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cpms  Electronic Data Interchange (EDI)

o It has been DoD policy since July 2003 to
utilize EDI when submitting claims

e DOL will be monitoring agency timeliness
for claim submission as a result of SHARE

e Defense Safety Oversight Council (DSOC)
will be monitoring DoD agency timeliness
and use of EDI for claim submission




cpms  Electronic Data Interchange (EDI)

o Claims filed utilizing EDI are electronically
transmitted to OWCP from the agency

e Any delay due to internal routing of paper
claims and mailing forms to OWCP are
eliminated




cpms  Electronic Data Interchange (EDI)

Greater use of EDI

J

Greater number of timely filed claims

J

Better outcomes for injured workers
& meeting DoD and SHARE goals




cpms  Safety First Electronic Reporting
(SAFER)

e DOL has made a determination as to which
claim data can be shared with an
organization’s safety office in order to assist
in fulfilling OSHA reporting requirements

e EDI/SAFER provides the data to safety in the
form of an OSHA 301 notice. This 301 notice
provides safety with the data they need to
start their reporting and investigations




cpms  Safety First Electronic Reporting
(SAFER)

e EDI/SAFER is not a replacement for any
existing safety applications or
requirements

o Unsanitized copies of CA-1s or CA-2s
are no longer to be given to the safety
office




cpims ENROLLING IN EDI

e Jo be given access to EDI you must:

— Serve as the Injury Compensation Program
Administrator (ICPA) for your agency

— Submit an access request for DIUCS / EDI
through your Liaison

— Have a DIUCS User ID and password
established




cpims EDI INFORMATION FLOW

e Employee reports the injury to his/her
supervisor

e Process is started by accessing the EDI
website

e Supervisor and employee complete the
electronic form, which is transmitted to the
ICPA. Supervisors do not need any special
access to file the claim electronically, only a
computer with internet access




cpims EDI INFORMATION FLOW

e ICPA receives an email notification of the
supervisor’s claim submission

o ICPA will receive, via email, a copy of the
OSHA 301 to forward to the appropriate
Safety Office if that Safety Office does not
have an established alias




cpims EDI INFORMATION FLOW

e ICPA accesses the EDI ap

plication using

their User ID and password

e ICPA “authenticates” the form (i.e.
verifies employment status, enters

appropriate codes, correc

'S any errors);

form is then transmitted to DOL




cpims EDI INFORMATION FLOW

e If there are no problems with the claim,
the ICPA will receive an email with the
case number within 2-3 business days

o If there are problems with the claim
then the ICPA will receive an email
notification of the claim rejection and
the reason for the rejection




—

L ’gj http: / fwww . cpms. osd. mil ICUC/ICUC _index.aspx

& l & DaD CPMS :: ICUC Homepage

ICUC
Division
Compensation Division

[ Enter Search

» About Injury
Compensation

» About Unemployment

Compensation

» Filing Claims
Electronically supervisor's
s

» DIUCS v.2.1 (password
required)

» DIUCS SSO (password required)
» DEFPAC (password required)
» FTP

» Iraq Provincial
Reconstruction Teams

Items of Interest
How Do I File an

The EDI application for Supervisors can be
[V accessed through the ICUC Web page.

The URL for the Web page is
http://www.cpms.osd.mil/ICUC/ICUC index.aspx

R€
In
Th
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r Electronically”

s
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= Select the link to the left titled “Filing Claims

DIocs users

DIUCS service will be interrupted on the
morning of Wednesday, May 30th, to
introduce improvements. The transition to
a new identity management function will
require users to change their passwords.
If you do not access the system and
change your password during the
transition period, you will need to reapply
for access. For details...

=More

DoD Pipeline Program - Creating
Opportunities for Recovering
Employees

»More

Modify ICUC System Access
Additional Resources

Civilian Personnel Manual (CPM)
Subchapter 810 Injury
Compensation

Civilian Personnel Manual (CPM)

[_—3 :f Trusted sites

* 100%



http://www.cpms.osd.mil/ICUC/ICUC_index.aspx

Cpims EDI FORMS

The EDI forms are patterned directly on the hard
copy forms CA-1 and CA-2. Therefore, the basic
instructions for completing the forms are the same
as with paper




After selecting the link on
the ICUC Web page, this

This DoD computer system including all relate screen will open. The user
network devices (specifically including internet ac will need to read and

U.S. Government use. DoD computer systems m lect OK i d t
including to ensure authorized use, for system m selec i order o

against unauthorized access, and to verify securif continue.

operational security. Monitoring includes active attacks by authorized DoD entities to
test or verify the security of this system. During monitoring, information may

examined, recorded, copied and used for authorized purposes. All information, including
personal information, placed on or sent over this system may be monitored. Use of this
DoD computer system, authorized or unauthorized, constitutes consent to monitoring.
Unauthorized use may subject you to criminal prosecution. Evidence of unauthorized use

collected during monitoring may be used administrative, criminal or other adverse action.

Cancel

EDIfzaFER %1.35 072606




Enter A New U.S. Department of Labor

Worker's Compensation Claim Form:

Claimant
Social Security MNumber (SSM):

Date of Birth (MDD Y.

Claim Farm Type

® CA-1 Federal Employee's Notice of Traumatic Injury and Claim far Con

T CAZ Motice of Occupational Disease and Claim for Compensation

Enter claim

When the initial claim
entry screen appears, the
employee’s SSN and DOB
will be entered and type
of claim form will be
selected.

Exzit

EDIYsaFER V1.35 0726106




! DIUCS w2.1 EDI =] E3

Whind o

Enter A New U.S. Department of Labor
Worker's Compensation Claim Form:

Clairmant

Social Security Nurmber (S5M): (111-11-1111

Date of Birth (kdkd D0 ™) D1,.I"0|1,."'195D

Claim Form Twpe
Once the employee’s

information is added,
select the Enter claim
button to begin entering
data.

® CA-1 Federal Employee's MNotice of Traumatic

T A2 Motice of Occupational Disease and Clai

_Fecord: 111

“wharning: Applet window

ation




! DIUCS v2.1 EDI _ 3] =]

no o

Emp. Data l Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 Sup Bptd  Safety Data Sup Signature
1. Mame of employee 2. Social Security Mumber
Last Mame: |SMITH First hame: [JOHMN
Middle Neme: | Suffic | (not entered) - | -1
3. Date of birth 4 Sex 5. Haorme FPhone . Grade as of date of injury
FbA-DD-4
01-01-1960 ®  hale " Female | . Lewvel: ‘WG‘IU Step: 05
7. Employee's hame mailing address 8. Dependents
Street Address: | ™ “Wife, Hushand
City: | ™ Children under 18 vears
State: ZIF Code: [ Cther

The form will now
open with the

Clairn infarmation employee,s
EDI claim numker: | Stetus: ’_ information popu Iated
Trading parner 10: |FEC_AED| Status time: ‘ into the appropriate

fields using data from
the personnel system. -

Wwarning: Applet \Window



: DIUCS v2.1 EDI [_T5[x]

Aol o

Emp. Data I Injury Emp. Signature Witness Sup Bpt1 Sup Bpt 2 Sup Bpt 3 Sup Bptd  SafetyData Sup Signature
1. Marne of employes 2. Social Security Numkber
Last Mame: |SMITH First Wame: |JOHN
tiddle Mame: | Suffix; ‘(nut entered) "| ‘111—11-1111
3. Date of birth 4. Z3ex 5. Home Fhaone k. Grade as of date of injury
FA-D D=

01-01-1960 ® Male © Female | | . Level WG10  Step: |05

7. Employee's home mailing address
Street Address: |

8. Dependents
[ Wife, Hushand

City: | [T Children under 18 vears

State: ZIF Code:

White fields are required to
be filled in.

Sl rforrton Yellow fields are optional
EDI claim number:| Statug;l_ and dO I'IOt have 'tO be filled
Trading pariner ID-|FE CAEDI Status fime: | n.

Gray fields are
informational and cannot @
[ — —— have data entered into -

them. '

Record: 11

Warning: Applet Window



: DIUCS v2.1 EDI HEEER

Emp. Data. l Injury Emp. Signature Withess Sup Rpt1 Sup RBpt 2 Sup Rpt 3 Sup Bptd  Safety Data Sup Signature

1. Mame of employee 2. Social Security MNumber
Last Mame: |SMITH First hame: [JOHMN
Middle Name: | Sufic | (not entered) - -1
3. Date of birth 4 Sex 5. Haorme FPhone . Grade as of date of injury
bbA-DD-4
01-01-1960 & Male © Female | |(123)455-7890) Level WG10  Step: 05
7. Employee's home mailing address 8. Dependents
Street Address: | ™ “Wife, Hushand
ity | ™ Children under 18 years
State: ZIP Code: ™ Cther

Some fields require the

Claim information data entered to be in a
EDIclaimnumber:| Status:’_ partiCUIar format- FOI’
Trading partner ID: [EECAED) ST example, phone numbers

should be entered without
using any () or -

 Record: 11

Warning: Applet \Window



! DIUCS v2.1 EDI _ 3] =]

Wind o

Emp. Data l Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 Sup Bptd  Safety Data Sup Signature
1. Mame of employee 2. Social Security Mumber
Last Mame: |SMITH _ First Name: JOHN
Middle Neme: | Suffic | (not entered) - | -1
3. Date of birth 4 Sex 5. Haorme FPhone . Grade as of date of injury
FbA-DD-4
01-01-1960 CRRYECR N R (123) 455-7890 Level WG10  Step: 05
I Employees home maiing address If data is entered into a field
Sireet Address: | N
oy | using the wrong format, the
Swe: [ ZPCode [ application will not let the user

move forward until the data is
correctly entered. A message
will be provided at the bottom
st [ of the screen to inform the user
as to what needs to be done to
fix the format problem.

Claim infarmation

EDI clairm number:|

Trading partner 1D |FECP\ED| Status time:

Wwarning: Applet \Window




! DIUCS v2.1 EDI _ 3] =]

Wind o

Emp. Data l Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3
1. Mame of employee

Last Marme; |SM|TH

Sup Bptd  Safety Data Sup Signature

2. Social Security Mumber

_ FirstName: JOHN

Middle Neme: | Suffic | (not entered) - | -1

3. Date of birth 4 Sex 5. Haorme FPhone . Grade as of date of injury
FbA-DD-4

01-01-1960 ® pale © Female |123456789

7. Employee's hame mailing address

Lewvel: ‘WG‘IU Step: |U5

8 Nenandant

Street Address: |123 MAIN STREET
City: |ANYTOWN

State: E ZIF Code:

A message will also be displayed
at the bottom of the screen when a
dropdown box is available for a
field. Fields with Zip Codes have
this function. To activate the box,
place the cursor in the field and

hold down the CTRL and L keys at
time: the same time.

Claim infarmation

EDI clairm number:|

Trading partner [0 |FECP\ED|

ist of Corresponding Zip Codes -

Wwarning: Applet \Window




+DIUCS +2.1 EDI [_ 5]

Window

' 27X | A
Emp. Data Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 Sup Bptd  Safety Data Sup Signature
1. Mame of employee =
LastMame: SMITH Firsthia A box w_lll appear_thal_t allows
kiddle MName: Suffic. | (not entered) the avallable e“trles n that
field to be searched
3. Date of birth 4 Sex 5. Haorme FPhone
FbA-DD-4
01-01-1960 ®  hale ¥ Step: 05
7. Employee's hame mailing address : pendents
SteetAddress: 123 MAIN STREET i FL% fe, Hushand
City:  ANYTOWN | STATE CITY ZIP CODE i ildren under 18 years
- FL FLEMING ISLAND 32006
State: |FL | ZIP Code: FL ORANGE PARK 32006 s
FL BOSTWICK 32007
FL BRANFORD 32008
FL BRYCEVILLE 32009
FL CALLAHAN 32011
Claim infarmatian FL DAY 32013
EDI claim number: FL LAKE CITY 32024
Trading partner |D: FECAEDI FL LAKE CITY 32025
FL FLORIDA DEPT OF CORR 32026 =
@/I O | QancelJ

Wwarning: Applet \Window



+DIUCS +2.1 EDI [_ 5]

Window

' 27X | A
Emp. Data Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 Sup Bptd  Safety Data Sup Signature
1. Mame of employee 2. Social Security Mumber
Last hame: SMITH First ame: JOHMN
RICIDNEmE Suffic  (not entered) - 1t
3. Date of birth 4 Sex 5. Home F - 1)
DDA Entering a state before the %
01-01-1960 ® hale Q2 LiE;T.ir'n;] of Zip Codes - (I.e. FL%) Will display all the

7. Employee's home mailing address Zip COdes for that State

streetAddress: 123 MAIN STREET FindIL
City:  ANYTOWN STATE CITY

State: FL ZIF Cade: FL ORANG ) o
L BoSTW Entering a State before the %

. BranF( and city after (l.e. FL%Miami)
T PR willl display all the Zip Codes

FL CALLAH

Clairm information FL DAY for that city
EDI claim numkber: FL LAKE Cl— .
Trading partner [0 FL LAKE CITY 32025
2 - FECAEDI FL FLORIDA DEPT OF CORR 32026 -

Eind O | QancelJ

Wwarning: Applet \Window



{DIUCS v2.1 EDI _ &) =]

Wind owe

Ermp. Data Injury [ Ermp. Signature Withess Sup Rpt1 Sup Rpt 2 Sup Rpt 3 Sup Rptd  Safety Data  Sup Signature
9. Flace where injury accurred (e.g. 2nd floor, Main Post Office Bldg.. 12th & Fine)
|MAIN OFFICE BUILDING, 1223445 WORK STREET, ANYTOWN FL

|FLEMING ISLAND FL
, - -
10. Date & time injury occurred 11. Date of this notice The employee S Informatlon
RARA DD HH:MAR (At rdhd-D D= wi II be entered into the
|U1 -20-2005 02:30 PM 01-20-2005

system. Pay particular

attention to fields that require
a date and time such as Block
10. If no time is entered in the

block, the time will default to

14, Mature of injury (Identify bath the injury and the pan of bady, e 1 2:00 am.
BROKEN NOSE, BRUISED RIBS|

13. Cause of injury (Describe what happened and why)
I WAS WALKING DOWN THE STAIRS AND | TRIPH

Mature of [njury

e

Anatomical location code
Fart of Body Side of Body

_Record: 11

Warning: Applet \Window



: DIUCS v2.1 EDI _ 5] %]

Wi o

Ermp. Data Injuny Ermp. Signature I Witness Sup Rpt1 Sup Bpt 2 Sup Rpt 3 Sup RBptd  Safety Data Sup Signature

15. | cerdity. under penalty of law, that the injury descibed abowve was sustained in performance of duty as an employee af the
United States Gowernment and that is was not caused by my willful misconduct, intent to injure myself or another person, nor by
ey intoxication. | hereby claim medical treatment, if needed. and the following, as checked below, while disabled for work:

______ bevond 45 days. If my claim is denied,lunderstan.dt_hatt The employee then eIeCts
ar annual leave, or be deemed an overpayment within thy whether 'tO use conti“uation of
Pay and enters the date that

T h. Bick and/or Annual Leawve

© ¢ Unknown the claim is being entered into
the EDI application.
| hereby authorize any physician or hospital (or any other perstrereorerrer—eorporor= o ger e e o ey o=

desired information to the LS. Department of Labor, Office of Workers' Cormpensation Pragrams (or to its offical representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

FARA-D D=
Signature of employee or person acting on his{her behalf Date 01-20-2005

Amy person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provieded by the FECA or who knowingly accepts compensation to which tat person is not entitled is subject to civil or administratrive
remedies as well as felony criminal prosecution and may. under appropriate criminal provisions, be punished by afine or imprisonrment ar baoth.

Have your supervisor complete the receipt attached to this form and return it to you for your records.

_Record: 11

Warming: Spplet \Window



i DIUCS 2.1 EDI _ 3] %]

Emp. Data Injuny Emp. Signature I Sup Rt 1 Sup Rpt 2 Sup Rpt 3 Sup Rptd  Safety Data  Sup Signature

16. Statement of witness (Describe what wou saw, heard, or know about this injuny

Enter a witness statement in this space. The witness will sign the
statement when the claim form is printed.

If there is no statement, leave this space blank.

If the statement will not fit into the space annotate “witness statement
forwarded under separate cover” in this space and fill out the witness
information. Send the separate signed witnhess statement to the ICPA.

Last Mame First Mame ticddle Name
MName of Withess: ‘
hbA-DI0- ™
Signature of witness: Date signed:
Street Address: ‘
City: \

State: ZIF Code:

_Record: 111

Wharning: Applet "Window



DIUCS v2.1 EDI

Iﬂll nid o

Emp. Data Injury Emp. Signature

17. Agency name and address of reporing office

Withess

Safety Data  Sup Signature
DWICP Agency Code l

Sup Rt 1 I Sup Rpt 2 Sup Rpt 3 Sup Rt 4

ACENCy name: |GUVERNMENT AGENCY

Enter the required

Street Address: |123 WORK STREET

information in the

Cit: |ANYTOWN

State: |FL ZIP Code: {32006

18. Employee's duty station

appropriate fields. Paying
attention to the format for
data entry. (No military

e

Street Address: |GDVEHNMENTAGENCY

Cit: |ANYTOWN

State: |FL ZIP Code: (32006

19. Employee's retirement coverage

T CESRS ® FERS ¢ OTHER

|dent|1y
20. Begular work hours

HH- b [AM] P w
Fram: (09:00 AM To (05:30 PM

22. Date of injury
FbA-DD=5"

23. Date notice recered
hbA-DI0-

/ time)
21 Regular work schedule
™ Sun. W bon B Tues. W Wed W Thurs l--‘_;“Frl ™ Sat

24. Date & time employee stopped waork
FARA-D D= HH: M [0 |Phd]

|U1 -20-2005 01-20-2005

_Record: 111

Wharhing: Applet Window




: DIUCS v2.1 EDI _ 5] %]

Window

[ Sup Rpt 3 Sup RBptd  Safety Data Sup Signature

Ermp. Data Injuny Ermp. Signature Witness Sup Rpt1

2h. Date pay stopped 26. Date 45 day period began 27, Date & time employvee returned to woark
FAbA-D D=5 FARA-DD- FAM-DD- " HH: b [AR[PRA]

|

28. Was employee injured in performance of duty?
® “rog T Mo (K "No", explain)

If the supervisor does not believe the employee was injured in
performance of duty, “no” should be checked and the facts that support
that position should be provided . Otherwise leave the box checked “yes.”

If the information will not fit into this box, annotate “additional information
forwarded under separate cover” and send the information to the ICPA to

forward to OWCP.

249.Was injury caused by emplayee's willful misconduct, intoxication, ar intent to injure self ar anather?

T Yes (f"ves" explain) & Mo
If the supervisor believes that willful misconduct was involved, “yes”
should be checked and the facts that support this position provided.
Otherwise leave the box checked “no”

If the information will not fit into this box annotate “additional information
forwarded under separate cover” and send the information to the ICPA to

forward to OWCP.

_Record: 11

Warming: Spplet \Window



i DIUCS 2.1 EDI _ 7] %]

Whinclow

Ernp. Data [njury Ernp. Signature Withess Sup Rpt 1 Sup Rpt 2 Sup Bt 3 I Sup Rpt4  Safety Data  Sup Signature
30.%Was injury caused 31. Name and address of third party (include city, state, and ZIF code) l
hay third party? Jrd pardy name: | H
Example of a third party
* Ves s s claims would be an
] - - - -
" Steet Address: | automobile accident in which
oy | the other driver was found to
State: ZIF Code: be at fault.
32. Neme and address of physician first providing medical care (Include city, state, and ZIF code)
Lot MName First Mame Middle Name Title
Street Address: |
e | If the individual was

State: ZIP Code:

i3

treated at an agency

11| facility the information in

______ Block 32 must be provided
------ (unique to EDI/SAFER)

33. First date medical care received

bdbd-DI D=y

Warhing: Applet Window
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Winc ow
%5 EDI_CAT

Emp. Data Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 . Sup Bpt4 l Safety Data  Sup Signature

35. Does vour knowledge of the fact about this injury agree with statements of the employves and/orwitness?
& “asg T Mo [ U"No", explain)

If, in the investigation of the claim, nothing contradicting the employee or
witness is uncovered, it would be appropriate to answer “yes”. The
supervisor does not have to witness the alleged incident to answer “yes”.

If an investigation has been started, but the results are not available at the
time of claim filing, then annotate “investigation in progress, results
forwarded under separate cover”. The ICPA should be provided with a copy
of the results to forward to OWCP

J6. If the emploving agency controverts continuation of pay, state the reason in detail,

37. Pay rate when employee stopped wark

Amaount: Fer. | <not entered> ~

_Record: 11

Wwarning: Applet \Window



+DIUCS +2.1 EDI [_ 5]

Window

Emp. Data Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 SupRptd  Su ppt-’-][ Safety Data  Sup Signature
35. Does vour knowledge of the fact about this injury agree with statements of the employves and/orwitness?
& “asg T Mo [ U"No", explain)
If the agency wishes to challenge the claim, then “no” must be
selected for this item and the reasons for the challenge entered
into this space. If the information will not fit, then annotate
“additional information will be forwarded under separate cover”
and forward the information to the ICPA

J6. If the emploving agency controverts continuation of pay, state the reason in detail,

37. Pay rate when employee stopped wark

Amaount: Fer. | <not entered> ~

1|

_Record: 141

Wwarning: Applet \Window



! DIUCS v2.1 EDI _ 3] =]

no o

Emp. Data Injury Emp. Signature Withess Sup Fpt1 Sup Bpt 2 Sup FBpt 3 “-;Sup Fpt4 l Safety Data  Sup Signature

35. Does vour knowledge of the fact about this injury agree with statements of the employves and/orwitness?

& “asg T Mo [ U"No", explain)

J6. If the emploving agency controverts continuation of pay, state the reason in detail,

Enter the reason for the controversion of COP in
this space.

37. Pay rate when employee stopped wark

Amaount: Fer. | <not entered> ~

Wwarning: Applet \Window



i DIUCS 2.1 EDI _ 3] %]

Emp. Data Injury Emp. Signature YWithess Sup Bpt Sup Bpt2 Sup Bpt 3 Sup Bptd  Safety Datal Sup Signature

Work Environment Exceptions

| Check all that apply for the
Employees was member of general public rather - - -
Injury resulted from non-wark related event or exp SectIOI‘IS on thIS tab- ThIS
e e information will be used to
Inj:umresultedfmm personal gru.:ucuming,.selfmedi generate the OSHA 301 notice
Injury resulted from a motor wehicle accident oco used for Safety notification
(Unique to EDI/SAFER) and will

Privacy Case Status: | A |NDtA Privag nOt be sent to owcpl

LI I (T (T (T 1T |

Injury is the commaon cold or flu.

General Recording Criteria Freliminary OSHA Recordability
[~ | Employee is deceased as a result of the incident. |29 CFR 1960: | RECORDABLE
[ | Employee suffered days away from work as a result of the incident. -

= _ - |OSHA 200 Log Coding: | B
l_ Employee's wark activity was restricted as a result of the incident.
I | Employes was treated in an emergancy room as a result of the incident.
[T | Employee was hospitalized owernight as an in-patient.

: — 29 CFR 1904: RECORDABLE
[ | Employee lostconsciousness as a result of the incident.
r Employee was transferred to another job as a result of the incident. |DSHA 300 Log Coding: J1

Injury Classification: | A |Iniur}r ‘ As Of: 01-20-2005 02:53:38 P

Record: 11

Wharhing: Applet Window



& piucs v2.1 EDI =]

oo ORACLE
75 o x|=

Emp. Data Injury Emp. Signature Withess Sup Rpt 1 Sup Rpt 2 Sup Rpt 3 Sup Rpt 4 Safety Data  Sup Signature

Work Environment Exceptions

- creeieei Using CTRL+L when the cursor is
0 muy resuted] PlAaced in the Privacy Case Status
- et fiald will display the listing of values
njury resulted .
L Tnury resulted. fOr that field.
L] Injury is the cermrrerm oo
Privacy Case Status: E Mot A Privacy Case
General Recording | Choose : v Case Code ol el el el el e e T S L e T e L T e e

Injury Classificatio Fersonal Reguest
Sexual Assault

Tuberculosis

[1 | Employee is der
O Employee sufergggel® ...
-  Employes’s wor Privacy Case Description  Code
L1 | Employee was t || s
T [Emploves was F HI Infection
] E Hepatitis
] m - Mental liness
G Meedlestick
A Mot A Privacy Case
H
B
F




: DIUCS v2.1 EDI M= E

LRy mp. signature Withess up Hp up Hp [Tl =1 Tl =Tt ale aia un ~innaflire i
38. A supervisorwho knowingly cerifies to any false statement, misrepresentation, c If an O“-Site
may also bhe subject to appropriate felany criminal prosecutian.

| certify that the infarmation given abowve and that furnished by the employves on i InveStlgatlon was

knowledge with the following exception:

YOU CAN ADD ANY ADDITIONAL INFORMATION IN THIS BL performed the“ a rOOt
cause will have to be
entered.

“Was an on-site investigation conducted?
What was the
T Yes & [o root cause of |
this injury?
Last Mame First Mame Middle Mame
MName of Supervisor. (SUPERVISOR . |JOE
FAR-DD-75 Y

Signature of supervisor: Date signed: [01-20-2005
Supervisor's Title Supervisor's Email Address: Supervisor's Office phone number
SUPERVISOR jsupv@govt.mil 11234567890

34. Filing Instructions

- , -
" Mo losttime and no medical expense: Flace this form in employes's me\cal | The superVIsor S emall
® Mo losttime. medical expenses incurred or expected: forward this form to O address Should be entered in
" Losttime covered by lesve, BAOP, ar COP: famward this form to OW/CP this field.
-

First Aid Injury ‘

Subarnit Cledrm

‘Wwarning: Applet Window
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“Window

38. A supervisor who knowingly cerdifies to any false staternent, misrepresentation, concealment of fact, etc. in respect of this claim
may also be subject to appropriate felany criminal prosecution.

| certify that the infarmation given abowve and that furnished by the employee an the reverse of this form is true to the best of my
knowledge with the following exception:

YOU CAN ADD ANY ADDITIONAL INFORMATION IN THIS BLOCK

“Was an on-site investigation conducted?

"What was the
1 Yas & Mo root cause of
this injury?
Last MWame First Name Middle Mame
MName of Supervisor: | SUPERVISOR _JOE
FAhA-DI0= "
Signature of supervisor: Date signed: |01-20-2005
Supepicore Titla Supervisor's Email Address: Supervisor's Office phone number
SUR Verify the email jsupvi@govt.mil 1234567890
34
.| address
5 Flease re-type wour email address here,
® Mo losttime. medical expenses incurred or expected: forward th betore you can continue, then press Ok.

1 Losttime covered by leawe, WOPR, or COR: foreard this farm to jsupv@govt.mil

0 First Aid Injuny
OK

_Record: 11
Wwarning: Applet Window
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38. A supervisorwho knowingly cerifies to any false statement, misrepresentation, cancealment of fact. etc. in respect of this claim
may also bhe subject to appropriate felany criminal prosecutian.

| certify that the infarmation given abowve and that furnished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

YOU CAN ADD ANY ADDITIONAL INFORMATION IN THIS BLOCK

“Was an on-site investigation conducted?

YWhat was the
T Yes & o rootcause of |

Select the appropriate

Last Mame f-l- - t t- Hdle Marme
Mame of Superdsor. |[SUPERVISOR I I“g I“s ruc Ions'
ARA-DD-v
Signature of supervisor: P Date signed: [01-20-2005
Superdsor's Title / Supervisor's Email Address: Supervisor's Office phone number
SUPERVYISOR |j5upv@guvt.mil 1234567890

34. Filing Instructions
T Mo losttime and g medical expense: Flace this form in employee's medical folder (SF-66-01)
Zmedical expenses incurred or expected: forward this form to OWCP
T Losttime covered by leave, BWOP, or COF: forward this farm to OWCE

T First Aid Injury

Subarnit Cledrm

‘Wwarning: Applet Window
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Iﬂll nid o

mp. Llata LRy mp. Signature WINESS up Hp up Hp up Hp up Hpt 4 atety Liata Sup signature

38. A supervisar who knowingly cerifies to any false statement, misrepresentation, concealment of fact, etc., in respect of this claim
may also be subjectto appropriate felony criminal prosecution.

| certify that the information given abowe and that furnished by the employees an the reverse of this form is true to the best of my
knowledge with the following exceptian:

YOU CAN ADD ANY ADDITIONAL INFORMATION IN THIS BLOCK

‘Was an on-site investigation conducted?

What was the
~ Yas & Mo root cause of |
this injuny?
Last Mame First Marme Middle MName
Mame of Superdsor. |SUPERYISOR . |JOE
bARA-DID-" ™

Signature of supervisor:

Superdsar's Title

Supervisor's Email Address:

Date signed: [01-20-2005

Superdsor's Office phone number

SUPERVISOR

34. Filing Instructions
Mo losttime and no medical expense: FI

® Mo losttime, medical expenses incurr

" Losttime covered by leave, WO or C

|j5upv@guvt.mil

Select the View
Claim button

T FirstAid Injury

1234567890

Sunnit Cleim

_Record: 11

Warning: Applet Window
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Windows

Emp. Data Injury Emp. Signature YWWithess Sup Rpt 1 Sup Rpt 2 Sup Rpt 3 Sup Rpt 4 Safety Data Sup Signature

38, A supervisor whao knowingly cerifies to any false statement, misrepresentation, concealment of fact, ete. | in respect of this claim
may also be subject to appropriate felony criminal prosecution.

| cerify that the infarmation given abowe and that furnished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

WWas an on-site investigation conducted?
What was the

2 Yes
Once the View Claim
I st button is selected, a dialog Middlle Name

Hame of Supenisor. SUl hox will open providing two

t- MR-DD- Y
Signature of supervisor: op ions. Date signed:  04-13-2006
Superisor's Title Supemisors Email Address: Superisor's Office phone number
SLPEE =R =Nl NrEA=Tal =Tl st M alal; 1234567890
S e A el i

SF-66-D)

What would you like to do?

View Claim for Printing and Submit to ICPA |

View Draft Copy of Claim to Yerify Data |

ORACL

e 27X
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Window
75

Emp. Data Injury Emp. Signature YWWithess Sup Rpt 1 Sup Rpt 2 Sup Rpt 3 Sup Rptd4 Safety Data

| The View Claim for Printing and Submit to ICPA |"
option allows the claim to be viewed and frmy
printed as a .pdf file and then sent to the ICPA
without any further action by the user.

The View Draft Copy of Claim to Verify Data
I option allows the claim to be viewed and

]

| printed as a .pdf file but the user must then i
select the Submit Claim button to send the
1 claim to the ICPA. bd:

I =R =R ST S e 1234567220

¥ Required Submission £ Al X

Sup Signature

MR-DD- Y
04-13-2006

Office phone number

SF-66-D)

What would you like to do?

View Claim for Printing and Submit to ICPA |

View Draft Copy of Claim to Yerify Data

_Record: 111




Acrobat Reader - [rwservlet[2]. pdf] _ (O] %]

'@Eile Edit Document Toaol: Wiew ‘wWindow Help

>BE®- %8 E
AlNRZY
4 4 b H|

ES

T~

Q7% - @ OO0OE| -

Review the claim. If the
information is correct, select
the print icon and print the
claim. The employee,
supervisor, and witness
should then sign their

2| x|

Federal Employes's Notice of i i i
Employ | portion. The signed copy is
| @ Traum atic Injury and Claim for
| & Continuation PayiC ti
H m QRTNUatan Fayil.0mpensatian
= Em ployee: Please complete all boxes 1- 15 below . Do not complets shaded ar fo rwa rded to the ICPA for
H Witness: Complete bottom section 16, =
g Em ploving Agency (Supervisor or Compensation Specialisti: Complete s hade record rete“tlonl
| = 1. Name of Employes  [Lasi, Frsi Mddl: Subinc 2. Bocial Security Number
" EMTH JOHN 1N
E 3. Date of Birth i, Sex S.Home Telephone G. Grade as of date of injury
= o M9ED MALE 1234567 89 Lewel WE1D Step 06
g T Employee’s home mailing address{include city state, and ZIP code) 8. De pendents
H — 123 MIN STREET [ wife Husband
Children under 18 year
SR TOMM FL X6 Cther

8. Place where injury ocourredie.q. 2nd floor, Bain Post Office Bldg. 12th & Pine)
AN OFFICE BULDIMG, 1223445 WORK STREET, MY TOWN FL
FLEMNG EBLAND FL

11. Dot of thiz notice

D AN200E

10, Dt injury occurred

150006 0230 P

12, Employee’s job title
TIL CLERE

13, Cause of injury Des cribe w hat happened and whyj
1WA WALKMG DOWN THE STAIRS AND | TRFFED AMD FELL

M4 AT 1nfR ¥ M INx1lin 08 8 4
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Wind o

mp. Liata njLry mpE. signaure WYINESS up Hp up Hp up Fp up Fpt 4 atety Lata Lp Signature =]

38. A supervisor who knowingly cerifies to any false statement, misrepresentation, concealment of fact, etc. in respect of this claim
may also be subject to appropriate felony criminal prosecutian.

| cedify that the information given abowve and that furnished by the employee on the reverse of this farm is true to the best of my
knowledge with the following exceptian:

YOU CAN ADD ANY ADDITIONAL INFORMATION IN THIS BLOCK

YWWas an on-site investigation conducted?
Yhat was the
T Yes & Mo root cause of |
this injun?

| If the View Draft Copy of Claim fo

= PR Verify Data option was selected, the
Signature of supervisor: | Submit CIaim button must be selected
Supervisar's Title

SUPERVISOR on order to transmit the claim to the
34. Filing Instructions ICPA-

Mo losttime and no medical expense: Flace this form m employes's medical iolger (s F-B6-1)
® Mo losttime, medical expenses incurred or expectad: forward this form to CP

T Losttime covered by leave, LWOF. or COF: forward this form to O

T First Aid Injury

0400 Tr: on complete:

11 Tl
Wwarning: Applet \Window



CPITIS  gMMARY OF SUPERVISOR ACTIONS

e Supervisor accesses the EDI application through the “Filing
Claims Electronically” link on the ICUC Web page.

e Supervisor enters the SSN and Date of Birth of the employee
and selects whether a CA-1 or CA-2 will be filed

e Employee information is entered onto the form
e Witness information is entered (if applicable)

e Supervisor enters required information in Supv portion of the
form

e The form is printed. The employee, witness and supervisor sign
their respective sections.

e "Submit Claim” button is selected and claim is sent electronically
to the ICPA.

Signed claim form is sent to the ICPA to be retained in the file

www.cpms,osd.mi



