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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:

e Designate an activity coordinator to monitor and administer the workers'
compensation program.

e 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.

e 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.

e Establish and operate an effective orientation and training program for employees
and supervisors concerning workers' compensation.

e 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

e Compensation is not provided for the first three business days of disability. These
three days are considered the waiting period.
e 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).
e 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.
e 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

e 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

e 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

e Use of military medical facilities by NAFI employees is limited to emergency
treatment only.

e In non-emergency cases and for all other treatment, employees must select their
own civilian physician and medical facility.

e Inoverseas 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

e Leave without pay (LWOP) shall be granted to an employee who is covered by
workers’ compensation.

e Administrative leave will be granted for the initial first aid treatment on the day of
injury.

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

e Anemployee may remain in an LWOP status for up to one year while receiving
workers’ compensation benefits.

e 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

e 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

e 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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e $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:

e 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.

e 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.

e 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.

e 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:

e Full-duty

e With restriction’s (light duty)

e 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.

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.

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.

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.

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.

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:

e L|S-210 (Employer’s Supplemental Report of Accident or
Occupational IlIness)
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
IlInesses, 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/RKform300pkag-fillable-enabled.pdf

What is a Recordable Injury and IlIiness?

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.
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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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Em loyer's First Report of Injury

cc%atlenal lliness
IJEE il S on I'E‘I.IF_""SE

U.S. Department of Labor
Cifice of Workers' Compensation Programs

Print || Reset

OMB Moo 1240-0003

1. GWCP Mo, 2. Camier's No. | 3. Date and Time of Accident
| mmAddfy Y mh:mm amfpm)
10D 1720 T-15am
4. Name of injured/deceased employes (Type or print - first. ML, last) 2. Employee's address (Mo, sirest, iy, state, £IF, couniry)
First Mame ML LastHame  Teizghone saen. 000 Marble Way
Jane (M | Dioe 201-7I7-B311 iy, AiOk3 - Thj . 3B055 ey j
0. Injury is reporied under the following I i WIEMe INury OCCUmes B. Sex 0. Date of birth
Act (Mark one) {Longshore Act only) (Mark one) | [mm/dediyyyy ]
. M + F D6/19/1954
Lomvgshore and Harbor Workers
A : Aboard vesse| nav-
¥ Compensation Act A gabie waters orausrnay 10. Social security no. (Required by Law)
Bl | monmerdFundinste | o 1 prerthart 123456788
Outer Continental SheffLands | C | Drydock 1. Did injury cause deafh®
Cv Aot ) ) ¥ Mo Yes - if yes, skip to 16
o Marine terminal
o DEFe"seE.asgAm c Building way 12. Did wglﬁsmdnmebewc Yeg
Contracting Agency i . I/ No
Marine ey 13. Da1ezr:: hour employes Da1-e Time
2 Contract Mumber c Other adjoining area st lost tme méddiyyyyl  (Rhomm amipm]
:-Eu:::use off impury I
14. Did employes shog work ves | 15. Dats 5. Was employes doing usual work when =
immediatey? == "ﬁ’ﬁtt%‘;'f RS St njur=d/kiled? (f no, explan n lem 26) S| e
[+ Mo | | Mo
17 Ded mjury’dieath occur on #| ez |18. Dept. inwhich e'npn;.vee nomally works{ed) 18 Oecupation
employer's premises T - o
Mo | Human Resowces HR. Specialist
20 Dt and hor pay [ZT- VWWhiCh Oays w=Ually Worked pef Week | = Ir EATEIOET OF TCHeTTn TSt RN O SCsaeni.
mmJddfyyy) i thh:mm amipmi] [Mark () days) S M T W T F & (mSEYYY . (mmimm aeunm)
| 1 04012014 | O7-30am
Z3. Wapges or eamings [inciude i} E;rczl-::tg.sJE 'ﬂlﬂ'e See s oIS 25 How was knowledge of accident or
: ; ) ftem sﬁw area it accident al ill ined?
overtime, allowances, etc.) Was In_ 'ral.:jl:l'l'e emplayrment and in arsa oocupationl liness gai

a. Hourly 51787

adicining navigable waters.

b. Diaily
c. We=kly
d. Yeary

Bidg

457 33rd Floor Copier area

Ernployee notified supensisor

28. Describe in full how the accident occurmed
injured was doing at the time of the accident Tell what
how they were involsed . Give full details on all factors wh

{Relate the
"ﬂﬂi E:c:act place whe

re accu:lent Dccurred F‘a;aca "'-d'-Ed and tell

Employes was walking to copier when she fripped on loose carpet and fell on right knes

Z7_ Nature of Injury [Name part of body affected - fractured left leg, bruised right thumb, etc.) If there was amputation of 3 member of the body, describe.

Right Knee

283 Has medical attention

28b. L5-1 issued?

Jﬂ.ﬁﬁﬁﬁ P 31. Has insurance W,
been authorized? :IE ¥ No [7 ONZakon chysician chosen [ es carier [ es
| Mo &5 ¢ by employee? [T Mo notified? Mo
= MName of: |.F.|:I|:h255 - Enter number, street, city, state. zip code -
32, Physician
33. Hospital
#. Insurance
35, Employer
36. Employer’ 37 . Signature of person authorized 1o sign for employer  Phone number
Business 5]
38, Official title and phone number of person signing this report Mame of person signing this report 38 Date of this report
HR Benefits Assistant (001) 8744876 Kimbberty Seyrour (mmidd'yyyy)  pamizois
Form L5202
Rev. Oct. 2010
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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:

L5202
B
FIRST REPORT OF INJURY OR ILLNESS * Required Field for Submit

* Social Security Mo.

1234567282 I)

OWCP No.
|LEAVE BLANK

Date and Time of Accident
= Date Time

01/02/2014 o7 :[30 @ am © pu

Mame of Injured/Deceased Employee

= Last Mame * First Mame Mi Phone

DOE JANE [ |eor7ezases
Employee's Address

- Street

456 NAWY WAY

- City - State - Zip

IMILLINGTON ™ [= 122 -[
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https://www.ccsapps.com/CCSWebsite/

Injury is Reported Under the Following Act

Lengshore and harbor Waorkers' Compensation Act
Cefense Base Act

@ Nonsppropristed Fund Instru-Mentalities Act
Cuter Continentall Shelf Lands Act

Aboard VessaliDver Navigable Waters
Fiesiharf,

Dry Do

Marine Terminal

Building Way

Marine —:||-"-':_r

Other Adjoining Ares

* Date of Birth
061971954

T ves @ g D ves @ g

Did Injury Cause Death? If N2, Did Injury Cause Loss of Time Beyond Day or Shift of Accident?

Date and Hour Employee First Lost Time Due to Injury
Time

|DL [ ®m®em

Did Employee Stop Work Immediately?

D ves @ g

Date and Hour Employee Returmned to Work
Time

|DL [ ©amOem

Was Employee Doing Weork When Injured/Killed? {If no, explain in ltem 28)

9 ves 0 No

Did Injured/Death Oocur on Employer's Premises?

@ ves O o

16
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* NAFI Code
I — SELECT FROM LIST —

* Dept. in Which Employee Nomally Works{ed)
| - SELECT NaFI FIRST -

* Employee Job Classification
I — BELECT FROM LIST —

* Owocupation
|- sELECT FROM LIST -

& | El | &

Date and Hour Pay Stopped
Time

IDE“E— I_ - I_ @ am O pem

Which Days Usually Worked Per Week?

Os Mm Ft Flw Flr Flr Os

* Date Employer or Foreman First Knew Of Accident

|D1.ﬁl}2.l'21}14

‘Wages or Earnings {Include overtime, Allowances, etc.)
Hourly § |9.25

Daily &
Wesekly §
Yearly §

Exact Place where Accident Occured. This item should specify area if accident was
in maritime employment and cccured in area adjoining navigable waters.

EMPLOYEE BREAK ROOM

How was Knowledge of Accident or Occupational |liness gained?

IEMF'LDYEE REFORTED TO SUPERVISOR

* Desaibe in full how the accident oocured

EMPLOYEE STATES ...

Mature of Injury

|- sELECT FROM LIST -
Kind of Injury

|- sELECT FROM LIST -
Agency of Injury

|- SELECT FROM LIST -
Part of Body

|- sELECT FROM LIST -

[ El B [

28. Has Medical Attention Been Authorized? L5-1 issued?

Clves @ no

Enter Date of Authorization

‘Was First Treating Physician Chosen By Employee?

D ves O no

Has Insurance Camier Been Notified?

O ves O ne

17
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Physician

|IF MEDICAL TREATMENT 1S REGUIF]

Address

City

Zip

|- L=l

Zip

Employer

ICDMM.ANDEFI‘. NANVY INSTALLATIONS COt

Address

- City

State

I_ E

Zip

[

Mature of Employer's Business

Perszon Completing this Report Cfficial Title Date of Report
I-\' MBERLY SEYMOUR HR ASSISTANT 01/16/2014
Special Comments to Supervisor or Adjuster

o

18
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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.

e 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.

e 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.
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http://www.dol.gov/

s
£ &
Request for Examination and/or .5, Department of Labor I.e

Treatment Reset I Print I Office of Workers” Compensation Programs \__
Part A - Authorization | OMB No. 1240-0029
Instructions to Employer. This page of the form must be completed in full, and | 1. This Authorization is for examination

authorizes a J}h]"ﬁlclah of the employee's choice ["See item below) to andlor treatment under the Workers'

examine andlor reat an employee, covered by the Federal Waorkers Compensation Act marked below:

Compensation Act marked in the box at right, for accidental imjury, iliness or
disease ansing out of and in the course or employment.

A Longshore and Harbor
Mark either box A or B in item 7. The original and at least two copies of this form Workers' Compensation Act
are o be given to the physician. The physician is to complete the medical report
and the inrtial bill on the reverse, sending within ten days the orginal of the B | Defense Base Act
report to the District Director and copies to the insurance company or employer
named in item 13. Subsequent and rEﬁuIar follow-up reparts should be c [7 Monappropriated Fund
submitted by the physician on Form L2-204 andfor in namative reports, Instrumentalities Act
whenaver requested.

o [ Quter Continental Sheif

Lands Act

Am Enl:lﬁll_lnyee ma]LnDl. select a physician who is mrrenﬂmnl. authorized by the
Depariment of Labor to provide medical care under the Act.

2. Hame and address of physician or medical facility authorized to provide medical service
* (The term "physician” inchedes doctors of medicine (MD), surgeons, podistrists, dentists, diinical psychologists, optometrists, osteopathic
practitioners, and chiroprachors. Payment for chiropractic senices is limited to changes for physical examinations, related Bboratory tests, x-rays to
diagnose a subluxation of the spine, and treatment consisting of manipulation of the spine to comect a subluxation demonsirated by x-ray. See 20

CFR 702404} name Dr. Seuss

Inzi; 125 Siripped Hat Lane gty: Woowille

InaZ: & T j 28056 j
3. Employes's Name 4. Date of Injury (mmdddiyyyy) . Decupation
Nancy L Doe 040172014 Auditor

6. How accident or illness occurmed
Employes was walking in break room when she slipped on water that was on the fioor; falling on tailbone

7. You are authorized to provide medical services to the employee as follows:
A [y Fvou believe the condition is related to the iniury. or the employee’s occupation, furnish office andlor hospital ireatment as
necessary for the effects of this injury.

B If you are in doubt as to whether the condition(s) found on examination is related to the injury, you are authorized to examine
the employee, using indicated non-surgical diagnostic studies, and should promptly advise those listed in item 13 whether you
believe the dizability is due to the alleged injury. Pending further advice you may provide necessary consenative treatment.

You are requested to submit a written report of first treatment within 10 days to the District Director at the Office
named in item 12 below (See back of this form for Instructions as to medical report and the submission of your charges).

B_ Signature and title of authorizing official (Sign all copies) 9. Name and address of employer ;'
niame: CHIC
. - lnei; 5720 Integrity Dr city: Millington
Kimberly Seymour HR Bengfits Assistant e s TH j AB0ES5
10. Telephone (Area code and local number) 11. Date authorized (mmiddhyyyy)
04/0172014
12. Send one copy of your report to: 13. Name and address of insurance cammier or self-insured
employer to whom bill and copy of report are to be sent
11.5. Department of Labor name: CC3l
Office of Workers" Compensation Programs inel: P.O. Box 541388 city: Dallas
line: st TX _-|  7E354
Publiz Burden Statement

According fo the Papernwork Reduction Act of 1885, no persons are required bo respend to a collection of information unless such collection displays a
valid OMBE control number. Public reporting burden for this collsction of infoemation s estimated to average 65 minutes per response, incuding time for
reviewing instructions, searching existing data sownces, gathering and maintaining the data needed. and completing and reviewing the collection of
information. Use of this form s optional, however fumishing the information s required in order to obtain andfor retain benefits (20CFR 702.412). Send

comments reganding the burden estimate or any other aspect of this collection of information, including suggestions fior reducing this burden, to the U5,
Department of Labor, 200 Constitution Avenue, N.W., Reom C-4315, Washington, D.C. 20210, and reference the OMB Control Number.

DO HOT SEND THE COMPLETED FORM TO THIS QFFICE

Foam L5-1
Rey. Oclober 2010

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

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

e 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)

7. Initial Pericd of Disability {Use Inclusive Dates for A and B)

A From |ﬂ1.l'i}2.l‘2i}14 B.Te I C. Date Returned to Wer: It'.}1.l'1~'.}.l‘2i}14

8. If this report covers a pericd of disability after the date shown in item 7C.
State each subsequent pericd of disability. Use inclusive dates for A and B.

A From C. Date returned to work

111
[T
111

5. Did employee receive medical attention?

@ ves O no
If ¥es, give dates, names and addresses of doctors and hospitals providing. If Mo, explain.
DR. FRIEND, 785 PAWMEE, MILLINGTCN TN 201-589-6887 -

-

10. Was employee treated by his or her choice of physician?

© ves ) o

11. Was form L5-1 given to employee when injury was reported to you'?

1 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.

21 | Page
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OSHA
Forms for Recording

Work-Related Injuries and llinesses

Dear Employer:

This booklet inchudes the forms needed for mamtaining
occupational mjury and illness records. Many but not all employers
must complete the OSHA mpury and illness recordkeeping forms on an
ongoing basis. Employers in State Plan States should check with their State
Plan to see if the exemptions below apply.

Employers with 10 or fewer employees throughout the previous
calendar year do not need to complete these forms. Said another way, if
there are more than 10 employees at any time during that calendar
year, the employer may come under the requirement. When counting
employees, you mmst inchude full-time, part-time, temporary, and
seasonal workers. This exemption is based on the employment of the
entire company rather than the establishment. For example, if a
company has two establishments, one with 5 employees and one with 7
employees, the company must fill out the forms for each establishment
because the company employment is preater than 10.

In addrtion to the small employer exemption, there 13 an exemption
for establishments classified m certain mdustries. For example, the
forms do not need to be complated for restaurants, banks, and medical
offices. A complete list of exempt industries can be found on the OSHA
web page at www.osha gov.

Establishments normally exempt from keeping the OSHA forms
must complete the forms if they are informed m writing to do so by the
Bureau of Labor Statistics or OSHA. Also, exempt establishments must
report to the local OSHA office within & hours any fatality or incident
involving three or more in-patient hospitalizations.

The Occupational Safety and Health Admmistration shares with you
the goal of preventing injuries and illnesses im our nation’s workplaces.
Aceurate myury and 1llness records wall help us achieve that goal.

Qecupational Safety and Health Administration
LLS. Department of Labor

What's Inside...

In this package, you'll find everything you need to complete
OSHA's Log and the Summary of Work-Related Injuries and Ilinesses
for the next several years. On the following pages, you'll find:

¥ An Overview: Recording Work-Related Injuries and Ilinesses —
General instmections for filling out the forms in this package and
definitions of terms you should use when you classify your cases as
injuries or illnesses.

¥ How to Fill Out the Log — An example to guide you in filling out
the Log properly.

¥ Log of Work-Related Injuries and
llinesses — Several pages of the Log
(but you may make as many copies of
the Log as you need.) Notice that the
Lag 13 separate from the Summary.

¥ Summary of Work-Related Injuries
and llinesses — Removable Summary
pages for easy posting at the end of the
year. Note that you post the Summary
only, not the Log.

¥ Worksheet to Help You Fill Out the Summary — A worksheet for

figuring the average number of employees who wotked for your
establishment and the total number of hours worked.

¥ OSHA's 301: Injury and lliness
Incident Report — A copy of the OSHA |
301 to provide details about the incident.
You may make as many copies as you
need or use an equivalent form.

Take a few minutes to review this package. If you have any questions,
visit us online at www.osha.gov or call your local 05HA office.
We'll be happy to help you.

Page
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An Overview:

Recording Work-Related Injuries and llinesses

The Oeccupafional Safely and Heaith (O5H) Act of 1370 requires cerfain employers o prepare and maintain records of work-related injuries and Wnesses. Use these
definifions when you classify cases on the Log. 0SHA's recordkeeping reguiation (see 23 CFR Fart 1304) provides more information about the definilions below.

The Log of Work-Related Injuries and Ilinesses
(Form 300) 15 used to elassify work-related
mpuries and illnesses and to note the extent and
saverity of each case. When an meident oceurs,
use the Log to record specific details about what
happened and how it happened. The Summary —
2 separate form (Form 300A) — shows the totals
for the year in each category. At the end of the
vear, post the Summary in a visible location so
that your employees are aware of the injuries and
illnesses oceurring in their workplace.

Emplovers must keep a Log for each
establishment or site. If you have more than one
establishment, you must keep a separate Log and
Summary for each physical location that is
expected to be in operation for one year or
longer.

Note that your employees have the night to
review your injury and illness records. For more
mformation, see 29 Code of Federal Regulations
Part 1904.35, Emplayee Irvolvement.

Cases listed on the Log of Work-Related
Injuries and Ilinesses are not necessanly eligible
for workers' compensation or other insurance
benefits. Listing a case on the Log does not mean
that the employer or worker was at fault or that
an OSHA standard was violated.

When is an injury or illness considered
work-related?

An mjury or illness 15 considered work-

related if an event or exposure m the work
environment cansed or contributed to the
condition or significantly aggravated a
preexisting condition. Work-relatedness is

presumed for injuries and illnesses resulting
from events or exposures occurning in the
waorkplace, unless an exception spacifically
applies. See 20 CFR Part 1904.5(b)(2) for the
exceptions. The work environment mchades the
establishment and other locations where one or
more employees are working or are present as a
condition of therr employment. See 2% CFE. Part
1904 .5(b)(1).

Which werkrelated injuries and
illnesses should you record?

Record those work-related injuries and illnesses
that result m:

¥ death,

W lozs of consciousnass,

¥ days away from work,

¥ restricted work activity or job transfer, or

¥ medical treatment beyond first aid.

You momst also record work-related injuries
and illnesses that are significant (as defined
below) or meet any of the additional criteria
listed below.

You st record any significant work-
related imury or illness that is diagnosed by a
physician or other icensed health care
profassional You must record any work-related
case mvolving cancer, chronic ireversible
disease, a fractured or cracked bone, ora
punctured eardrum. See 29 CFR 1904.7.

What are the additional criteria?

You nomst record the following conditions when
they are work-related:

¥ any neadlestick myury or cut from a shap
object that 15 contaminated with another
person’s blood or other potentially
infectious material;

¥ any case requiring an employee to be
medically removed under the requirements
of an OSHA health standard;

¥ tuberculosis infection as evidenced by a
positrve skin test or diagnosis by a physician
or other licensed health care professional
after exposure to a known case of active
tuberculosis;

¥ an employee's hearing test (audiogram)
reveals 1) that the employee has experienced
a Standard Threshold Shift (STS) i hearing
in one or both ears (averaged at 2000, 3000,
and 4000 Hz) and 2} the employee's total
hearing level 15 25 decibels (dB) or more
above audiometric zero { also averaged at
2000, 3000, and 4000 Hz) in the same ear(s)
as the 5T5.

What is medical treatment?

Medical treatment includes managing and
carmg for a patient for the purpose of
combating disease or disorder. The following
are not considered meadical treatments and are
NOT recordabls:

¥ wisits to a doctor or health care professional
solely for observation er counselmg;

What do you need to do?

1. Within 7 calendar days after you
racerve information about a case,
decide 1f the case 15 recordable under
the OSHA recordkeeping

requirements.

2. Determine whether the incident 15 a
new case or a recurrence of an
existing one.

3. Establish whether the case was work-

related.

4. If the case 15 recordable, decide which
form you will fill out as the njury and
illness mcident report.

You may use OSHA 5 301 Injury
and Illness Incident Report or an
equivalent form. Some state workers
compensation, insurance, or other
reports may be acceptable substitutes,
as long as they provide the same
mformation as the O5HA 301.

How to work with the Log
1. Identify the amployee mvolved umlass it

is a privacy concern case as deseribed

below.

2. Identify when and where the case
oceurred.

3. Desenbe the case, as specifically as you
can

4, Classify the seriousness of the case by
recording the most serious outcome
associated with the case, with columm G
(Death) being the most serions and
column J (Other recordable cases)
being the least serious.

5. Identify whether the case 15 an Injury or
illness, If the case is an njury, check
the injury category. If the case 15 an
illness, check the appropriate illness
category.

1
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| U.S. Department of Labor

¥ diagnostic procedures, meluding admmistering
prescrption medications that are nsed solely for
diagnostic purposes; and

¥ any procedure that can be labeled first aid. (See
below for more information about first aid.)

What is first and?

If the meident required only the followmg types of

treatment, consider if first aid. Do NOT record the

case if 1t irvolves only:

¥ using non-preseription medications at non-
prescription strength;

¥ administering tetanms Immunizations;

¥ cleanmg, flushing, or soaking wounds on the
skin surface;

¥ using wound covermgs, such as bandages,
BandAids™ gauze pads, ete., or using
Sten Strips™ or butterfly bandages;

¥ usmg hot or cold therapy;

¥ using any totally non-ngid means of support,
such a5 elastic bandages, wraps, non-rigid back
belts, ate.;

¥ using temporary immobilization devices whils
transporting an aceident victim (splints, slings,
neck collars, or back boards);

¥ dulling a fingernail or toenail to relisve
pressure, or drainmg fluids from blisters;

¥ using eye patches;

¥ using simple Irigation or a cotton swab to
remove foreign bodies not embedded m or
adhered to the eye;

¥ using irrigation, tweezers, cotton swab or other
simple means to remove splinters or foreign

materal from areas other than the eye;

¥ using finger guards;
¥ using massages;
¥ drnking flwds to relieve heat stress.

How do you decide if the case
involved restricted work?

Restricted work activity oceurs when, as the result
of a work-related mjury or llness, an emplover or
health care professional keeps, or recommends
keeping, an emplovee from doing the routine
functions of his or her job or from working the
full workday that the employee would have been
scheduled to work before the mury or illness
occwred.

How do you count the number of
days of restricted work activity or
the number of days away from work?

Count the mumber of calendar days the emploves
was on restricted work activity or was away from
work as a result of the recordable injury or illness.
Do not count the day on which the mjury or
1llness oeeurred m this number. Begin counting
days from the day after the incident ocours. If a
single infury or illness mvolved both days away
from work and days of restricted work activity,
enter the total mumber of days for each. You may
stop counting days of restricted work activity or
days away from work once the total of either or
the combination of both reaches 180 days.

Under what cirecumstances should

you NOT enter the employee’s name
on the OSHA Form 3007

You must consider the following types of mjuries

or illnesses to be privacy concern cases:

¥ an imjury or illness to an mtimate body part or
to the reproductive system,

¥ an mpury or illness resulting from a sexual
assault,

¥ zmental 1llness,

¥ 2 case of HIV infection, hepatitis, or
tuberculosis,

¥ 2 needlestick mjury or cut from a sharp object
that 15 contzmmated with blood or other
potentially infectious material (see 29 CFR Part
1904 8 for definition), and

¥ other illnesses, 1f the employes independently
and voluntanly requests that his or her nama
not be entered on the log.

You must not enter the employee’s name on the
OSHA 300 Log for these cases. Instead, enter
“privacy case” m the space normally used for the
employee’s name. You must keep a separate,
confidential list of the case numbers and employes
names for the establishment’s privacy concem
cases 5o that you can update the cases and provide
mformation to the government if asked to do so.

If you have a reasonable basis to believe that
mformation descnbmg the privacy concem case
may be personally identifiable even though the
employea’s name has been omitted, you may use
diseretion m describng the injury or illness on
both the OSHA 300 and 301 forms. You must
enter enough information to identify the cause of
the incident and the general severity of the

mjury or ilness, but you do not need to mehide
details of an mtimate or private nature.

What if the outcome changes after
you record the case?

If the outcome or extent of an mjury or illnass
changes after you have recorded the case,
simply draw a line through the original entry or,
if you wish, delete or white-put the criginal
entry. Then write the new entry where it
belongs. Remember, you need to record the

most serions outcomes for each case.

Classifying injuries

An injury 15 any wound or damage to the body
resulting from an event in the work
environment.

Examples: Cut, pumeture, laceration,
abrasion, fractare, bomsa, contusion, chipped
tooth, amputation, insaet bite, electrocution, or
a thermal, chemieal, elactrical, or radiation
burn. Spramn and strain myuries to muscles,
Joints, and connective tissues are classified as
injuries when they result from a slip, teip, fall or
other similar accidents.

Page
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Classifying illnesses

Skin diseases or disorders
Skin diseases or disorders are illnesses involving
the worker’s skin that are caused by work
exposure to chemicals, plants, or other
substances.

Examples: Contact dermatitis, eczema, or
rash cansed by primary imtants and sensitizers
or polsonous plants; oil acoe; friction blisters,

chrome uleers; inflammation of the skin.

Respiratory conditions
Raspiratory conditions are 1llnesses associated
with breathing hazardous biclogical agents,
chemicals, dust, gases, vapors, or fumes at work.
Examples: Silicosis, ashestosis, pneumonitis,
pharyngts, thimtis or acute congestion;
farmer’s lung, beryllium disease, faberculosis,
oecupational asthma, reactive amrways
dysfunction syndrome (FADS), chronic
chstructive pulmonary disease (COPD),
hypersensifivity pneumonitis, toxic inhalation
mpury, such as metal fume fever, chronic
obstructive bronchitis, and other
PHAUMOCONIDSEs.

Poisoning

Poisoning mehudes disorders evidenced by
abnormal concentrations of toxic substances m
blood, other tissues, other bodily fluids, or the
braath that are caused by the ingestion or
absorption of toxic substances into the body.

Examples: Poisoning by lead, mercury,
cadmum, arseme, or other metals; polsoning by
carben monoxide, hydrogen sulfida, or other
gases; polsoning by benzene, benzol, carbon
tetrachloride, or other orgamic solvents;
polsoning by msecticide sprays, such as
parathion or lead arsenate; poisoning by other
chemieals, such as formaldehyde.

Hearing Loss

Noise-induced heanng loss 15 defined for
recordkeeping purposes as a change in hearmng
threshold relative to the baseline audiogram of an
avarage of 10 dB or more m erther ear at 2000,
3000 and 4000 hertz, and the emplovee's total
heaning level 15 25 decibels (dB) or more above
audiometric zero (also averaged at 2000, 3000,
and 4000 hertz) in the same ear(s).

Al other illnesses
All other occupational illnesses.

Examples: Heatstreke, sunstroke, heat
exhzustion, heat stress and other effects of
environmental heat; freezmg, frosthite, and other
effacts of exposure to low temperatures;
decompression sicknass; effects of lomzing
radiation (isotopes, x-rays, radium); effects of
nentonizing radiation (welding flash, ulira-viclet
rays, lasers); anthrax; bloodborne pathogenic
diseases, such as AIDS, HIV, hepatitis B or
hepatitis C; brucellosis; malignant or benign
tumeors; histoplasmesis; coceidioidomyeosis.

When must you post the Summary?

You must post the Summary only — not the
Log — by Febroary 1 of the year following the
vear covered by the form and keep it posted
until April 30 of that year.

How long must you keep the Log
and Summary on file?

You must keap the Log and Summary for 5 years
followmg the year to which they pertain.

Do you have to send these forms
to OSHA at the end of the year?

Ne. You do not have to send the completed forms
to OSHA unless specifically azked to do so.

How can we help you?

If vou have a question about how to
fill out the Log,

¥ visit us online at www.osha.gov or
¥ call your local O5HA office.
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Calculating Injury and lliness Incidence Rates

What is an incidence rate?

An incidence rate 1s the number of recordable
injuries and illnesses oceurring among a given
mumber of full-time workers (nsually 100 full-
time workers) over a given period of fime
(usually one year). To evaluate your firm’s mjury
and 1llness experience over time or to compare
your firm’s experience with that of your industry
as a whole, you need fo compute your incidencs
rate. Becanse a specific number of workers and a
specific peniod of ime are invelved, thess rates
can help you identify problems m your workplace
and/or progress you may have made mn preventing
work-related mjuries and illnesses.

How do you calculate an incidence
rate?

You can compute an oceupational injury and
1llness ineidence rate for all recordable cases or
for cases that involved days away from work for
your firm quickly and easily. The formula
requires that vou follow mstructions in paragraph
(a) below for the total recordable cases or those m
paragraph (b) for cases that nvelved days away
from work, and for both rates the instructions m
paragraph (c).

(a) To find out the total number af recordable
inguries and illnesses that occwrred during the
year, count the number of line entries on your
OSHA Form 300, or refer to the OSHA Form
300A and sum the entries for eolumns (G), (H),
(), and (I).

(b) To find out the number of injuries and

() The number af hours all emplayees actually
worked during the year. Fefer to OSHA Form
300A and opticnal worksheet to caleulate this
mumber.

You can compute the imcidence rate for all
recordable cases of injuries and illnesses using the
following formula:

Total number of injuries and illnesses X 200,000 =
Number of hours worked by all emplayees = Total
recordable case rate

(The 200,000 fizure in the formmla represents the
mumber of hours 100 employess working 40 hours
per week, 50 weaks per year would work, and
provides the standard base for caleulating
incidence rates.)

You can compute the incidence rate for
recordabls cases invelving days away from work,
days of restricted work activity or job transfer
(DART) using the following formmula:

(Number of entries in column H + Number of
entries in column I) X 200,000 ~ Number of howrs
worked by all employees = DART incidence rate

You can use the same formula to caleulate
incidence rates for other vanables such as cases
involving restricted work activity (column (I) on
Form 300A), cases imvolving skin disorders
{column {(M-2) on Form 3004), etc. Fust substitute
the appropriate total for thase cases, from Form
300A, mto the formula in place of the total number
of mjuries and illnesses.

Note: You can type input into this form and save it.
Because the forms in this recordkeeping package are “fillable/writable”
PDF documents, you can type into the input form fields and
then save your inputs using the free Adobe PDF Reader. In addition,
the forms are programmed to auto-calculate as appropriate.

various classifications (e.g., by mdustry, by
emplover size, ete.). You can obtain these
published data at www.bls sov/iif or by calling
2 BLS Regional Office.

Worksheet

Number of
hours worked
by all emplovees

Total number of
mjuries and illnasses

Total recordable
case rate

X 200,000 = =

Page
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Number of
Number of entrias in hours worked DART meidence
Column H + Column I by all employees rate
X 200000 = =
Save Input 7 7 Reset _

What can | compare my incidence
rate to?

The Bureau of Labor Statistics (BLS) conducts a
survey of oceupational injuries and illnessas each
year and publishes incidence rate data by
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illnesses that invelved days away from work,
count the number of line entries on your OSHA
Form 30{ that received a check mark m column
(H), or refer to the entry for column (H) on the
OSHA Form 3004

 U.S. Department of Labor




Note: Because the forms in this recordkeeping package are fillablef
writable” PDF documents, you can fype into the input form fields and

:Q E ﬂa “‘l“ ogﬂ ﬂ:m F Qm then save your inputs using the free Adobe POF Reader. In addition,

the forms are programmed to auto-calculate as appropriate.

The Log of Work-Related Injuries and
Ilinesses 1s used to classify work-related et Aktamtlom; Ths e conlaes eiomalinrebig|
injuries and illnesses and fo note the OSHA's Form 300 fpe ovzrcs o o s o sy f g oo Year 20 .
extent and severity of each case. When an Log of Work-Related Injuries and llinesses il aakey and hoath et i ot s St
incident occurs, use the Log to record " : |
specific details about what happened and : e —
how it happened. — i
oty twpoenon | owecitbesecone | I
If your company has more than one - : . ......_u_,.l.ra]. , S i b s i .
establishment or site, you must keep o= elhe— i P epririn iy ryer ot e e e e — il
separate records for each physical location i e g T = B W
that is expected to remain in operation for B . . R R
one year or Honmm—.. ! Mok Bogn vl ..“.Lr\._.. [ — i, B srms and ki g, 60 fromm dodder VL) 3 b 12 s 15w WD 0D
If you need additional copies of the 2 e dlnder Fowniry 72 paing deck prisening fees fuad fires Yy 0O @ VT e de D00 @O0
Log, you may photocopy the printout or 1 Som Sande loban 805 Indfr ook b g 6l o O om0 3 7 M MOOMW™ OO0
insert additional form pages in the PDF, 4 Balgh el Laboer  _§ /17 pachuplapdegt 1;}25 litgg ahox VW) e 3 e e )0 ) (30
g and then nse as many as you need. 3 Jed Denics Mubiwopr 1021 poobisnfiee [ doin e ) 0O 0 ® e @O0 ! 300
- The Summary — a separate form — s vy Yy O O )] - (000 00
Lz shows the work-related injury and illness : fa >0 O 0 e (40D .u_\ 000
.m £ totals for the year in each category. At the — i / -
.u m end of the year, count the mumber of \ ___ ___
- 5 incidents in each category and transfer the / b
03 totals from the Log to the Summeary. Then / | |
E m post the Summary in a visible location so \ J _
m H that your employees are aware of injuries _
E m, and illnesses ocourring in their workplace. o as specific as posshe. You Choose ONLY ONE of these
- = it use twe lines if you need categoriss. Classily the case Mot whather the
M You don't post the Log. You post mere raamm, by recording the .H__n.,r case involves an
- sorious oulcome oa
m.. 3 only the Summary at the end of the Raviso the log If the injury o Miness with cokomm @ (Death) __..__“M injury o an ifness.
D 8 Yyear. progresses and the oulcome is more senieus tihe most serous and column
_m thar you eriginally recorded for the case, o [Other recordable cases)
s. w. Cross .nr_q_. arase, oF I.Z_.Pn..i the original Baiig the leas! serious.
: b entry if hard copy. [If using the PDFs fillable
= m Farm leaturs, simply changs your selsetions,

You can also clear the antire case entry from
the Log using the Resat bulton.)
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If You Need Help...

If you need help deciding whether a case is recordable, or if you have questions about the
information in this package, feel free to contact us. We'll gladly answer any questions you have.

¥ Visit us online at www.osha.gov

v Call your OSHA Regional office
and ask for the recordkeeping
coordinator

or

¥ Call your State Plan office

Federal Jurisdiction

Region 1 - 617 / 565-9860

Connecticut; Massachusetts; Maine;

New Hampshire; Rhode Island

Region 2 - 212/ 337-2378
New York; New Jersey

Region 3 - 215 / B61-4200

DC; Delaware; Pennsylvania; West Virginia

Region 4 - 678/ 237-0400

Alabama; Florida; Georgia; Mississippi

Region 5 - 311/ 353-2220
Illinois; Ohio; Wisconsin

Region 6 - 972 / 850-4145

Arkansas; Louisiana; Oklahoma; Texas

Region 7 - 816 / 283-8745
Kansas; Missouri; Mebraska

Region § - 720 / 264-6550

Colorado; Montana; North Dakota; South

Dakota
Region 9 - 415/ 625-2547

Region 10 - 206 / 553-5930
Idaho

State Plan States

Alaska - 907 / 269-4937
Anzona - 602 / 542-5795
Califormia - 415 / 703-5100
*Connecticut - 860 / 566-4380
Hawrani - 808 / 586-9100
#llinods - 217 / T82-6206
Indiana - 317/ 232-2688
Towa - 515/ 281-3661
Kentucky - 502 / 564-3070
Maryland - 410/ 527-4465
Michigan - 517/ 322-1848
Minnesota - 651/ 284-5050
Nevada - 702 / 486-2020
*New Jersey - 609 / 984-1389
New Mexico - 505 / 827-4230

*New York - 518 /457-2574

North Carolina - 219/ 807-2873

Oregon - 503 / 378-3272

Puerto Rice - 787 / 734-2172
South Carolina - 803 / 734-2669
Tennessee - 613/ 741-2793
Utah - 301 / 330-6901

Jermont - 802 / 828-2765

Jirginia - 304 / T86-6613
¥Virgin Islands - 340 / 772-1315
Washington - 360 / 902-5554

Wyoming - 307 / T77-7786

*Public Sactor only
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CNIC .

* FLEET * FIGHTER » FAMILY L .

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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CNIC.

* FLEET * FIGHTER * FAMILY ,. N

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

(1 Parking Lot Injury Check list (if applicable)
1 What Happens Next Form

Report with Medical
1 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

1 What Happens Next Form

(0 O R [

Return to Work with Restrictions
If the employee has returned to work with restrictions (light duty), the following form
must be completed:

1 Light Duty Advisory Form
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Request for Exaanation andior

U.5. Department of Labor

Treatment Reset I Print I Office of Workers” Compensaticn Programs

Part A - Authorization

| OMB No. 1240-0029

Instructions to Employer. This page of the form must be completed in full, and
authorizes a physician of the employee's choice ("See item below) to
examine andiortreat an employee, covered thie Federal Workers
Compensation Act marked in the box at night, for accdental injury, iliness or
disease arsing out of and in the course of employment.

Mark either box A or B in itemn 7. The onginal and at least two copies of this form
are to be given to the ﬁhg,rsl-:lan_ The physician is to complete the medical report
and the intial bill on the reverse, sending within ten days the orginal of the
repart to the District Director and copies 10 the insurance compamy or employer
mamed in item 13. Subsequent and rEﬁuIa.r follow-up reporis should be
submitted by the il::llyﬁician on Form L=-204 andfor in narrative reports,
whenawver requested.

Am employes may not select a physician who is c:..lrrenﬂﬂnl. authorized by the
Depariment of Labor to provide medical care under the .

1. This Authorization is for examination
and/or treatment under the Workers'

Compensation Act marked below:

A

B |
¢
D[~

Longshore and Harbor
'|'|'arE

ers’ Compensation Act
Defense Base Act

Monappropriated Fund

Instrumentalities Act

DOuter Continental Shelf

Lands Act

2. Mame and address of physician or medical facility authorized to provide medical service
" (The term “physician” inciudes doctors of medicine (MO, surgeons, podiatrists, dentists, ciinical psychologists, optometrists, osteopathic
praciitioners, and chiropractors. Payment for chiropractic services is limited to changes for physical examinations, related aboratory tests, x-rays to
diagnose a subluxation of the spine, and treatment consisting of manipulation of the spine fo comect a subluxation demonstrated by x-ray. See 20

CFR T02.404)  pame:

Inet: oty:
ez = = =1
3. Employee's Mame 4. Date of Injury (mmiddfyyyy) 5. Dccupation
&. How accident or illness occurred
7. You are authorized to provide medical services to the employee as follows:
A T wou believe the condition is related to the iniury. or the employee’s occupation, furnish office andior hospital treatment as
necessary for the effects of this injury.
B [ Ifyou arein doubt as to whether the condition(s) found on examination is related to the injury, you are authorized to examine

the employee. using indicated non-surgical diagnostic studies, and should promptly advise those listed in item 13 whether you
believe the disability is due o the alleged imjury. Pending further advice you may provide necessary consenative freatment.

You are requested to submit a written report of first treatment within 10 days to the District Director at the Office
named in item 12 below [(See back of this form for Instructions as to medical report and the submission of your charges).

B. Signature and fitle of authorizing official (Sign all copies) 9. Name and address of employer

i3me:
linei:
linec:

oy
st

=1

=

10. Telephone (Area code and local number)

11. Date authorized [mmidd/yyyy)

12. Send one copy of your report to:

13. Hame and address of insurance carmier or self-insured
employer to whom bill and copy of report are to be sent

U.5. Department of Labor name:
Office of Workers” Compensaticn Programs linet: city:
linez: gt |
Public Burden Statement

According fo the Paperwork Reduction Act of 18085, no persons are required to respand to a collection of information unless such collection displays a
valid OME contrel number. Public reporting burden for this collection of information is estimated to average 65 minutes per response, inclueding time for
reviewing instructons, searching existing data sowrces, gathering and mamntaining the data needed. and completing and reviewing the collection of
information. Lise of this form s optional, howewver fumishing the information s required in order to obtain andor retain benefits (20CFR 702.418). Send
comments regarding the burden estimate or any other aspect of this collection of infermation, incheding suggestions for reducing this burden, to the U.5.
Department of Labor, 200 Constitution Avenue, N.W.. Room C-4315, Washington, D.C. 20210, and reference the OME Control Number.

DO HOT SEND THE COMPLETED FORM TO THIS OFFICE

32
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Part B - Attending Physician"s Report of Injury and Treatment

Instructions To Physician: This initial report should be completed and submitted within 10 days. Mail the original to the

District Director (see ltem 12 for address), and a copy to the company listed In ltem 13. Subsequent reports should be made
regularly on form L5-204 and/or in narrative form while the employee is in your care. Please read item 7 on the front of this form.
Your Social Security Number is voluntary and is used for identification purposes only.

14. What history of injury or disease did employee give you?

15. Is there any history or evidence of pre-existing injury, disease, or physical impaimment?
Mo ‘fes - Please describe

16. What are your findings (include results of x-rays, laboratory tests, etc.)? 17. What is your diagnosis?

18. Do you believe the condition found was caused or aggravated by the employment activity described? [Flease explain your
answer if there is doubt. )

fes Mo
19a. Did injury require hospitalization? Mo | Yes - Complete b, c, d 20. Is additional hospitalization required?
b. Mame of hospital .
c. Date admitted (mm/dd/yyyy) Yes Mo

d. Date discharged

21. Surgery (If any, describe type) 22. Date surgery performed [mmiddiyyyy)

23. What type of treatment did you provide other than hospitalization or surgery?[24. What permanent effects of the injury, if any,
do you anficipate?

25. Date of first examination 26. Date(s) of treatment (mmiddlyyyy) |27. Date of discharge from treatment
(mm/ddiyyyy) {mm/ddiyyyy)
28. Period of disability (if termination date unknown - so indicate) 29. Date employee able to resume work
Tetal disability: From Ta To light work
Partial disability: From Ta To regular work
30. If employee is able to resume work, has he/she been advised? | w0 | Yes- Fumish date advised (mmiddfinyy)

3. F employee is able to resume only light work, indicate physical limitations and the type of work which can reasonably be
performed with these limitations.

32. Remarks and recommendation for future care, if indicated.

33. Do you specialize? Mo [ ‘es - State specialty

34 Signature and typed name of physician 35. Address and phone number 36. Physician’s Federal Tax ID number

j 37. Date of this report (mmiddiyyyy)

=1

38. Medical bill [Charges for your services may be presented in the space below or on your billhead stationery )

Diate or penod City. it pri
Semvices and supplies must be itemized Y Unit price

_ Amoumnt
of tneatment or No. Cost Par

Total
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g,
Employer's First Report of Injury U.S. Department of Labor IJ

or QOccupational lliness
[Gee insu-uc:El):uns,c-" reverse) Ciffice of Workers’ Compensation Programs
| Print | | Rasot | OMB No. 1240-00032
1. OWCF Mo. 2. Cammier's Mo. 3. Date and Time of Accident
imeniadyyyy) | (himm amipm)
1
1
l
4. Name of infured/deceased employes (Type or print - first, M.1., last) 5. Employee's address (Mo., strelet, city, state, ZIF, country)
First Hame KLl Last Mame Telephone Eirwat
i ! i
| | i City: = j op: Chry: j
B. Injury is reported under the following 7. INdicate Where INjury oocumed 8. Sex 9. Date of birth
Act {Mark one] {Longshore Act only) (Mark cne) . o (memiadyyYY)
\ . M F
| Longshore and Harbor Workers
A o : -
Compensation Act A Sﬂiﬁf O DV M 10. Social secunty no. (FRequired by Iaw)
8 [ horgpopiEsd R | 5 [ piermnar
. — Outer Confinental ShelfLands | C || Dry dock 11. Did inpry cause death?
= Aot — i i No | Yes - if yes, skip to 16
O Marine terminal
r— Defense Base Act o 12. Did injury cause loss of ime beyond T Yes
o i. Contracting Agency E [ Building way day or shit of accident? \
— 0
F . .
. ’ Marine railway 13 Emela'\:l hour employes Date Time
ontract Number G i rst lost time (mmiddyyyyy) | (hhomm amipmi)
G Other adjoining area e of mjury i
1
14. Did employee stop work Yes | 15. Date & hour empl retumed towork  [10. Was employee doing usual work when —
mwecfateﬁ E NE '.I'I'IIT'-"H'-:I'I"'PF'FI il.h ‘mm 3'11?:"11] injured’killed? {if no, explain in kem 26) Ves
0 Mo
17. Did injury'death eecur on T yec |18. Dept in which emplayes nomally works(=d) 18. Cecupation
employer's premises? N
o
0. Date and hour :-ag_lst-:pped [T Wiruch Gays usually worked per week ! 22 Date employer or foreman frst knew of accident.
[mUSYYYY) | (hh:mm amipm) Mark(X)days) S M T W T F 5 (M) hivcmm amipm)
23, Wages or eamangs (Inclsde 4. Exact plau::? Weﬁﬁceﬁ oooumed [See !fnstmctu:fgs 20, How was knll:uyinliedge o‘f_a:gﬂ:ljent or
; , on reverse). This shoubd specify area if acciden u 3
puerlime, Slowancas, etc.) was in mantime employment and occumed in area pecipational liness gin
a. Hourly adjoining navigable waters.
b. Daily
c. Weekly
d. Yearfy

2. Describe in full how the accident occwrred_ [Relate the events which resufted in the injury or occupational disease. Tell what the
njured was deing at the time of the accident. Tell what happened and how it happened. Name any objects or substances invelved and tef
how they were nvolved. Give full detals on all factors which led or contributed to the accident )

77 Hature of Injury [Mame part of body affected - fractured left leg, bruised right thumb, etc.) If there was amputation of a member of the body, describe

28a. Has medical attention 286 L5-1 issued? 20, Enter date of 2. Was first treating 1. Has insurance
been sthorzed? | 1 Lo — aliorzatin physican chosen | Y85 | " cariarbeen | 1SS
Mo Yes Mo by employes? [ No notified? Mo
» Hame of: Address - Enter number, street, city, state, zip code -
2. Physician
3. Hospital
M. Insurance
_—
35, Employer
38. Employer's| 7. Signature of person authonzed to sign for employer  Phone number
Business :
38, Oifficial tile and phone number of person signing this report Mame of person signing this report 30, Date of this report
(mmiddiyyyy )
Form L5-202
Rev. Oct 2010
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This report is to be filed in duplicate with the District Director in the appropriate district office of the Office of Workers” Compensation
Programs and is required by 33 U_5.C. 330a). File form within 10 days from the date of injury or death or from the date the employer
first has knowledge of an injury or death. Under the law all medical treatment and compensation must be furnished by the employer or
its insurance company. Treatment must be by a physician chosen by the employee, unless the physician is on a list of physicians
currently not authorized by the Department of Labor to render medical care under the Act. Compensation payments become due and

are payable on the 14th day after the employer first has knowledge of the injury or death. Penalties may be charged for failure to comply
with provisions of the law. The information will be used to determine entitlement to benefits.  Persons are not required to respond to
this collection of information unless it displays a currently valid OMB control number.

REPORTABLE INJURY — Any accidental injury which causes boss of one or more shifts of work or death allegedly arising out of and
m the course of employment. including any occupational disease or infiection believed or alleged to hawe arisen naturally out of
such employment, or as a natwal or unawoidable result from an accidental injury. I the employer controverts the right 1o
compensation it must also fle 3 notice of controversion with the District Director within 14 days after it has knowlsdge of the

alleged injury or death.

Itern & — A. Longshore and Harbor Workers’ Compensation Act Itern 24 — “Exact place where accident occumed” requires the
covers employses  injured while engaged =n maritime nearest streat addrass, city and town.  In addition -
employment  upon the navigable waters of the United States

{inchuding amy adjoining peer, wharf. dry dock, terminal. L] If on a vessel,

building way., marine railway, or other adjoining area Give place on vessel where injury happened (Deck. hald,
customarily used by an employer in kading, unloading. tweendeck, engine room, stc.) Mame of vesss]
repairing, or bulding a wessel); - employees injured upon the

nawigabde waters of the United States and ofher described L If either cm an adoining peer, wharf, dry dock, terminal
areas who at the time of injury were engaged in maritime building way, marine railway, or other area customarily
employment and are not otherwise specifically excluded under used in loading, unlcading, repairing, or building a

e Act (33 US.C. 202) vessel

B. Defense Base Act covers any employment (1) at militany, Name or numbser of peer, dry dock, manne railway, stc.
air, and naval bases acquired by the United States from foreign MHame of the terminal or shipyard

coundries; (2} on lands occupied or used by the United States MWearest street address — City and State

fior military or naval purposes cutside the continental limits of

the United States; (3) upon any public work i any Temitory or L] If injury or death is reported wnder the Defense Base
possession outside the continental United Siates under a Act, give the name of the country whers injury or death
contract of a contractor with the United States; (4)under a oooured.

contract entered into with the United States where such
contract is to be performed outside the continental United
States and at places not within the areas desecribed in (1), (2L

and (3) abowe for the purpose of engaging in public work: (5) . If on the Outer Continental Shelf,

under certain contracts approwed and financed by the United

States under the Mutual Securty Act of 1954, as amended: and Give drilling site and block number

{8} in the sendice of Amercan employers providing welfare or Area name (2.0. West Delta Area)

similar services for the benefit of the Amed Forces cutside the Federal Lease Mumbser, State Lease Nurnber

Continental United States. Distance from and narme of nearest land,
name of State

C. Monappropriated Fund  Instrumentalities Act covers
employees of nonappropriated fund instrumentalities of the
Armed forces, e.g., post exchanges, motion pichure  senvice,
ez,

0. Outer Continental Shelf Lands Act covers employess of
private employers engaged in operations conducted on the
Outer Continental Shelf for the purpose of exploring for,
dewsloping, remosing, or transporting by pipeline the natural
resounces of submenged lands.

NOTE: FILING THIS FORM DOES NOT CONSTITUTE AN ADMISSION OF LIABILITY UNDER THE COMPENSATION ACT. Any
employer, insurance carrier, or self-insured employer who knowingly and willfully fails to submit this report when

required or knowingly or willfully makes afalse statement or misrepresentation in this report shall be subject to a civil
penalty not to exceed $11,000 for each such failure, refusal, false statement, or misrepresentation. [33 U.5.C 330e}] This
report shall not be evidence of any fact stated herein in any proceeding in respect to any such injury or death on
account of which the report is made. [33 U.S.C. 330(c)]

Public Burden Statement

According to the Papenwork Reduction Act of 1995, no persons are required to respond to a collsction of information unless such collection
displays a valid OMB control number.  Public reporting burden fior this collection of infermation is estimated to average 15 minutes per response,
inciuding time fior rewiewing instructions, searching existing data sownces, gathering and mamntaining the data needed, and completing and
rewiewing the collection of information. U'se of this is optional. however fumishing the information is required in onder to obtain andfor retain
benefits (33U.5.C. 230{a)). Send comments reganding the bunden estimate or any other aspect of this collecton of information, induding
supgestions for reducing this burden, to the U 5. Depariment of Labor, 200 Constitution Awvenue, M.W., Room C-4315, Washington, D.C. 20210,
and reference the OME Contrgl Mumber. DO NOT SEND THE COMPLETED FORM TO THIS OFFICE
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Employer's Supplementary Report of
Accident or Occupational lliness

Print | Reset

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

Motice: This Report must be filed promptly with the District Director in every case in which (1)
Form L5-202 does not show date injured employee returned to work, and (2) each time injured
employee has returned to work and later becomes disabled for work (33 U.5.C.930(b). If the
employee was disabled for work more than 3 days, compensation payments should be reported
on Forms L5-206 and L5-208. Medical reports must be sent to the District Director prompthy
following first treatment and thereafter while treatment continues. Please type or print all
information. (if additional space is needed. use back of form.) The information will be used to
determine entitlement to benefits. Persons are not required to respond to this collection of
information unless it displays a currently valid OMEB control number.

OMB Moo 12150031

For Office Use
1. DWCP Mo.

2. Camier's No.

3. Name of injured employee (First, middle indtial, last)
First Hame ML Lot Mame

4. Date of accident (Month, day, year)

5. Address of injured employes {Number and Street, City, State, 2P code)

G. Name and address of your insurance carrier

line 1 oy
line 2 =1 city:
city: st| x|z st, x| =g

T_ Initial Period of Disability (Use Inclusive Dates for a and b)

a. From (Month, day, year)

b. T (Month, day, year]

c. Date returned to work (Month, day, year)

3. If this report covers a peried of disability after the date shown in item Te. state each subsequent period of disability. Use inclusive dates for

a. and b

a. From (Meonth, day. year)

b. Te (Month, day, year)

c. Date returned to work (Month, day, year)

9. Did employee receive medical attention?

a. |:| Yes - Give dates, names and addresses of doctors and hospitals providing

treatment.

b. [] Mo - Explain

10. Was employee treated by his or her choice of physician?

|:| Yes |:| Mo

11. Was form L5-1 given to employee when injury was reported to you?

|:| Yes |:| MNa

12. Mame of employer (Firm Mame)

13. Employer's address (Mumber and Sireet, City, State, ZIP code)
ity
st - ||zip:

country:

14. Signature of person authorized to sign

for employer
pley= nanne

tithe:

15. Mame and official fitle of person signing

16. Date of report
(Month, day. year)

0142014

Public Burden Statement

We estimate that it will take an average of 15 minutes to complete this collection of information, including time for reviewing instructions,
searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. I

you have any comments regarding these estimates or any other aspect of this collection of information,

neluding suggestions for reducing

this burden, send them to the U.5. Department of Labor, Division of Longshore and Harbor Workers' Compensation, Room C4315, 200

Constitution Avenue, M.W., Washington, D.C. 20210.

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE

Farm L5-210
Rev. Oct. 1083
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CNIC.

* FLEET * FIGHTER # FAMILY [ ) Emp|0yee

(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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CNIC.

* FLEET * FIGHTER * FAMILY L R

Employee
Employee’s Consent & Authorization
to release Medical and/or Dental Records
I » hereby consent to and

authorize any hospital, medical, clinic, state agency, military facilitary, Veterans
Administration, physician, surgeon, chiropractor, physical therapist, dentist,
oral surgeon and/or other health care provider who has examined or treated
e, or any hospital or facility where 1 may have been examined or treated,
whether past, current and /or future, to release to my Employer, Department of
the Navy and/or its authorized representatives or agents, my medical records
for us in conjunction with my workers’ compensation claim.

The term medical records includes, but is not limited to the following:

Any and all medical records; progress notes; nurse’s notes; narrative
reports; physical therapist notes; emergency room records; test results; x-ray,
CT, MRI and/or any other films or diagnostic results that establish the
presence or absence of a physical, mental, physiological and/or psychological
injury, cendition, disease, illness, defect or sensitivity, including the presence
and/or absence of drug and/or alcohol dependency; and/or any records which
set forth the diagnosis, evaluation and/or treatment of an injury, condition,
disease, illness, defect or sensitivity ; physical therapy, work hardening, weight
control, and /or other similar records of diagnosis, treatment and for progress;
functional capacity evaluation, Cybex, tests, and other related reports and
evaluations.

These medical records are to be furnished to Employer and/or its authroized
representatives andfor agents, including claims adjusters, mtdic.a] and/for
vocational rehabilitation specialists, Independent Medical

physicians, surgeons, dentists, oral surgeons, or any other health care provider
who needs such information to render a medical and/or vocational opinon.

[ undertand that this information is to be released only for the purpose of
evaluation and administration of any claim(s) for workers' compensation
benefits and/or temporary or long-term disability retirement benefits.

This is to certify that a photostatic copy of this medical authorization form is as
valid and as binding as an original authorization form bearing my signature.

Signature of Claimant Date Signature of Witness Date

Printed Name of Claimant Date Printed Name of Witness Date

Return this form to: Contract Claims Services, Inc.
P.O. Box 541328 Dallas, TX 7T5354-1328

Adj. Code File No.
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Mitsstom Firsk. i
Satlors Ay

@EIPEESS SCRIPTS® CSI

Atitention Injured Worker

*  Dm your first visit, please give this notice to any pharmacy Lsted below to expedite the processing of your approved
workers' compensaton prescriptions. (Basad on the established parameters by your employver.)

®  Cmestions or nesd assistance locating a participating pharmacy: Call the Express Scripts Contact Canter at B0O0-945-5051

Atencion Trabajador Lesionado:
+  Este fornmlario de identificacion para servicios temporsles de prescripeion de recetas por compensacion del trabajador
DEBERA 5ER. PRESENTADO a su farmacéurico al surtir suf=z) recetals) inicial{as)
¢  5itene cualquier duds o necesits localizar una fammacia participante, por faver contacte &l area de Atencion a Clieates de
Express Scripts, en el teléfono §66-945-3051

Attention Supervisor: Plesse complete the following information for the injured worker.

Express Scripts Emplovee Information
ID #: 55N to be presented to the pharmacy at the time prescription is filled _ - =
Foal Ll
Drate ufln]m‘:m_ Mailing Address
Gr . EOF 3 e Ekbo
oup = ior P B Ciy Sisle Tig

Employee Date of Birth: ——

mployee Date o S — Emplover Name

Attention Pharmacisi

&  Expres: Scripts sdministers this workers® compensation prescription program Follow the steps below to submit 3 claim
#  For assistance, call the Express Scripts Contact Center at B88-786-0640

Pharmacy i
Step 1 Enter bin mmmber J03858
Step 3 Enter processor cootral A3
atEp 3 Enter the FToup MImDer a5 I Appears aHve
TieD = Enfer the myared worker s & izl 1=
Step 5 Enter first name & last name
Step § Enter the mjured worker's date of imjury (eoter in PA fisld in the formar coyymmdd)

Participating Pharmacy Chains

AEP Cash Wize Food Lion Medic Discount Fandalls Texas Oncology
Arrme Pharmacy Cobom's Frad's Medicap Ruite Aid Srvs
Albertzon’s Costoo Grenime] Wadistar Fuosaners The Fharm
Albertson’s/Acme  Cub Giant haijer Fx Express Thrifty White
Albertzon’s'Osco CVE Griant Eagle Winyard BEXD Times
Albertzon’sSav-On DEW Griant Foods WS HealthCans Safeway Tom Thumb
Amenisource Drahl's Hannaford Neighborcare Sam’s Clab Tops

Bergen Drierberzs Hamis Teeter Nemwork Sav-0Om Ukrop's
Anchor Phannacies  Discount Dmgmant H-E-B Pharmaceuticals  Sawve Mart United Dmugs
Amow Drpc's Dimazs Hi-5chaal Mortheast Schmmcks Uniied
Aurera Diominicks Pharmacy Pharmacy Scolarts Supermarkets
Bartell Drugs Dz Emporniom Hy-Ves Services Sedano Vons
BHige's Dz Fair Terel Chaco Oizco Shaw's Waldbaums
Hi-Lo Dz Town Eash n Kamry P & C Food Shop ™ Save Wal-Mart
Bi-Mart Dz World Eslizch Markets Shopko Wegmans
BI's Wholesale Eckerd Eamr Parnids ShopRite Wiz

Club Econofoods Eorneart Park Micollet Smyder Winn Drxie
Brooks EPIC Pharmacy Enight Dmugs Pathmark Stop & Shop
Hrookzhire Wetwork Erozer Pavilions Sum Mart

Brothers Familyhfeds Leaderier (PSAD)  Price Chopper Super Fresh
Brookshire Grocery  Farm Fresh Longs Dz Store Publix Super Bx
Brno Farmer Tack Major Value Cality Markets Targe:
Carrs Food City Marsh Dmugs Falay's

WOTE: This form is not valid in the state of Ohio. For all ather states, Hability of a workers” compensation claim is not assumed based on the
dispersmg of medication/s) to a patient

© 2011 Express Somipts, Inc. ALl Paghits Beserved
TEMPCART 92000
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C N Employer

* FLEET * FIGHTER # FAMILY A

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:

O Light or modified duty IS AVAILABLE

O Light or modified duty ISNOT AVAILABLE

Mark one:

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

[0 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

MSCAN A COPY OF THIS FORM TO CCSI

40 | Page



CNIC. -

* FLEET * FIGHTER » FAMILY L

Name of Employee

TELEPHONE LOG

Date of Injury

Time/Date of Phone Call

Called by

Comments

Name of Employee

TELEPHONE LOG

Date of Injury

Time/Date of Phone Call

Called by

Comments

Name of Employee

TELEPHONE LOG

Date of Injury

Time/Date of Phone Call

Called by

Comments
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CNIC.

* FLEET * FIGHTER » FAMILY L .

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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Note: You can type input into this form and save it.
Because the forms in this recordkeeping package are “fillablefwritable”

OSHA'’s Form 300 (Rev. D1/2004)
PDF documents, you can type info the input form fields and

Log of Work-Related s :
Injuries and lllnesses < sogames oo woises spopise

Attention: This form contains information relating to
employee health and must be used in a manner that

protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

Y
Year 20 £

LS. Department of Labor
Occupations! Satety and Heslth Administration

You must record information about every work-related death and about every work-refated injury or iiness that involves loss of cansciousness, restricted work ackvity or job Form approved OME ne. 1218-0176
transfer, days away from work, or medical treatment beyond first aid. You must also record significant work-refafed injuries and flnesses that are diagnosed by & physician or

fieenzed hesith care professional. You must alse record work-refated injunizs and iinesses that meet any of the specific recording criferia [sfed in 29 CFR Part 1304.8 Estabilshment nams

through 1304.12. Feel free fo use fwo fines for a single case if you need to. You must complefe an Injury and liness Incident Report (OSHA Form 304) ar equivalent form for

each injury or Wness recorded on this form. If you're not sure whether 2 case is recordable, call your loca! O3HA office for hejp. oy shie m_

Describa tha casa

Identify the parson

Classify the case

SELECT ONLY ONE Dox for each case

A @) (© 0 €l (F) based an the most serous outcome for Select the "InjLry" column of
Cae Employes's name Job title Date of inj Where the event sccurred  Describe injury or illness, parts of bedy that case: choose one Lype of liness:
ha. fog, Welder)  or omset .u* &g, Loading dock novth end) affected, and o _.z___np_b!.: that
 illness directly injured or made person il (2 g, o M)
feg, 20) m._nijg_ﬂ on right forearm fFom Remained onon m " !,
acepianeorch) Days away Job transior  Othr recoms Ry _...:.r._...._ s 4 m H .wm
Death  trom orrestriction bW OGS work  resinolion  § m m -

G M in i iK)

-~
™)

£
B m

&
.3

g
E

™ Y 7Yy Ty 7Y M)

D O D O D O O D
g

— —
4 o

g

Ny
B IR (B B

D Dy D D D O D Dy O D
) Dy D Dy Dy D Dy O O

~
™
g

Page totals

Publz reporiing busden for s collection of infemation b estimated i rverge 14 mimmies per respomse, including iime tonevlew e
{wimetions, search and gather the data seeded, and complein and review the collection of infoemaiion. Perioss are not requéired
renpend to the collsetlon of infoemailon unless i displays 8 curendy valid OMB control sumber. 1f you have uy commens. shou ihese
eaiimsaten or any ofher aspocis of s duia callecion, contace: U3 Depasiment of Labor, OSHA Offfce of Suuitilcal Analysls, Boom
1e3644, 200 Conaiftuiion Avesse, MW, Washingios, D 20210, Do ot send the complebed forms o this office,

7 Save Input

7 Add a Form Page

L

m @ & @@ 6

w CCCCCC
w CCCCCCO
- Q0000 E
wm CCCCCC

wm CCCCCC
wm CCCCCC
wm CCCCCC
w (CCCCCC
w CCCCCC
w CCCCCC

Page
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OSHA’s Form 300A [Rev. 01/2004)
Summary of Work-Related Injuries and llinesses

Note: You can type input into this form and save it.
Because the forms in this recordkeeping package are “fillable/writable™
POF documents, you can type into the input form fields and

then save your inputs using the free Adobe POF Reader.

Al esfablizhments covered by Part 1904 must complefe thiz Summary page, even if no work-relafed injuries or ilineszes occurred during the year.

Remember to review the Log fo verify that the eniries are complete and accurate before completing this summary.

Uszing the Log, counf the individual enfriea you made for egch category. Then write the fofalz below, making sure you've added the enfriez from

every page of the Log. If you had no cazes, wnite 0."

Empiloyeez, former employees, and their represeniatives have the right fo review the O5HA Form 300 in itz enfirefy. They also have limifed access
to the O5HA Form 301 or ifz equivalent. See 29 CFR Part 1904.35, in O5HA's recordkeeping rule, for further defails on the access provizions for

theze forma.

Number of Cases

Total numberof ~ Total number of Total umber of cases ~ Total mumber of

deaths casas with days with job transfer or other recordable
away from wark Testriction cases
(G) H) i )
Number of Days
Total number of days Total number of days of job
away from work transfer or restriction
] L)
Injury and lllness Types
Total mumber of . ..
M)
(1) Injuries (4) Poisonmgs
(2] Skin disorders 15) Hearing loss
(3) Respiratory conditions () Al other illnesses

Post this Summary page from February 1 te April 30 of the year following the year covered by the form.

Pultlic reparting brdan for this collection of information & sstimated to avarage 50 exmutes por respoess, inchiding tma to reviaw tha instructions, saeech and gather the dets meaded, md
coplats and raview the collection of infrmation. Parsoss arw met raquired to rapand to the callection of information unless it displays a corvsnthy valid OMB contral momber. If ye kres any
commiants sheoat thess extimates or amy otkar aspacts of this data collection, contact: U3 Department of Labar, 03HA 0ffca of Strtistical Analysis, Room N-364, 200 Constiration Avees, NI,

Washizgion, DT 20210, Do mot send the completed formes to this office.

v
Year mo| .

U.5. Department of Labor
Docupational Safoty and Hoalth Adrministration

Farm approved OME o, 1215-0176

Establishment information

Your astabl shmant name

Street

City Stare

=

Industry description (e.g., Mamifrcnure of motor truck trailars)

OR

Anmua] aversge mumber of employess

Sign here

Standard Industrial Classification (SIC), if known (e g, 3717)

North American Indusirial Classification (NAICS), if known (e.£., 336212)

Employment information (Ifyou don' have these figuras, see the
Torksheat on the next page fo estimare.}

Total hours worked by all employees last year

Knowingly falsifying this document may result in a fine.

[ certify that I have examined this document and that to the best of
oy knowledge the entries are true, accurate, and complete.

Company executive
Phone

Page
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- Note: You can type input into this form and save it.
O“H.-ﬂ_:ﬁ.— Because the forms in this recordkeeping package are “fillablefwritable”
PDF documents, you can type into the input form fields and
then save your inputs using the free Adobe PDF Reader. In addition,

Eﬁﬁ*m‘ﬂmmﬂ ﬂa Imﬁt <°= “-uﬁﬁ Q:H ﬂﬁ.—m m:aamq the forms are programmed to auto-calculate as appropriate.

At the end of the year, 05HA requirez you fo enfer the average number of employees and the tofal hours worked by your employees on
the summary. if you don’t have these figures, you can uee the information on this page fo estimafe the numbers you will need fo enfer on
the Summary page at the end of the year.

How to figure the average number of employees
who worked for your establishment during the How to figure the total hours worked by all employees:

ar:
ye Includa hours worked by salaried, howly, part-fime and seasonal workers, as

well as hours worked by other workers subject to day to day supervision by

e Add the total mumber of employees your your establishment (e g., temporary belp services workers).
establishment paid in all pay H_mEﬁm durmg Em Do not include vacation, sick leave, holidzys, or any other non-waork trme,
year. Inelude all mEES_mm.H full-time, part-time, Tha wumber of employess even 1f employess were paid for it. If vour establishment keeps records of only
temporary, seasonal, salaried, and howrly. paid in all pay perinds = the hours paid er if you have employees who are not paid by the hour, please

estimate the hours that the employess actually worked.
If this number 150"t available, you can use this optional workshest to
@ Count the mumber of pay periods vour estimate 1t.
establishment had durmg the year. Be sure to
include any pay penods when you had no

I The cumber of pay _@
FpIOTEE. perinds during the year = ———— Optional Worksheet
Find the mumber of full-time employees in your

@ Divide the mumber of employess by the number of w - e establishment for the year.

pay periods. @

x Multiply by the mumber of work hours for a full-time

e Round the answer to the next highest whole 0 employee in 2 year.

number. Write the rounded number m the blank The mumber rounded = N

warked 4nmual average mimber of amployees. This is the mumber of full-time hours worked.

+ Add the number of any overtime hours as well as the
hours worked by other employees (part-time,

For example, Acme Constuction figured its average employment this way: femporary, sezsonal)

In this pay period . . . Acme paid fhis many employees . . .

5
£
§
L
£
1
k-]
:
=
]
g
:
g

U.S5. Department of Labor

1 10 Number of enployees paid =830 ()

1 )] .

3 15 Number of pay periods = 26 a Round the answer to the next hizhest whole mumber.

4 30 30 = 118 Write the rounded number m the blank marked Total

5 40 % T e hours worked by all employeess last year.

v v =

“M H_“ 3192 rounds 10 32 0

16 +10 31 is the mmsal average mumber of employees Save __._—E._ 7 7 Reset 7

B0

Page
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1
OSHA’s Form 301
- Note: You can type input into this form and save it. Attention: This form contains information relating to
-.: =_ m:n -~=mmm Because the forms in this recordkeeping package are fillable/writable” | { employee health and must be used in a manner that
PDF documents, you can fype into the input form fields and protects the confidentiality of employees to the extent
then save your inputs using the free Adobe PDF Reader. In addition, possible while the information is being used for U.5. Department of Labor

—:n— nm: ﬂ athﬂ ﬂ the forms are programmed o auto-calculate as appropriate. occupational safety and health purposes. Ocaupatioal Salety and Hoslth Administration

Form approved OME no. 1218-0176

Information about the employee i
This Tnjury and Nness Incident Report is one of the poye Information about the case
first forms you must fill out when a recordable 1) Full ame 10) Case mumber from the Log {Trcpujer the case reamber rom ths Log after you record the e )
work-related injury or illness has occumed. Together ..
11) Date of illness
with the Log of Work-Related Injuries and Ilingsses 2 Stest 1) ey or — — =
and the accompanying Summary, these forms help _ T
1
the employer nd OSHA develap a picture of the 3 Giy s [ D Timecsploreleonmct SN 04 @R
extent and severity of work-related incidents. 13) Time of event OAM OPM () Check if time cannot be determined
Within 7 calendar days after you receive 4 Deieofhirh Y 14) What was the empioyee doing ust before the incident occumed? Describe the actiity, s well 1
information that a recordable work-related injury or Msh Dy Yo the ook equipmen, o et the emplyee s wig. Bespecic. Examples clinbing 2 fadder whie
arrying roofing materials”; “spraying chilorine from hand sprayer”; “daily computer key-entry.
illness has occurred, you must fill out this form or an 9 Datekired
equivalent. Some state workers’ compensation, OMale Mo Dy Yemr
insurance, or other reports may be acceptable O Female
substitutes. To be considered an equivalent form, any Information about the physic ther health
: . . : tion about t Ician or other neain care 15) What ? Tell s how the inj d. - “When ladder sk wet floar, worker fell
sttt conin e nformtion sked . roeTeLon abot e pys 9 gt s iy s el Vol gl o, ke
on this form. soremess in wrist over time.”
According to Poblic Law 91-396 and 29 CFR. 6) Name of physician or other health care professional
1904, OSHAs recordkeeping rule, you must keep
this form on file for 5 years following the year to
which it pettains. Y -
. . o 6) Wmat the i) ness? Tell us the part of the body that was affected and how it was affected; be
If you need aditional copies of this form, you 7 M resment was gven sway from the worksie, where was i givn? o spci s Burt” “pue or e Evamples. sraned bk -chemal burs, band gl
may photocopy the printout or insert additional form Faci foanel syndrome.
pages in the PDF, and then use as many as you need. ’
Street
- = 17} What abiject or substance directly hamed the employee? Examples: “concrete floor”; “chlorine™;
City State |_ I " radial arm saw” [fhis question does not apply io the incident, leave it iank
§) Was employes treated in an emergency room?
0 Yes
0 Yo
%) Was employee hospitalized overnight a3 an in-patient? 18) ir the employoe died, when did death occur?  Date of death
O Ye Mah Dey Yo
0 Yo T -
Save Input Add a Form Page Reset
page_1 o 1
Fubilic reporiing busden for this collection of informtion s estimated to rverage 22 minmies per respomse, includisg iime for reviewing insinotions, searching existing duia sources, gaiherisg and madntaining the data neoded, and completing ind reviewlng the collesilon of infoemition. Perions are not required o mapond to the collection of lnformiion unless it dsplays &

curseat valld OME control aumber, EEEEEEESEEEEE&EEnEEj#E?EEEEEE&EFEEDBEEEEEE:&?EEEZ! Washington, DC 20210, Do nod send the completed fors o s office.
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*xkSAMPLE***

NOTICE TO EMPLOYEES U.S. Department of Labor {
Nonappropriated Fund Instirumentalities Act Employment Standards Administration *
Office of Workers' Compensation Programs }

Employer
DEPARTMENT OF THE NAVY

In accordance with the provisions of the Nonapproprialed Fund Instrumentalities Act and the Regulations of the .S, Department of
Laber, Employment Standards Administration, Office of Workers” Compensation Programs, this employer has becorne a self-insurer
under the Act and has made appropriate depesit of securities for the payment of workers’ compensalion benelits 1o empioyees and
their dependents with respect to Injuries and deaths that arise out of and in tha course of employment,

o NOTIFY YOUR EMPLOYER IMMEDIATELY. I possibie, complete Form LS-201,
Notice of Injury, avaitable from your employer. You should glve notice of injury to
the lollowing person(s):

WHAT

e MEDICAL TREATMENT. Request authorily (Form LS-1) from your employer for

TO Do trealment by the physician you choose. You may not select a physician that is not
authorized by the Office of Workers’ Compansation Programs to provide medical

WHEN care under the Act. Your employer has a list of physicians who are not

authorized. In an emergency or if unable to contact your employer, go fo the

INJU RE D ::';:lfe'.mpfw or physician, but be sure to let your employer know as soon as

AT WORK e DISABILITY. It you sre disebled more than 3 days, contact your employer

indicated below for payment of compensation, payable 14 days after your
employer has knowledge of injury.

e |MPORTANT] The law requires you to glve writtan natice of Injury (Foem LS-201) 1o
your employer and to the Office of Workers' Compensation Programs within 30
days. Additional time may be allowed for certain hearing loss and occupational

dissase clalma. Tha addrass of the Oifice of Warkers® Compensation Programs
District Office for this area Is:
201 Varick Street Room 740

Post Office Box 249
——————— New York, NY 10014-0249
Fax (646)264-3002
For Further Assistance and Information:

The Addrass of This Salf-insured Employer Is:

DEPARTMENT OF THE NAVY On request, the Qffice of Workers' Compan-
— COMMANDER NAVY INSTALLATIONS COMMAND __ sation Programs will explain benefils and
FLEET FAMILY READINESS N941 proceedings under tha above Act. In addition,

the Office of Warkers’ Compensalion Programs

s 5720 INTEGRITY DR —1 willl infarm amployees receiving compensation

MILLINGTON TN 38055-6500 about medical and vocalional rehabilitation
Teiepno — services, and wili assist in obtaining such
(901)874-6716 e
\MM"M -5 - 2_5_&_'}
Authorized Signature for the fmployer Data Signed

This Notice must be posted and maintained In a consplcuous place In and about the place of business.
(33 U.S.C. 934)

Important Notice

Section 31(a)(1) of the Longshore Act, as extended to the Nonappropriated Fund Instrumentalities Act, 33 U.S.C. 831(a)(1),
provides as follows: Any claimant or representative of a cialmant who krowingly and willlully makes a false staiement or
representation for the purpose of obtaining a benefit o payment under this Act shall be gulity of a felony, and on conviction
{hares! shall be punished by a fine not to exceed $10,000, by imprisonment not to excaed five years, or by bath,

Form LS-242 (NF)
(Rbv. 7/86)
47 | Page



GLOSSARY



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
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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.

e 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-AnN 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.
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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/dIhwc/NAWWIinfo.htm
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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:

e The employee returns to work.

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

e The employee fails to attend a special examination to help ascertain the employee’s
medical condition.

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

e 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 Kkill 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.hickmanl@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

CCsil:

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 U. S. Department of Labor
Office of Workers’ Compensation Office of Workers’ Compensation
Division of Longshore and Harbor Workers’ Division of Longshore and Harbor Workers’
Compensation Compensation
201 Varick Street, Room 740 400 West Bay Street, Suite 63A, Box 28
Post Office Box 249 Jacksonville, FL 32202
New York, NY 10014-0249 Fax (901) 357-4787

Fax (646) 264-3002

Web Site Addresses for Workers’ Compensation Information
Department of Labor website Forms www.dol.gov

CCSI website Forms www.ccsholdings.com
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APPENDIX



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 Iliness)
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 %2 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 (PI1), 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
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Updates

Updated August 4, 2016
e 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
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