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WORKERS' COMPENSATION PROGRAM OPERATION 

Overview 
 

In this time of cost concern, Non-Appropriated Fund Instrumentality (NAFI)(s) shall 

make every effort to control workers' compensation cost.  This can only be effective if it 

starts at the top and is communicated down the chain of command.  In order to do this, 

the head of the NAFI shall: 

 

 Designate an activity coordinator to monitor and administer the workers' 

compensation program.   

 

 Establish and operate an effective and proactive safety program that identifies and 

corrects hazards to prevent accidents, investigates accidents and offers safety 

training and education.   

 

 Establish and maintain a positive management attitude toward safety, accident 

prevention and disability management.  This will result in: 

 

 Shortened disability times and reduced workers’ compensation costs 

through a Return-to-Work program. 

 

 Employees who are productive while they are recovering from job related 

injuries. 

 

 An enhanced ability to achieve quality and production goals. 

 

 Employees who feel positive about themselves and their ability to 

contribute to their department. 

 

 Establish and operate an effective orientation and training program for employees 

and supervisors concerning workers' compensation.   

 

 The activity should additionally provide regular and recurring workers’ 

compensation and safety training. 
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PROGRAM INFORMATION 
 

NONAPPROPRIATED FUND INSTRUMENTALITIES ACT (NAFIA). 

The NAFIA effective 18 November 1958 (now 5 USC 8171-8173), extended the 

provisions of the Longshore and Harbor Workers’ Compensation Act (LHWCA) 

(33 USC 901 et seq.) to Non-Appropriated Fund (NAF) employees. 

 

WHO IS COVERED/NOT COVERED BY THIS PROGRAM 

 
Provisions of the LHWCA apply to benefits for disability or death resulting from a job- 

related injury or occupational disease to: 

 Employees of NAFIs within the U.S. 

 Citizens or permanent residents of the U.S. or a territory, employed by NAFIs outside the 

U.S. 

 Active Duty military members, including those employed during their off-duty hours, are 

NOT eligible for NAF workers’ compensation. They are covered with military care. 

 Contractors are not covered; they must have their own coverage. 

 Foreign National employees and third party national employees overseas are not covered. 

This coverage must be provided for under Status-of-Forces Agreement (SOFA). 

 

COVERAGE 

 

 Compensation will be paid under the LHWCA for the disability or death of an employee 

arising out of and in the course of employment. 

 Compensation may be denied if the injury or death was due solely to intoxication or 

resulted from a willful intent to injure or kill oneself or another person. 

 

In broad terms, LHWCA covers employees: 

1. From the time they report for duty until the time they leave at the end of their 

working hours. 

2. While traveling away under orders of temporary duty or while traveling locally at 

the direction of their employer unless the employee deviates from the scope of 

employment. 

 

LHWCA does not cover an employee while they are traveling to or from work. 

 

LIABILITY 

 

 NAFIs must compensate their employees as stated in the LHWCA.  

 Compensation for employees will be provided under a self-insured Workers’ 

Compensation Program managed at Commander Navy Installations Command (CNIC). 

 A contract for claims adjudication will be procured by CNIC to manage workers’ 

compensation claims for eligible employees. 

 The third party administrator (TPA) will pay employees, as required by the LHWCA, 

from funds provided by CNIC. 
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COMPENSATION 

 

 Compensation is not provided for the first three business days of disability.  These 

three days are considered the waiting period.  

 If the injury is disabling for more than 14 days, there is no waiting period. 

 

BENEFITS AUTHORIZED 

 
 Medical Care 
 NAF employees eligible for benefits are entitled to medical services, medicines and 

supplies, subject to the provisions of the LHWCA. 

 Under the LHWCA, an employee has the right to choose an attending physician to 

provide medical care relating to their injury. 

 An employee may not change physicians after the initial choice unless prior consent has 

been approved for the change by the TPA. 

1. When prompt treatment is needed and the employee is unable to choose a 

physician, the NAFI will select one. 

2. The treating physician will, within 10 days after treatment, send a copy of the 

Request for Examination and Treatment (Form LS-1) to the Deputy 

Commissioner of the local Department of Labor (DOL), the TPA, and the 

employer. The physician will also send the Attending Physician’s Supplementary 

Report (Form LS-204).  

Disability 

 Total: Employees permanently or temporarily totally disabled because of an on-the-job 

injury or occupational disease may receive 66 2/3 percent of their Average Weekly Wage 

(AWW). 

 The minimum and maximum weekly compensation rates change annually 

and are published by the DOL each year. 

 

 Partial:  Compensation for permanent or temporary partial disability is 2/3% of the 

difference between AWW before injury and the wage-earning capacity after the injury.  

 Employees who sustain a permanent impairment or amputation to certain 

parts of the body (fingers, toes, hands, feet, arms, legs, hearing loss and 

eyes) may also be entitled to scheduled awards. 

 

 Death Benefits: Death benefits are payable to eligible survivors if the injury or disease 

causes death. Compensation includes reasonable funeral expenses up to $3,000. A 

widow/widower can receive compensation at the rate of 50 % of the AWW of the 

deceased.   Should the surviving widow/widower remarry, they are entitled to a two-year 

lump sum payment at 50% of the AWW.   

 

Death benefits for a surviving child shall be paid at 16 2/3 % of the AWW if there is a 

surviving widow/widower.  If there is one surviving child of the deceased employee, 

the child shall have his/her compensation increased to 50% of wages, and if there is 

more than one surviving child of the deceased employee, the children will receive, in 

equal parts, 50% of the wages increased by 16 2/3% of wages for each child in excess 

of one: provided, that the total amount payable shall in no case exceed 66 2/3 % of 
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the wages. If there is more than one dependent, each would split equally the 16 

2/3rds.     
These benefits would be paid until the dependent reaches the age of 18 (unless they are 

still attending high school and would then end at the end of the school year).  Benefits 

would continue beyond that if the dependent were a full time student at an accredited 

university up to age 23. 

 

FEES TO ATTORNEYS 
 

 All notice of representation must be sent to the DOL. The Secretary of Labor will 

not approve payment of a fee to a claimant’s representative who has been 

disqualified from representing claimants under the LHWCA. 

 

POSTING NOTICE OF COVERAGE 
 

 Each NAFI will post a Notice to Employee, DOL Form LS-242 (NF)) in a place 

where it can be seen easily.  This form is provided annually by CNIC.  This form 

also states that CNIC NAF has workers’ compensation coverage under the 

LHWCA. (A sample of this notice can be found in the “Forms” section.) 

 

USE OF MILITARY MEDICAL FACILITIES 
 

 Use of military medical facilities by NAFI employees is limited to emergency 

treatment only. 

 In non-emergency cases and for all other treatment, employees must select their 

own civilian physician and medical facility. 

 In overseas areas or in remote areas of the U.S. where there are no adequate 

civilian medical facilities for NAFI employees, follow up treatments or 

hospitalization in military medical facilities are authorized. 

 

 

 

LEAVE STATUS 

Leave Without Pay 

 Leave without pay (LWOP) shall be granted to an employee who is covered by 

workers’ compensation.  

 Administrative leave will be granted for the initial first aid treatment on the day of 

injury. 

 LWOP will start on the first full day of disability. 

 An employee may remain in an LWOP status for up to one year while receiving 

workers’ compensation benefits. 

 After one consecutive year in an LWOP status, the employee may be terminated 

without cause. The termination does not affect the employee’s entitlement to 

benefits under the LHWCA. 
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MISREPRESENTATION 

 

 The LHWCA includes the following categories of misrepresentation as well as the 

penalties applicable: 

 

1. Claimant –A claimant who knowingly and willfully makes a false 

statement or misrepresentation for the purpose of obtaining benefits or 

payment under the LHWCA will be guilty of a felony and upon conviction 

will be punished by either a fine not to exceed $11,000.00, or by 

imprisonment not to exceed 5 years, or in some cases both may be 

applicable.  

 

2. Claimant’s Attorney or Other Representative – A claimant’s attorney or 

other representative who knowingly and willfully makes a false statement 

or representation for the purpose of obtaining a benefit or payment under 

the LHWCA will be guilty of a felony and upon conviction will be 

punished by either a fine not to exceed $10,000.00 or by imprisonment 

not to exceed 5 years, or in some cases both may be applicable.  

 

3. Employer, His Agent or Employee of Insurance Carrier – The employer, 

his agent, or an employee of an insurance carrier who knowingly and 

willfully makes a false statement or representation for the purpose of 

reducing, denying, or terminating benefits to an injured employee, or his 

dependents when the injury results in death, will be punished by either a 

fine not to exceed $10,000.00 or by imprisonment not to exceed 5 

years, or in some cases both may be applicable.  

 

PENALTIES AND FINES 
 

 Three different penalties and fines may be assessed against the NAFI for failure to 

file timely reports or pay compensation on time: 

 

 10% Penalty – TPA assessed for failure to pay compensation on time. 

Compensation must be paid within 14 business days after it becomes due or the 

penalty is assessed on the unpaid monies. Although seldom done, the DOL may 

excuse late payment when compelling reasons are shown for the delay. This 

expense is paid to the employee by the TPA; however, it is not a covered 

expense under the Workers’ Compensation Program and the cost will be 

passed back to the employing NAFI. 

 

 Interest Penalty – TPA is assessed interest on all monies due. Interest will be 

calculated on the basis of a rate determined by the Secretary of the Treasury and 

published by the DOL. This expense is paid to the employee by the TPA; 

however, it is not a covered expense under the Workers’ Compensation 

Program and the cost will be passed back to the employing NAFI. 
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 $22,587.00 Fine – CNIC/TPA may be assessed a fine not to exceed $22,587 for 

knowingly and willfully failing or refusing to file a form Employer's First Report 

of Injury (LS-202) within 10 days business from the date of injury, or from the 

date the employer had knowledge of the injury  or death.  

 

 

WHO IS CNIC’S WORKERS’ COMPENSATION CARRIER 

 

CNIC has selected Contract Claims Services, Inc. (CCSI) as the Third Party 

Administrator (TPA) for our workers’ compensation program.  CCSI’s general contact 

information is: 

 

P.O. Box 541388 

Dallas, TX 75354 

800.743.2231 Phone 

972.786.7349 Fax 

 
FILING A CLAIM 

 

Timely and effective claim processing is a necessity should an injury occur.  The method by 

which a claim is handled can affect the progress and resolution of a disability case as well as the 

severity of dollar loss.  Well-established and timely claim procedures are of prime importance. 

 

Supervisor Responsibilities 

Once the employee has reported the injury/illness to their supervisor, the LS-202 paper form must 

be completed by the supervisor and a brief explanation of how the workers’ compensation works 

should be explained to the employee (a thorough explanation of the program is given in 

orientation). Other forms, such as the LS-1, Choice of Physician Statement,  the Temporary 

Prescription Services form , and the Employee Consent & Authorization form will be given to the 

employee by the supervisor if applicable. An explanation for these forms can be found in later 

sections of this guide. At this time, the “What Happens Next” form can also be given to the 

employee. 

 

All forms must be submitted to the workers’ compensation Point of Contact (POC) the same day 

of injury to ensure the claim is filed within three business days of the injury. A Supervisor’s 

Checklist can be found in the forms section as a guide for the supervisor.  

 

In the event the employee needs immediate attention, this process of completing forms can be 

completed after medical care is given to the employee. 

 

Workers’ Compensation POC Responsibilities 

Once the supervisor has submitted the paper LS-202 and all applicable forms for the injured 

employee, the POC must file the claim with our TPA.  The claims are filed on the CCSI website: 

 

https://www.ccsapps.com/CCSWebsite/ 

 

(Please contact the headquarters Workers’ Compensation POC to set up an account.) 
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Report Only 

If the reported injury/illness does not require medical treatment, the incident is considered a 

report only.  When this occurs, a LS-202 form must be filed through the CCSI website. 
 

Note: In cases of severe injury or death, the NAF activity shall notify CNIC (N94) within 

24 hours. 
 

Report with Medical 

If the reported injury/illness requires medical attention, the incident is considered a report 

with medical. When this occurs, a LS-202 form must be filed through the CCSI websites.  
 

The supervisor must have the following forms completed and signed by the injured 

employee; which are then submitted to the Workers’ Compensation POC along with the 

LS-202: 
 

 LS-1 (Request for Examination and Treatment) 

This form is completed by the supervisor and informs the initial treating 

physician that the injury is a possible workers’ compensation injury.  It 

also authorizes examination and/or treatment under the LHWCA. The 

employee should only be given the LS-1 form the day of injury which is 

also the same day the employee is seeking medical treatment.  Please 

explain to the employee that the physician’s office is required to send this 

form to the address at the bottom of the LS-1. 
 

 Choice of Physician Statement  

This form is completed by the employee.  The employee may select any 

physician of their choosing.  If the injury/illness is an emergency, the 

employee must be taken to the nearest emergency medical facility.  This 

form is to be scanned to the TPA.  Once the physician is selected by the 

employee, the employee may not change physicians unless the TPA has 

given prior consent for the change.  
 

 Employee’s Consent and Authorization to release Medical and/or 

Dental Records 

This form is completed by the employee and gives authorization to have 

the employee medical records furnished to the employer and/or its 

authorized representative.  This form is to be scanned and sent to the TPA. 
 

 Temporary Prescription Services form 

This form is to be completed by the supervisor and given to employee to 

expedite the processing of a workers’ compensation prescription if 

applicable. 

 

Return to Work Statement 

Once the employee returns from the treating physician, the employee will be given a 

return to work statement.  This statement will return the employee to work: 

 Full-duty 

 With restriction’s (light duty) 

 Off work (for a specific amount of time) 
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Return to Work Full –Duty 

If the employee has returned to work at full-duty, scan a copy of the statement to the 

TPA.   If there is no follow-up, there is nothing more you must do. 
 

Return to Work with Restriction 

If the employee has returned to work with restriction(s) (light duty), the following form 

must be completed: 
  

 Modified/Alternative Work Form 

This form is completed by the supervisor and submitted to the TPA by the 

Workers’ Compensation POC.  This form is used to advise the TPA if the activity 

will provide light or modified duty for the injured employee.  Modified or 

Alternative duty is always encouraged through a Modified/Alternative Work 

Program. 

 
Modified/Alternative Work Program 

o A Modified/Alternative Work program is intended to return an employee to 

work as quickly as possible without risk to the employee's health.  Some 

change in the job may be required in returning the injured employee to work.  

This may involve simple changes to the physical characteristics of the 

original job, temporarily reassigning the employee to productive alternate 

duties or providing adaptive devices (such as lifting equipment) to reduce the 

physical demands of the job. 
 

o The first priority should be to return the employee to the same job, if 

medically advisable.  Building on existing work experience and working 

relationships avoids adding the stress of adjusting to new tasks and 

surroundings. 
 

o Return the employee to accustomed, but modified work in the same 

department. Job or work site modifications may include a temporarily 

reduced work schedule, changed duties, trading heavier parts of the job with 

co-workers, altering the way duties are performed, physical changes in the 

work station and/or specialized tools or adaptive devices. 
 

o Return the employee to work with the same employer, but in a different 

position. Capitalize on transferable employment skills or provide on-the-job 

training.  In some instances, it may be necessary to reassign the employee to a 

different area of the activity. 
 

o It is critical to maintain communication with the employee.  Studies have 

shown that regular, positive, contact with supervisor rate higher with 

employees than many other types of incentives.  The supervisor has a major 

influence on the attitude of the employee in this situation.  Do not let the 

employee sit at home. Studies also show that employees that sit at home 

develop emotional issues.  Engage them!  Treat the employee better than 

when they were at work.  If possible, take them to their doctor’s 

appointment/therapy. 
 

o A form letter shall be used to make a formal job offer to the employee. 
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Off Work  
If the employee is taken off work for more than 3 business days, the following form must 

be completed through the CCSI website: 

  

 LS-210 (Employer’s Supplemental Report of Accident or 

Occupational Illness) 

This form is used to notify the TPA and the DOL Office of Workers’ 

Compensation Program (OWCP) that the employee has lost time due to a 

work related injury/illness.  This form is completed on the CCSI website, 

must be printed, signed by the workers’ compensation POC and mailed to 

the New York OWCP office. If forms are completed after initial filing, all 

other forms are to be mailed to Florida OWCP office. 

  

When the employee is off work, as prescribed by a physician, the manager or supervisor 

should contact the employee within 24 hours of the occurrence of the injury to check on 

the employee's condition.  The manager or supervisor should make weekly or biweekly 

calls to the employee in on-going cases for at least the first three months.  These calls 

should be made quarterly thereafter.  These calls are to see how the employee is doing 

and to identify further action.  All communications with the employee should be 

documented on the "Telephone Log" form.   

 

The supervisor should consider sending a get-well card and inviting the employee to 

organizations social events in long term cases. 
 

Almost every study and publication on workers' compensation indicates that one of the 

most effective ways to show employees that management cares and to control cost is to 

have an aggressive Modified/Alternative Work program.  

 

If the employee cannot be placed in the Modified/Alternative Work program, place them 

on FMLA.  We do not need medical certification; we already have that information from 

the doctor. Please follow FMLA procedures. 

 

Injury that Occurs on Activity Parking Lot 

When an injury occurs on an activity parking lot or if there is a question as to whether the 

injury occurred in an activity owned and controlled space, the supervisor will complete 

the Parking Lot Injury Checklist, drawing/diagram of the accident and submit it to the 

Workers’ Compensation POC along with other applicable forms. 

 

Prescription Card 

Once a claim has been filed, the employee will receive a prescription card from Express 

Script for the purpose of medications for their workers’ compensation injury. Any other 

use may result in denial of prescription card. 
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Details to Remember 

The required forms must be completed and sent to the TPA immediately upon knowledge 

of the occurrence of the injury.  The reported injury must be inputted into the TPA 

website and submitted to the New York DOL office within 10 business days.  Financial 

penalties may be incurred if report is not filed in the specified timeframe.   The medical 

provider documents, initial/recommended treatment, reports, and recommendations are 

sent to the TPA. 

INJURY AND ILLNESS RECORD KEEPING 

 

Under the Occupational Safety and Health Administration (OSHA) Recordkeeping 

regulation (29 CFR 1904), CNIC is required to prepare and maintain records of serious 

occupational injuries and illnesses, using the OSHA 300 Log. This information is 

important for employers, workers and OSHA in evaluating the safety of a workplace, 

understanding industry hazard, and implementing worker protections to reduce and 

eliminate hazards. 

 

The employer must post Form 300A, the Summary of Work-Related Injuries and 

Illnesses, in the workplace every year from February 1 to April 30 for the previous year. 

Current and former employees, or their representatives, have the right to access injury 

and illness records. Employers must give the requester a copy of the relevant record(s) by 

the end of the next business day. 

 

 

OSHA Forms 300, 300A and 301 

Forms and detailed instructions can be found in the forms section of this guide.  Fillable 

forms can be downloaded and saved at the following link: 

 

https://www.osha.gov/recordkeeping/RKform300pkg-fillable-enabled.pdf 
 

 

What is a Recordable Injury and Illness? 

An injury/illness must meet the general recording criteria to be recordable, if the 

injury/illness results in any of the following: death, days away from work, restricted work 

or transfer to another job, medical treatment beyond first aid, or loss of consciousness.  

 

You must also consider a case to meet the general recording criteria if it involves a 

significant injury and illness diagnosed by a physician or other licensed health care 

professional.  Even if an injury/illness does not result in death, days away from work, 

restricted work or job transfer, medical treatment beyond first aid, or loss of 

consciousness it is considered recordable. 
 
 

 

 

 

 

 

 

https://www.osha.gov/pls/oshaweb/owasrch.search_form?p_doc_type=STANDARDS&p_toc_level=1&p_keyvalue=1904
https://www.osha.gov/recordkeeping/RKform300pkg-fillable-enabled.pdf
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LS Form 

Instructions 
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HOW TO COMPLETE FORM LS-202 -PAPER COPY 

Supervisor 

 

Sections 1 - 2 Leave blank. 

 

Section 3 Fill in date and Time of Accident. 

 

Section 4 Fill in first, middle initial and last name and telephone number. 

 

Section 5 Fill in employee’s address. 

 

Section 6 Mark Box B. 

 

Section 7 This will only be filled in when marking the box Non-Appropriated Fund 

Instrumentalities Act. 

 

Sections 8 – 19 Complete information accordingly 

 

Section 20 Enter the date (mm/dd/yyyy) and time the injured employee’s pay stopped. If pay did 

not stop, then write by the entry, “Did Not Stop” in Section 20.  

 

Section 21 Complete which days usually worked per week. 

 

Section 22 Enter the date the employer was first informed the illness or injury was work–related. 

(Section 22 does not necessarily have to match the date in Section 3. Sometimes employers are 

aware of employee’s illness(es) or injury/injuries, but were not informed that it was work-

related.) 

 
Section 23 Fill in each subsection a,b,c, and d as applicable. However, if entering in on 

computer...it will only allow you to fill in one option. In that case, enter in the hourly rate. 

 

Section 24 Complete with the address of activity or facility where accident occurred. 

 

Section 25 Tell how the employer or supervisor became aware of the work-related injury, i.e. 

“employee’s verbal report, employee’s written notice, or by employee’s agent. 

 

Section 26 Completely describe how “the employee says” the accident happened. Tell what the 

employee says he/she was doing at the time of the accident, what happened, and how it happened. 

Name any objects or substances involved and explain how they were involved. 

 

Section 27 Enter the type of injury, naming the part of the body affected, e.g., fractured leg, cut 

right thumb, or bruised left hand. If a part of the body was lost, describe fully. 

 

Section 28 Complete. 

 

Section 29 Enter the date (mo/day/yr) that the employer authorized medical care. 

Enter only when the LS-1 was completed and provided to the employee. 

 

Section 30 Complete. 
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Section 31 By completing and forwarding this form to the third party administrator who has been 

contracted to process the workers’ compensation claims, the answer should be “Yes”. 

 

Section 32 Enter the name and address of the physician who treated the employee. 

 

Section 33 Enter the name and address of the treating facility. 

 

Section 34 Enter the address of the current third party administrator which has been contracted to 

process the workers’ compensation claims. Provided in the point of contact listing. 

 

Section 35 Enter the name and full correct mailing address of the employing NAFI. (Include the 

activity number after the name). 

 

Section 36 Enter “Non-Appropriated Funds,” to describe type of employer’s business. 

 

Section 37 Complete 

 

Section 38 Complete 

 

Section 39 Complete 

ADDITIONAL INFORMATION 

 

 

The following information is requested to be put on all LS-202s to expedite the processing of the 

claim: 

 

The employee’s date of hire on the line above Section 1 

 

A point of contact name and telephone number, if different than the supervisor, on the line above 

Section #2. 

 

If the employer doubts the validity of the claim, then a written statement may be attached to the 

LS- 202. 

 

The workers compensation POC must complete LS-202 on the TPA website.  The paper 

form is optional if the workers’ compensation POC is the initial contact, you may enter the 

information directly into the workers’ compensation website. 
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  
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HOW TO COMPLETE FORM LS-202 (TPA WEBSITE) 

Workers Compensation POC 

 
This is a required form which is completed on the TPA website by the employer to report an 

injury or occupational illness when the employer becomes aware of such injury or illness and/or 

the injured worker loses one or more shifts of work due to the injury/illness. It is a reporting tool, 

not an admission of liability. 

 

This form may be found at https://www.ccsapps.com/CCSWebsite/. You may obtain your log in 

credential from the headquarters workers’ compensation representative. Complete the form, 

submit, and print for your records.  If the employee requires medical attention and will be out 

more than one day (not including the day of injury), this form must be mailed or faxed to: 

 

U.S. Department of Labor 

Office of Workers’ Compensation Programs 

Division of Longshore and Harbor Workers’ Compensation 

201 Varick Street, Room 740 

Post Office Box 249 

New York, NY  10014-0219 

Fax (646)264-3002 

 

The New York City DLHWC District Office will assign OWCP case numbers to all new 

cases, regardless of the location of the injury or the claimant’s home address.  The New York 

City office is thus designated as the “Central Case Create” site.  Unless a case number has 

already been assigned, you should submit the following forms to the Central Case Create site. 

 

Complete the following fields: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.ccsapps.com/CCSWebsite/
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HOW TO FILL OUT FORM LS-1 

Supervisor 

 
This form is given to the injured worker by the employer/insurance carrier to authorize the 

injured worker to select and be treated by a physician of the injured worker’s choice. This form is 

only released per claim and it must have the name of the authorized physician or medical facility 

listed.  It is important not to release this form if the employee does not know where treatment will 

be rendered. It is a two-sided form; the employer/insurance carrier completes the first page and 

the selected attending physician completes the second page. This form is only given to the 

employee the day of initial injury. 

 

This form may be found at www.dol.gov, look under the “Find it” column. Click on Form and 

scroll down, until you see the Form No. you are looking for. Click on it and it will bring you to 

the form, you may fill out the form before printing if you prefer. 

 

[First Page] 
Section 1 Check box “C” only. 

 

Section 2 Complete the name and address of the physician treating the employee. 

 

Sections 3 – 5 Complete. 

 

Section 6 Completely describe how “the employee says” the accident happened. Tell what the 

employee says he/she was doing at the time of the accident, what happened, and how it happened. 

Name any objects or substances involved and explain how they were involved. 

 

Section 7 Complete. 

 

Section 8 To be completed by the person authorized to sign for the employer and the title of that 

person. 

 

Section 9 Enter the full name and mailing address of the employing activity. (Include activity 

number after the name.) 

 

Section 10 Enter the telephone number of the employing activity. 

 

Section 11) Enter the date the Form LS-1 was signed. 

 

Section 12 Complete with the address for the Department of Labor New York OWCP office. 

 

Section 13 Enter the name and address of the current TPA which has been contracted to process 

the worker’s compensation claims. Provided in the point of contact listing. 

 

 Provide the original LS-1 to the employee to present to the treating physician or facility, so 

that the physician can complete the second page. 

 

 The physician’s office should mail this form directly to DOL.  However, in the case where 

the completed form is returned to the workers’ compensation POC, the form should be mailed 

to New York OWCP office. 

 

 

http://www.dol.gov/


20 | P a g e  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Physician will complete 2nd page of this form** 
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HOW TO FILL OUT FORM LS-210 

 
 The employer uses this form to notify the Department of Labor of time lost due to injury  

 

 The LS-210 can be completed on the workers’ compensation website by clicking on LS-210 

tab and clicking new.  You must have the employee’s assigned claim number to enter 

information. NOTE: The first date of lost time does not include the day of injury. 

 

Complete the following fields: 

 

(1 – 6  and 12 -13 are pre-populated) 

 

 

 
 

 

 After completing and submitting form, print a copy and mail or fax to New York 

OWCP office that is provided in the point of contact listing. 
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Forms 
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Workers’ Compensation 
What Happens Next? 

 

 

Your activity workers' compensation coordinator is__________________.  

Located at ______________ and his/her phone number is 

___________________.  If you have questions, contact this person or your 

supervisor. 

 

If your injury/illness requires medical treatment, you may go to a physician 

of your own choosing.  You may not change physicians after the initial 

choice unless the Third Party Administrator (TPA) has given prior consent 

for the change. 

 

If you have a lost time claim due to your injury/illness, you will receive 

workers’ compensation benefits for lost time of scheduled shift if your 

workers’ compensation claim is approved.  Remember you must continue to 

communicate with your workers' compensation point of contact until your 

case is closed. 

 

You will also be contacted by CNIC’s TPA, which is Contract Claims Services, 

Inc. (CCSI) within 24 hours of receipt of the claim. 
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Workers’ Compensation 
Supervisor’s Checklist 

 
Employee: ___________________________ Supervisor: ____________________ 

 

Date of Injury: ______________________________________ 

 

 
Please submit all forms to the workers’ compensation POC on the same day of injury.  

However, in the event the employee needs immediate attention, forms can be completed 

after medical care is given to the employee. 

 

Please check: 

 

Report only: 

 LS-202 complete and submitted to the workers’ compensation POC 

 Parking Lot Injury Check list (if applicable) 

 What Happens Next Form 

Report with Medical 

 LS-202 complete and submitted to the workers’ compensation POC  

 LS-1 (this form is only given to the employee and used the same day of injury) 

 Parking Lot Injury Check list (if applicable) 

 Choice of Physician Statement 

 Employee’s Consent and Authorization to release Medical and/or Dental Records 

Form 

 What Happens Next Form 

Return to Work with Restrictions 

If the employee has returned to work with restrictions (light duty), the following form 

must be completed: 

 Light Duty Advisory Form 
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Employee 
 

(Commander Navy Installations Command) 

 

CHOICE OF PHYSICIAN STATEMENT 
 

 
 

DATE COMPLETED 

 

DATE OF INJURY/ILLNESS 

 

 

 

 

EMPLOYEE NAME 

 

I choose as my physician (Emergency Room Physician excluded) 

 

PHYSICIAN’S NAME        _________________________________ 

 

OFFICE NAME (if applicable)       _________________________ 

 

ADDRESS             _____________________________________ 

 

TELEPHONE NUMBER       _________________________________ 

 

CITY, STATE, ZIP       __________________________________ 

 

SPECIALTY (IF KNOWN)  _______________________________ 

 

 

____________________________________________ 

SIGNATURE OF EMPLOYEE/CLAIMANT 

 

____________________________________________ 

ADDRESS 

 

_____________________________________________ 

CITY/STATE/ZIP 

 

_____________________________________________ 

TELEPHONE NUMBER 
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Employee 
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Employer 

 

 

 

Modified/Alternative Work   
 

 

To:  CONTRACT CLAIMS SERVICES, INC./P & FRD 

 

From:  _________________________   Location/NAFI #___________ 

 

 

Date:  _________________________       
 

 

Subject: Availability of Work 

 

Our employee, __________________________, was injured on ________________ 

 

 Mark one: 

 

 Light or modified duty IS AVAILABLE 

 

 Light or modified duty IS NOT AVAILABLE 

  

 Mark one: 

 

 The duty will be provided in the employee’s regular job position. 

 

 The duty will be provided in an alternate job position. 

 

 

 

Printed Name/Position of Person Completing Form   Phone Number 

 

 

 

 

Signature of Person Completing Form    Date Signed 

 

 

 

 

 

SCAN A COPY OF THIS FORM TO CCSI  
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TELEPHONE LOG 

Name of Employee       Date of Injury 

 

 

Time/Date of Phone Call      Called by 

 

 

 Comments 

 

______________________________________________________________________________ 

 

 

 

            

            

   

TELEPHONE LOG 

Name of Employee       Date of Injury 

 

 

Time/Date of Phone Call      Called by 

 

 

Comments 

 

 

 

 

 

            

  

TELEPHONE LOG 

Name of Employee       Date of Injury 

 

 

Time/Date of Phone Call      Called by 

 

 

Comments 
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Employer 

PARKING LOT INJURY CHECKLIST 
 

 

Employee Name _______________________________________________________ 

 

TASK DATE 

COMPLETED 

_____________ 
Workers’ compensation POC obtains written statement from employee  

 

A “map” of the accident scene is obtained from the employee 
 

 

QUESTIONS 
 

ANSWER 

 

Was the claimant on a work-related errand? 
 

 

Did MWR provide the transportation? 
 

Does the employee’s position with CNIC require travel?  And, if so, was he/she in the 

course and scope of employment at the time of the incident? 
 

 

Could the weather have contributed to the incident?  If so, what was the weather? 
 

 

 

What time did the incident occur? 
 

 

Was the employee coming into work or leaving work? 
 

Is the employee required to enter/exit the workplace through an “employee only” 

Entrance/exit?  If so, how far from the entrance/exit was the employee at the time of 

the accident? 

 

 

Did the employee park in a designated parking area (an “employee lot”)? 
 

 

Was the employee on lunch, break, or a personal errand? 
 

Does the employee “clock-in” and “clock-out”?  If so, what time does the employee 

“clock-in” and “clock-out”? 
 

 

Was the employee working just prior to the incident?  
 

Who maintains the area where the incident occurred (CNIC or the military 

installation)? If CNIC,  what responsibility does CNIC have regarding the maintenance 

of the area, i.e., snow/ice removal, sweeping, etc? 

 

Who owns the area where the incident occurred (CNIC or the military 

Installation)? 
 

 

THIS FORM IS TO BE COMPLETED BY THE WORKERS’ COMPENSATION POINT OF 

CONTACT/SUPERVISOR 

 
 

Completed by: _______________________________________ Date:  ____________ 

                                                       Print 

 

                         _______________________________________ 

                                                   Signature 
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***SAMPLE*** 
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GLOSSARY 
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ADMINISTRATIVE LAW JUDGE- is an official who presides at an administrative trial-

type hearing to resolve a dispute between a government agency and someone affected by 

a decision of that agency. 

 

AGGRAVATION OF PRE-EXISTING CONDITION- If the employment aggravates, 

accelerates or combines with a disease or infirmity to produce death or disability for 

which compensation is sought, the employer may be responsible for the entire disability. 

 

AMERICAN MEDICAL ASSOCIATION (AMA) GUIDES- Physicians use these 

guidelines in determining the extent of disability. 

 

AROSE OUT OF EMPLOYMENT-The injury was caused by the employment. The 

general rule is that there must be a causal connection between the conditions of work and 

the accident. 

 

ATTORNEYS- Employees who obtain legal counsel are responsible for attorney fees. 

The employer is responsible for attorney fees only after a dispute arises and the attorney 

successfully obtains additional benefits for his client. 

 

AUTHORIZED PHYSICIANS-This includes physicians of medicine (MD), surgeons, 

podiatrists, dentists, clinical psychologists, optometrists, chiropractors and osteopathic 

practitioners. Faith healers, Naturopaths and other practitioners of healing acts are not 

included. 

 

AUTHORIZED TREATMENT- Medical treatment that is authorized by the employer. 

An employee must request medical care from the employer. When the employee is 

injured on the job, the employer must furnish the employee with Form LS-1, Request for 

Examination and/or Treatment, authorizing the employee to seek medical treatment of 

his/her choice. 

 

AVERAGE WEEKLY WAGE- The weekly wage of the employee at the time of the 

injury. The average weekly wage is computed on the wages earned in the 52 week period 

prior to the date of injury. 

 

AWARDS- The level of payments made to an employee according to the disability rating 

the employee received. Payments are made in installments over a period of time as 

approved by the DOL. 

 

BENEFITS REVIEW BOARD- See DOL website 

 

CHIROPRACTIC TREATMENT- Chiropractic care is authorized to provide treatment 

only to correct subluxation shown by X-rays or clinical findings. The reimbursable cost 

for treatments is limited to manual manipulation of the spine. 

 

CHANGE OF PHYSICIAN- Only the TPA can authorize the change of physician upon 

the request of the employee. The change is made if the TPA determines that the medical 

http://en.wikipedia.org/wiki/Trial_(law)
http://en.wikipedia.org/wiki/Government_agency
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care which the employee received is inadequate or inappropriate, or that the employee’s 

medical condition requires the attention of a specialist. 

 

CHOICE OF PHYSICIAN- It is the employee’s right to freely choose the physician from 

which they wish to receive initial medical treatment. When the nature of the injury 

prevents the employee from making a choice, the employer may act in his/ her behalf; 

however, the employee may later exercise his/her right of free choice. 

 

CLAIMS EXAMINERS- Individuals that are responsible as examiners or adjusters of the 

workers’ compensation claims handled by each of the regional DOL district offices. 

 

COMPENSATION- Benefits based upon the average weekly wage paid by the employer 

to the employee, in consideration for the work done by the employee. Compensation is 

based upon the disability. An employee disabled in excess of the three day waiting period 

receives compensation within 14 business days after the employer has knowledge of the 

injury. At the time of the first payment, Form LS-206, PAYMENT OF 

COMPENSATION WITHOUT AWARD is sent to DOL accompanying the payment to 

the employee. Compensation payments should be made every two weeks. 

 

COMPENSATION BENEFITS- Provided for the following disability categories: 

 

 Temporary Total- The inability to earn any wages for a temporary period of time. 

 

Temporary Partial- The partial reduction in wage earning capacity for a temporary 

period of time. 

 

Permanent Total- The inability to earn any wages until there is an improvement in 

the medical impairment, or until alternative employment can be found. 

 

Permanent Partial- The compensation paid for loss of, or loss of the use of a 

scheduled member. 

 

 Once the employee has shown his/her ability  to earn wages, the burden shifts 

to the employer to prove the injured employee can: 

(1) Perform alternative employment, or 

(2) Train for employment within the limitations of the medical impairment. 

 

CONTROVERSION –When the employer or insurance carrier denies responsibility to 

provide benefits.  It is required by law to file Form LS-207, Notice of Controversion of 

Right to Compensation, stating the reasons for the denial. The OWCP will send a copy of 

that form to the employee with instructions on what to do if the employee disagrees with 

the denial. 

  

COURSE AND SCOPE OF EMPLOYMENT-An injury arises in the course of 

employment if it occurs within the time and space boundaries or in the course of an 

activity whose purpose is related to the employment. 

 

http://www.dol.gov/owcp/dlhwc/ls-207.pdf
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DATE OF INJURY- The date the employee is injured. 

 

DEATH BENEFITS- Death benefits are considered as “new” claims. They are separate 

and distinct from the right to disability benefits and do not arise until death occurs. 

 

DEPARTMENT OF LABOR (DOL)-  The agency authorized by Congress to administer 

the LHWCA and the NAFI Act. 

 

DISABILITY- The incapacity, because of injury, to earn the wages which the employee 

was receiving at the time of injury in the same or any other employment. 

 

EMPLOYEE-Individuals who receive wages which are paid to them by the employer as 

compensation for their work performed for or on behalf of the employer. For purposes of 

the LHWCA, this excludes workers who do not receive any kind of pay for their services. 

 

EMPLOYER’S LIABILITY FOR COMPENSATION-The employer is only obligated by 

the NAFI Act to pay benefits as stated under the LHWCA. Workers’ compensation 

benefits are the only remedy available to the employee. Under the LHWCA the employee 

cannot seek remedy under a tort claim. 

 

EMPLOYMENT- Under the LHWCA all NAF employees are covered regardless of their 

employment classifications (full-time, part-time, and flexible). Except for Third country 

nationals are not covered. 

 

EXTENT OF DISABILITY- Based on the medical information, this requires a 

determination of how the physical impairment will affect the employee’s ability to earn 

wages. 

 

FORMAL HEARINGS- The second stage in the appeal process presided by an 

Administrative Law Judge. 

 

FUNERAL EXPENSES- A total of $ 3,000 is paid upon receipt of a certified statement 

of service. 

 

IMPARTIAL MEDICAL EXAMINER (IME) OR AGREED MEDICAL 

EXAMINATION (AME))- DOL, upon request of an interested party or on their own 

initiative, can appoint an IME to examine the employee and determine the condition 

and/or need for further medical care. AME decision is reached between the DOL and the 

employer to obtain additional medical evidence as a result of an examination from a 

physician that they mutually agreed upon. 

 

INFORMAL HEARINGS / CONFERENCES-The first stage in the appeal process with 

regard to the resolution of a dispute. Conferences are informal, minutes are not taken, and 

only the employee and/or employee’s representative and a representative of the employer 

and/or the TPA need to be present. Witnesses will not be presented at these conferences. 

Issues are presented in order to resolve disputes at an informal stage. The DOL 
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recommendations are advisory and not binding. If not resolved at this level, the case will 

be referred to Formal Hearing. 

 

INJURY-  An accidental injury arising out of and in the course of employment. 

 

INTOXICATION OF EMPLOYEE–There is no coverage under the LHWCA for this 

type of employee claim. Claim for benefits will be controverted. 

 

LABOR MARKET SURVEY (LMS) -When an employer cannot or will not offer the 

claimant his former job or light duty work; a LMS must be done to prove employability. 

The LMS identifies specific jobs available to the claimant within the local community. 

The employer does not have to find a job for the employee; only proves that there is 

employment available that he/she can do. The cost of the LMS is borne by the employer. 

 

LAST RESPONSIBLE EMPLOYER-  This rule applies exclusively to occupational 

disease claims. The last employer to expose the employee to the harmful substance or 

environment is liable. 

 

LIEN (EMPLOYER’S) ON THIRD PARTY RECOVERY- When there is a third party 

involved in the injury the employer has a right to seek reimbursement for their payment 

of benefits to an employee who is compensated from a third party. This is permitted 

under the LHWCA by the employer’s filing a lien against any damages awarded by the 

third party. The employer is reimbursed for any monies spent before the employee is 

paid. 

 

LITIGATION- The legal process of appeal. 

 

LONGSHORE and HARBOR WORKERS’ COMPENSATION ACT (LHWCA)-  

A law enacted in 1927 that sanctions workers’ compensation benefits to maritime 

workers. The NAFIA enacted in 1952 extended benefits under Longshore to all NAF 

employees. 

 

LOSS OF WAGE EARNING CAPACITY-   When an employee, due to the work related 

injury is unable to earn the same pre-injury wages. 

 

MEDICAL FEES CHARGED- Must conform to fee schedule with exceptions. 

 

MAXIMUM MEDICAL IMPROVEMENT (MMI) -  It refers to the point in an 

employee’s medical treatment beyond which the employee is expected to get any better 

from further medical care. This is not to imply that the employee’s medical treatment is 

finished. 

 

MEDICAL REPORTS-Reports on the employee’s medical condition as it relates to the 

injury. The reports must follow the AMA guidelines. 

 

MINIMUM AND MAXIMUM WEEKLY COMPENSATION RATES- See TABLE OF 

COMPENSATION RATES http://www.dol.gov/owcp/dlhwc/NAWWinfo.htm 



53 | P a g e  

 

 

NOTICE- The employee or agent shall give notice to the employer within 10 days after 

the date of injury or death, or within 30 days after the employee is aware, of a 

relationship between the injury or death and the employment. In the case of an 

occupational disease which does not immediately result in disability or death, such notice 

shall be given within one year after the employee or claimant becomes aware of the 

relationship between the employment, the disease, and the death or disability. 

 

NOTICE OF HEARINGS- Sent from DOL to advise all parties of hearing.  

 

OCCUPATIONAL DISEASE CLAIMS- Claims which are the result of an employee 

contracting a disease as a result of exposure to harmful conditions on the job. It does not 

include the ordinary diseases of life. 

 

NATURE and EXTENT OF THE DISABILITY- Relates to the severity and permanence 

of the disability caused by work related injury or illness. 

 

PAYMENT OF MEDICAL CARE (INJURY ONLY) -The employer is obligated to 

provide and pay for medical care for employees injured in accidents arising out of the 

course and scope of their employment. 

 

PENALTIES- Fine assessed by DOL for knowingly and willfully failing or refusing to 

file a Form LS-202 within ten (10) days from the injury or from date of knowledge of 

injury, which causes loss of more than three (3) days of work. Fine will not exceed 

$22,587. 

 

PENALTY INTEREST- Interest paid by the employer as a result of late payment. 

 

PRE-EXISTING CONDITION- A medical condition that the employee had prior to the 

date of injury. 

 

PRODUCT LIABILITY- Incidents or mishaps involving the failure of equipment which 

results in employee injuries should be reported to the Workers’ Compensation POC. 

 

REHABILITATION- A voluntary program. The employer or the employee may refuse to 

participate. DOL has indicated that an employee must reasonably cooperate with an 

employer’s rehabilitation specialist and, where he/she fails to do so, may affect the 

determination of the employee’s suitability for alternate employment. The employee must 

show reasonable diligence in attempting to secure some type of alternate employment 

which the employer could demonstrate was reasonably obtainable and available to the 

employee. 

 

SCHEDULED AWARD - Schedule Awards are monetary payments for a prescribed 

number of weeks to federal employees who suffer the permanent total or partial loss of 

use of those anatomical members, functions or organs of the body. The scheduled award 

is payable whether the employee is working, on sick or annual leave, receiving retirement 

benefits or is no longer employed by the federal government. However, an employee 
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cannot receive a scheduled award while receiving compensation for wage loss at the 

same time they receive the scheduled award. 

SCHEDULED MEMBER – Arms, hand, fingers, legs, foot and toes, eyes, and ears (as 

related to hearing loss). 

SETTLEMENTS- Paid by the employer in final settlement of a disability claim. 

Settlements may be negotiated by the parties after the employee has reached the point of 

MMI. There is no requirement to settle a claim. 

 

SOCIAL SECURITY- Social Security disability benefits are offset by the amount of 

workers’ compensation paid. 

 

SPECIAL EXAMINATIONS / INDEPENDENT MEDICAL EXAMINATIONS- 

The employer may request a special examination of the employee by a physician of its 

choice at reasonable intervals for which the employee must be available. Failure to attend 

a special examination may result in suspension of compensation. 

 

TERMINATION OF COMPENSATION BENEFITS TO THE EMPLOYEE- 

Can be based but not limited to one of the following reasons: 

 The employee returns to work. 

 The treating physician finds the employee may return to work. 

 The employee fails to attend a special examination to help ascertain the employee’s 

medical condition. 

 The employee and employer agree on a settlement with DOL approval. 

 Investigation of the claim reveals the claim is not valid. 

 

TERMINATION OF THE EMPLOYEE- Workers’ compensation injuries cannot be a 

cause for termination of employment. 

 

THIRD PARTY ADMINISTRATIOR (TPA)- A contractor acting on behalf of the 

employer. This is not an insurance company. All funds paid by the TPA are NAF dollars 

advanced by the employer. 

 

UNAUTHORIZED/ SELF-PROCURED MEDICAL BY THE EMPLOYEE- When an 

employee receives medical care without authorization or the knowledge of the employer 

and employer has no knowledge of the injury, it is considered self-procured and the sole 

responsibility of the employee. 

 

UNREASONABLE REFUSAL TO ACCEPT MEDICAL CARE- When an employee 

refuses to submit either to a special examination requested by the employer or the DOL 

or surgical intervention which the treating physician considers reasonable, DOL may 

issue an order suspending further compensation and medical treatment until such time as 

the employee becomes available for examination or surgical intervention. 

 

VOLUNTEER- A volunteer is a gratuitous worker who performs a task for an employer 

other than his own. A volunteer is one who neither receives nor expects to receive any 
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kind of pay for their services. In most instances, volunteers are not covered under the 

LHWCA; however in most situations, they can be covered. 

 

WAITING PERIOD- No compensation shall be allowed for the three (3) day waiting 

period commencing on the first day of disability. When the employee is disabled for 

more than 14 days, the three (3) day waiting period will be paid. 

 

WAIVER OF BENEFITS- The LHWCA prohibits the assignment of the employee’s 

benefits or reduction of their entitlement.   

 

WILLFUL INTENTION BY THE EMPLOYEE TO INJURE OR KILL HIMSELF OR 

ANOTHER – If it is proven the employee willfully intend to injure or kill himself, they 

are not entitled to benefits. 

 

WORKERS’ COMPENSATION PROGRAM MANAGER- Located at the Morale, 

Welfare and Recreation Headquarter (CNIC) Millington, TN 
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POINTS OF CONTACT 

CNIC 

 
 

Lynn Hickman   DSN   882-6729 

lynn.hickman1@navy.mil   Commercial  901-874-6729 

 

Kimberly Seymour   DSN   882-4876 

kimberly.seymour@navy.mil   Commercial 901-874-4876 

 

Sandy New     DSN  882-6716 

sandy.new@navy.mil    Commercial  901-874-6716 

 

 

Headquarters Fax No: 

DSN 882-6844 

Commercial 901-874-6844 

 

Mailing Addresses: 

MWR Headquarters: 

(Mail Only) 

Department of the Navy 

Commander Navy Installations Command N941 

5720 Integrity Drive 

Millington, TN 38055 - 6530 

 

CCSI: 

Bobby Morgan – Claims Manager 

Contract Claims Services, Inc.(CCSI) 

P.O. Box 541328 

Dallas, TX 75354-1328 

800.743.2231 ext. 2970 

 

OWCP Offices 

U. S. Department of Labor 

Office of Workers’ Compensation 

Division of Longshore and Harbor Workers’ 

Compensation 

201 Varick Street, Room 740 

Post Office Box 249  

New York, NY  10014-0249 

Fax (646) 264-3002 

U. S. Department of Labor 

Office of Workers’ Compensation 

Division of Longshore and Harbor Workers’ 

Compensation 

400 West Bay Street, Suite 63A, Box 28 

Jacksonville, FL  32202 

Fax (901) 357-4787 

 

 

Web Site Addresses for Workers’ Compensation Information 

Department of Labor website Forms www.dol.gov 

 

CCSI website Forms www.ccsholdings.com 

mailto:lynn.hickman1@navy.mil
mailto:kimberly
mailto:sandy.new@navy.mil
http://www.dol.gov/
http://www.ccsholdings.com/


57 | P a g e  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX 
 

 

 

 

 

 

 

 

 

 



58 | P a g e  

 

 

Letter from  

Division of Longshore and Harbor Workers' Compensation (DLHWC) 

November 14, 2013  

 INDUSTRY NOTICE No. 144  

 TO: INSURANCE CARRIERS, SELF-INSURED EMPLOYERS, LONGSHORE 

EMPLOYERS, LONGSHORE CLAIMANTS, AND OTHER INTERESTED 

PERSONS  

 SUBJECT: NEW ADDRESSES FOR CORRESPONDING WITH OWCP, 

DLHWC ON CASE-SPECIFIC MATTERS EFFECTIVE DECEMBER 2, 2013  

To aid in the efficient administration of the Longshore and Harbor Workers' 

Compensation Act (LHWCA), and its extensions, the Director hereby notifies all parties 

of important changes that are effective December 2, 2013.  

1. The New York City DLHWC District Office will assign OWCP case numbers to all 

new cases, regardless of the location of the injury or the claimant's home address. The 

New York City office is thus designated as the “Central Case Create” site. Unless a case 

number has already been assigned, you should submit the following forms to the Central 

Case Create site at the address listed below for creation of a new case:  

LS-201 (Notice of Employee's Injury or Death) 

LS-202 (Employer's First Report of Injury or Occupational Illness) 

LS-203 (Employee's Claim for Compensation) 

LS-262 (Claim for Death Benefits) 

U. S. Department of Labor  

Office of Workers' Compensation Programs  

Division of Longshore and Harbor Workers' Compensation  

201 Varick Street, Room 740  

Post Office Box 249  

New York, NY 10014-0249  

FAX (646) 264-3002 

2. After a case has been created, all case-specific mail should be sent to the Jacksonville 

DLHWC District Office at the address listed below for processing even if another district 

office is administering the claim. The Jacksonville office is thus designated as the 

“Central Mail Receipt” site. No mail for any case should be sent to any other district 

office. This applies to all cases in existence on December 2, 2013 and all new cases 

created after that date.  
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U. S. Department of Labor  

Office of Workers' Compensation Programs  

Division of Longshore and Harbor Workers' Compensation  

400 West Bay Street, Suite 63A, Box 28  

Jacksonville, FL 32202  

FAX (904) 357-4787 

3. No changes are being made in the other District Offices.  

4. Exceptions – The following documents should NOT be submitted to the Central Case 

Create or Central Mail Receipt sites. Instead, please submit them to the DLHWC Chief – 

Branch of Financial Management, Insurance and Assessments, Washington, DC at the 

address specified below.  

a. Checks. Checks (e.g. those submitted for deposit to the Special Fund or in 

response to penalties) should no longer be submitted to the District Offices; this is 

a change from past practice. Instead, please submit all checks to the Branch of 

Financial Management, which will receive and process them and notify the 

applicable district office accordingly. If the check is submitted in reference to a 

specific case, the check should contain the injured worker's name and case 

number. A copy of the District Office letter or the compensation order should also 

be submitted with the check. 

 

b. Inquiries, forms, and other documents concerning self-insurance authorizations, 

insurance carrier authorizations, security deposits, and special fund assessments 

should continue to be addressed to the DLHWC Chief – Branch of Financial 

Management, Insurance and Assessments.  

U. S. Department of Labor  

Office of Workers' Compensation Programs  

Division of Longshore and Harbor Workers' Compensation  

Branch of Financial Management, Insurance and Assessments  

200 Constitution Avenue, Room C-4319  

Washington, DC 20210 

5. Guidelines for Submission of Documents. To facilitate efficient and timely processing, 

please adhere to the following guidelines when submitting documents. 

a. Complete all fields on the form legibly, and include the Employer and Carrier 

Number, if known, on forms submitted to the Case Create Site.  

b. Submit only one copy of a document or form such as an LS-202, LS-203, LS-

206, LS-207, LS-208, 8(f) application or 8(i) application.  

c. Reference the OWCP File Number on every page of the document.  

d. Use standard sized paper (8 ½ x 11), with no extending labels or tabs to 

separate the document parts (such as exhibits or attachments). If a receipt or 

picture is small, copy it on to or tape it to letter size paper. 

e. Avoid the use of colored paper and colored ink.  
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f. A single document should not reference multiple individuals.  In order to 

protect Personally Identifiable Information (PII), documents cannot be included in 

the OWCP case file if they reference multiple individuals.  Each document should 

reference only one injured worker.  

6. Stakeholders are encouraged to submit routine documents via mail and reserve 

submission via fax for urgent or time sensitive matters. Unless specifically requested, 

please avoid the practice of duplicate submissions, e.g. do not submit documents via mail 

and fax.  

7. For specific questions or concerns related to a claim that you wish to convey orally, 

including questions pertaining to the creation of a case or the receipt of a document, 

contact the district office administering the claim for assistance. Please do not contact the 

Central Case Create or Central Mail Receipt site for assistance unless the claim is being 

managed by the New York or Jacksonville office, respectively.  

8. Any general questions concerning this Industry Notice may be directed to the DLHWC 

Branch of Policy, Regulation and Procedures, Washington, DC. You may also visit our 

website ( http://www.dol.gov/owcp/dlhwc/ ) to find a list of questions and answers 

related to this change.  

  

Antonio A. Rios  

Director, Division of  

Longshore and Harbor Workers' Compensation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.dol.gov/owcp/dlhwc/
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Updates 
 

 

 

 

 

Updated August 4, 2016 

 Light Duty Advisory form  is now the Modified/Alternative Work form 
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Department of Labor www.dol.gov 

 

Occupational Health and Safety Administration –Official website https://www.osha.gov 

 

CNICINST 5300.2 

 

CCS Holdings Policy & Procedure Manual Revision 5 May 12, 2010 

 

 

 

http://www.dol.gov/
https://www.osha.gov/

