Evidence Required in Support of a Claim U.S. Department of Labor
for Work-Related Coronary/Vascular Condition Employment Standards Administration ((?)

Office of Workers' Compensation Programs

IF YOU ARE FILING A CLAIM FOR CORONARY OR VASCULAR CONDITIONS (for example: heart attack, stroke, hypertension). THIS CHECKLIST
DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR EMPLOYING AGENCY. All of the following information should be submitted
with Form CA-2. Please return the checklist with your statements attached. Check off each item as it is completed or let us know when we
can expect the information. All material submitted should be legible and specific.

FROM EMPLOYEE e FROM EMPLOYING AGENCY <
1+ Give a detailed description of the factors 6. Review and comment on the employee's

of your employment you believe respon- statements in response to questions 1-5.

sible for your condition. Identify dates,

periods, events, people involved, etc. 7. Describe in detail the duties of the

- : employee and the manner in which the
2. If you are claiming compensation for a duties were performed. If the work was

heart attack or stroke, provide a specific different or more stressful than that per-

account of your activities on and off duty formed by other employees, this should
for one week prior to the attack, with

: . be explained.
emphasis on the twenty-four hours imme- : _
diately preceding the attack. 8. Document any personnel actions describ-
. _ ed in the employee's statement, such as
3. If you have a prior history of heart pro- changes in assignment, grievances filed by
blems, provide a description of your con- the employee, and other adverse person-
dition and copies of medical records of nel actions.
treatment. .
9. Give the number of hours worked per
4. Give your smoking history to include day, days per week and the extent of
amounts and years (dates) you smoked. overtime duty worked.
10. Provide a day-by-day listing of leave and
5. Provide a medical report from your leave without pay used due to this condi-
physician which includes: tion.
a. Dates of examination and treatment, 11. Attach copies of the employee's:
b. History given by you. a. SF-171, Application for Employment.
c. Family history and other risk factors, b. Position description with physical

. - . requirements.
d. Detailed description of findings,

] ] ) c. Preemployment medical examination.
e. Copies of all diagnostic test results,

d. All other pertienent medical reports

f. Diagnosis. available.
g. The clinical course of treatment e. Most recent SF-50, Notification of
followed. Personnel Action.

h. Doctor's opinion, with reasons for
such opinion, as to the relationship
between any condition you may now
have and the factors of employment
identified in Item no. 1 above.
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NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and illnesses which occur during or after Federal employment are not automatically covered by the Federal Employees'

compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees' Notice of Occupational Disease and
Claim for Compensation"), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed to let us know when we can expect the information. Your supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your

Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information
directly to your supervisor.

Upon receipt of your claim, OWCP will create a case and assign it to a claims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-

ment (OPM) and workers' compensation benefits from OWCP. However, in most cases, you cannot receive both benefits for
the same period of time.

HINTS: Are your statements legible. Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR
PHYSICIAN IS REQUIRED. Reports on medical forms, such as Form CA-20, are rately adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed check-
lists to help you and the employee submit a claim in an organized and complete manner. The checklists will help the
claims examiner identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or iliness, please give him or her:
1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checklist is for the employee to
mark and return with the completed package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required from the employee, the checklists describe the information to be submitted
by the employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions
on the CA-2 to forward them to OWCP within ten working days. Statements and documents required from the agency
should be submitted with the CA-2 whenever possible. Please use the checklist to note what information from the
employing agency is enclosed, unavailable or pending. If pending, please give the anticipated mailing date. Agency
comments, statements and documentation are essential for the examiner to get a well rounded picture of the
employment conditions. .

We appreciate your cooperation in this effort.
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