CA-1's and
CA-2's), CA-16 (see Note below), and claims for disability compensation (CA-7's) to the
Worker’s Compensation contractor. The address and contact information can be found
at: https://www.opsl.nws.noaa.gov/Secure/SAFETY/WorkersComp.html.

More information about the DOC Workers” Compensation Program, the Department of
Labor Office of Workers” Compensation Program, and electronic forms can be found at
OPS1 web site: https://www.opsl.nws.noaa.gov/Secure/SAFETY/WorkersComp.html
and https://www.ops1.nws.noaa.gov/Secure/SAFETY/EHB-
15/Procedures_final/accident_reporting.htm. Attachment H to this manual contains a
summary of Accident/illness Reporting and Recordkeeping Requirements.

NOTE: CA-16 should be issued when employee needs to seek prompt medical care related to
injury. In most instances, a supervisor should consult with NOAA’s Workers’
Compensation contractor, prior to the issuance of the CA-16. The contractor can help
the supervisor determine if a CA-16 is warranted based on the facts related to the
injury and provide guidance if additional forms are required.

18.3.3 Incident/Accident Investigation
Each accident, including near misses, must be investigated to:

e Prevent arecurrence. Accident investigation often brings out “hidden” safety issues that
need to be addressed,;

e Determine a cause. Determining the cause is not placing blame. Usually accidents have
multiple causes and contributing factors;

e Document events and allow proper management of workers’ compensation claims; and

e Meet legal requirements for reporting to the Occupational Safety and Health
Administration (OSHA).

Requirements for investigation of safety incidents are set by the accident class. Specific
information on the incident reporting, reporting and analysis can be found in “NOAA Incident
Reporting, Recording, and Analysis Manual” posted at NOAA SECO web site:
https://secure.seco.noaa.gov/.

The immediate cause of an accident is often operational practices or conditions. Examples of
operational practices are: operating without authority, using equipment improperly, not using
personal protective equipment when required, not using correct lifting techniques, alcohol or

drug use, horseplay, and not properly securing equipment. Examples of conditions are:
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unserviceable tools and equipment, inadequate warning systems or instructions, bad
housekeeping practices, poorly lit work spaces, and unhealthy work environment.

18.3.4 Accident/Incident Resulting in Equipment/Property/Motor Vehicle Damage

All accidents/incidents causing equipment, property, or motor vehicle damage shall be reported
on the NOAA Web-based Accident/llIness reporting system as soon as possible. This includes
GSA owned, leased, or rented vehicles used by NWS employees; personally owned vehicles if on
official duty; and vehicles used by contractors during government related travel. Drivers must
report all accidents involving these vehicles within 24 hours and 8 hours if the accident is
serious.

Any vehicle accident on public roads shall be investigated by police if feasible. Drivers and
supervisors should make every attempt to obtain copies of any police reports. Employee injuries
must also be reported using the guidelines outlined in 18.3.1 “Safety Incident/Accident
Reporting.” Contractor injuries must be reported by company employees to the contractor’s
insurance company.

Form SF-91 “Operator’s Report of Motor Vehicle Accident Report” (Attachment E) and, if
appropriate, Form SF-94 “Statement of Witness” (Attachment F) must be completed. Form SF-
94 may be used to record witness identity and accident/iliness information. Copies of the SF-91,
SF-94, vehicle repair estimates, and police reports (if available) must be faxed to the DOC Office
of General Counsel (202-482-5858). This allows damage to civilian vehicles or property to be
adjudicated.

The following steps should be followed if you are involved in an accident:

Stop immediately.

Take steps to prevent another accident at the scene.

Call a doctor or ambulance if necessary.

Notify the police.

Do not sign any paper or make any statement as to who was at fault (except to

your supervisor or to a Federal government investigator).

f. Get the name and address of each witness. Ask each witness to complete
Standard Form 94, Statement of Witness, in the Accident reporting kit (located in
the glove compartment).

g. Give the police your name, address, place of employment, and name of your
supervisor. Upon request, show your operator's permit and vehicle registration
card. (NOTE: Only government-owned or leased vehicles registered in the
District of Columbia or displaying state tags have registration cards.)

h. Complete Standard Form 91, Motor Vehicle Accident Report. Notify the
Dispatch Pool Manager as soon as possible by calling the telephone number(s)
listed in the vehicle's Log Book.

I. If you are unable to reach the Dispatch Pool Manager, call the GSA Maintenance
Control Center (888-622-6344).

J. If the vehicle is unsafe to drive and you are unable to contact the Dispatch Pool

Manager or the GSA Maintenance Control Center (e.g., due to an accident after

P o0 o
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normal duty hours) have it towed to the nearest repair shop and contact the
Dispatch Pool Manager as soon as possible.

18.3.5 Unsafe /Unhealthful Working Conditions Reporting

a. Employees are encouraged to orally report unsafe or unhealthful work conditions
to their immediate supervisor who shall promptly investigate the situation and
take appropriate corrective actions.

NOTE: Per NAO 209-1, NOAA Safety Policy (4/30/09), employees are responsible to promptly
report all unsafe conditions and safety incidents to their immediate supervisor. NAO 209-1 also
states that employees have the right to decline to perform their assigned task because of a
reasonable belief that the task or situation poses an imminent risk of death or serious bodily
harm, and that there is insufficient time to reduce the risk through normal hazard reporting and
abatement procedures.

b. Supervisors may contact NWS personnel with authority to correct the
unsafe/unhealthful working condition, if required. NWS Regional or Operating
Unit Environmental/Safety Coordinator and NWSH safety staff may also be
contacted for assistance.

C. If employee does not wish to notify supervisor for personal reasons or supervisor
fails to take a corrective action within a reasonable time frame, the employee may
submit a written report of unsafe/unhealthful working conditions (Form CD-351).
Regional or Operating Unit chain of command should be followed for CD-351
submittal (See Attachment B). If issue is not resolved at Regional or Operating
Unit level, the employee can contact NWSH and NOAA SECO safety personnel
for assistance.

d. The CD-351 shall provide a detailed description of the unsafe/unhealthful
working condition, including but not limited to the following: the date when the
condition was first observed; name(s) and/or job title(s) of personnel to whom the
request to address the unsafe/unhealthful condition was submitted and when;
outcome of requests for resolution; NWS personnel impacted; any interim
measures taken to protect employees (e.g., administrative, engineering, PPE), etc.

e. If unsafe/unhealthful working condition is related to a specific NWS Program
(e.g., NWR, Upper Air, NEXRAD, etc.) and does not present potentially serious
hazard or imminent danger, it should be coordinated with appropriate Regional
Program Managers first.

NOTE: The CD-351 can also be prepared by Regional Headquarters personnel for
unsafe/unhealthful working conditions impacting all or majority of NWS offices in that
Region. The same CD-351 form that is used by individual offices can be used. The
Regional CD-351 will be submitted to NWSH for review and evaluation. All
remaining Regions will be also involved in review in order to determine if similar
working conditions are present at their respective offices.

f. A person who receives CD-351 shall contact originator of report, if possible, to
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acknowledge its receipt and discuss the seriousness of the reported
unsafe/unhealthful working condition. Supervisor shall be informed about the
CD-351 submitted.

Imminent danger situations reported shall be investigated within 24 hours.
Potentially serious situations shall be investigated within 3 days.

If the reported working condition involves a health hazard, the assistance of a
competent industrial hygienist shall be requested.

The person who received CD-351 must provide a written interim or complete
response to the originator of the report within 15 working days of receipt. Interim
reports should include the expected date for a complete response.

The complete response shall indicate the appropriate channels available for formal
appeal (see Chapter 10, paragraph 03 of DOC Safety Manual for additional
information related to appeals).

Employees involved in a near miss shall report the incident to their supervisor(s)
who shall investigate it immediately and report it in NOAA Web-based
Accident/llIness Reporting System.

The records related to unsafe or unhealthful working conditions or near-miss
incidents shall be maintained for five years.

18.3.6 Recording and Recordkeeping

a.

All safety incidents/accidents are recorded in the NOAA Web-based
Accident/llIiness reporting system by supervisors and in the Microsoft Excel
NOAA Safety Information Reporting System (SIRS) by NOAA SECO. An
accident report is e-mailed to respective manager(s) on the next day (same day for
serious accidents) by NOAA Web-based Accident/IlIness reporting system. A
cumulative monthly accident report is provided to respective Regional Directors,
Operating Unit Directors, and the Deputy Assistant Administrator by NWS
Headquarters (NWSH). This monthly report includes OSHA recordable
injuries/illnesses rates as well as lost time rates for each Region/Operating Unit.

NOTE: “Privacy Case,” instead of name, must be entered in web-based reporting
system for Bloodborne Pathogens exposure incidents. “Exposure Incident
Report” (see Chapter 33, Bloodborne Pathogens) will be kept as a confidential file
(under lock and key). The web-based report number will be referenced on the
paper Exposure Incident Report, so that supplemental information can be added to
the reporting system, as necessary.

OSHA Log 300 “Log of Work-Related Injuries” shall be completed by Station
Manager or his/her designee for a calendar year and can be filled any time when
accident/incident is processed by NOAA SECO and shown on the NWSH
monthly accident report. This Log includes names of employees and should be
handled as confidential information.
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NOTE: Employee’s name will not be entered on the OSHA 300 Injury and
Iliness Log in the case where an employee develops a bloodborne disease from an
occupational exposure (HIV, Hepatitis B, Hepatitis C) or receives a needlestick
injury or cut from a sharp object contaminated by human blood or OPIM. Where
the name would otherwise appear on the log, the words “privacy case” will be
entered. A separate, confidential list of case numbers and employee names is
maintained.

Log 300A “Summary of Work-Related Injuries and IlInesses” shall be prepared to
record incidents/illnesses for a calendar year by Station Manager or his/her
designee. This Log does not include names of employees. It shall be signed by
the manager and posted from February 1 to April 30 of the year following the
calendar year covered by the summary in a conspicuous place or places where
notices to employees are customarily posted. If there were no incident/accidents
at the site, the OSHA Log 300A should still be posted with “None” in the incident
description block. This Log must be maintained on site and for at least five years.
It is also recommended that Regional and Operating Unit Environmental and
Safety Coordinators maintained copies of the Log 300A prepared by field offices.

18.4 Responsibilities
18.4.1 Regional and Operating Unit Environmental/Safety Coordinators

a.

b.

Will monitor and promote compliance with the requirements of this procedure at
field offices or Operating Unit facilities.

Will ensure that applicable procedures are implemented at regional headquarters
or Operating Unit facilities.

18.4.2 Station Manager

a.

Will have oversight over the implementation of this procedure, and ensure that the
requirements of this procedure are followed by individuals at the NWS facility.

Will ensure that annual Log 300 is maintained and Log 300A is posted in
accordance with 18.3.6.

Will assure that all accidents/incidents resulted in injury/illness are reported and
investigated by supervisors or other designated/authorized personnel.

Will review, or delegate review, of this procedure on an annual basis to ensure
that the facility is complying with its requirements. Confirmation of this review
shall be forwarded to the Regional or Operating Unit Environmental/Safety
Coordinator.

18.4.3 NWS Headquarters (NWSH)

a.

The NWS Safety Office will provide assistance to Regional Headquarters,
Operating Units, and field personnel to ensure that NWS facilities comply with
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requirements of this procedure.

NWSH will coordinate with NOAA SECO, as necessary, regarding compliance
issues related to this procedure.

18.4.4 Supervisor

a.

Will complete Form CA-1, “Federal Employees Notice of Traumatic Injury and
Claim for Continuation of Pay/Compensation” items 17 through 38, and obtain
witness information (if appropriate, item 16) for completion of Items 17 through
20 (See Attachment C).

Will complete Form CA-2, “Notice of Occupational Disease and Claim for
Compensation” items 19 through 35 (See Attachment D).

NOTE: Completed Forms CA-1 and CA-2, will be sent to the address on the website

https://www.opsl.nws.noaa.qov/Secure/SAFETY/WorkersComp.html

Will complete and sign Part A of Form CA-16 “Authorization for Examination
and/or Treatment” (See Attachment G).

Will assure that all accidents/incidents resulted in injury/illness or property
damage/loss as well as near miss incidents are reported in NOAA Web-based
Accident/llIness Reporting System.

18.4.5 Safety or Environmental/Safety Focal Point

a.

Will ensure that any responsibilities delegated to them by the Station Manager are
implemented in accordance with the requirements of this procedure.

Will assist in the investigation, information-gathering, and recording of all
illnesses/ accidents and incidents, as requested by the Station Managers.

18.4.6 Employees

a.

Individual employees affected by this procedure are required to read, understand
and comply with the requirements of this procedure.

Employees will report unsafe or unhealthful conditions and practices to their
supervisor or safety or environmental/safety focal point. Employees who choose
to submit Form CD-351 will complete items 1 through 8 of the form. Completed
form will be submitted to the Regional or Operating Unit Environmental/Safety
Coordinator. The Environmental/Safety Coordinator can get assistance from
NOAA SECO personnel, if necessary.

Employees will complete items 1 through 15 of Form CA-1 and items 1 through
18 of Form CA-2. Completed forms will be submitted to the supervisor within
six days.

Employees will provide information about medical facility or Physician’s office to
personnel designated/authorized to complete the Form CA-16, before medical
treatment can be obtained (if employee is cognizant and not in a life threatening
situation).
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NOTE: - Reference NWS PD 50-11 for complete list of responsibilities
http://www.weather.gov/directives/050/pd05011c.pdf

18.5

References

Incorporated References. The following list of references is incorporated as a whole or in part

into this procedure. These references can provide additional explanation or guidance for the
implementation of this procedure.

18.5.1

18.5.2

18.5.3

18.5.4

18.5.5

U.S. Department of Commerce, Department Administrative Orders Series, Chapter 9,
Safety.

US. Department of Commerce Occupational Safety and Health Manual, July 1997,
Chapter 11.

U.S. Department of Labor, Occupational Safety and Health Administration,
29 CFR 1904, Recording and Reporting Occupational Injuries and llInesses.

U.S. Department of Labor, Occupational Safety and Health Administration,
29 CFR 1960, Subpart I: Record Keeping and Reporting Requirements for Federal

Employees.
U.S. Department of Labor Reporting Forms:

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

U.S. Department of Labor, Division of Federal Employees' Compensation Home Page:
http://www.dol.gov/esa/regs/compliance/owcp/fecacont.htm

U.S. Department of Commerce, Office of Human Resource Management:
http://hr.commerce.gov/Employees/WorkL ifelssues/DEV01_006096

18.6

Attachments
Attachment A: Safety Incident Rating Details

Attachment B: U.S. Department of Commerce Form CD-351 “Report of Possible
Safety/Health Hazard”

Attachment C: U.S. Department of Labor Form CA-1 “Federal Employees Notice of
Traumatic Injury and Claim for Continuation of Pay/Compensation”

Attachment D: U.S. Department of Labor Form CA-2 “Notice of Occupational
Disease and Claim for Compensation”

Attachment E: U.S. Department of Labor Form SF-91 “Operator’s Report of Motor
Vehicle Accident”

Attachment F: U.S. Department of Labor Form SF-94 “Statement of Witness”

Attachment G: U.S. Department of Labor Form CA-16 “Authorization for
Examination and/or Treatment”

Attachment H: Summary of Accident/lliness Reporting and Recordkeeping
Requirements
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ATTACHMENT A
Safety Incident Rating Details Description
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Class A
Mishap

Injury to
individuals

Dollar loss
Environmental

damage

Other

Incident Rating Details Description Chart

« Incident resulting in a fatality.
« Incident requiring 3 or more personnel in-patient hospitalization within 30 days from date of the incident.
» Incident resulting in permanent disability as defined by OWCP.

* Property damage or loss estimated at greater than $1,000,000.

* Release of a listed environmental pollutant in a quantity greater than or equal to the chemicals Reportable Quantity (> RQ).
* Release of an environmental pollutant outside of the boundaries of a NOAA Facility that requires notification and a clean-up
response in accordance with applicable regulations.

 Any incident involving international activities or participation of foreign government agencies or any other US Agencies.
» Close call or near miss incidents involving conditions that caused an imminent and severe threat of serious injury to
employees or the environment.

» Any incident elevated from a “Class B Incident” due to concerns by the investigation authority.

Injury to  Any incident which results in an in-patient hospitalization of personnel.
individuals * Injuries which result in five or more consecutive lost work days immediately following the incident.
= Incident resulting in permanent partial disability as defined by OWCP.
« lliness, upon the report of treatment, filing a CA-2, or a report of a suspect illness that will trigger further study.
Dollar loss * Property damage or loss estimated at greater than $20,000 but less than $1,000,000.
I(\:/Il'a ‘ﬁ' B Environmental | ¢ Release of an environmental pollutant approaching the Reportable Quantity (RQ).
shap damage
Other » Any Aircraft related incident that forces grounding of the aircraft.
* Loss of vessel while underway regardless of size that does not result in a Class A Mishap.
* Close call or near miss incidents of NOAA-wide significance reported via NOAA Web-based Incident Reporting System.
» Any incident elevated from a Class “C” Incident due to concerns by the investigation authority.
Injury to  Any incident which causes an injury.
individuals * Incidents which involve first aid or medical treatment.
» Incidents which result in an employee being taken to a hospital emergency room, without requiring an in-patient stay.
Dollar loss * Property damage or loss up to $20,000.
Class C Environmental | *Unintentional releases of materials to the secondary containment.
Mishap damage
Other * Incidents involving contamination of personnel or environmental exposure by a potentially harmful substance; with no

symptoms or circumstances that trigger any other incident classification.

« Incidents or exposures that have caused concerns to NOAA employees or affiliates to include near miss incidents of local
significance reported via NOAA Web-based Incident Reporting System.

« All motor vehicle incidents (incidents that result in injuries may elevate to Class A or B.)

18—-A-2
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ATTACHMENT B
Form CD-351 “Report of Possible Safety/Health Hazard”

INSTRUCTIONS FOR COMPLETING CD-351
(Report of Possible Safety/Health Hazard)

EMPLOYEE

Supervisors have responsibility for ensuring the safety and well-being of their employees.
Therefore, while you have the right to go directly to a safety official, you are encouraged to first
contact your supervisor whenever you observe a possible safety or health hazard.

If you do not wish to notify your supervisor for personal reasons or if your supervisor fails to
take corrective action within a reasonable time-frame, then you should contact your Area Safety
Representative, Operating Unit Safety & Health Representative or Regional Safety Manager.

After notifying the safety official, complete the appropriate section of the CD-351 and submit the
form to the safety official notified.

Complete Blocks 1 through 8.

+« Blocks 2 and 3—Optional under the Privacy Act. However, not providing this information
may hinder any investigation since safety personnel will not be able to contact you for
additional information nor inform you of any corrective action being taken. (See Block 5
below.) Include area code or use “999” if FTS in Block 3.

+ Block 5—By indicating “no” to this question, safety personnel may only reveal your
name to other safety personnel involved in the investigation. They may not reveal your
name to your supervisor or other management Officials.

* Block 6—lInclude operating unit, line organization, name and address of your duty
station.

+« Block 7T—lIdentify specific location (e.g., stairwell, room number, etc.) building number (if
appropriate), and address.

Sign (optional) and date form, retain employee’s copy, and submit original and other copies to
the safety official.

INVESTIGATING SAFETY OFFICIAL

Investigate all reports filed as quickly as possible. (If investigation indicates a life-threatening
situation, ASRs should contact appropriate OUSHR or RSM immediately.)

Complete Blocks 9 through 13.

*« Block 11—Describe interim (if applicable) and permanent corrective action(s) that have
or will be taken.

+« Block 12—lIndicate date permanent corrective action was taken (actual) or will be taken
(estimate).

After completing form, retain investigator's copy, forward original to appropriate OUSHR/RSM
and notification copy to employee (if known).

18-B-1
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FORNM CD-351 LF
[REV. 5-£9)
D 209-2

REPORT OF POSSIBLE SAFETY/HEALTH HAZARD Control:
SAFETY 8 HEALTH MANAGEMENT INFORMATION Org. Code:

U5 DERARTMENT OF COMMERCE
Case:

Date Received:

TO BE COMPLETED BY EMPLOYEE

1. Reason for Report:

l:l Safety Hazard l:l Health Hazard

2. Name: 3. Phone:

{Last, First, M.1.)
4. Have you Reported Condition to Supervisor? I:l Yes I:] No
5. May we Reveal Your Name During Investigation? I:l Yes I:]NO

6. Duty Station Address:

7. Location of Hazard:

8. Description of Hazard:

Signature:

Date :

TO BE COMPLETED BY INVESTIGATOR

9. Investigation Findings:

10. Life Threatening?

l:lYes |:| No

11. Corrective Action:

12. Completion Date :

|:] Estimated D Actual

Investigator's Signature:

Title:

Date :

Phone:

18-B-2
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ATTACHMENT C
Form CA-1 “Federal Employees Notice of Traumatic Injury and Claim for Continuation of
Pay/Compensation”

18-C-1
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Benefits for Employees under the Federal Employees’ Compensation act (FECA} L L R

The FECA, which is administered by the Office of Workers'
Compensation Programs (OWCP), provides the following
benefits for job-related traumatic injuries:

(1) Continuation of pay for disability resulting from traumatic, (4) Vocational rehabilitation and related services where
job-related injury, not to exceed 45 calendar days. (To be directed by OWCP.
eligible for continuation of pay, the employee, or someone
acting on his/her behalf, must file Form CA-1 within 30 days

following the injury and provide medical evidence in support (3) All necessary medical care from qualified medical providers.
of disability within 10 days of submission of the CA-1. Where The injured employee may choose the physician who provides
the employing agency continue's the employee's pay, the pay initial medical care. Generally, 25 miles from the place of
must not be interrupted unless one of the provision's outlined injury, place of employment, or employee's home is a reasonable
in 20 CFR 10.222 apply. distance to travel for medical care.

(2) Payment of compensation for wage loss after the expiration An employee may use sick or annual leave rather than LWOP

while disabled. The employee may repurchase leave used
for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision

is made to use |eave.

of COP, if disability extends beyond such point, or if COP is not

payable, If disability continues after COP expires, Form CA-7,

with supporting medical evidence, must be filed with OWCP,

To avoid interruption of income, the form should be filed on the

40th day of the COP period.

For additional information, review the regulations governing

(3) Payment of compensation for permanent impairment of the administration of the FECA (Code of Federal Regulations,

certain organs, members, or functions of the body (such as Chapter 20, Part 10) or pamphlet CA-810.

loss or loss of use of an arm or kidney, loss of vision, etc.),

or for serious defringement of the head. face, or neck.

Privacy Act

In accordance with the Privacy Act of 1574, as amended (5 U.S.C. 552a), you are hereby nctified that: (1) The Federal Employees'
Compensation Act, as amended and extended (5 U.S.C. 8101, et seq.) (FECA) is administered by the Office of Workers' Compensation
Programs of the U.S. Department of Labor, which receives and maintains personal information on claimants and their immediate families. (2)
Information which the Office has will be used to determine eligibility for and the amcount of benefits payable under the FECA, and may be
verified through computer matches or other appropriate means. (3) Information may be given to the Federal agency which employed the
claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify billing, and to
consider issues relating to retention, rehire, or other relevant matters. (4) Information may also be given to other Federal agencies, other
government entities, and to private-sector agencies and/or employers as part of rehabilitative and other return-to-work programs and services,
(5) Information may be disclosed to physicians and ofther health care providers for use in providing treatment or medicalfvocational
rehabilitation, making evaluations for the Office, and for other purposes related to the medical management of the claim. (8) Information may be
given to Federal, state and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, to
determine whether benefits are being paid propery, including whether prehibited dual payments are being made. and. where appropriate, to
pursue salary/administrative offset and debt collection actions required or permitted by the FECA andfor the Debt Collection Act. (7)
Disclosure of the claimant's social security number (SSN) or tax identifying number (TIN) on this form is mandatory. The SSN and/or TIN), and
other information maintained by the Office, may be used for identification, to support debt collection efforts carried on by the Federal
government, and for other purposes required or authorized by law. (8) Failure to disclose all requested information may delay the processing
of the claim or the payment of benefits. or may result in an unfavorable decision or reduced level of benefits.

Note: This notice applies to all forms requesting Iinformation that you might recelve from the Office in connection with the
processing and adjudication of the claim you filed under the FECA.

|Rscaip{quoﬂcsnfln]ury i i : R ]

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

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

At (Location)
Signature of Official Superior Title Date (Mo., Day, Yr.)
IS GPO. 1999-454-845/12704 Form CA-1

Rewv. Apr. 1999
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Federal Employee's Notice of U.S. Department of Labor
Traumatic Injury and Claim for Employment Standards Administration

Continuation of Pay/Compensation Office of Workers' Compensation Programs

Employee: Please complete all boxes 1 - 15 below. Do not complete shaded areas.
Witnhess: Complete bottom section 16.
Employing Agency (Supervisor or Compensation Speciallsti Compiete shaded boxes a, b, and c¢.

l_Eon ee Data

1. Name of employee (Last, First, Middle) 2. Social Security Mumber

3. Date of birth  Mo. Day Yr. 4. Sex 5. Home telephone 6. Grade as of
I Male [] Female date of injury  Level Step
7. Employee's home mailing address (Include city, state, and ZIP code) &. Dependents

[ wife, Husband
|:| Children under 18 years

[ other

[Deseription of injury T
8. Place where injury occurred (e.qg. 2nd floor, Main Post Office Bldg., 12th & Pine)

10. Date injury occumred Time 11. Date of this notice 12. Employee's occupation
Meo. Day Yr. CJam. Mo. Day Yr.
[ pm.

13. Cause of injury (Desecribe what happened and why)

a, Occupation code

14. Mature of injury (Identify both the injury and the part of body, e.g., fracture of left leg) b, Type code ¢, Source code

OWCP Use - NOI Code

|Emp|oyee g ure: EI SR

15. | certify, under penalty of law, that the injury described above was sustained in performance of duty as an employee of the
United States Government and that it was not caused by my willful misconduct, intent to injure myself or ancther person, nor by
my intoxication. | hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

D b. Continuation of regular pay (COP) not to exceed 45 days and compensation for wage loss if disability for work continues
beyond 45 days. If my claim is denied, | understand that the continuation of my regular pay shall be charged to sick
or annual leave, or be deemed an overpayment within the meaning of 5 USC 5584.

0 a. Sick andfor Annual Leave

| hereby authorize any physician or hospital (or any other person, institution, corporation, or government agency) to furnish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or toits official representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

Signature of employee or person acting on his/her behalf Date

Any person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provided by the FECA or who knowingly accepts compensation to which that person is not entitled is subject to civil or administrative
remedies as well as felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine or imprisonment or both.

Have your supervisor complete the receipt attached to this form and retum it to you for your records,

|W‘tness Statement el

16. Statement of witness (Describe what you saw, haard or know about this injury)

Mame of withess Signature of witness Date signed

Address City State ZIP Code
Form CA-1
Rev. Apr. 1988
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Official Supervisor's Report: Please complete information requested below:

Supervisor's Report

17. Agency name and address of reporting coffice (include city, state, and zip code)

OWCP Agency Code

OSHA Site Code

ZIP Code
18. Employee's duty station {Street address and ZIP code)
19. Employee's retirement coverage
Ocsrs OrFers [other, (identify)

20. Regular I:I O 21. Regular

work a.m. a.m. work

hours  From: Op.m. Te [Je.m. schedule [Jsun. CIMon. [Tues. [Jwed. O hurs. [IFi. D Sat.
22. Date Mo. Day YT 23. Date Mo. Day Yr. 24. Date Mo. Day Yr.

of notice stopped Oam.

Injury received work Tirne: de.m
25. Date Mo. Day Yr. 26. Date Mo. Day Yr. 27. Date Mo. Day Yr.

pay 45 day returned Oam.

stopped period began to work Time: Opm.

28. Was employee injured in performance of duty? O ves D Neo (If "No," explain)

29. Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or another? [ ves (f"ves” explain) |:| Mo

30. Was injury caused
third party?
Yes MNo
(If "No,"
goto
itern 32.)

31. Name and address of third party (Include city, state, and ZIP code)

32. Mame and address of physician first providing medical care {Include city, state, ZIF code)

33. First date Mo. Day Yr.
medical care
recejved

24. Do medical
reports show Oves Ono

employee is
disabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee andfor withesses? I:l Yes |:| Mo  (If "No," explain)

36. If the employing agency controverts continuation of pay, state the reason in detail.

37. Payrate
when employee
séopped work

Per

|Signature of Supervisor and Filing Instructions R,

38. A supervisor who knowingly certifies to any false statement, misr

may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

Mame of supervisor (Type or print)

Signature of supervisor Date

Supervisor's Title Office phone

ENG lost time and no medical expense: Place this form in employee's medical folder (SF-66-D)
LMo lost time, medical expense incurred or expected; forward this form to OWCP

[ Lost time covered by leave, LWOP, or COP: forward this form to OWCP

[ Eirat Aid Injry

39. Filing instructions

Form CA-1,

Rewv. Apr. 1999

18-C-4
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Complete all items on your section of the form. If additional space is required to explain or clarify any point, attach a supplemental
statement to the form. Some of the items on the form which may require further clarification are explained below.

13) Cause of injury

Describe in detail how and why the injury occurred. Give

appropriate details (e.qg.: if you fell. how far did you fall and in
what position did you land?)

14} Nature of Injury

Give a complete description of the condition(s) resulting from
your injury. Specify the right or left side if applicable (e.g.,
fractured left leg: cut on right index finger).

15) Election of COP/Leave

If you are disabled for work as a result of this injury and filed

CA-1 within thirty days of the injury, you may be entitled to receive
continuation of pay (COP) from your employing agency. COP is
paid for up to 45 calendar days of disability, and is not charged
against sick or annual leave. If you elect sick or annual leave

you may not claim compensation to repurchase leave used

during the 45 days of COP entitlement.

Supervisor

At the time the form is received, complete the receipt of notice of
injury and give it to the employee. In addition to completing

items 17 through 39, the supervisor is responsible for obtaining

the witness statement in Item 16 and for filling in the proper codes
in shaded boxes a, b, and ¢ on the front of the form. If medical
expense or lost time is incurred or expected, the completed form
should be sent to OWCF within 10 working days after it is received.

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

If the employing agency controverts COP, the employee should
be nctified and the reascn for controversion explained to him or
her.

17) Agency name and address of reporting office

The name and address of the office to which correspondence
from OWCP should be sent {if applicable, the address of the
personnel or compensation office).

18) Duty station street address and zip code

The address and zip code of the establishment where the
employee actually works.

19) Employers Retirement Coverage.
Indicate which retirement system the employee is covered under,

30) Was injury caused by third party?

A third party is an individual or organization (cther than the
injured employee or the Federal government) who is liable for
the injury. For instance, the driver of a vehicle causing an
accident in which an employee is injured, the owner of a
building where unsafe conditions cause an employee to fall, and
a manufacturer whose defective preduct causes an employee's
injury, could all be considered third parties to the injury.

32) Name and address of physician first providing
medical care

The name and address of the physician who first provided
medical care for this injury. If initial care was given by a nurse
or other health professional (not a physician) in the employing
agency's health unit or clinic, indicate this on a separate sheet
of paper.

33) First date medical care received
The date of the first visit to the physician listed in itern 21.

36) If the employing agency controverts continuation of
pay, state the reason In detail.

COP may be controverted (disputed) for any reason; however,
the employing agency may refuse to pay COP only if the
controversion is based upen one of the nine reasons given
below:

a) The disability was not caused by a traumatic injury.

b} The employee is a volunteer working without pay or for
nominal pay, or a member of the office staff of a former
President;

c) The employee is not a citizen or a resident of the United
States or Canada;

d) The injury occurred off the employing agency's premises and
the employee was not involved in official "off premise" duties;

&) The injury was proximately caused by the employee's willful
misconduct, intent to bring about injury or death to self or
another person, or intoxication;

i The injury was not reported on Form CA-1 within 20 days
following the injury;

9} Work stoppage first occurred 45 days or more following
the injury;

h) The employee initially reported the injury after his or her
employment was terminated; or

i) The employee Is enrolled in the Civil Air Patrol, Peace Corps,
Youth Conservation Corps, Work Study Programs, or other
similar groups.

|Employing Agency - Required Codes

Box a (Occupation Code), Box b (Type Code),

Box ¢ (Source Code), OSHA Site Code

The Occupational Safety and Health Administration (OSHA)
requires all employing agencies to complete these items when
reporting an injury. The proper codes may be found in OSHA
Booklet 2014, "Recordkeeping and Reporting Guidelines,

OWCP Agency Code

This is a four-digit (or four digit plus two letter) code used by
OWCP to identify the employing agency. The proper code may
be obtained from your personnel or compensation office, or by
contacting OWCP.

Form CA-1
Rev. Apr. 1999

18-C-5
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ATTACHMENT D
Form CA-2 “Notice of Occupational Disease and Claim for Compensation”

The FECA, which is administered by the Office of Workers'
Compensation Programs (OWCP), provides the following
general benefits for employmentrelated occupational disease
or illness:

{1) Full medical care from either Federal medical officers and
hospitals, or private hospitals or physicians 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 amm or kidney, loss of vision, etc.),
or for senous disfigurement of the head, face, or neck.

(4) Vocational rehabilitaion and related services where
necessary.

The first three days in a non-pay status are waiting days, and
no compensation is paid for these days unless the period of
disability exceeds 14 calendar days, or the employee has
suffered a pemanent disability. Compensation for total
disability 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 there are
one or more dependents.

An employee may use sick or annual leave rather than LWOP
while disabled. The employae may repurchase leave used
for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision is
made to use leave.

If an employee is in doubt about compensation benefits, the
COWCP District Office senvicing the employing agency should
be contacted. (Obtain the address from your employing
agency.)

For additional information, review the regulations goveming the
administration of the FECA (Code of Federal Regulations, Title
20, Chapter 1) or Chapter 810 of the Cffice of Personnel
Management's Federal Personnel Manual.

In accordance with the Privacy Act of 1974, as amended (5 U.S.C. 552a), you are hereby notified that: (1) The Federal Employees’

Compensation Act, as amended (S U.S.C. 8101, et seq.) (FECA) is administered by the Office of Workers' Compensation Programs of the U.S.

Department of Labor, which receives and maintains personal information on claimants and their immediate families. (2) Information which the
Office has will be used to determine eligibility for and the amount of benefits payable under the FECA, and may be verified through computer
matches or other appropriate means. (3) The information may be given to the Federal agency which employed the claimant at the time of

injury in order to verify statements made, answer questions conceming the status of the claim, verify billing, and to consider issues relating to
retention, rehire, or other relevant matters. (4) The information may also be given to Federal agencies, other government entities, and to
private-sector agencies andfor employers as part of rehabilitative and other return-to-work programs and servies. (5) Information may be
disclosed to physicians and other health care providers for use in providing treatment or medicalivocational rehabilitafion, making evaluations
for the Office, and for other purposes related to the medical management of the claim. (8) Information may be given to Federal, state and local
agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA, to determine whether benefits are being

paid properly, including whether prohibited dual payments are being made, and, where appropriate, to pursue salaryfadministrative offset and
debt collection actions required or permitted by the FECA andfor the Debt Collection. (7) Disclosure of the claimant's social security number

(SSN) or tax identifying number (TIN) on this form is mandatory. The SSN andfor TIN), and other information maintained by the Office, may be

used for identification, to support debt collection efforts carried on by the Federal govemment, and for other purposes required or authorized
by law. (8) Failure to disclose all requested information may delay the processing of the claim or the payment of benefits, or may result in an
unfavorable decision or reduced level of benefits.

. st
This acknowledges receipt of notice of disease or illhess sustained by

(Name of injured employee)

[was first notified about This condiion on (Wo., Day, Tr.)

At (Location)

‘Signature of Official Superior Title: Date (Mo., Day, ¥r.)

This receipt should be retained by the employee as a record that notice was filed.

Form CA-2
Rev. Jan. 1957

18-D-1



NWSM 50-1115 JULY 16, 2014

[ |
Notice of Occupational Dissase U.S. Department of Labor
and Claim for Compensation Employment Standards Administration ?
Office of Workers' Compensation Programs

Employee: Please complehe all boxes 1 - 18 below. Do not complete shaded areas.
Employing Agency (Supervisor or Comp tion Specialist): Complete shaded boxes a. b. and c.

3. Date of bith 0. ay Y0 4. Sex 5. Home telephone 6. Grade as of date
\ | | { ) of last exposure Level Step

7. Employee's home mailing address (Include city, state, and ZIP code) 6. Dependents
Wife, Husband
Children under 18 years

I:l Other

En‘ployea s occupation

L

0 Tocafion (address] where you worked when disease or lliness occurred (Include city, State, and ZIP code) . Date yULl ﬁrst became
aware of disease
or iliness
M. aw Yr.
|
12. Date you first realized 13. Explain the relationship to your employment, and why you came to this realization
the disease or ilness ¥o.  pay P
was caused or aggravated
by your employment — |

14, Nature of disease or illness

5. If this notice and claim was not filed with the employing agency within 30 days after date shown above in item #12 explain
delay.

16. If the statement requested in item 1 of the attached instructions is not submitted with this form, explain reason for delay.

17. If the medical reports requested in item 2 of attached instructions are not submitted with this form, explain reason for delay.

18. | certify, under penalty of law, that the disease or illness described above was the result of my employment with the United States
Government, and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by my intoxication,
| hereby claim medical treatment, if needed, and other benefits provided by the Federal Employees' Compensation Act.

| hereby authorize any physician or hospital (or any other persen, institution, corporation, or govemment agency) to fumnish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its official representative).
This authorization also permits any official representative of the Office to examine and to copy any records conceming me.

Signature of employee or person acting on histher behalf Date
Have your supervisor complete the receipt attached to this form and retum it lo you for your records.

Any person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provided by the FECA or who knowingly accepts compensation fo which that person is not entitied is subject to civil or adminisirative remedies
as well as felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine or imprisonment or both,

Form CA-2
For sale by the Superintendent of Documents, U.S. Government Printing Office Washington, DC 20402 Rev. Jan. 1997
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Official Supervisor's Report of Occupational Diseas

Please complete information requested below

19. Agency name and address of reporting office (Include city, state, and ZIP

ZIP Code

20. Employee’s duty sfafion (Street address and ZIP Code) ZIF Code
21. Regular 22 Regular

W%gfk a.m. a.m. ?:grk )

hours  From: ) p.m. Toiggq p.m. schedule |:|Sun. |:| Mon. [:l Tues. |:|Wed. DThurs_ |:|Fr|_|:|8at.
23. Name and address of physician first providing medical care (include city, state, ZIP code 24, First dat ’

b e @ ¢ Y. ' ) medical asd asd asd
__asdf _  care received =]
25. Do medical repors
— 1 show employee is I:lYesDNo
disabled for work?

76 Dale employee  Wo. Day v | 27. Daie and Mo. Day Yr Clam

first reported hour employee o o

condition to I [ I stopped work Time: ] pm.

supenvisor
2B Date and 29, Date employee was [ast Wo.

hour employee's et . Clam. exposedﬁlgymndiﬁons Pav Y

pay stoppe b1 1 ) Time [Jpm. | alleged to have caused (I R B

disease or illness

30. EJ:{I& > ed M- pav Yr. Cam.

to work Time Cdpm.
31. T employee has refumed fo work and work assignment has changed, describe new dufies

32

[

Employee’s Refiremeni Coverage [CJCSRS[JFERS[] Cther, (Specify)

33 Was njury caused | 34. Name and address of third party (include city, state, and ZIP code)
by third party?

[ Yes [] No I
If “No,”
go to
Item 34.

& RS
35. A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc, in respect to this Claim
may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that fumished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

Name of Supervisor (Type or print)

Signafure of Supervisor Date

Supervisors Tile Office phone

Form CA-2
Rev. Jan. 1997

18-D-3
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INSTRUCTIONS FOR COMPLETING FORM CA-2 L

Complete all items on your section of the form. If additional space is required to explain or clarify any point, attach a supplemental statement
1o the form. In addition to the information reguested on the form, both the employee and the supervisor are required to submit additional

evidence as described below. If this evidence is not submitted along with the form, the responsible party should explain the reason for the
delay and state when the additional evidence will be submitted.

o e . : e
Complete items 1 through 18 and submit the form to the employee's supervisor along with the statement and medical reports
Be sure to obtain the Receipt of Notice of Disease or lliness completed by the supervisor at the time the form is submitted.

1) Empiloyee’'s statement 2) Medical report

In a separate narrative statement attached to the form, the a) Dates of examination or treatment.
employee must submit the following information:

a) A detailed history of the disease or iliness from the date it b) History given to the physician by the employee.
started.

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

believed 1o be responsible for the disease or iliness. d) Results of x-rays, laboratory tests, tc.

¢) A description of specific exposures 10 substances or stress-

ful conditions causing the disease or illness, including e) Diagnosis.
locations where exposure or stress occurred, as well as f) Clini
g nt.
the number of hours per day and days per week of such ) Clinical course of treatme
@XPOSURSIOr SlTess., g) Physician’s opinion as to whether the disease or iliness
d) Identification of the part of the body affected. (If disability was °a|u5ed_ or &?G'W:led tf’g Tl’:? emP'O_Ymeah :,'0":.! with
is due to & heart condition, give complete details of all an exp f:::::'gg of :ha Iaslls h;b is O?Am::‘n- (hes];:gaa .
activities for one week prior to the attack with particular raports 1a’not axpl ]‘_‘“’I‘ i 3h5t'§ ’d :_D :_’n' Ithes
attention to the final 24 hours of such period.) opinion are given very little weight in adjudicating

claim.}
e) A statement as 1o whether the employee ever suffered a

similar condition. If so, provide full details of onset, 3) Wage loss

history, and medical care received, along with names and If you have lost wages or used leave for this iliness, Form
addresses of physicians rendering treatment CA-7 should also be submitted.
- . - .

T

i oo, ol ' S Bt s i ; 5 S
At the time the form is received, complete the Receipt of Notice of Disease or Iliness and give it to the employee. In addition to completing items
19 through 34, the supervisor is 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 completed form must be sent to OWCP within ten working days after it is received. In a separate narrative
statement attached to the form, the supervisor must:

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

c) Attach a record of the employee's absence from work caused
Identify fumes, chemicals, or other irritants or situations

by any similar disease or iliness. Have the employee state the

that the employee was exposed to which allegedly caused reason for each absence.

the condition. State the nature, extent, and duration of the d) agach sismEnts Gor sacH cosworier who s st fand

expasure, including hours per days and days per week, knowledge about the employee's condition and its cause. (The

requested above. co-workers should state how such knowledge was obtained.)
by &ttach ccpies of all medical reports (including x-ray reports e) Review and comment on the accuracy of the employee’s state-

and laboratory data) on file for the employee.

ment requested above.
The supervisor should also submit any other infarmation or evidence pertinent to the merits of this claim.

14. Nature of the disease or illness
Give a complete description of the disease or iliness. 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 office
The name and address of the office to which correspondence
from OWCP should be sent (if applicable, the address of the
personnel or compensation office).

20. Employee’s duty station, street address and ZIP code
The street address and zip code of the establishment where
the employee actually works.

23. Name and address of physician first providing
medical care
The name and address of the physician who first provided

. ) ) medical care for this injury. [f initial care was given by a
24.First date medical care received nurse or other health professional (not a physician) in the
The date of the first visit to the physician listed in item 23. employing agency's health unit or clinic, indicate this on a
. separate sheet of paper.
33. Was the injury caused by third party? )
A third party is an individual or organization (other than the 32. Employee’s Relirement Coverage. )
injured employee or the Federal government) wha is liable for Indicate which retirement system the employee is covered

the disease. For instance, manufacturer of a chemical to which under.
an employee was exposed might be considered a third party if

improper instructions were given by the manufacturer for use of

the chemical.

i L e
Box a (Occupational Code), Box b, (Type Code), Box ¢ OWCP Agency Code
(Source Code), OSHA Site Code This is a four digit (or four digit two letter) code used by OWCP
The Occupational Safety and Health Administration (OSHA) to identify the employing agency. The proper code may be obtained
requires all employing agencies to complete these items when

from your personnel or compensation office, or by contacting OWCP.
reporting an injury. The proper codes may be found in OSHA

Booklet 2014, Record Keeping and Reporting Guidelines.

Form CA-2
Rev. Jan. 1997
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ATTACHMENT E
Form SF-91 “Operator’s Report of Motor Vehicle
Accident”
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SECTION XI - ACCIDENT INVESTIGATION DATA

WEE CONFLICTING INFORMATION | | YES [ ]MJ (I "Yas", axpian beow )

83 DID THE INVESTIGATION DISC

84. PERSONS INTERVIEWED
NAME DATE NAME DATE

85, ADDITIONAL COMMENT S (fndicate section and item number for gach comment )

SECTION XIl - ATTACHMENTS
LIST ALL ATTACHMENTS TO THIS REPORT

SECTION Xl - COMMENTS/APPROVAL

B6. REVIEWING OFFICIAL'S COMMENTS

&7. ACCIDENT INVESTIGATOR &8. ACCIDENT REVIEWING OFFICIAL
a SIGNATURE AND DATE a SIGNATURE AND DATE
b. NAME (First, middle, fast) b. NAME (First, middle, &ef)
. TITLE ¢ TITLE
d OFFICE d OFFICE
& OFFICE TELEPHONE NUMBER & OFFICE TELEPHONE NUMBER

STANDARD FORM 91 PAGE 4 (REv 2.43)
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Please read the
Privacy Act State-
ment on Page 3.

MOTOR VEHICLE
ACCIDENT REPORT

INSTRUCTIONS: Sections | thru IX are filled out by the vehicle operator. Section X, ltems 72
thru 82c are filled out by the operator's supervisor. Sections Xl thru XIl are filled out by an
accident investigator for bodily injury, fatality, and/or damage exceeding $500.

SECTION | - FEDERAL VEHICLE DATA

1. DR IVER'S NAME (Last first middie) 2 DRIVER'S LICENSE NO /STATEILIMITATIONS | 3 DATE OF ACCOENT
4a DEPARTMENT/FEDERAL AGENCY PERMANENT OFFICE ADDRESS 4b. WORK TELEFHONE NUMBER
5 TAG OR DENTFICATION NUMBER 6 EST REPAIR COST |7 YEAR OF VEHICLE |8 MAKE 9. MODEL [10. SEAT BELTS USED
5 ] ves [ wo
11. DESCRIBE VEHICLE DAMAGE
SECTION Il - OTHER VEHICLE DATA (Use Section Vil if additional space is )
12. DRIVER'S NAME (Last, first, midctle) 12 DRIVER'S LICENSE NUMBER/STATELIMITATIONS

14a DR IVER'S WORK ADDRESS

15a. DRIVER'S HOME ADDRESS

14h WORK TELEFHONE NUMBER

15b. HOME TELEPHOME MUMEER

16. DESCRIBE VEHICLE DAMAGE

17. ESTIMATED REPAIR COST

5

18. YEAR OF VEHICLE | 18, MAKE OF VEHICLE 20. MODEL OF VEHICLE

22a. DRIVER'S INSURANCE COMPANY NAME AND ADDRESS

21. TAG NUMBER AND STATE

22b POLICY NUMBER

22¢. TELEFHONE NUMBER

23 VEHICLE IS 243 OWNER'S NAME(S) (Last, trst, micdie)
[] co-owneD [[] REnTAL
[] LEasED [[] PRIVATELY OWNED

24b. TELEPHOME MUMEER

25 OWNER'S ADDRESS(ES)

SECTION Il - KILLED OR INJURED (Use Section Vil if additional space s needed)

6. NAME (Last, first, middle) 7.SEX 28, DATE OF BIRTH
20, ADDRESS
A 20, MARK "X" IN TWO AFPPROFRIATE BOXES 31, NWHICH VEHICLE 32 LOCATION IN VEHICLE 33 FIRST AID GIVEN BY
[(] wiLee  [[[] ORIVER [ ] PASSENGER [} Feo
[] mwRreED ([T] HELPER [ | PEDESTRIAN [[] oTHER (2}
4. TRANSPORTED BY 35. TRANSPORTED TO
36 NAME (Last, first, middls) a7 SEX 38. DATE OF BIRTH
39. ADDRESS
B 40, MARK "X" IN TWOD ARPPROFRIATE BOXES 41, N WHICH VEHICLE 42 LOCATION IN VEHICLE 43 FIRST AID GIVEN BY
[7] wiLLee  [[[] oRIVER [ ] PASSENGER [[] Feo
[] mwrED | [[] HELPER [] PEDESTRIAN [] oTHER (23
44. TRANSPORTED BY 45 TRANSPORTED TO
2 NAME OF STREET OR HIGHWAY b. DIRECTION OF PEDESTRIAN (SW comer fo NE corner, efc.)
FROM TO
45, Pedes- | ¢ DESCRIBE WHAT PECESTRIAN WAS DOING AT TIME OF ACCIDENT (Crossing intersection with signal, against signal, diagonally; in roadway playing, walking,

. hitchhiking, ate.)
trian

Previous edition not usable This form was electronically produced by National Produdion Services

STANDARD FORM 91 PAGE 1 (ReV 7-93)
Prascribed by G54 - FPMR 101-38.6

Clear Form
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SECTION IV - ACCIDENT TIME AND LOCATION (Use Section Vill if additional space is needed.)

47. DATE OF ACCIDENT 48. PLACE OF ACCIDENT (Street address, city, state, ZIP Code; Neares! landmark, Disfance neares! Kind of locality

businsss,

residential

cpen country, ele); Road descriphion).

48, TIME OF ACCIDENT

AM
PM

50. INDICATE ON THIS DIAGRAM HOW THE ACCIDENT HAPPENED 51 POINT OF IMPACT
Use cne of these outlines lo skelch the (Check one for
scene, Wiite in sfree! or highway names g
by each vehicle)
& Number Federal vehicle as 1, olher ] ]
vehicle as 2 additional vehicle as 3
and show direction of ravel with arow. l \ : | FED 2 AREA
TS 3 | |
Evempe [ ><z] | I \ a FRONT
b. Use solid line to show path . et —————— L b. R. FRONT
before accident 12 ~» - | b | b [ [
and broken line after — - 1 hY | ~ e L FRONT
the accident + - o 2 o 1 \\ [ \ 4 REAR
c. Show pedestrian by () | | N | & R REAR
d. Showrailroad by - I \ | I L REAR
Pl i
* Whigcucioto N 9. R SIDE
indicate NORTH L J h. L SIDE

52. DESCRIBE WHAT HAPPEMED (Refer fo vehicles as Fed”, 27 "37 elo. Please include information on posted speed limid, aporoximale speed of the vehicies, road condifions, weather
condiions, driver visibdity, condibion of acodent vehicles, traffic controls {waming ight stop signal, efc) condidion of light {dayfight. dusk, might dawn, ariificial light, elc.) and driver actions

(rnaking U-fumn, passing, stapped in fraffic, el )

SECTION V - WITNESS/PASSENGER (Witness must fill out SF 94, Staten

53 MAME (Last lesl muddie)

nt of Witn (Ci
54, WORK TELEPHONE NUMBER

in Section Vill.)
55 HOME TELEPHOME NUMBER

56. BUSINESS ADDRESS

58. MAME (Last first middie)

&1. BUSINESS ADDRESS

57. HOME ADDRESS

58. WORK TELEFHONE NUMBER

|82, HOME ADDRESS

60. HOME TELEPHONE MUMBER

SECTION VI - PROPERTY DAMAGE (Use Section VIll if additional space is needed.)

63a. NAME OF OWNER

63b. OFFICE TELEPHONE NUMBER

63¢ HOME TELEPHONE NUMEER

63d. BUSINESS ADDRESS

Bda. NAME OF INSURANCE COMPANY

65, ITEM DAMAGED 66, LOCATION OF DAMAGED ITEM

G3e. HOME ADDRESS

64b. TELEPHOME MUMBER

B4z POLICY NUMBER

[67. ESTIMATED COST
5

SECTION VI - POLICE INFORMATION

G8a. NAME OF POLICE OFFICER

G8b. BADGE NUMEER

[62c. TELEPHONE NUMBER

68. PRECINCT OR HEADQUARTERS

70a. PERSON CHARGED WATH ACCIDENT

T0b VIOLATION(S)

STANDARD FORM 91 PAGE 2 (rev 2.93)

18—E-4



NWSM 50-1115 JULY 16, 2014

SECTION Vil - EXTRA DETAILS

SPACE FOR DETAILED ANSWERS, INDICATE SECTION AND ITEM NUMEBER FOR EACH ANSWER . F MORE SPACE IS NEEDED, CONTRUE ITEMS ON FLAIN BOND PAFER

SECTION IX - FEDERAL DRIVER CERTIFICATION

In compliance with the Privacy Act of 1974, solicitation of the information requested on this form is authorized by Title 40 U.S.C. Section 491. Disclosure
of the information by & Federal employee is mandatory as the first step in the Government's investigation of a motor vehicle accident. The principal
purposes for using this information is to provide necessary data for legal counsel in legal actions resulting from the accident and to provide accident
information/statistics in analyzing accident causes and developing methods of reducing accidents. Routine use of information may be by Federal, State or
local governments, or agencies, when relevant to civil, criminal, or regulatory investigations or prosecutions. An emplayee of a Federal agency who fails to
report accurately a motor vehicle accident involving a Federal vehicle or who refuses to cooperate in the investigation of an accident may be subject to
administrative sanctions.

| certify that the information on this form (Sections [ thru VT is correct to the best of my knowledge and belief,

T1a. NAME AND TITLE OF DRIVER T1b.. DRIVER'S SIGNATURE AND DATE

SECTION X - DETAILS OF TRIP DURING WHICH ACCIDENT OCCURRED
T2 ORIGIN T3 DESTINATION

T4 EXACT PURFOSE OF TRIP

DATE TIME (Circie one) DATE TIME (Circie ana)
76. ACCIDENT
75. TRIP BEGAN am. OCCURRED am.
p.m. p.m.
77 AUTHORITY FOR THE TRIP WAS GIVEN TO THE OPERATOR 78, WAS THERE ANY DEVIATION FROM DIRECT ROUTE
[] oreLy [[] mwemnG (Expiin [] wo [] vES (Exiain)
73, WAS THE TRIP MADE WITHIN ESTABLISHED WORKING HOURS 80 DID THE OPERATOR. WHILE ENROUTE, ENGAGE IN ANY ACTIVITY OTHER THAN
THAT FOR WHICH THE TRIP WAS AUTHORIZED
[] ves [ mo exptam)
[] wo [] ves rexpiain)
a. DID THIS ACCIDENT OCCUR WITHIN THE EMPLOYEE'S SCOPE OF DUTY
81. COMPLETED BY b. COMMENTS
DRIVER'S (] ves
SUPERVISOR | ]
822 NAME AND TITLE OF SUPERVISOR 620 SUPERVISOR'S SIGNATURE AND DATE 82 TELEPHONE NUMBER

STANDARD FORM 91 PAGE 3 (REv 2.93)

18-E-5
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ATTACHMENT F

Form SF-94 “Statement of Witness”
STATEMENT OF WITNESS [1. DID YOU SEE THE 2. WHEN DID THE ACCIDENT HAPPEN?

£ ; ACCIDENT?
(Aftach additonal sheets If necessary) a.m.
A TME — pumy [ B-PAIE

3. WHERE DID THE ACCIDENT HAPPEN? (Give siresi lncaiion and citv)

4. TELL IN YOUR OVWN VWAY HOW THE ACCIDENT HAPPENED

5. WHERE WERE YOU WHEN THE ACCIDENT OCCURRED?

6. WAS ANYONE INJURED, AND IF 50, EXTENT OF INJURY IF KNOWYN?

7 NDFSCRIRF THF APPARFNT NAMAGF TO PRMATF PROPFRTY

3. DESCRIBE THE APPARENT DAMAGE TO GOVERNMENT PROPERTY 8. IF TRAFFIC CASE GIVE
APPRONIMATE SPEED CF:

a. GOVERKNMENT YEHICI F

MPH
b. OTHER VEHICLE
MPH
10. GIWE THE NAMES AND ADDRESSES OF ANY OTHER WITNESSES TO THE ACCIDENT (if known)
A NAMES B.ADDRESSES
WITNESS 11. HOME ADDRESS (/N CLUDE ZIP CODE) 12. WITNESS (PRINT OR TYPE NAME) A HOME TELEPHONE NO.
COM-
PLETING -
THIS SIGN - B. TODAY'S DATE
FORM HERE
13. BUSINESS ADDRESS (INCLUDE ZIP CODE) TELEPHONENO
14. INDICATE ON THE DIAGRAM BELGW WHAT HAPPENED:
1. Number Federal vehicle as J—other vehlcla as 2—additisoa! vehicle 3. Bhow podaatrian by >0
a8 3, and show dircetion of travel by srrow d. Show rallrond by 44+
(Eaamplo: =———3 @ G b 5. Qive oames or numbtrs of strests ar highways
1. Use wolid line to show path belore q«id:u 6. Indicats north by arrow in this clrele
Broken line after accident em e e e e
! } \ ] I
1 |
s st it __._\.____.___.._._J._ i
= M
= [ ]—ﬁ\ r—'l !
;3311:."}%53‘-—4045 o STANDARD FORM 34 (REV. 2-&
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ATTACHMENT G
Form CA-16 “Authorization for Examination and/or Treatment”
Authorization for Examination U.S. Department of Labor
And/Or Treatment Employment Standards Administration

Office of Workers' Compensation Programs

The following request for information is authorized by law (S USC 8101 et. seq.). Benefits and/or medical services expenses OMBE MNo.: 1215-0103
may not be paid or may be subject to suspension under this program unless this report is completed and filed as requested. Expires: 02-30-91
Information collected will be handled and stored in compliance with the Freedom of Information Act, the Privacy Act of 1974

and OMB Cir. No. A-108.

PART A - AUTHORIZATION
1. Name and Address of the Medical Facility or Physician Authorized to Provide the Medical Service:

2. Employee’s Name (last, first, middie) 3. Date of Injury (mo., day, yr.) 4. Occupation

5. Description of Injury or Disease:

6. You are authorized to provide medical care for the employee for a period of up to sixty days from the date shown in item 11, subject to the condition stated
in itemn A, and to the condition indicated either 1 or 2, in item B.

A, Your signature in item 35 of Part B certifies your agreement that all fees for services shall not exceed the maximum allowable fee established by
OWCP and that payment by OWCP will be accepted as payment in full for said services.

B. I:I 1. Fumish office and/or hospital treatment as medically necessary for the effects of the injury. Any surgery other than emergency must have
prior OWCP approval.

DZ, There is doubt whether the Employee's condition is caused by an injury sustained in the performance of duty, or is otherwise related to the
employment. You are authorized to examine the employee using indicated non-surgical diagnostic studies, and promptly advice the
undersigned whether you believe the condition is due to the alleged injury or to any circumstances of the employment. Pending further
advice you may provide necessary conservative treatment if you believe the condition may be to the injury or to the employment.

7. If a Disease or lliness is Involved, OWCP Approval for issuing '8. Signature of Authorizing Official:
Authorization was Obtained from: (Type Name and Title of
OWCF Official)

9. Mame and Title of Authorizing Official: (Type or print clearly)

10. Local Employing Agency Telephone Mumber: 11, Date (mo., day, year)
12. Send one copy of your report: (Fill in remainder of address) 713 Name and Address of Employee’s Place of Employment:
Department or Agency

U.S. DEPARTMENT OF LABOR
Employment Standards Administration

Office of Workers' Compensation Programs Bureau or Office

Local Address (Including Zip Code)

Public Burden Statement

Public reporting burden for this collection of information is estimated to average 30 minutes per response, including time for reviewing instructions, searching
existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the
burden estimate or any other aspect of this collection of information, including suggestions for reducing burden, to the Office of Information Management,
Department of Labor, Reom N1301, 200 Constitution Avenue, N.W., Washington, D.C. 20210; and to the Office of Information and Regulatory Affairs, Office
of Management and Budget, Washington, D.C. 20503,

Form CA-16

This ferm i by Mational F Services Staff Rev. Oct. 1988
| Clear For

18-G-1
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PART B - ATTENDING PHYSICIAN'S REFORT

14.

Employee's Name (last, first, middle)

15.

16.

What History of Injury or Disease Did Employee Give You?

Is there any History or Evidence of Concurrent or Pre-existing Injury, Disease, or Physical Impairment? 16a. 1CD-9 Code
(If yes, please describe)

D Yes D Mo I_I_I_I_I_I_I

17. What are Your Findings? (Include results of X-rays, laboratory tests, etc.) 18. What is your diagnosis? 18a. ICD-9 Code
19. Do You Believe the Condition Found was Caused or Aggravated by the Employment Activity Described? (Please explain your answer if
there is doubt.)
D Yes D No
20. Did Injury Require Hospitalization? D Yes D Mo 21. |s Additional Hospitalization Required?
If yes, date of admission (mo., day, year)
Date of discharge (me., day, year) D Yes D No
22. Surgery (If any, describe type) 23. Date Surgery Performed (mo., day, year)
24. What (Other) Type of Treatment Did You Provide? 25. What Permanent Effects, If Any, Do You
Anticipate?
26. Date of First Examination (mo., day, year) 27. Date(s) of Treatment (mo., day, year) 28. Date of Discharge from Treatment
(mo., day, year)
29, Period of Disability (mo., day, year) (If termination date unknown, so 30, Is Employee Able to Resume
indicate)
Tetal Disability:  From To D Light Work Date:
Partial Disability: From To D Regular Work Date:
31. IfEmployee is Able to Resume Work, Has He/She been Advised? D Yes D No If Yes, Furnish Date Advised
32. If Employee is Able to Resume Only Light Woerk, Indicate the Extent of Physical Limitations and the Type of Werk that Could

Reasconably be Performed with these Limitations.

33.

General Remarks and Recommendations for Future Care, if Indicated. If you have made a Referral to Another Physician or to a Medical
Facility, Provide Name and Address.

34.

35.

Do You Specialize? D Yes D No (If Yes, state specialty)

SIGNATURE OF PHYSICIAN. | certify that all the statements in 36. Address (No., Street, City, State, Zip Code)
response to the questions asked in Part B of this form are true, complete
and correct to the best of my knowledge, Further, | understand that any

false or misleading statement or any misrep taticn or conceal t of
material fact which is knowingly made may subject me to felony criminal
prosecution.

37, Teax Identification Number 38. Date of Report

MEDICAL BILL: Charges for your services should be presented te the AMA standard "Health Insurance Claim Form" (AMA OP 407/408/409;
OWCP-1500a, or HCFA 1500). Service must be itemized by Current Procedural Terminology Code (CPT 4) and the form must be signed.

For sale by the Superi of D us. G Printing Office, Washington, D.C. 20402
IS Govemment Frinting Office: 1990.261.871/11410
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ATTACHMENT H
Summary of Accident/iliness Reporting and Recordkeeping Requirements
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Form Type

Applicability

When Completed

Completed By

Where Submitted

CD-351, Report of
Possible
Safety/Health
Hazard (DOC)

The form should be used to
report possible safety and health
hazards if employee does not
wish to notify supervisor for
personal reasons or supervisor
fails to take corrective action
within a reasonable time frame.

The form may be
completed any time.

Blocks 1-8 shall be
completed by
employee.

Blocks 8-13 shall be
completed by
investigating
personnel.

Report should be submitted
following Regional or Operating
Unit chain of command. If issue is
not resolved at Regional or
Operating Unit level, the employee
can contact NWSH safety
personnel and NOAA SECO for
assistance.

CA-1, Federal
Employees Notice
of Traumatic
Injury and Claim
for Continuation of
Pay/Compensation
(DOL)

The form shall be completed to
initiate a workers’ compensation
claim and to obtain continuation
of pay benefit for disability
resulting from traumatic job-
related injury.

Form must be filed within
30 days following the
injury.

To avoid possible
interruption of pay, form
should be filed within two
working days.

Employee or someone
acting on his/her behalf
shall complete items 1-
15.

Item 16 is completed
by a witness, if
applicable.

Supervisor or
Compensation
Specialist completes
items 17-38

CA-1 should be forwarded by
Supervisor or Compensation
Specialist to DOC’s workers’
compensation contractor for
ultimate submission to DOL no
later than ten working days after
receiving it from the employee.

The mailing address for DOC’s
workers’ compensation contractor
is posted on the following web
site:
https://www.0ps1.nws.noaa.gov/Se
cure/SAFETY/WorkersComp.html

CA-2, Notice of
Occupational
Disease and Claim
for Compensation
(DOL)

The form shall be completed by
employee who intends to claim
compensation related to
occupational disease That results
from continuing conditions of
work environment for over a
period longer than one workday
or shift.

When disease is
diagnosed by a medical
professional and
connected to work-related
activities.

Employee must
complete items 1-18.

Supervisor completes
items 19-35.

CA-2 should be submitted to
DOC’s workers’ compensation
contractor for ultimate submission
to DOL

The mailing address is posted on
the following web site:
https://www.ops1.nws.noaa.gov/Se
cure/SAFETY/WorkersComp.html

18-H-2
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Form Type Applicability When Completed Completed By Where Submitted
CA-16, The form is used to authorize The CA-16 form shall be | Station Manager or CA-16 is submitted to the DOC
Authorization for initial medical treatment in completed immediately or | other Authorizing workers’ compensation contractor.
Examination traumatic injury cases. as soon as possible when | official fills out Part A. | The mailing address is posted on

and/or Treatment
(DOL)

The name of the person who
approved issuing of
authorization must be recorded
in item 7 on the form.

Note: CA-16 is not issued for
occupational disease cases
(Form CA-2), just for traumatic
injury cases (Form CA-1).

urgent/emergency
medical treatment. In
most cases, the DOC
workers’ compensation
contractor should be
contacted to determine
if Form CA-16 is
warranted based on the
facts related to the
injury.

Contact information is
found at:
https://www.ops1.nws.no
aa.qgov/Secure/SAFETY/
WorkersComp.html

Part B is filled out by
Attending Physician.

the following web site:
https://www.opsl.nws.noaa.gov/Se
cure/SAFETY/WorkersComp.html

CA-20, Attending
Physician’s Report

The CA-20 should be taken to
the treating physician when a
CA-16 is not issued within seven
days or if the employee referred
to another medical professional.

If 7 days has passed from
the date of injury and the
employee decides he/she
needs treatment, he/she
should take the CA-20 to
the doctor for their initial
treatment. If employee
goes back to the same
doctor at a later date they
can take form CA-20 but
it is not necessary.

Treating Physician

SF-91, Operator’s
Report of Motor
Vehicle Accident
(DoL)

The form shall be filled out in
case of a motor vehicle accident
resulting in equipment, property
and motor vehicle damage.

As soon as accident
occurred.

Section I-1X shall be
completed by employee
involved in the accident

Section X is completed
by employee’s

If GSA vehicle is involved in the
accident, a copy of the form should
be submitted to GSA in
accordance with instructions
shown in the vehicle packet.

18-H-3
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Form Type

Applicability

When Completed

Completed By

Where Submitted

supervisor

Sections XI-XII1 are
completed by an
accident investigator
for bodily injury,
fatality and/or damage
exceeding $500.

Copy of the SF-91, vehicle repair
estimates, and police reports (if
available) must be faxed to the
DOC Office of General Counsel
(202-482-5858)

SF-94, Statement
of Witness (DOL)

The form should be filled out if
there is a witness of motor
vehicle accident resulted in
equipment, property and motor
vehicle damage.

After accident occurred.

Witness of the accident

Copy of the SF-94, vehicle repair
estimates, and police reports (if
available) must be faxed to the
DOC Office of General Counsel
(202-482-5858)
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