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

Notice of Recurrence

Form CA-2a, Page 1

When to Use

Form CA-2a, Page 2

Form CA-2a, Page 3

Form CA-2a, Page 4

Form CA-2a, Page 5

Form CA-2a Notice of Recurrence

Sometimes Form CA-2a can be difficult to get accepted.
If still working, it is may easier to file a new claim with a Form CA-2.
Anew claim date will usually result in a higher pay and/orimpairment rate.

When to use a Form CA-2a

If your injury claim is closed, then worsens and you need treat-
ment. Claims are automatically closed if OWCP does not re-
ceive physician correspondence every 180 days. Claims can
be reopened if there is a physician’s medical rationale.

If, after retiring, you have consequential injuries or conditions. If
your accepted condition causes consequential injury use Form CA-
2a. Examples: Bad knees and limp causing back injuries. Carpal
tunnel surgery causing ligament tightening the elbow causing
Cubital tunnel syndrome of the ulnar nerve. If still working it is
usually best to file and new claim with Form CA-2.

You are again losing wages or you are off work due to your injury.
You will need to attach a Form CA-2a to a Form CA-7.
Make sure you place a checkmark in Box C of Section 2 on
Form CA-7, labeled “Other wage loss”.

Federal Employing Agency Report
This page is to be filled out by your supervisor.

Form CA-2a Employee’s Work History Since Date of Injury
This is to be filled out only if you did not work for the Fed-
eral Government at the time of the recurrence.

Instructions
This is the instructions for completing Form CA-2a Notice of
Recurrence.

Accommodation Statement

This describes your right to receive assistance from OWCP
with regards to the claims process if your disability hinders
your capability to file your claims forms etcetera.
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INSTRUCTIONS FOR COMPLETING FORM CA-2a
NOI1ICE OF RECURRENCE
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INSTRUCTIONS FOR EMPLOYING AGENCY
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DO NOT SEND THE COMPLETED FORM TO THE OFFICE SHOWN ABOVE.



