NAF WORKERS’ COMPENSATION EMPLOYER CHECKLIST

WHAT TO DO WHEN YOUR EMPLOYEE IS INJURED AT WORK

EMPLOYEE NAME: DATE OF INJURY:

FOR ALL EMPLOYEE INJURIES/INCIDENTS:

___15-202: Always complete when an employee notifies you of an injury, including when no medical
attention is sought by the employee. Forward to NAF Human Resources Office immediately after
completion. This form should be received no later than 10 days from the date the employer is aware of
the injury. Failure to send this form to the Department of Labor within 10 days can subject your
installation to an $11,000 penalty.

____ FREQUENTLY ASKED QUESTIONS BROCHURE: Give this informational brochure to the injured
employee.

EVIPLOYEE INJURIES REQUIRING MEDICAL ATTENTION:

___1S-1: Complete and give this form to the employee authorizing initial medical treatment. ONLY give
to the employee if you have received the medical provider information from the employee.

___15-204: If you have not received medical provider information from the employee (i.e., they are not
sure which doctor they are going to go to), provide this form to the employee to have their physician
complete.

___Medical Release Form: Employees who seek medical care must complete this form authorizing CCS!
to obtain the medical documentation to adjudicate the claim. No payments will be made without
medical documentation to substantiate time loss from work and/or medical treatment.

____ Choice of Doctor Statement: Employees that seek medical care after the initial medical examination
{usually an emergency visit) must complete this form. It will notify CCSI who they choose as their
treating physician. They are only allowed one choice of treating physician.

___ MTF information: Provide these memorandums to the employee in the event they are treating with
an MTF. They may present these to the MTF to avoid being charged by the MTF for treatment of their
workers’ compensation injury.

___myMatrixx Flyer: Give to employees for immediate access to prescription benefits with no out-of-
pocket expense.



EMPLOYEE INJURIES WITH LOST TIME:

___Light Duty Advisory: Indicate whether or not Light Duty is available and forward to CPAC/NAF HRO.

____Leave Option Form: Employees accruing leave must sign and submit. LWOP is mandatory until this
form is signed by an employee and submitted to CCSI.

___1S-210: (1) Complete this form every pay period the employee remains off work; and (2) upon
return to work. All lost time is reported to CCSI with L5-210. NOTE: The date of injury is Administrative
Leave.

___ Follow Up with Employee: The supervisor is responsible for communicating with the employee
regarding their work status. Supervisors will require the employee to provide medical documentation of
work restrictions (total or light duty status) to cover all periods of absence.

____Extra information: CCSI and Department of Labor contact lists



Employer's First Report of Injury
or Occg&:ational lliness

U.S. Department of Labor

(See instruclions on reve{se) Office of Workers' Compensation F'l'ograms _________ i
OMB No. 1240-0003
1. OWCP No. 2. Carrier's No. 3. Date and Time of Accident
(mmdddiyyyy) | (hhimm am/pm)
3 DIGIT SNN HERE
4. Name of injured/deceased employee (Fype or print - first, M.L, last) 5. Employee's address (No., street, city, state, ZIP, country)
First Mame Ml Last Name _ Telaphone Streat:
Clty: St: Zip: Ctry:
6. Injury is reporied under the following 7. Indicate where injury occurred 8. Sex 9. Date of birth
Act (Mark one) {Longshore Act only) {Mark one) {mr/ddfyyyy)
A Longshore and Harbor Workers' Aboard vessel ar over navi- E M D F
Compensation Act AT gable waters 10. Social security no. (Required by law)
N i -
o v Nomaproprod Fundinsin: | o = pigypar REQUIRED
c Quter Continentat Shelf Lands ¢ [ Drydock 11. Did injury cause death?
Ac ) . [ No [ Yes-Ifyes, skipto 16
D [ Marine terminal
Defense Base Act - o 12. Did injury cause loss of time beyond [ ves
D 1. Contracting Agency E [ Building way day or shift of accident? N
0
F g - . .
I Marine railway 13. Date and hour employee Date Time
2. Contract Number G |_ Other adjoining area first lost time {mmfdd/yyyy? _ (bh:mm am/pm)
: because of injury
14. Did employee stop work Yes | 15. Date & hour emplreturned 1o work  [16. Was employee doing usual work when
immediately? B ?mnvﬁ'J)mﬁ {hﬁ:mm am?pn% injured/killed? (if ne, explain in ttem 26) [ ves
[ No ito
17. Did injury/death accur on ] Yes 18. Dept. in which employee normally works{ed) 19. Occupation
employers premises? -
[[] No

20. Date and hour pay stopped
oidayy) | (e

{hh:mm am/pm) {Mark (X} days}

7. VWnich days usually workead per
M

Week?
T W

T F S
o e eI

(m

22. Dat\?m %m Ioyer or foreman first knew of accident.

; (hh:mm amipm)

23. Wages or eamings {include
overtime, allowances, etc.}

a. Hourly

b. Caily
¢. Weekly

d. Yearly

24. Exact place where accident occurred
on reverse}, This item should specily
was in martime employment and occurred in area
adjoining navigable waters.

gSee instructions
rea If accident

25, How was knowledge of acaigent of
occupational illness gained?

26. Describe [n full how the accldent occurred

Relate the events which resulted in the injury or occupational disease, Tell what the

injured was doing at the time of the accident. Tell what happened and how it happened. Name any objects or substances involved and tell
how they were involved. Give full details on all factors which led or contributed to the accident.)

Employee states...

27. Nature of Injury (Name part of body affected - fractured left leg, bruised right thumb, etc.) If there was amputation of a member of the body, describe.

28a. Has medical attention 28h. .5-1 issued? 29, Enter date of | 30. Was first treating 31, Has insurance

been authorized? L. Yes a'-“t"'O"'Z&"C""- physician chosen [ Yes carrier been [ ves
[ No Yes [ Nol by employee? || No notified? [ o

» Name of: Address - Enter nhumber, street, city, state, zip code -

32. Physician

33. Hospital

34. Insurance | ACIF ¢/o CCSI PO BOX 541328 DALLAS, TX 753564

—-Carrer

35. Employer

36. Employer's
Business

37. Signature of person authorized to sign for employer

Phone number

38. Official title. and phene number of person signing this report

Name of person signing this report

39, Date of this report
{mmiddsyyyy)

Form L8-202
Rev. Oct. 2010
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Request for Examination and/or U.S. Department of Laber
Treatment 5 ; Office of Workers' Compensatlon Programs

Part A - Autherization

Instructions to Employer. This paPe of the form mfégg i em Ieied jntgull. and | 1. This Authorjzation is for examination

authorizes a physician’of the employee's choice m below !
examirne and orytreat an employe ,c’c’uvere [') the Fedearal Workers (a:gcr!{g;;r::t?:: ‘A‘c‘{':,ﬁ’:{kg“de;‘gﬂ,ﬁ?“

Compensation Act marked in the box at right, far accidental injury, illness or
disease arising out of and in the course of employment.

. L. . A [ 1 Longshore and Harbor
Mark either box A or B in item 7. The original and at least two copies of this form ' Workers' Compansation Act
are to be given to the Rhysncnan. The physician is fo complete the medical report
and the initial bill on thereverse, sending within ten days the original of the B [} Defense Base Act
report to the District Director and copies fo the insurancé com: am[ or employer

named in item 13. Subsequent and regular follow-up reports should be
submitted by the Iéysmlan on Form L5-204 andfor in narrative reports,
whenever requested,

¢ M Nonappropriated Fund
Instrumentzlities Act

o) [—| QOuter Continental Shelf
Lands Act

An employee may not select a physician who is currentk not authorized by the
Department of Labor to provide medical care under the Act,

2. Name and address of physician or medical facility authorized to provide medical service
* (The term "physician™ includes doctors of medicine (WMD), surgeons, podiatrists, dentists, clinical psychologists, optometrists, osleopathic
practitioners, and chiropractors. Payment for chiropractic services is limited to charges for physical examinations, related [aboratory tests, x-rays to
diagnose a subluxation of the spine, and treatment cansisting of manipulation of the spine to correct a subluxation demonstrated by x-ray. See 20

CFR702.404)  ngme: FILL QUT COMPLETELY- DO NOT LEAVE BLANK, IF YOU DO NOT HAVE THIS

line1: (NFORMATION USE L.S-204 city:
line2: st:
3. Employee's Name 4. Date of Injury (mm/ddiyyyy} 5. Occupation

8. How accident or lliness occurred

7. You are authorized to provide medical services to the employee as follows:

A It vou believe the condition is related to the iniury. or the employee's occupation, fumnish office and/ot hospital treatment as
"~ necessary for the effects of this injury.

8 [ Ifyouare in doubt as to whether the condition(s) found on examination is related to the injury, you are authorized to examine
the employes, using indicated non-surgical diagnostic studies, and sheutd promptly advise those listed in item 13 whether you
believe the disability is due to the alleged Injury. Pending further advice you may provide necessary conservative treatment.

You are requested to submit a writtan report of first treatment within 10 days to the District Director at the Office
named in item 12 below (See back of this form for Instructions as to medical report and the submission of your charges).

8. Signature and title of authorizing official {Sign all coples) 9. Name and address of employer
name:
linet: city:
line2: st
10, Telephone (Area code and local number) 11. Date authorized {(mmiddfyyyy)
12. Send one copy of your report to: 13. Name and address of insurance carrier or self-insured
employer to whom bill and copy of report are to be sent
U.8. Department of Labor name:
Office of Workers' Compensation Programs linet: city:
line2; st:

Public Burden Statemant

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless such collection displays a
valid OMB control number. Public reporting burden for this collection of information is estimated to average 65 minutes per response, including time for
reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Use of this form is optional, however fumishing the information is required in order to obtain and/or retain benefits (20CFR 702.419). Send
comments regarding the burden estimate or any other aspect of this collection of information, including suggestions fer reducing this burden, to the U.5.
Depariment of Labor, 200 Constitution Avenue, N.W., Room C-4315, Washingten, D.C. 20210, and reference the OMB Control Number.

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE

Form LS-1
Rev. October 2010



Part B - Atfending Physician's Report of Injury and Treatment

Instructions To Physiclan: This initial report should be completed and submitted within 10 days. Mail the original to the

District Director {See Item 12 for address), and a copy to the company listed In Ifem 13. Subsequent reports should be made
regularly on form LS-204 and/or In narrative form while the employee is In your care. Please read item 7 on the front of this form.
Your Social Security Number is voluntary and is used for identification purposes only.

14. What history of injury or disease did employee give you?

15. Is there any history or evidence of pre-existing injury, disease, or physical Impairment?
™ No [ Yes-Please describe

16. What are your findings (include results of x-rays, laboratory tests, etc.)? 17. What is your diagnosis?

18. Do you believe the condition found was caused or aggravated by the employment activity described? (Please explain your
answer if there is doubt.}

[ Yes [ No
19a. Did injury require hospitalization? [T} No [T} Yes - Complete b cd 20. Is additional hospitalization required?
b. Name of hospital _
c. Date admitted (mm/ddfyyyy} [MYes [ . No
d. Date discharged
21. Surgery {If any, describe type) 22, Date surgery performed (mm/dd/yyyy)

23, What type of treatment did you provide other than hospitalization or surgery?|24. What permanent effects of the injury, if any,
do you anticipate?

25. Date of first examination 26. Date(s) of treatment {mm/ddiyyyy) |27. Date of discharge from treatment
{mmiddlyyyy) (mm/dd/yyyy)
28. Perlod of disability (if termination date unknown - so indicate) 29, Date employee able to resume work
Total disability; Frem To To light work
Partial disability: From To To regular work

30. If employee Is able to resume work, has he/she been advised? [1No [ Yes- Fumish date advised (mm/ddiyyyy)

31. If employee is able fo resume only light work, indicate physical limitations and the type of work which can reasonably be
performed with these limitations.

32. Remarks and recommendation for future care, if indicated.

33. Do you specialize? [ No [_] Yes - State specialty

34. Slgnature and typed name of physician 35, Addrass and phone number 36. Physician’s Faderal Tax ID number

37. Date of this report (mm/dd/yyyy}

38. Madical bill (Charges for your services may he prasented In the space batow or on your bllihead stationery.)

" . Qty. nit price
Date or period Services and supplies must be itemized o Unit p

Amount
of treatment or No. Cost Per

Total




Attending Physician’s Supplementary Report

(Longshere and Harbor Workers' Compensation Act,
As Extended)

U.S. Department of Lahor

Office of Workers' Compensation Programs

www.dol.gov/owcpfdihwcfindex.htm

INSTRUCTIONS: Use this form to make progress reports and to make a final report when the patient is dischargad.
Progress reports shoutd be submitted about every thirty days, the original to the District Director (See item 19. on page
2y and one copy to the insurance carrier or self-insured employer. Please answer all questions fully. If a question is not
applicable, enter "NA". The exact point of amputation or other permanent partial impairment must be known to
determine compensation the injured is entitled to recaive, If preferred, physician may submit a narative report covering
all information requested on this form. Use "Remark” on page 2 of form if more space is neaded for any answer.

CME No. 121501160

FOR OFFICE USE

OWCP Mo,

Carrier's Ne.

1. Type of Report (Mark X one)
{1 Progress

[ Finat

2. Date of Injury (mm/ddfyyyy)

3. Name of Injured employee

4. Employee's home address

5. Name of employer

6. Name of insurance carrier

ACIF ¢fo CCSI

74, Have you filed a previous report giving history?

[] Yes- skip to ltem 8

[] No-Answer 7band 7c

7b. State how many injuries cecurred and give source of
information. {If claim is for occupational disease, include
occupational history and date of onset of related
symptoms)

7¢. Was employee previously under the care of another physician for this injury?

] Mo

[} Yes- Give Physician's name and

address and reason for transfer

8. Is there any history or evidence of pre-existing injury, disease or physical impairment?

9a. Present condition (include diagnosis, subjective
complaints, objective findings, and any changes of
condition since last report.)

ob. If employee was hospitalized since last report, indicate and give name and address

of hospital.

10a. Describe treatment provided

10b, Date cf first ireatment

10c. Date of most recent treatment

[ No

10e. Are you continuing freatment?

[ ne [ Yes

duration

10f. If treatment is continuing, estimate probable

10d. Has treatment been terminated?
[T Yes- Indicate reason

This report is authorized by 33 U.S.C. 907(b). While you are not required to respond on this form, your cooperation is needed to insure that the
injured's workers' compensation case is properly processed by the 1.S. Department of Labor. This form is used to request medical information which
will be used to determine an injured worker's entittement to compensation and medical benefits.

Form LS-204
Rev. April 2008



11. Will the injury result in permanent restriction, totat or partial loss of function or a part or member, or permanent disfigurement of the head, face, or
neck, or some other part of the body which will handicap the employee in securing or maintaining employment?

[ Ne [ Yes-Describe
12. Is employee working? 13. When do you estimate employee can
a. Resume limited work of any kind? b. Resume regular work?
[JYes [ Ne Date {mm/iddiyyyy) Date (mm/ddiyyyy)

14. If employee is unable to do histher regular work, but can do limited work, specify work limitations due to this injury.

15. In your opinion, was the occurrence described above (or in the previous report which gave this information) the competent producing cause of the
injury and disability?

[ Yes I Ne
18. Is rehabilitation treatmant or service or evaluation 17. if rehabilitation treatment or services or evaluation is recommended, has referral
recommended? 7] Yes-Explain  [_] No-Explain | been made? [ Yes-Towhom? [T] No- Explain
18. Ramarks 19. Send the original of your repert to:
Office of the District Director
U.5. Department of Labor
Office of Workers' Compensation Programs
20. Name of attending physician {Type or Print) 21. Signature of physician
22, Address 23, Telephone No. (Area Code) 24. Date of Report

PRIVACY ACT STATEMENT

The Privacy Act of 1974, as amended (5 U.8.C. 552a) section 901 of Title 33 to the US Code and 33 U.5.C. 907 (b) authorize collection of this
informatien. The purpose of this information is to determine an injured worker's entittement to compensation and medical bengfits under the
Longshare and Harbor Workers' Compensation Act {(LHWCA). Completion of this form is not mandatory; however, failure to provide the information
may result in the loss of compensation benefits. Additional disclosures of this information may be to: (1) the employer which empioyed the claimant at
the time of injury, or to the insurance carrier or other entity which secured the employer's compensation liability. (2) physicians and other medical
service providers far use in providing treatment or medical/vocational rehabilitation, making evaluations and for other purposes relating to the medical
management of the claim. {3) the Depastment of Labor's Office of Administrative Law Judges (OALJ), or other person, board or crganization, which is
authorized or required to render decisions with respect to the claim or other matter arising In connection with the claim. (4) Federal, state and local
agendies for law enforcement purposes, to obtain information relevant ta a decision under the LHWCA to determine whether benefits are being and
have been paid properly, and whare appropriate, to pursue salaryfadministrative offset and debt collection actions required or permitted by law. (5)
Failure to disclose all requested information may delay the processing of the claim, the payment of benefits, or may result in an unfavorable decision
or reduced level of benefits.

Public Burden Statement

According to the Paperwork Reduction Act of 1995, no persons ara required to respond te a callection of information untess such collection displays a
valid OMB control number, Public reporting burden for this collection of information is estimated to average 30 minutes per respense, inchwding time
for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
infarmation. Use of this form is optional, however furnishing the information is required in order to cbtain andfor retain benefits, (33 U.5.C. 907 6).
Send comments regarding this burden estimate or any aspect of this colaction of information, including suggestions for reducing this burden, to the L.
S. Department of Labor, 200 Constitution Avenue, NW, Room C-4315, Washington, B.C. 20210, and reference the OMB Control Number,

DO NOT SEND COMPLETED FORMS TO THIS OFFICE.



Army MWR
EMPLOYEE'S CONSENT AND AUTHORIZATION
TO RELEASE MEDICAL AND/OR DENTAL RECORDS**

I, , hereby consent to and authorize any hospital, medical clinic, state agency,
military facility, Veterans Administration, physician, surgeon, chiropractor, physical therapist,
dentist, oral surgeon and/or other health care provider who has examined or treated me, or any
hospital or facility where 1 have been examined or treated, whether past, current, and/or future, to
release to my Employer, the U.S. ARMY and/or its authorized representatives or agents, my
medical records for use in conjunction with my workers' compensation claim.

The term medical records includes, but is not limited to the following:

any and all medical records; progress notes; nurse's notes; narrative reports; physical
therapist notes; emergency room records; test results; x-ray, CT, MRI and/or any other films
or diagnostic test results that establish the presence or absence of a physical, mental
physiological and /or psychological injury, condition, disease, illness, defect or sensitivity,
including the presence and/or absence of drug and/or alcohol dependency; and/or any
records which set forth the diagnosis, evaluation and/or treatment of an injury, condition,
disease, illness, defect, or sensitivity, physical therapy, work hardening, weight control,
and/or other similar records of diagnosis, treatment and/or progress, functional capacity
evaluation, Cybex tests, and other related reports and evaluations.

These medical records are to be furnished to the Employer and/or its authorized representatives
and/or agents, including claims adjusters, medical and/or vocational rehabilitation specialists,
Independent Medical Examining physicians, surgeons, dentists, oral surgeons or any other health
care provider who needs such information to render a medical and/or vocational opinion.

I understand that this information is to be released only for the purpose of evaluation and
administration of any claim(s) for workers' compensation benefits and/or temporary or long-term
disability or disability retirement benefits.

This is to certify that a photostatic copy of this medical authorization form is as valid and as binding
as an original authorization form bearing my signature.

Signature of Claimant Date Signature of Witness Date

Printed Name of Claimant Date Printed Name of Witness Date

#**Return this form to Contract Claims Services, P.O. Box 541328, Dallas, TX 75354-1328

File #: Adj. Code:



Choice of Doctor Statement

Date completed Date of injury/illness

Employee Name

I choose as my Physician:

Doctor’s name

Address:

City, ST ZIP

Telephone # Fax #

( ) ( )

Specialty (if known)

Signature of Associate/Claimant

Address

City/ST/Zip

Telephone Number




MTF TREATMENT INFORMATION FOR NAF
WORKERS’ COMPENSATION INJURIES

Per attachment 1, initial treatment is not to be billed to the NAFI. Follow-up care may be
billed to the NAFI at the interagency rate.

Attachment 2 replaced attachment 1 on March 26, 2008.

Per attachment 3, the Assistant Secretary of the Army (M&RA) designated NAF employees
with an-the-job injuries as eligible for initial and follow-up care at MTFs without
reimbursement and satisfies the contingency set forth in the second attachment by the
Assistant Secretary of Defense and is retroactive to March 26, 2008.



Policy for Billing Occupational Health or Workers' Compensation Cases for Department ... Page 1 of 1

[Categorical Listing] [Numerical Listing]

THE ASSISTANT SECRETARY OF DEFENSE
WASHINGTON, D¢ 20301-1200

MAR 3, 1997

MEMORANDUM FOR ASSISTANT SECRETARY OF THE ARMY (M&RA)
ASSISTANT SECRETARY OF THE NAVY (M&RA)
ASSISTANT SECRETARY OF THE AIR FORCE (MRAI&E)

SUBJECT: Policy for Billing Occupational Health or Workers' Compensation Cases for Department of
Defense Employees in Military Treatment Facilities

This memorandum clarifies our billing policy for occupational health or workers' compensation
cases in military treatment facilities. Emergency medical care (including initial treatment after on-the-job
injury or illness) provided Department of Defense (DoD) employees injured on the job, whether
appropriated or nonappropriated fund, will not be billed. Nonemergent or follow-up occupational heaith or
workers' compensation care for nonappropriated fund employees will be billed to the employer at the
interagency rate.

I recognize that appropriated fund DoD employees are governed by the Federal Employees
Compensation Act (FECA), nonappropriated fund employees are governed by the Longshore and Harbor
Workers' Compensation Act, and that military treatment facilities are legally authorized to collect from
nonappropriated fund instrumentalities for all occupational health or workers' compensation care.
However, due to the potential impact of this action on service morale, welfare and recreation programs, |
am establishing this policy to forego collections for emergency medical care. | am taking this action under
the authority of 10 U.S.C. 1074 (c) to establish, by regulation, the limited entitlement to emergency
medical care.

The point of contact is LCDR Pat Kelly at (703) 681-8910 or pkelly@ha.osd.mil.
Stephen C. Joseph, M.D., M.P.H.
cc:
Surgeon General of the Army

Surgeon General of the Navy
Surgeon General of the Air Force

HA POLICY 97-035

To

Last update: 1/5/1999

http:/fwww.tricare.mil/policy/fy97/bill9735 . html 8/5/2011



THE ASSISTANT SECRETARY OF DEFENSE
WASHINGTON, DC 20301-1200

(TR
HEALTH AFFAIRS

MAR 2 6 2008

MEMORANDUM FOR ASSISTANT SECRETARY OF THE ARMY (M&RA)
ASSISTANT SECRETARY OF THE NAVY (M&RA)
ASSISTANT SECRETARY OF THE AIR FORCE (M&RA)

SUBJECT: Policy for Billing for Care Fumished by Military Treatment Facilities to
Federal Employees for On-the-Job Injuries and for Occupational Health

This memorandum clarifies our billing policy for care furnished by military
treatment facilities (MTFs) to Federal employees for on-the-job injuries and for
occupational heaith. It replaces Health Affairs Policy 97-035, Policy for Billing
Occupational Health or Workers® Compensation Cases for Department of Defense
Employees in MTFs.

Policy (see attached matrix):

» Bill the non-appropriated fund (NAF) instrumentality at the interagency rate for the
following services furnished to a NAF employee, unless the Secretary of the Military
Department responsible for the MTF concerned has designated NAF employees as
eligible for care without reimbursement:

o QOccupational health — initial or follow-up care
o On-the-job injury (workers’ compensation) — initial or follow-up care

e Do not bill the Department of Defense (DoD) when furnishing occupational health
care (initial or follow-up) or care for an on-the-job injury (initial or follow-up) to
appropriated fund DoD employees.

+ Bill all other Federal Agencies (including Coast Guard, National Oceanic and
Atmospheric Administration, and the Public Health Service) at the interagency rate
for all workers® compensation care for an on-the-job injury and for occupational
health care furnished to a Federal employee.

» Bill an employee for non-work-related care unless he is also a Uniformed Services
beneficiary. Bill the Coast Guard, National Oceanic and Atmospheric Administration,
or the Public Health Service for services furnished to these employees. Do noi bill the
employee if he is a Military Department Uniformed Services beneficiary; collect other
health insurance information, and bill in accordance with 10 United States Code 1095.

HA POLICY: 08-002



Discussion:
The working definition of occupational health includes:

Preventive health care, health promotion, curative health care,
first aid, rehabilitation and compensation, where appropriate,
as well as strategies for prompt recovery and return to work.

TRICARE’s Uniform Business Office Manual defines workers’ compensation as:

Expenses incurred to cover injury or illness due to a work-
related accident or cumulative trauma. Workers® compensation
law varies from state to state.

Appropriated fund Federal employees are governed by the Federal Employees
Compensation Act. See the attached matrix for billing policy.

Non-appropriated fund employees are governed by the Longshore and Harbor
Workers’ Compensation Act. MTFs are legally authorized to bill non-appropriated fund
instrumentalities for all workers’ compensation care.

My point of contact is Lieutenant Colonel Jeanne Yoder, at (703) 681-6757, or
Jeanne.Yoder@tma.osd.mil.

/Y\\F’-o-r':————-—

S. Ward Casscells, MD

Attachments:
As stated

cc:

Surgeon General of the Army
Surgeon General of the Navy
Surgeon General of the Air Force

HA POLICY: 08-002



Billing Policy Matrix

Depariment of DaD NAF Appropriated | Appropriated Other Federal | Other Federal
Defense (DoD) NAF | Employee Fund DoD Fund DoD Ageney* Agency
Employee (Non- {(Uniformed Employee Employee (Non- (Uniformed
Uniformed Services | Services (Non- {Uniformed Uniformed Services
Beneficiary) Beneficiary) Uniformed Services Services Beneficiary)
Services Beneficiary) Beneficiary)
. Beneficiary)
Occupational | Bill non-appropriated | Bill NAFI at No hill No bill Bill Agency at | Bill Agency at
(Occ,) Health | fund instrumentalities | IAR TIAR IAR
(initial care) (NAFIs) at
interagency rate
{(IAR)
Oc¢. Health Bill NAFI at JAR Bill NAFI at No bill No bill Bill Agency at | Bill Agency at
(follow-up IAR 1AR TAR
care)
Workers? Bill NAFT at IAR. Bill NAFI at No bill Ne bill Bill Agency at | Bill Agency at
Comp (initizl TIAR IAR IAR
care)
Workers® Bill NAF] at IAR Bill NAFI at No bill No bill Bill Agency at | Bill Agency at
Comp [AR TAR 1IAR
(follow-up
care)
Nonwork- Bill employee Do not bill Bill employee | Do not bill Bill employee | Do not bill
related care employee employee (collect employee
(collect other OH] information (collect OHI
health and bill information
insurance accordingly) and bill
(ORI) accordingly)
information
and bill
accordingly)

* Includes Coast Guard, National Oceanic and Atmospheric Administration, and Public Health

Service

HA POLICY: 08-002




DOCUMENT MANAGEMENT DIVISION

REQUEST FOR OFFICIAL HEALTH AFFAIRS POLICY AND WEB POSTING

Subject: PD ity 1(;" 5l”ihﬂ {‘f Care ﬁrnw‘eap ‘y MTf’ '10
ﬁ_dgu, Eagfoyte-f for 0 e - loL Ia 1mo.r gmt '(w'
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Livelink: ’41‘5‘) f"fli'51

Action Office/Action Officer: M“" ES / l"“, JQ!IMO %Jﬂ’

Phone: é L"" 6 '? 5#

CHIEF OF STAFF DECISION:

Upon signature, assign a Health Affairs policy number and post on the MHS Web site.

Approved: %
[ |

Disapproved:




DEPARTMENT OF THE ARMY
OFFICE OF THE ASSISTANT SECRETARY
MANPOWER AND RESERVE AFFAIRS
111 ARMY PENTAGON
WASHINGTON DC 203100111

AEPLY TO
ATTENTION OF

SAMR - 1007 omp

MEMORANDUM FOR SEE DISTRIBUTION

SUBJECT: Designation of Nonappropriated Fund (NAF) Empioyees as
Eligible for Military Treatment Facility (MTF) Care

1. Assistant Secretary of Defense (ASD) memorandum dated 26 March
-2008 (enclosed) authorizes the billing of Nonappropriated Fund
Instrumentalities (NAFI[s) at the mteragency rate for occupational health-
(initial or follow-up care} and on-the-job injury (workers’ compensation —
initial or follow-up care) furnished to a NAF employee, unless the
Secretary of the Military Department responsible for MTFs concerned
designates NAF employees as eligible for care without reimbursement.

2. Currently, NAFls are often billed for occupational health (initial or
follow-up cars) and on-the-job injury {workers' compensation - initial or
follow-up care) provided to NAF employees at MTFs. The billings to
NAFIs have a financial impact on Soldiers and Families and the Morale,
Welfare, and Recreation program. Such expenses generally ars passed
on to Soldiers and Families in terms of higher fees or reduced services.
Billings are not made for the same services provided to APF employees
working with NAF employees in the same activities, thus creating a
disparity between the two workforces.

3. Accordingly, on behalf of the Secretary of the Army, | hereby designate
NAF employess, 1o include AAFES smployees, as sligible for care by MTF
without reimbursement by the responsible NAFI, for occupational heaith
and on-the-job injury'as described above, effective retroactive to the ASD
memorandum date (26 March 2008).

4, Please contact Ms. Capella—Wgeihard, 703-601-4361, for more
information.

Encl
jstant Secretary of the Army
(Manpower and Reserve Affairs)




DISTR!BUTION:

ASSISTANT SECRETARY OF THE ARMY (FINANCIAL MANAGEMENT
AND COMPTROLLER)

ADMINISTRATIVE ASSISTANT FOR SECRETARY OF THE ARMY

THE SURGEON GENERAL

DEPUTY CHIEF OF STAFF, G1 (CIVILIAN PERSONNEL POLICY)

ASSISTANT CHIEF OF STAFF FOR INSTALLATION
MANAGEMENT/COMMANDER, INSTALLATION MANAGEMENT
COMMAND
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COMMANDER, ARMY AND AIR FORCE EXCHANGE SERVICE



®

good medicine for business

Workers’ Compensation Prescription Information

Employer:

Please fill out employee information below and provide employee with this document to take to any pharmacy with prescriptions.

—]
[—

mﬂ

CONTRACT CLAIMS
SERVICES, INC. .

M‘"-!a pntt -

Employee Name:

Groupi#: 10602382
Member 1D (SSN):

Date of Injury:

Processor: myMatrixx
Bin#: 014211

Day supply is limited fo 7 days for a new injury.
myMatrixx Help Desk: {877) 804-4900

Employer Phone: Date:
Signature:

Employee:
CCSI & US Army MWR has partnered with myMatrixx to make filling workers’ compensation prescriptions easy.

This document serves as a temporary prescription card. A permanent prescription card specific to your injury will be forwarded
directly to you within the next 3 to 5 business days.

Please take this letter and your prescription(s) to a pharmacy near you. myMatrixx has a network of over 60,000 pharmacies
nationwide. If you need assistance locating a network pharmacy near you, please call myMatrixx toll free at (877) 804-4800.

IF YOU ARE DENIED MEDICATION(S) AT THE PHARMACY PLEASE CALL (877) 804-4900

Pharmacist: Piease obtain above information from the injured employee if not already filled in by employer to process
prescriptions for fhe workers’ compensation injury only. Document only valid if signed and dated by employer above.

For questions or rejections please call (877) 804-4900. Please do not send patient home or have patient pay for medication(s)
hefore calling myMatrixx for assistance.

NOTE: Certain medications are pre-approved for this patient; these medications will process without an authorization. All
others will require prior approval.

FOR ALL REJECTIONS OR QUESTIONS CALL: (877) 804-4900




|LI6HT DUTY ADVISORY |

To: CONTRACT CLAIMS SERVICES, INC/ARMY

From:

Date:

Subject: Availability of Work

Our employee, , was injured on

Mark one:
1) ] Light or modified duty IS AVAILABLE
]  Light or modified duty IS NOT AVAILABLE
Mark one:
2) ]  The duty will be provided in the employee’s regular job position.

[l  The duty will be provided in an alternate job position.

3) Hourly rate of Pay Hours per week
Printer Name/Position of Person Offering Job Phone Number
Signature of Person Offering Job Date Signed

FAX A COPY OF THIS FORM TO CCSI AT 1-800-616-1389




US ARMY NONAPPROPRIATED FUND
WORKERS’ COMPENSATION CLAIM LEAVE OPTIONS

Workers' compensation benefits are provided to injured employees in accordance with
Army Regulation 215-1, Chapter 19, Section XV.

Employees entitled to receive workers’ compensation benefits for illness or injury may
elect to accept one of the following leave options in accordance with the AR 215-3,
Chapter 5. LWOP is mandatory until employee signs and submits this form.

OPTION I. Receive workers’ compensation disability benefits from the claims
administration service contractor supplemented with accrued sick and/or annuai
leave up to an amount not exceeding your basic salary. This is accomplished by
the payment of full leave benefits to the employee, with partial reimbursement
(about 2/3) of the leave used through the employee’s assignment of all workers'
compensation temporary disability benefits.

| ELECT TO RECEIVE FULL LEAVE BENEFITS AND HEREBY REQUEST
THAT ALL WORKERS' COMPENSATION TEMPORARY DISABILITY
BENEFITS BE MAILED TO ME AT:

NAF CIVILIAN PERSONNEL OFFICE ADDRESS

| UNDERSTAND THAT MY LEAVE BALANCE WILL BE CREDITED WITH THE
APPROPRIATE NUMBER OF HOURS BASED ON THE AMOUNT OF MY
WORKERS' COMPENSATION TEMPORARY DISABILITY BENEFITS CHECK.
| WILL ENDORSE THE CHECKS RECE!IVED FROM THE CLAIMS SERVICE
CONTRACTOR.

EMPLOYEE'’S SIGNATURE DATE

OPTION ll. Receive only workers’ compensation temporary disability benefits
from the claims service contractor.

| ELECT TO BE PLACED ON LEAVE WITHOUT PAY FOR THE ENTIRE
PERIOD OF ABSENCE DUE TO INJURY.

EMPLOYEE'’S SIGNATURE DATE

Revised 06/20/2011



Employer's Supplementary Report of U.S. Department of Labor
. . Office of Workers' Compensation Programs
Accident or Occupational Iliness

Notice: This Report must be filed promptly with the District Director In every case in which {1) OMB No. 1240-0003
Form L5-202 does not show date Injured employee returned to work, and {2} each time [njured For Offlce Use
employes has retumed to work and later hecomes disabled for work (33 U.5.C.930(b). If the T OWCP N

. o,

employee was disabled for work more than 3 days, compsngation payments should be reported
on Forms LS-206 and LS-208. Medical reports must be sent to the District Director promptly
following first treatment and thareatter while treatment continues. Pleage type or print all -
informatlon. (if additional space Is needed, use back of form.) The information will be used to 2. Carrier's No.
determine entitlement to benefits.

3. Name of injured employee (First, middle initial, last) 4. Date of accident (Month, day, year)

5. Address of injured employee (Number and Street, City, State, ZIP code) 8. Name and address of your insurance carrier

7. Initlal Perlod of Disability  (Use Inclusive Dales for a and b)

a. From {Month, day, year) b. Through (Meonth, day, year) ¢. Date returned to work (Month, day, year)
8. If thisdrebport covers a period of disability after the date shown in item 7c. state each subsequent period of disability. Use inclusive dates for
a.andb.
a. From {Month, day, year) b. Through {Month, day, year) c. Date retumned to work (Month, day, year}
9. Did employee receive medical attention?
a I___‘ Yes - Give dates, names and addresses of doctors and hospitals providing treatment, . |:] No - Explain

10. Was employee treated by his or her cheice of physician? 11. Was form LS-1 given to employee when injury was reported to you?

[: Yes I___] No |"'"| Yes l—l No

13, Employer's address {Number and Street, City, State, ZIP code)

12. Name of employer {Firm Name)

14. Signature of person autharized to sign 15. Name, official title and phene number of person signing 16. Date of report
for employer {month, day, year)

Public Burden Statement
According to the Paperwork Reduction Act of 1985, no persons are required to respond to a collection of infarmation unless such collection displays a

valid OMB control number, Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Use of this form is optional, however furnishing the information is required in order to obtain andfor retain benefits. (33 U.5C.930(b)). Send
comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to the
1).S. Department of Labor, 200 Constitution Avenue, NvY, Room C-4315, Washington, D.C. 20210, and reference the OMB Conitrol Number,

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE.

Form LS-210
Rev. July 2010



DEPARTMENT OF THE ARMY

NAF WORKERS' COMPENSATION PROGRAM

CLAIMS SERVICE CONTRACTOR

CONTRACT CLAIMS SERVICES INC. (CCSI)

TELEPHONE:

FAX:

MANAGER:

ASSISTANT MANAGER:

SUPERVISOR:

Rev 7/23/2010

P.O. BOX 541328

DALLAS, TX 75354-1328

1-800-743-2231 (972) 554-1141

1-800-616-1389  (972) 721-0442

DANA CHESNUT
dana.chesnut@ccsholdings.com

BOBBY MORGAN
bobby.morgan@ccsholdings.com

RENEE DAVIS
renee.davis@ccsholdings.com

2993

2970

2996



U.S. Department of Labor - Office of Workers' Compensation Programs (OWCP) - Divisi... Page 1 of 3

Division of Longshore and Harbor Workers' Compensation (DLHWC)
District Office Locations

A list of the DLHWC District Office locations and a map that shows their geagraphical jurisdictions Is shown below. Clicking on a map area will take you to the
corresponding Dlstrict Office Informatian,

f

District Offices

Click on the appropriate District office below for jurlsdiction and contact information (address, telephone number).

Boston HNew York Baltimore Norfol Jacksonville w Orlean:
Houston San Francisco Honolulu Seattle Long Beach District 40

Region] — Boston
Jurisdiction - Connecticut, Malne, Massachusetts, New Hampshire, Rhode Island, Vermont. Pefense Base Act
fjurisdiction - east of the 75th degree west longltude, Newfoundiand, and Greenland.)

Address and Phone number

Langshore District Office #1, Boston

LS. Department of Labor

%ﬁiﬁﬁﬁgﬁimmg Room E-260 District Director: Davld B, Groeneveld
Boston, MA 02203 Regienal Director: Robert Sullivan

Phone : {617} 624-6750
Fax : (617) 624-6603

Region II — New York
{Jurisdiction - New Jersey, New York, Puerte Rlco, Virgln Islands, Defense Base Act jurisdiction - Mexlco, Central
and South America (including coastal is lands); areas east of the continents of North and South America teo the 60th
kegree east longitude, (Including Iraq, Afghanistan and Iran) and any ather areas or locatlons not covered under
lany other district office.) Click here for information on the New York Region.

|Address and Phote number Direchor

Longshore District Office #2, New York
.S, Department of Labor

OWCP/DLHWC
201 Varick Street, Room 740 District Director: Richard V. Robilotti
Fost Office Box 249 Reglonal Director: Robert Sullivan

New York, NY 10014-0249
Phone #: (646) 264-3010
Fax #: {546) 264-3002

Region 111 — Philadelphia
Baltimore Longshore District Offfce (Jurisdicion - Delaware, District of Columbia, Maryland, Pennsyivania, West Virginia)
Address and Phone number Director
Longshore District Offfce 4, Battimore
.S, Departrent of Labor

OWCP/DLHWC
31 Hopkins Place District Director: Theresa Magyar
Room 410-8 - Federal Building ’ Regional Director: R. David Lotz

Baltimore, MD 21201

Phone: (410) 962-3677

Fax: (410) 962-2796 _

(Norfolk Longshore District Cffce (Jurisdiction - Virginla}

Longshore District Office 5, Norfolk
L..S. Department of Labor
JOWCP/DLHWC

Federal Bullding, Room 212 District Director: Therasa Magyar

hitp://fwww.dol.gov/owcep/dlhwce/lscontactmap.htm 11/14/2011



U.S. Department of Labor - Office of Workers' Compensation Programs (OWCP) - Divisi... Page 2 of 3

200 Granby Mall egional Director: R. David Lotz
MNorfolk, VA 23510
Phone: {757) 441-3071

Region IV — Atlanta
KJurisdiction - Alabama, Florida, Georgla, Kentucky, North Carolina, South Caroling, Tennessee). Click hera for
information on the Atlanta Region.
ddress and Phone number
Longshore District Offfce 6, Jacksonville
L).S. Department of Labor
WCPSDEHWC
arles E. Bennett Federal Building
0 West Bay Streat, Room 63A, Box 28
acksonville, FL 32202
hane: {904) 357-4788
Fax: {304) 357-4787

District Diractor: Charles Lee
Reglonal Director: Richard Srettell

Region VI — Dallas
Houston Longshore District Office (Turisdicon - Texas, Oklahoma, New Mexica, Iilinols, Indlana, lowa, Michigan, Minnesota, Ohio, Wisconsin, Missout, Nebraska,

Kansas. Defense Base Act jurisdiction - Canada, west of the 7Sth degree and east of the 110th degres west longitude.)
hddress and Phone number Director

t ongshore District Office 8 Houston
The Houston office has moved
to a new focation

effective April 27, 2009, New
contact information

s shown below: District Director: Brad Soshea

.S, Dapartment of Labor ; , .
WER/DLEWC Regtonal Director: Rebecca Houser (Acting)

Mickey Leland Federal Building

1919 Smith Street, Sulte 870

Houston, TX 77002

Phone: (713) 205-3235

Fax: (713) 209-3257 .

New Orieans Longshore District Offfce
{Jurisdiction - Loulslana, Aransas, Mississippl)
tongshore District Office 7, New

Orieans

LAl US Postal Service mall

should be sent to

2.0, BOX 30728, New Orleans,

LA 70190-0728.

Delivery via Fed Ex or other

commercial delivery

service may be addressed to the District Director: David A. Duhon

office Reqlonal Director: Rebecca Houser (Acting)
address belfow.

.S, Department of Labor
WCP/DLHWC

00 5. Maestr Place

uite 617

ew Qrleans, LA 70130
hane: (504)583-2671
ax: (504)589-396%

Region IX — San Francisco

San Francisco Longshore District Offfce (Jurisdict on - Californla (north of the northern boundries of the countles of San Luis, Ohispo, Kern, and San
BernardIno}, Arizana, Nevada) Click here for information on the San Franclsco Region.

ddress and Phone number Director
tongshore District Offica 13, San Frandsco
U.S. Department of Labor

gowfﬂ':" g&:‘:csmte 15100 District Director: R, Todd Bruininks
an Fra nciscc:, CA 94103-6716 Regional Director: Sharon Tyler
Fhone: {415) 625-7669

Fax: {415) 625-7470

Honolulu Longshore District Office

(Jurisdiction - Hawali, Defense Base Act cases jurisdictian
- all areas west of the continents of North and

uth America (excluding coastal islands)

0 50 degrees east longltude (excluding Iran,

and Afghanistan),
t ongshore District Offfice 15, Honolulu
.S. Department of Labor

WCP/DLHWC District Director: R. Todd Bruininks
00 Ala Moana Blvd., Room 5-135 Regional Director: Sharen Tyler
Post Office Box 50209 :

Honolufu, HI 26850
Phone: (808) 541-1983

Long Beach Longshora District Offfce

http://www.dol.gov/owcp/dthwe/lscontactmap.htm 11/14/2011



U.S. Department of Labor - Office of Workers' Compensation Programs (OWCP) - Divisi... Page 3 of 3

(Jurisdiction - Callfornia {south of the northemn
undiles of the counties of San Luis, Oblspo,

arn, and San Berhardino))

Longshare District Offfice 18, Long Beach
U.S. Department of Labor

WCR/DLHWC

{1 East Ocean Blvd., Suite 720

Long Besch, CA 90802

Phone: {562) 980-3577

Fax: (552) 980-3587

District Director: Marca Adame
Regional Director: Sharon Tyler

Region X — Seattle

the 45th degree north latitude.)

(Jurisdiction - Alaska, Oregon, Washington, Colorado, Tdaho, Montana, N.Dakota, S.Dakota, Utah, Wyoming. Defense
|Base Act jurisdiction - Canada, west of the 110th degree west longitude, and all areas in the Paclfic Ocean north of

[Address and Phone number

|Director

Longshore District Office 14, Sealtle
U.S. Department of Labor
IOWCP/DLHWC

1111 Third Avenug, Suite 6§20
[Seattle, WA 58101-3212

Phone: (206) 398-8255

Fax: (206) 358-8211

District Director: R. Todd Bruininks
Regional Director: Sharon Tyler

District 40 — Waghington, DC

Address and Phone number

(Jurisdiction - Washington DC, administrates DISTRICT OF COLUMBIA WORKMEN'S COMPENSATION ACT only)

Director

Longshore District Office #40, Washington DC
DC Department of Employment Services

o4 New York Ave NE - 2nd Floor

Washington OC 20002

Phone: (202) 671-1070

Fax: (202) 671-1929

Distriet Director: Charles Green

(&) Back to Top

http://www.dol.gov/owep/dlhwe/lscontactmap. htm
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