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Federal Workers’ Compensation: Filling Out the Forms (CA-2)

Questions 1-8 General Data
General information such as name, address and date of birth.

Question 9 Employee Occupation
Attach a list of your employment and work activities that

contributed to your conditions.

Question 11 Date of Awareness
The date you began to hurt or have problems.

Question 12 Date You First Realized the Disease or lliness was
Caused or Aggravated by Your Employment

This date is important because it sets your pay rate if off work
and the rate of impairment compensation. Since OWCP
requires a physician’s well-reasoned medical rationale as to
how and why employment factors caused, aggravated or
contributed to an employee’s condition, the Date You Realized
can be the date a physician told you that your condition was
related to your employment.

Question 13 Explain the relationship to Your Eployment, and Why you
Came to this Realization

The best method is to attach a physician’s medical report with their
well-reasoned medical rationale. In #14, write “See attached D.
Marcus Welby, 10/1/2013 medical report”. If the medical records
are not attached with your Form CA-2, the Claims Examiner will not
have enough information to accept the claim.

Question 14 Nature of Disease or lliness
The best method is to attach a physician’s medical report with

their well-reasoned medical rationale. In #14, write “See
attached D. Marcus Welby, 10/1/2013 medical report”.

Question 15 If Notice Was Filed More than 30 Days from Date Realized
Supply your reasons such as, “| was not able to obtain my

medical records until the day | filed my Form CA-2".
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Federal Workers’ Compensation: Filling Out the Forms (CA-2)

Questions 16 Employee Statement & Medical Report Regarding Em-
ployment Factors Causing Your Condition

See last page for Instructions for Completing Form CA-2 for
what is needed in your Employee Statement. You must submit
a physician’s opinion as to whether the disease or illness was
caused or aggravated by the employment.

Question 17 Medical Records
Form CA-2 requires medical records and must have a

physician’s opinion as to whether the disease or illness was
caused or aggravated by the employment.

Form CA-2, Page 2 | Supervisor's Report
This page is to be filled out by your supervisor.

Form CA-2, Page 3| Receipt of Notice Injury

Make a copy of your form CA-2, witness statements and medi-
cal records. Give the original form CA-2 and records to your
supervisor.

Have your supervisor sign your copy.

Your supervisor is required to send your form CA-2, witness
statements and medical records to OWCP within 10 days. If
your supervisor delays, then you send your form CA-2 and
records directly to OWCP. If you are no longer working for the
employer where you were injured then you send Form CA-2
directly to OWCP.

Form CA-2, Page 4 | Instructions
This is the instructions for filling out Form CA-2.
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