Attachment 2 CA-1

Federal Employee's Notice of
Traumatic Injury and Claim for

Reset Print

Continuation of Pay/Compensation

U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs

Employee: Please complete all boxes 1- 15 below. Do not complete shaded areas.

Witness: Complete bottom section 16.

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

Employee completes areas highlighted in orange
Supervisor completes areas highlighted in blue

|Emplc-,ree Data

1 2 (Last, First, Middle)  Cocial Coit. blumbar
Bear Smokey 555-55-5555

3. Date of birth = 4 Sex Home telephone 6. Grade as of

08/09/1964

l_ Male l_ Female

7. Employee’s home mailing address (Include city, state, and ZIP code)

1234 Conifer Lane

909-555-5555

date of Inury | eyel 4

Step|| 1
& _Dependents .

—

Employee’s home address and phone

X| Wife, Husband

Children under 18 years

Priest River
Other
|Description of Injury |
Dlaca whars inivr scesread (oo dad face Wain Past Office Bldg., 12th & Pine)
Physical address where injury occurred
10. Date injury occurred Time 11. Date of this notice 12. Employee's occupation
Do Y ’_ a.m. Mo Dwe Yr .
02/10/2009 T pm || 0212009 Forestry Technician
3. Cause of injury {Describe what happenad and why)
While cutting line, | slipped on a piece of wood and fell to the ground, hitting a large
rock with right knee. Be Specific about injury
; e
GS-0462
14. Nature of injury (Identify both the injury and the part of body, e.g., fracture of left leg) b Tune code  Ac Source code
210 0860
Ozl

Bruised right knee, possible dislocated knee cap

|Emplo~,ree Signature

Supervisor completes a, b & ¢

15. | certify, under penalty of law, that the injury descnbed 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 another person, nor by
nvy intoxication. | hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

ﬂ.

b. Sick and/or Annual Leave

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.

| hereby authorize any physician or hospital (or any other person, institution, corporation, or govemment agency) to fumish 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 concerning me.

Signature of employee or person acting on his/her behall{ Swmoteew. Bear

Datel 2/11/2009

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 return it to you for your records.

|Witness Statement

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

| went to help him up because he was in a lot of pain

| saw Smokey fall down and hit his knee on a rock while he was cutting line, and

Witness statement may be addressed on a separate
piece of paper

Name of withess Sionahire of witness Date signed
Woosdoy Oul
Address Ty State ZIP Code
Form CA-1

Rev. Apr. 1999



Official Supervisor's Report: Please complete information requested below:

|S£||}ervisor's Report

Bear, Smokey

555-55-5555

Write last name, first name and social
security # at the top

17. Agency name and address of reporting office (include city, state, and zip code) OWCP Agency Code
FS WC completes
USDA Forest Service ASC-HRM Q

3900 Masthead NE, Annex WC FS WC completes
Albuquerque, NM 87109 ZIP Code

18. Employee's duty station (Street address and 1P coda)

Employee’s duty station location |

19. Employee's retirement coverage

CSRE| XFERS  Other, (identfify)

20. Regular X 21. Regular
pos Frorf 0990 | v 1800 |[pn | e | Xhven, [ Xfree X |
hours From] 0900 p.m. T¢ 1800 X [o.m. schedule Sun. | X Mon. | X|Tues| X Wed. | X|Thuj X |Fri. Sat.
22 Date Mo. Day Yr. 23. Date Mo Dav YT 24 Date Mo. Dav Yr. o | x
of notice stopped -m.
Injury 02/10/2009 received 2/11/200 work 2/10/200 Time{ 1000 p.mm.
25. Date Mo. Day Yr. 26. Date Mo. Dav Yr. 27. Date S Iy m
pay 45 day retumed | 2/20/2009 I R
stopped period began 2/11/2009 to work Time:| 0900 | p_m\
28, Was employee injured in performance of duty? Yes Mo (If "No." explain) Leave blank if employee hasn’t returned to
Supervisor should contact FS WC with any concerns about claim work. If no time lost, enter date of injury or
enter date employee returned to work

29. Was injury caused by employee's willful misconduct, intoxication, or intent to injure self or ancther? Yes (If "Yie—=rpremry | r

If yes, statement may be addressed in a separate sheet of paper

30. Was injury caused 31. Name and address of third party (Include city, state, and ZIP code)
by third partv?
'_ fes !.hc_.w:ll.o Complete this section for third party
go to ' involvement
item 32.)
32. Name and address of physician first providing medical care (Include city, state, ZIP code) 33. First date o. Day  ¥r
medical care
received 02/10/2009
Complete treating physician information if TR
. . Do medica
available reports show I_ Yes ’_ No
employee is
disabled for work?

35. Does your knowledge of the facts about this injury agree with statements of the employee andlor witnesses? |_ Yes [ No (If "No,” explain)

If no, statement may be addressed in a separated sheet of paper

36. If the employing agency controverts continuation of pay, state the reason in detail. 37. Pay rate

Statement may be addressed in a separated sheet of paper

when employee stopped work
b Per

|Siqnm ure of Supervisor and Filing Instructions

38.A supervisor who knowingly certifies to any false statement, misrepresentation, concealment of fact, etc_, in respect of 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:

MName of supervisor (Type or print)

Signs

e

Date

Supel

SO S TS

Office phene Provide a phone number you can be reached at

39. Filing instructions

[ No lost time and no medical expense: Place this form in employee’s medical folder (SF-66-D)

Please check the
applicable box

4 | No 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
[ First Aid Injury

Form CA-1
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