A few tips regarding your CA-7 submissions:

1) The fastest way to receive compensation is by submitting your CA-7 via

eComp. Hf you have not already created an eComp account, see enclosed
brochure.

2) To avoid delays, always change the supervisor email address to:
HRM’s email address: HRMDistrictE0079@usps.gov

3) Ensure to request compensation for the pay period on the MONDAY
AFTER EACH PAY PERIOD CLOSES:

For example: If submitiing a claim for the period 02/04/17-02/17/17, then
eComp the claim to us no earlier than 02/20/17. See below:
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4) You cannot submit the claim for future dates. The pay must be verified by
us after your pay records can be viewed only after the pay period closes.

5) If you have any questions in completing the request for compensation, please
contact our office at: (303) 853-6140. '




Filing a Form CA-7 in ECOMP

ECOMP also allows Federal employee users to
file CA-7 wage loss compensation claims via
the portal. CA-7 forms may be filed for cases
created in ECOMP and for cases created
outside ECOMP.

For cases created in ECOMP, you log in to vour
ECOMP account and find the CA-1 or CA-2
form for which you want to file a CA-7. Note:
you can only file a CA-7 if the form has been
created as a case by OWCP.

CAFE Coanohnio | o 119205 [ D2 Coxe Srectad by OFEC

a Empayer jures Yearker Oxtr 55 Breat QUGS
Craniration D002 OERCE QS EQORR TICNNE tritiaged QX 2g

B el ey Cor 2O Gle g wmwria.7

Click the CA-7 link within the form’s listing to
begin the process.

For cases created outside of ECORP, click the
bution at the top right hand side of the scresn
to locate an existing case and file your CA-7.

FILE CA-7 FOR CASE NOT LISTED

After you have filled out all required fields in
your CA-7 and electronically submitted it to
HRM, you will be notified of your form’s
progress every step of the way via email. You
must change your supervisor’s email address
to: HRMDistrictEQ079@usps.gov

Additional help and training materials for filing
CA-7 claims in ECOMP can be found here:

hitns: //www.ecomp.dol.gov/



x Introducing ECOMP _

Effective November 4, 2019, the Western Area of the US
Postal Service will be implementing the Employee’s Compensation
Operations and Management Portal (ECOMP) to electronically file
workers compensation forms.

ECOMP is a web-based application accessible via the Department of
Labor’s public Internet site. Through this portal, federal workers and
their employers may:

+ Electronically file workers’ compensation forms;

¢ Track the exact status of any form or document submitted via
ECOMP and

+ Electronically upload and submit documents to existing DFEC case
files.

For more information, please contact Health & Resource Management. _
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Claim for Compensation U.S. Department of Labor
Office of Workers' Compensation Programs

SECTION 1 EMPLOYEE PORTICON
a. Name of Employee Last First Middle OMB No. 1240-0046
Expires: 03-31-2021
b. Mailing Address ( Including City State, ZIP Code ) ¢. OWCP File Number
d. Date of Injury e. Social Security Number
Month Day Year
E-Mail Address (Optional)
SECTION2 Compensation is clzimed for: f. Telephone No /FAX No.
inclusive Date Range .
From To Intermittent?
a. [_| Leave without pay [JYes [INo Go to Section 3
b. D Leave buy back D Yes D No Go to Section 3, and Complete Form CA-7b
c. [] Other wage loss; specify type, [TYes [INo Go to Section 3
such as downgrade, loss of Type:

night differential, etc. If intermittent, complete Form CA-7a,
d. [] Schedule Award (Go to Section 4} Time Analysis Sheet

SECTION 3 You must report any and all earnings from employment (outside your federal job); inciude any employment for which you received a salary,
wages, income, sales commissions, or payment of any kind during the peried(s) claimed in Section 2. Include self-employment, odd jobs, involvement in
business enterprises, as well as service with the military. Fraudulently concealing employment or failing to report income may result in forfeiture of
compensation benefits andfor criminal prosecution. Have you worked outside your federal job for the period(s} claimed in Section 27 Refer to the
Instructions which provide further clarification.

Name and Address of Business:
[] Yes

'D‘“—N o Name Address City State  ZIP Code
Gofo
section 4 Dates Worked: Type of Work:

SECTION 4 Is this the first CA-7 claim for compensation you have filed for this injury?
E:l Yes Complete Sactions 5 through 7 and a Form SF-1798A, "Direct Deposit Sign-up”

If changes to dependent status, direct deposit information, or if a claim has been filed with the U.S. Civil Service Retirement, another federal
D No retirement/disability law, or with Department of Veteran Affairs, complete Sections 5 through 7 or 2 new SF-1199A. If no, complete Section 7.

D Yes - Complete Sections 5 through 7 or a new SF-11994 to reflect change(s)} [:| No - Complete Section 7

SECTION 5 List your dependents {including spouse). If additional space is necessary, provide same information requested below on separate page(s)
and include your namefclaim number at the top of the page(s). Living with you?

Name Social Security # Date of Birth ~ Relationship Yes No
For dependents not living

with you complete items
D D a and b below. |

a. Are you making support payments for a dependent noted above or on your attachmeni(s)? E:] Yes [:| No ¢ Yes, support payments are made to:
Name Address City State ZIP Code

b. Were support payments ordered by a court? f:] Yes f:] No If Yes, attach copy of court order.

SECTION 6  a. Was/Will there be a claim made against a 3rd party? D Yes [ [No

b. Have you ever applied for or receivad disability benefits from the Department of Veterans Affairs?

[ Yes Claim Number | Full Address of VA Office Where Claim Filed Nature of Disability and Monthly Payment

[ ] No

¢. Have you applied for or received payment under any Federal Retirernent or Disability law?
[ IYes Claim Number Date Annuity Began  § Amount of Monthly Payment Retirement System (CSRS, FERS, SSA, Other)

[] No [ [JCSRS [JFERS []sSA  [] Other

SECTION 7 | hereby make claim for compensation because of the injury sustained by me while in the performance of my duty for the United States. | certify
that the information provided above is true and accurate to the best of my knowledge and helief. 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 criminal prosecution and may, under appropriate crirninal provisions, be
punished by a fine or Imprisonment, or both. In addition, a state or federal criminal conviction for FECA fraud will result in termination of all current and future
FECA benefits. | understand that by signing this form, if evidence is received suggesting possible employiment or earnings, | authorize OWGCP to request
verification of employmentiearnings from the Social Security Administration.

Employee's Signature Date { Mo., day, yean

Ifyou have a disability nd are in need of communication assistance (such as alternate formats or sign language interpretation), accommodations and/or modifications, please contact
OWCP. See form instructions for Requests for Accommodations or Auxiliary Aids and Services. CA-7 (Rev. 08-1 4)



1ime AnalysIs rorm U.>. Department ot Labor
Office of Workers' Compensation Programs

Employee Statement - Please carefully read instructions on reverse before filling out this form.

1. Name of Employee: (Last, First, Middle) 2. SSN

3. OWCP File Number

4. Period Covered by This Form: 5. Total Hours Claimed

for LWOP:
for L eave BuyBack

From: Ta:

6. In "Type of Leave Used” column, use codes "S" = Sick, "A" = Apnual, "0O" =

Other. If Compensation is claimed for
date, indicate "Yes" in "Compensation Claimed" column.

Compensation Number of Hours Type of

Claimed? Leave Reason for Leave Use/Remarks
Detefs) AMEST I WOP| Worked | Hol | Leave| Used (e.g., doctor visit, therapy, etc.)

Totals

Signature of Claimant

Date Signed

7. Agency Statement/Certification: | certify the above is accurate, except as follows:

Signature of Agency Official

Date Signed

Form CA 7a
June 1996



Filing a CA-7a

If you file a form CA-7 claiming compensation for intermittent dates, you must also complete form
CA-Ta, Time Analysis, to provide details on the specific dates and hours of compensation you are
claiming.

You may file a CA-7a either immediately after submitting a CA-7 by clicking the button “File a CA-
7a,” or by locating the CA-7 form on your Employee Dashboard and clicking the link to the right of
the form.

First, information about filing a CA-7a will be displayed. Click “File a CA-7a” to proceed.

Confirmation of the case for the associated CA-7 form will be displayed. Click “Continue” to
proceed.

Your supervisor's email address and the period covered by the CA-7a form will be pre-populated
based on information entered for the CA-7 form. You must change the email address to:
HRMDistrictE0079@usps.gov .

For the period covered by the CA-7a form, enter each date for which you are claiming
compensation on a separate line. For each date you enter, indicate whether compensation is
claimed and the number of hours of leave without pay (LWOP), work, holiday or leave you used on
that date. If leave was used, indicate whether it was sick, annual or other leave using the drop
down list. In the last column, also indicate the reason for your absence from work on the date you
are claiming.

If you are claiming compensation for dates which cover a continuous period of LWOP or leave, you
may enter a date range on one line using the “Date Range” button. For example, if your CA-7a
covers a period of one month, but for one week during that month you used 40 continuous hours of
LWOP, you may enter that one week period as a date range on one line of the CA-7a.

The total number of hours of LWOP, work, holiday and leave will be displayed from the information
you entered in each column. You must indicate how many hours of LWOP and/or leave you are
claiming. Note that the number of hours you claim may not be greater than the total for each
column. If you claim compensation for leave, you will also need to complete form CA-7b, Leave
Buy Back Worksheet/Certification and Election. At this time form CA-7b may not be submitted via
ECOMP. You will need to contact your agency’s workers’ compensation coordinator for instructions
on completing this form.

When you are ready 1o proceed, click “Continue.”

Finally, confirmation of your employing organization, HRM email address, period covered by the
CA-7a form and hours claimed will be displayed. To proceed, click “Sign & Submit” and agree with
the displayed statement.

Confirmation will be displayed that your CA-7a has been forwarded to HRM along with the ECOMP
Control Number (ECN) for your form. You may view or save a copy of the form in PDF version
using the “View” and “Get PDF” buttons. When finished, click “Done” to exit.



INSTRUCTIONS for 1198A Form

Section 1 {To be completed by Payee)

Type or print your name, address and ielephone number.

Type or print your name.

Type or print your S-gdigit social security number.

Check the type of account you want your iunds depostied into.

Type or prini the account number you want your funds depositad into
{(Completed by Agency)

. Leave Blank

GImmOOwe

Sigﬁ and date the form.
Section 2 (Completed by Agency)

Section 3 (To be completed by your financial insiiiution)



Standard Form 1199A (EG)
(Rev. August 2012} OMB No. 1510-0007
Prescribed by Treasury

Deparument DIRECT DEPOSIT SIGN-UP FORM

Treasury Dept Cir. 1076

DIRECTIONS
* To sign up for Direct Deposit, the payee is fo read the back of this form  ® The claim number and type of payment are printed on Govemment
and fill in the information requested in Sections 1 and 2. Then take or checks. (See the sample check on the back of this form.) This
mail this formn to the financial institution. The financial institution will information is also stated on beneficiany/annuitant award Jetters and
verify the information in Sections 1 and 2, and will complete Section 3. other documents from the Government agency.
The completed form will be retumed o the Government agency
identified below. ® Payees must keep the Govemment agency informed of any address
changes in order to receive important information about benefits and to
e A separate form must be completed for each type of payment to be remain gqualified for payments.

sent by Direct Deposit.
SECTION 1 (TO BE COMPLETED BY PAYEE)

A NAME OF PAYEE (fast, first, middle initial)
: D TYPE OF DEPOSITOR ACCOUNTD CHECKING D SAVINGS
E DEPOSITOR ACCOUNT NUMBER
ADDRESS (street, route, P.O. Box, APQ/FFPQ)
CiTY STATE ZIP CODE F TYPE OF PAYMENT {Check only ong)
[ social Security CT £ed. Sataryil. Givilian Pay
TELEPHONE NUMBER | Supplemental Security Income T i, active
AREA CODE [ Raiiroad Retirement [T i, Retire,
[T civil Service Retirement (GPM) ] Mt Surviver
B NAME OF PERSON(S) ENTITLED TO PAYMENT [T VA Compensation or Pension [ Other _
(specify}
C CLAIM OR PAYROLL ID NUMBER G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (i applicable)
TYPE AMOUNT
Prefix Suffix
PAYEE/JOINT PAYEE CERTIFICATION JOINT ACCOUNT HOLDERS” CERTIFICATION {optionai)
1 certify that | am entitled to the payment identified above, and that | have I certify that | have read and undersiood the back of this form,
read and understood the back of this form, In signing this form, | including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.
authorize my payment to be sent to the financial instifution named below
to be deposited to the designated account
SIGNATURE DATE SIGNATURE DATE
SIGNATURE DATE SIGNATURE DATE
SECTION 2 (7O BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)
GOVERNMENT AGENCY NAME GOVERNMENT AGENCY ADDRESS
SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION}
NAME AND ADDRESS OF FINANCIAL INSTITUTION ROUTING NUMBER CI;#E%_K
|

DEPOSITOR ACCOUNT TITLE

FINANCIAL INSTITUTION CERTIFICATION

I confirm the identity of the above-named payes(s) and the account number and title. As representative of the above-named financial institution, T
ceriify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR Parts 240, 209, and
210,

PRINT OR TYPE REPRESENTATIVE'S NAME SIGNATURE OF REPRESENTATIVE TELEPHONE NUMBER | DATE

Financial institutions sheould refer to the GREEN BOOK for further instructions.
THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE,

NSN 7540-01-058-0224 GOVERNMENT AGENCY COPY 1188-207
Designed using Perform Pro, WHSDIOR, Mar 87



SF 1199A (Back)

BURDEN ESTIMATE STATEMENT

The estimated average burden associated with this collection of information is 10 minutes per respondent or recordkeeper, depending on
individual circumstances. Comments conceming the accuracy of this burden estimate and suggestions for reducing this burden should be
directed to the Financial Management Service, Records Management Branch, Room 135, 3700 East-West Highway, Hyattsville, MD 20782,
THIS ADDRESS SHOULD ONLY BE USED FOR COMMENTS AND/OR SUGGESTIONS CONCERNING THE AMOUNT OF TIME SPENT TO
COLLECT THIS DATA. DO NOT SEND THE COMPLETED PAPERWORK TO THE ADDRESS ABOVE FOR PROCESSING.

PRIVACY ACT NOTICE

Collection of the information i this Direct Deposit Sign-Up form is authorized by 5 U.S.C. § 552e, 31 U.S.C. § 3332(qg), and Executive Order 9397
{November 22, 1943). Your social security number and the ofher information requested will allow the federal government to process your direct
deposit. Your social security numnber is requested to ensure the accurate identification and retention of records pertaining to you and to distinguish you
from other recipients of federal payments. This information wilt be disclosed to the Department of the Treasury and its fiscal and financial agents, and
other federal agencies, as necessary to process your direct deposit. This information may also be disclosed to a court, congressional cornmitiee or
another govemment agency as authorized or required to verify your receipt of federat payments. Although providing the requested information is
voluntary, your direct deposit cannot be processed without it.

PLEASE READ THIS CAREFULLY

All information on this form, including the individual claim number, is required under 31 USC 3322, 31 CER 209 andior 210. The information is
confidential and is needed to prove entidement to payments. The information will be used to process paymeant data from the Federal agency to
the financial institution and/or its agent. Failure to provide the reguested information may affect the processing of this form and may delay or
prevent the receipt of payments through the Direct DeposivElectronic Funds Transfer Program.

INFORMATION FOUND ON CHECKS
Most of the information needed to complete boxes A and F in

z 1551
Section 1 is printed on your govemment check; United States Treasur_y %00 Check
Month Day Year Q.
KANSAS CITY. MO 0000 435785
@ Be sure that payee’s name is written exactly as it 28 28 | DOLLARS CTS

appears on the check. Be sure current address is shown. Payto @ $100 H
the order of /JOHN DOE i
543

123 BRISTOL STREET
® Type of payment is printed to the left of the amount. HAWKINS BRANCH TX 78 9
]
® NOT NEGOTIABLE

"D0000518" 0415719267

SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS

Joint aceount holders should immediately advise both the Government agency and the financial institution of the death of 2 beneficiary. Funds
deposited afler the date of death or ineligibility, except for salary paymenis, are to be returned to the Govermnment agency. The Govemment agency
will then make a detenmination regarding survivor righis, calculate survivor benefit payments, if any, and begin paymenis.

CANCELLATION
The agreement represented by this authorization remains in effect until cancelled by the recipient by notice o the Federal agency or by the death
or legal incapacity of the recipient. Upon cancellation by the recipient, the recipient should nolify the receiving financialinstitution that hefshe is doing $o.
The agreement represented by this authorization may be cancelled by the financial institution by providing the recipient a written notice 30 days in
advance of the canceliation date. The recipient must immediately advise the Federal agency if the authorization is cancelled by the financial institution.
The financial institution cannot cancet the authorization by advice to the Government agency.

CHANGING RECEIVING FINANCIAL INSTITUTIONS

The payee’s Direct Deposit will continue to be received by the selected financial institution until the Government agency is nofified by the payes that
the payee wishes to change the financial institution receiving the Direct Deposit. To effect this change, the payse will complete a new SF 1199A at the
newly sefected financial instftution. It is recommended that the payee maintain accounts at both financial institutions untit the transition is complete, i.e.
after the new financiai institution receives the payee’s Direct Deposit payment.

FALSE STATEMENTS OR FRAUDULENT CLAIMS
Federal law provides z fine of not more than $10,000 or imprisonment for not mere than five (5) years or both for presenting a false statement or
making a fraudulent claim,
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Sefnificn of Loave Buy Back:

@

A employes who susizing 2 jobrelated injury that necassEates absencs fom WOrK, may use
“sick” andfer “annuz! iszve o aveld imterruplion of income whiiz aweling compensaiion from

ihe Cffice of Worksrs? Compensaiion Programs (OWCP). Wiih the approval of the USPS and

- At o~ - = [ Ty, - -y iy, gl O oy —
OWCP, the amplovas may 01 10 "Duy back’ afi or a poriion of lezve, fors

1. feave uyssd during & period of disabilily czused by an occupaiionszi Biness or
disease and 2 cieim for Workers Compenszion i 2pproved, or

ciaim for Workers’ Compens=ion is approved. The employee may buy back

2. leave used during 2 peried of disabiifly caused by 2 fraumalic infury and the
leave aken siierihe 45 dzy Coniinuation of Pay {COP) period.

m T el iz [TrLy o5 i T2 L
Lonsiceranons and implications of Leave Buy Back

wh

VWhen buying back leavs, the employes will be required fc pay ihe USPS Hi=
diference batwssn thelr compensaiion r=is {(which will be two thirds or thres fourths of
Tiil pay)} end their sciual pay. For exampie, If e smployes’s nonmal szizry Is
$100/¢ay and hafehs receives ST S/day (thres fourihs of fuil o2y) under hisfher
Workers' Cor IE

oensziion cialm, sha/ne will, theorsiically, be obliged o Say e
diizrence of 325 2 day'io the USPS o buy back fhe used leave. However, becauss
compensalion is not taxabie or subject io ofer deduciions, The amouni payable fo-
USPS by the employes will be lass than what is flusiaied in the above 2xample.

[~

Buy Back may nvoive sianificant 8me 2nd sifort, so the employes (i financially =ble}
ey wish 1o go on Leave Wihous Pay (LWOP) siztus while awaliing the zpproveal of
nerhis compensation claim. Eventual compensaton will include the period that
employee was on LWOP.

[6M)

: Employess may buy back only the maximum number of hours of annua! leave that
does not exceed the carryover ceiling. Employses shouid veriiy maximum number of
hours alfowsble for each employment caiegory {bargsining unk, non-bargsining unit
=5y

SICL )

{.

y-3 Employess will not be able to make confribudions to the Thritt Savings Plan (TSP) for
the peried of ime they =re on LWOP {to accomiplish leave buyback). in the case of
FERS enployess, there will be no governmant confribution for the fime spent on
LWOP. All deduciions made while an empioy=e was in a paid leave staius shall be
recovered itom tha TSP and Retirement funds.
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apRIOVES e Ciamm for compensalion or ¥&2r wom ine date of reltsn o work,
whichsver is igiar,
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S Iack ot accepiaiie medical documeniation win preciude iz actepizncs of ouy  back

egusst Medical documentation must cover all hours for which cizim is mads,

7. Emplovess who decids toizke annual andfor sick leave insisad of COP afiera

Faumatic iy, cannot buy back e leave taken or claim OWCP compsnsafon for

m2 45 day COP oerod.,

Ioco Fm o, E TN i 4 It i 23 3 T Ty | 3 o
8. Uniess the paried of Gisabimy eXcesds 14 calendar days, there is 3 fhres a2y (L WOP)

S compensation can be paid. The ampleyes would not be paid
Compensation for the thres davs, b would he responsibie for paying back the fufl

amotnt of isava recaived for the Hirss gays, should helshe opi for leave buy back
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Buy back ¢f leave cannoi be considarmd aierithe amplovas has been szparaed fTom -

[$#]

the Postal Saivice.

143 nplcves’s isave record leave bought back will be changed tc LWOR/ 73]
{iniury on Zuly). Leave s not 2amed during 2 period when an smpicyss 5 nLWOP
Status and, thersfors, Hhe repurchass of leave will resuit . i reducion of samed
fazya,

i1 Tax rapicaicns:

- For cases that are processed e same EX year as the claim, the employes
will see their YID saming oizls change as soon as e casa is processed
T f{chenge canrelsieic gross Y15, Fed Tax Medicare/SS, refrement, nst aic)
- For cases that ar= processed forthe prior {2x year, employees wil receive 2
W2-C for Medic and/or Social Seeurity only. These are for smpioyess records
and ey may 7ot amend prior years iexes. Employees may claim, s 2 loss, .-
e menies o2id in the year of the claim oroviding they Bembre dedictions”

{Further refzfed Informeiion Tom IRS Revenue Ruling 79-322)

? Responsibiiifies in tha Buy Back Process

it]
g
8
j

1. Empicyse informs his/her supervisor of irkent to apply for leave buy back.
Empioyze Is given, by the injury Compensation Controf Cfice (CC0), the
“Informztion for Employess” legiletfvemphizt and must read & thoroughly.

2 B having read the “Informaiion for Employses’, the smploves decides fo go
ahead with the L.5B procedurs the supervisor or |CCO will provide the employves with
an “estimate” of the amourt of reimbursement ihat the OWCP will make foward the
buy back of izave, as well as the amoun: that the employes wii nesd o pay fhe
agency in order fo have his/her leave resiorad. -

IBB Employess 2 B
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Tmpioyess musi maks cerizin that thelr refevant madical kormation is secured Tom

thelr medical pracfionerand submiied.

Ermpioyer’s Responsibiiiiies In the Buy Back Frocess

Ny

(A}
l

1he employsr completes the relevert forms wiizing informafion fom the jocal
iinance office. This process could be acesieraiod by the emploves making

d medical documeniztion is quickly Tortheoming. The 100G
veriies period of #me claimad ageinst Agency leave records and njury #me

supporied by e physician.

cenzm Wist o=

~ = -

Forms will then bs forwarded io fha ! iinnsepolis AST io process the buyback, The
ASC wiil send complete and accurate forms 1o the relevant OWCP. Forms that are
not accepizbis io 12 ASC will be sant back to the ICCO oT corrections andfor

AT . S -1 N e T a Ll F PSS PO T ¥ poem s T .‘
OWCP will inform the employes of thair decisior i HOUCH s use of Form CA-1208,

stating the compsnsaiion amount to repurchase izave (§ Agency esiimaieis whhin

10%, OWCP will make payment to the USPS. The form aisc resisies ihs emplovas’s

obhgation fo pev 2ny balence cue for the reburchzse drecliy fo the USPS.

oy e 5 e P 9 — i -
rorms Usad int the Dy Back Process

OWCP Fogn CAF = Claim for Compenszaiion On Accouni of Traumstc Intry or
Cccupational Dissase”™. This form ideniifes percd for which compenszfion is

cizimed and providss information about the dlafmant and his/aer dependenis, and
speciic infomztion relsted to wage loss and bensfiis previousiy received.

OWCP Form CA-Th “I BB Worksheel Cerificafion and-Elsclion Form™, This form is
used {o ceicuizte enfittement and includas imformeadien relaiad tor

Weskly base pay raies af Date of Injury, Date Stopped Work and Date
of Recurrence. Information related to weekiy pay rate and “zdditions io
base pay mustalso be included (2.g. ragnt diterentiel, Sunday premium,

subsistence/guzriers, sic).

OWCP Form CA-7z “Time Analysis Fortn™. This form is to be completed where mors
that one continuous perfod of leave or EWOP is claimad or whers jeave or LWOP
used higs been intermiitent.

QWCP Form Lefier CA-1208 which provides noffication of approval of buy back
cizim and a2dvice of payment made.

Employess 3
iss



PRIVACY ACT NOTICE — Office of Workers’ Compensation
Program Forms

This notice contains a privacy statement applicable to U.S. Department of Labor,
Employment Standards Administration, Office of Workers’ Compensation Program
{OWCP) forms that are used by the U.S. Postal Service® (USPS®). This notice must be given to
an individual completing any one of the forms listed below in compliance with the provisions of
the Privacy Act of 1974.

This notice includes the principal purpose(s) for which the information is being collected,

the laws that allow the Postal Service™ to collect the information, any effects upon an
individual for not providing the information, and the circumstances {Routine Uses) in which the
information may be disclosed.

CA-1 Federal Employee’s Notice of Traumatic Injury and Claim for Continuation of Pay/Compensation
CA-2 Notice of Occupational Disease and Claim for Compensation ‘

CA-Za Notice of Recurrence

CA-H Claim for Compensation by Widow, Widower, and/or Children

CA-Gb Claim for Compensation by Parents, Brothers, Sister, Grandparents, or Grandchildren
CA-7 Claim for Compensation

CA-7a Time Analysis Form

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

CA-12 Clairn for Continuance of Compensation under the Federal Employees’ Compensation Act
CA-16 Authorization for Examination and/or Treatment

CA-17 Duty Status Report

CA-20 Attending Physician’s Report

CA-1108 Short Form Statement of Recovery (Third-Pariy Claim)

CA-1122 Long Form Statement of Recovery (Third-Party Claim}

OWCP-915 Claim for Medical Reimbursement
QWCP-857 Medical Travel Refund Request
OWCP-1500 Health Insurance Claim Form

Privacy Act Statement: Your information will be used to process your claim under the Federal
Employees’ Compensation Act. Collection is authorized by 39 U.S.C. 401, 410, 1001, and 1005.

Providing this information is voluntary, but if not provided, we may be unable to process your
request. We may disclose your information as follows: in relevant legal proceedings; to law
enforcement when the USPS or requesting agency becomes aware of a violation of law; to a
congressional office at your request; o entities or individuals under contract with USPS; to
entities authorized to perform audits; to labor organizations as required by law; to federal, state,
local or foreign government agencies regarding personnel matters; to the Equal Employment
Opportunity Commission; and to the Mexit Systems Protection Board or Office of Spegial
Counsel.
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