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Attending Physician's Report U.S. Department of Labor &
Employment Standards Administration
Office of Workers' Compensation Programs
Record of Examinaton
1.Patient's name *  Last First Middle 2. Date of Injury « | 3. OWCP File Number | OMB No. 1215-0103
mo, day yr * Expires: 10-31-08

| N N | —

4. What history of injury (including disease) did patient give you?
N

5. Is there any history or evidence of concurrent or pre-existing injury or disease or physical impairment? ICD-9 Code

« (Ifyes, please describe)
Oves Owo | I—

6. What are your findings? (Include results of X-Rays, laboratory reports, etc.)
N

7. What s your diagnosis? 1CD-9 Code *

e ==

& Do you believe the condition found was caused or aggravated by an employment activity? (Flease explain answer)
Oves Ono

9. Did injury require hospitalization? 10. Date of admission 11. Date of discharge 12. Additional Hospitalization required
* Ifno,gotoitem# 13 mo, day yr mo, day yr If Yes, describe in "Remarks"

OO o o O O ) = el

13. What treatment did you provide?
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14. Date of first examination 15. Date(s) of treatment 16. Date of discharge from treatment
. mo, day yr. mo, day yr. mo, day yr mo, day yr. mo. day yr

7. Period of total disabilty 18. Period of Partial Disability 19. Date employee able to resume
From mo. day yr. Thu mo, day yr From  mo. day yr. Thru  mo. daf fr light work  mo, day yr.
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CIVILIAN PERSONNEL

BULLETIN

UNITED STATES MILITARY ACADEMY

WEST POINT, NEW YORK   10996

13  June 2008
Number 08-16
CHANGE IN REQUIRED FORMS USED FOR 

JOB RELATED INJURIES
1.  Effective 21 April 2008, appropriated fund employees referred to the Emergency Room at Keller Army Community Hospital (KACH) for an initial assessment for an on-the-job injury should use the following forms:  the CA-20, Attending Physician’s Report, and the DD-689, Individual Sick Slip.  The CA-16, Authorization for Examination and/or Treatment, will only be used if the injured employee elects to go to a private physician for the initial assessment.
2.  Instructions for going to KACH for initial assessment
a.  
The CA-20 and the DD-689 must be completed by the supervisor (except for Medical Officer’s Section) and given to the employee.  The employee will take both forms to the Emergency Room at KACH for an initial assessment on the day of the injury.  KACH will complete the DD-689 (Medical Officer’s section) and the CA-20 (blocks 4-32).  It is the responsibility of the injured employee to obtain both forms before leaving KACH and to provide all completed forms and medical documents to the supervisor. The supervisor must forward all forms to the CPAC by fax (845-938-2363) or by mail (attention Denise Singer, Civilian Personnel Advisory Center).
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INDIVIDUAL SICK SLIP
ILLNESS INJURY

LAST NAME - FIRST NAME - MIDDLE INITIAL OF PATIENT ORGANIZATION AND STATION

SERVICE NUMBER/SSN GRADE/RATE

UNIT COMMANDER'S SECTION MEDICAL OFFICER'S SECTION
IN LINE OF DUTY IN LINE OF DUTY’

REMARKS DISPOSITION OF PATIENT DUTY QUARTERS

SICK BAY HOSPITAL

NOT EXAMINED OTHER (Specify)
REMARKS

SIGNATURE OF UNIT COMMANDER SIGNATURE OF MEDICAL OFFICER

DD FORM 689, MAR 63 PREVIOUS EDITIONS ARE OBSOLETE Adobe Professional 7.0
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b.  A follow-up visit with the KACH Occupational Health Clinic, (building 606) is strongly encouraged.  When an employee visits the Occupational Health Clinic for assessment of an on-the-job injury they must bring the CA-20 and DD-689 forms appropriately completed and authenticated by their supervisor.  However, if the employee chooses to see a private physician after the initial assessment, the employee must obtain a CA-17, Duty Status Report from the supervisor.  The supervisor is required to fill in side A (blocks 1-7 [a-t]) and inform the employee that the physician must complete side B (blocks 8-19). It is the responsibility of the employee to provide all completed forms and documents to the supervisor.  The supervisor will then forward the forms to CPAC via fax or mail.
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This form is provided for the purpose of obtaining a duty status report for the employee named below. This request

does not constitute authorization for payment of medical expense by the Department of Labor, nor does it invalidate any
previous authorization issued in this case. This request for information is authorized by law (5 USC 8101 et seq.) and is
required to obtain or retain a benefit. Information collected will be handled and stored in compliance with the Freedom

of Information Act, the Privacy Act of 1974 and the OMB Cir. A-108. Persons are not required to respond to this
collection of information unless it displays a currently valid OMB control number.

OMB No. 1215-0103

Expires: 10-31-08
OWCP File Number
(If known)

SIDE A - Supervisor: Complete this side and refer to physician

SIDE B - Physician: Complete this sid

e

1. Employee's Name (Last, first, middle]

Date of Inj ui iMomh, day, yr) | 3. Social Secumi No

N

8. Does the History of Injury Given to You by the Employee

Correspond to that Shown in ltem 5?7

mj

o (If not, describe)

Cceuaten _
Injul

Describe How the

ol

The Employee Works

HoursPerDay | | Days PerWeek ||

9. Description of Clinical Findings

10. Diagnosis Due to Inju

T2 Employee Advised to Resume Work?
Jves, Date Advised

11. Other Disabling Conditions

O no

13. Employee Able to Perform Regular Work Described on Side A?

T e Do e e e e | £ VT o Tl P e e o
Continuously or intermitiently, and Give Number of Hours 3 No, If not, complete below:
Activity Continuous Intermittent Continuous Intermittent
a Liting Cartying #bs Fibs E—— s, Fibs ] Froporvay
b Sitiing O O || IHsperpay O O || HrsPerDay
¢ Standing O O | IHrsPer Day O O | HrsPerDay
d. Walking O O [ s Per Day O O || HrsPerDay
&. Climbing O O || IHsPerDay O O [ | HrsPerbay
f. Kneeling [m] ] | HrsPerDay O O || HrsPerDay
4. Bending/Stooping O |m] | IHrs PerDay O O || Hrsperpay
h. Twisting | O | HrsPerDay O ] || Hrsperpay
i. Pulling/Pushing O ] -Hrs Per Day O O || HrsPerDay
(| [ (| M | — TN -
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3.  Instructions for electing a private physician for initial assessment
a.  The supervisor must complete the CA-16, Part A-Authorization (blocks 1-13) and present to the employee to give to the private physician for the initial assessment.  Only one CA-16 can be issued per injury.  The CA-16 is not used to authorize a change of physician after the initial choice of a physician by the employee.  The CA-16 can not be used to authorize medical testing for an employee who has been exposed to a workplace hazard, unless the employee has sustained an identifiable injury or medical condition as a result of that exposure.  The supervisor may authorize medical care using the CA-16 if an employee reports an injury several days after the fact or did not request medical treatment within 24 hours of the injury.  However, the supervisor may refuse to issue a CA-16 if more than a week has passed since the injury on the basis that the need for immediate treatment has passed. 
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Authorization for Examination

U.S. Department of Labor

And/Or Treatment Employment Standards Administration (é
Office of Workers' Compensation Programs

The following request for information is authorized by law (5 USC 8101 et. seq.). Benefits and/or medical services expenses OMB No.: 1215-0103

may not be paid or may be subject to suspension under this program unless this report is completed and filed as requested Expires: 09-30-91

Information collected will be handled and stored in compliance with the Freedom of Information Act, the Privacy Act of 1974

and OMB Cir. No. A-108.

PART A - AUTHORIZATION

1. Name and Address of the Medical Facility or Physician Authorized to Provide the Medical Service:

2. Employee's Name (last, first, middle) 3. Date of Injury (mo., day, yr.) 4. Occupation
5. Description of Injury or Disease:
6. You are authorized to provide medical care for the employee for a period of up to sixty days from the date shown in tem 11, subject to the condition stated

initem A, and to the condition indicated either 1 or 2, in item B.

A, Your signature in item 35 of Part B certifies your agreement that all fees for services shall not exceed the maximum allowable fee established by
OWCP and that payment by OWCP will be accepted as payment in full for said services.

8. [J1. Fumish office and/or hospital treatment as medically necessary for the effects of the injury. Any surgery other than emergency must have

prior OWCP approval.

~

There is doubt whether the Employee's condition is caused by an injury sustained in the performance of duty, or is otherwise related to the

employment. You are authorized to examine the employee using indicated non-surgical diagnostic studies, and promptly advice the
undersigned whether you believe the condition is due to the alleged injury or to any circumstances of the employment. Pending further
advice you may provide necessary conservative treatment if you believe the condition may be to the injury or to the employment.

7. Tfa Disease or liness is Involved, OWCP Approval for issuing
Authorization was Obtained from: (Type Name and Title of
OWCP Offcial)

Wstart] | 0] & © W] 2D € =] | LI INFORMATIO | £ OWCP FOR

8. Signature of Authorizing Official

Inbox - Micros. X 4] Bulletin Templ... || =1 CA-16 (Autho.
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9. Name and Title of Authorizing Official: (Type or print clearly)
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b.  If the employee requests to see a private physician 7 days or more after the injury, the supervisor will provide the injured employee with the CA-20 completing blocks 1 and 2.  The private physician is required to fill out blocks 4-32.  It is the responsibility of the employee to obtain the completed form(s) before leaving physician’s office and providing all forms and related documents to the supervisor.   The supervisor will forward all forms/medical documentation to CPAC. 
c.  If follow-up care is required with private physician after the initial assessment, the employee must obtain a CA-17 from the supervisor. The supervisor is required to fill in side A-supervisor (blocks 1-7 [a-t]) and inform the employee that the physician must complete side B (blocks 8-19). It is the responsibility of the injured employee to obtain the completed form(s) before leaving physician’s office and providing all completed forms and documents to the supervisor.  The supervisor will forward all forms/medical documentation to CPAC.
4.  For additional information about reporting injuries, please contact Ms. Denise Singer, Human Resources Assistant, at 938-3943.






CAROL L. MCQUINN







Director, Civilian Personnel Advisory Center

CF:  
