
MEMORANDUM

FAA AEROSPACE MEDICINE DMSION _ZVIA.3OO

75oo Nw 581h Street
Miami, Florida 33166
Tel - 305-716-1300
Fax -305-71611624

AIR TRAFFIC CONTROLLER HEALTH PROGRAM

"** PSYCHOLOGICAL/PSYCHIATRIC DISORDER STATUS REPORT ***

certification determination may be made. This report is due by: AS PER TREATING PHYSICIAN

Case:

NAME FACILITY Miami ARTCC

Current S ubjective Sfafus: (Sym ptoms/subjective complai nts)
full remission.

Pt suffers from acute anxietv disorder current in

Current Objective Status: (Resutfs of current evaluation; attach resulfs of any tests/procedures to this form)
Pt currently in remission.

r,ndtn*+a

U.S. Deparfnent
of Transportation

FederalAviation
Administration

Air traffic controllers who have disqualifying psychological or
PSYCHIATRIST/PSYCHOLOGTSI provide the following medical

psychiatric condition(s) must have their attending
information in order that the appropriate medical

062270339

Kristin M. Noe

TREATMENT: Cognitivebehavioral psychotherapy

Medications: Dosage Start date Discontinued Date

Pt responds well to brief cognitive behavioral psychotherapy

srDE EFFEcrs oF MEDTcATIoN(s) ExpERIENcEp By pATIENT: - Do Nor LEAVE BLANK

X None
none

n nS FOLLOWS (especially note any sedation or impairment of intellectual functioning)

GURRENT FUNGTIONAL IMPAIRMENT: (from illness ormedication) - DO NOT LEAVE BLANK
X noxe I nS FOLLOWS (especially note any sedation or impairment of intellectual functioning)

Pt currently in remission.

PROGNOSIS: Pt has good prognosis for return to work with no restrictions.

February 10,2011

WORK LIMITATIONS - oo Nor LEAvE BLANK

HAS CONDITION BEEN RESOLVED?
Signature of physician tl[/.|;n m.
Print or type physician's name: William M. Beecham' PH.D.

STABLE Yes FOLLOWUP

Date February 9,2011

Address: 2499 Glades Road Suite 302, Boca Raton Fl 33431

Telephone! 561.393.0360 Fax: 561.391.9628
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File Number:062270339
nodfoi{actual (stress)-D-l

U.S. DEPARTMENT OF LABOR
OFFICE OF WORKERS' COMP PROGRAMS
PO BOX B3OO DISTRICT 6 JAC
LONDON, KY 40742-8300
Phone: (904) 357-4777

March 10, 2011
Date of lnjury: 01/2212011
Employee: KRISTIN M. NOE

KRISTIN M NOE
1626 NW 143RD WAY
PEMBROKE PINES, FL 33028

Dear Ms. NOE:

NOTICE OF DECISION

Your claim for compensation is denied as the evidence is not sufficient to establish that you
sustained an injury as defined by the Federal Employees' Compensation Act (FECA).

On O1/23/20'11, you filed a claim for Traumatic Injury indicating you sustained an emotional condition
as a result of your employment as an Air Traffic Control Specialist with the Department of
Transpoftation in Miami, FL. Specifically, you stated that your emotional condition occurred due to
an operational error in your air traffic control duties.

Along with your claim, you submitted a medical report dated 1/27/11.

The evidence submitted was insufficient to establish your claim because the injury, accident or
employment factor alleged must have actually occurred.

On 02/08/2011, this office advised you of the deficiencies in your claim and provided you the
opportunity to submit additional evidence. Specifically, you were asked to submit a written statement
and to describe in detailthe employment related condition(s) or incident(s) which you believe
contributed to your illness. Your agency was also asked to provide a written statement concerning
these conditions and incidents. You were provided 30 days to submit the requested information.

In response to our development letters, we received the following evidence:

Medical reports dated 212/11,215111,217111, and 219/11
Attending physician's report dated 2/9/11
Your written statement dated 2118111
Agency written statements dated 2/9/11 and2/16/11

In order for a claim to be accepted under the Federal Employees' Compensation Act (FECA), the
claim must meet 5 basic elements. The claim must:

(1) Be Timelv Filed.
(2) Be made by a Federal Civil Emplovee.
(3) Establish Fact of Iniurv, which has both a factual and medical component. Factually,

employment incident(s) alleged must have actually occurred. Medically, a medical
condition must be diagnosed in connection with the specified employment incident.



a

File Number:062270339
nodfoi-factual (stress)-D-l

(4)

(5)

Establish Performance of Dutv. The medicalcondition must have arisen during the courseof employment and witnin t|"re scope of compensable work factors. !
Establish causal Relationship, which means the medical evidence establishes that thediagnosed condition is causartv rerated to the 

".""jt"J "riproyment 
factors.

You have established that you are a Federal civilian employee who filed a timely claim; however,after a thorough review of ill evidence, your claim is denied because the factual component of thethird basic element, 
,Fact of Injury, has not been met. Under the. Federal Employee,s compensationAct' you must establish a factual'basis to support your claim and the 

"uio"n.L 
does not support thatyou actuaily experienced the emproyment incioenils) arregeo to have occurred.

You alleged the following incident: You were involved in an operationar error; an aircraft under yourcontrol came within close proximity of another aircraft.

The office finds that the alleged incident did not occur because your agency has provided evidencethat you were not actually re-sponsible for the control oit'" airciaft uni tnui aiffrougrr the proximity ofthe aircraft to other aircraft in a terminal radar environment was not within standards there was nodanger to the aircraft or.its' passengers. Your agency, in a written statement dated 2/16/11, indicatesthat at the time of the alleged incidelnt that you ti"r" not ,"sponsibre but were assisting the air radarcontroller who was responlible for the invo-lved aircrati. Riso your agency has provided informationthat the separation from other aircraft was 2.68 nautical miles laterai indo filt vertica I or 2.Snauticalmiles lateral and 500. feetvertical depending upon the r"u.rr"rent reference. Although theseparation standard is 1000 feet veriically o-r 3'nauticaL rir". raterally ilr" 
"ir"Lrt 

and its, passengerswere not in danger as they made their approach for landing.

Based on these findings, your claim is denied on the factual component of the third basic element,Fact of Injury' because the evidence doe9.1ot support that the injury and/orevents occurred. Therequirements have not been met for establishing'ihut you-sustained an injury as defined by theFECA' Medical treatment is not authorized andprioi artnorization, if any, is terminated.

Your employing agency will charge any previously paid continuation of pay to your sick and/orannual leave balance or declare i-t an ou"rpuyrn"nt.

lf you disagree with this decision, you should carefully review the attached appeal rights and pursuewhichever avenue is appropriate to your situation.

Sincerely,

/z?
Stephen Cory
Claims Examiner

Enclosure: Appeal Rights

DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION
WORKERS' COMP DIV-AHL-1 OO

.qgg]NDEP AVE, SW, RM 521,(AHP_500)
WASHINGTON, DC 20591



Case Number: 062270339
Employee: KRISTIN M. NOE
Date: March 10. 201 1

FEDERAL EMPLOYEES' COMPENSATION ACT APPEAL RIGHTS

lf you disagree with the attached decision, you have the right to request an appeal. lf you
wish to request an appeal, you should review these appeal rights carefully and decide which
appeal to request. There are 3 different types of appeal: HEARING (this includes either an
Oral Hearing, or a Review of the Written Record), RECONSIDERATION, and ECAB REVIEW.
YOU MAY ONLY REQUEST ONE TYPE OF APPEAL AT THIS TIME.

Place an "X" on the attached form indicating which appeal you are requesting. Complete the
information requested at the bottom of the form. Place the form on top of any material you
are submitting. Then mail the form with attachments to the address listed for the type of
appeal that you select. Always write the type of appeal you are requesting on the outside of
the envelope ("HEARING REQUEST", "RECONSIDERATION REQUEST", or "ECAB REVIEW").
Your appeal rights are as follows:

1. HEARTNG: lf your injury occurred on or after July 4, 1966, and you have not requested
reconsideration, as described below, you may request a Hearing. To protect your right to a hearing,
any request for a hearing must be made before any request for reconsideration by the District Office
(5 U.S.C. 8124(b)(1)). Any hearing request must also be made in writing, within 30 calendar
days after the date of this decision, as determined by the postmark of your letter. (20 C.F.R.
10.616). There are two forms of hearing. You may request either one or the other, but not both.
a. One form of Hearing is an Oral Hearing. An informal oral hearing is conducted by a hearing
representative at a location near your home or by teleconference/videoconference. You may present
oral testimony and written evidence in support of your claim. Any person authorized by you in writing
may represent you at an oral hearing. At the discretion of the hearing representative, an oral hearing
may be conducted by teleconference or videoconference.
b. The other form of a Hearing is a Review of the Written Record. This is also conducted by a
hearing representative. You may submit additional written evidence, which must be sent with your
request for review. You will not be asked to attend or give oral testimony.

2. RECONSIDERATION: lf you have additional evidence or legal argument that you believe will
establish your claim, you may request, in writing, that OWCP reconsider this decision. The request
must be made within one calend ar year of the date of the decision, clearly state the grounds
upon which reconsideration is being requested, and be accompanied by relevant evidence not
previously submitted. This evidence might include medical reports, sworn statements, or a legal

argument not previously made, which apply directly to the issue addressed by this decision. In order
to ensure that you receive an independent evaluation of the new evidence, persons other than those
who made this determination will reconsider your case. (20 C.F.R. 10.605-610)

3. REVIEW BY THE EMPLOYEES' COMPENSATION APPEALS BOARD (ECAB): lf you believe
that all available evidence that would establish your claim has already been submitted, you have the
right to request review by the ECAB (20 C.F.R. 10.625). The ECAB will review only the evidence
received prior to the date of this decision (20 C.F.R. Part 501). Effective November 19, 2008, ECAB
has changed its Rules of Procedure on the time limit to appeal and has eliminated its practice of
allowing one year to file an appeal. Request for review by the ECAB must be made within 180
days from the date of this decision. More information on the new Rules is available at
www.dol.gov/ecab.

lf you request reconsideration or a hearing (either oral or review of the written record), OWCP will
issue a decision that includes your right to further administrative review of that decision.



Case Number:062270339
Employee: KRISTIN M. NOE
Date: March 10, 201 1

APPEAL REQUEST FORM

lf you decide to appeal this decision, read these instructions carefully. You must specify which procedure
you request by checking one of the options listed below. Place this form on top of any materials you
submit. Be sure to mail this form, along with any additional materials, to the appropriate address.
YOU MAY ONLY REQUEST ONE TYPE OF APPEAL AT THIS TIME.

ORAL HEARING

Depending on your geographical location, the issue involved in your case, the number of hearing requests
in your area, and at the discretion of the hearing representative, we may expedite your appeal by providing
you a telephone hearing or videoconference. Please check here if you would prefer a telephone
hearing.

REVIEW OF THE WRITTEN RECORD

For each of these options, you must submit this form within 30 calendar days of the date of the decision.
You may also submit additional written evidence with your request. You must mail your request to:

Branch of Hearings and Review
Office of Workers' Compensation Programs
P. O. Box 37117
Washington, DC 20013-7117

RECONSIDERATION:

Submit your request within 1 calendar year of the date of the decision. You must state the grounds upon
which reconsideration is being requested. Your request must also include relevant new evidence or legal
argument not previously made. Mail your request to:

DOL DFEC Central Mailroom
P. O. Box 8300
London. KY 40742

ECAB APPEAL:

Submit this forrn within 180 calendar days of the date of the decision. No additional evidence after the
date of OWCP's decision will be reviewed. To expedite the processing of your ECAB appeal, you may
include a completed copy of the AB 1 form used by ECAB to docket appeals available on the Department
of Labor Web Site at www.dol.gov/ecab. You must mail your request to:

Employees' Compensation Appeals Board
200 Constitution Avenue NW. Room 5-5220
Washington, DC 20210

SIGNATURE TODAY'S DATE
PRINTED NAME DECISION DATE
ADDRESS PHONE-
CITY STATE ZIP



Federal Emplovee's Notice of
ria'ir-mZt-ic iliiir",{/'and claim for 'R'eset' frint
Contin uatio n of Paylcompensation

U.S. Department of Labor
Office of Workers' Compensation Programs

Employee: Please complete all boxes 'l - 15 betow. Do not complete shaded areas.
Witness: Complete boftom section 16.
Emolovi or Gompensation S : Complete shaded boxes a, b, and c.

1. Name of st, First, Middle

3. Date of birth Mo.

7. Employee's home mailing address (include street address, city, state, and Zlp code)

ZIP Code

2. Social Number

t-
ade as of

date of injury Level f--"i .t"o

8. Dependents

-'->-wife, (91!ggt)
Children under 18 years

Other

9. Place where injury occurred (e.9. 2nd floor, Main Post Office Bldg., 12th & Pine)

1 1 . Date of this notice

f;
10 Date injury occured

1^3Cr-5

Mo. Dav Yr.

1 3. Cause of injury (Describe what happened and why)

1 2. Employee's occupation

\n Ad crra<:Trr a\.?r.l4f Lr?V-ny"6d;;f&meCrnin

14. Nature ofinjury (ldentify both the injury and the part ofbody, e.9., fracture ofleft leg)

17.: _ "-'--:::"-r*-T:-:---{- :--llE"tc'*mtr ha^tn*cS wD np,".iu.rrvsS o.lCIoft *S*, 
"Qvrr 

Sl.'ir,.'(h. i

I certify, under penalty of law, that the injury described above was sustained in performance of duty as an employee of the
United States Government and that it was not caused by my willful misconduct, intent to injure myself or anotherperson, nor by
my intoxication. I hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

ifi ^. Continuation of regular pay (COP) not to exceed 45 days and compensalion for wage loss if disability for work continues
beyond 45 days. lf my claim is denied, I understand that the continuation of my regular pay shall be charged to sick
or annual leave, or be deemed an overpayment within the meaning of S USC f584.

f**1 r. si"L and/or Annual Leave

I hereby authorize any physician or hospital (or any other person, institution, corporation, or govemment agency) to furnish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its of{icial representative).

Signature of employee or person acting on his/her behalf Date

Any person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of fraud to obtain compensation
as provided by the FECA or who knowingly accepts compensation to which that person is not entitled is subject to civil or administrative
remedies as well as felony criminal prosecution and may, under appropriate criminal provisions. be punished by a fine or imprisonment or both.

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

16. Statement of witness (Describe what you saw, heard, or know about this injury)

| ',I Lrns w fiil krttszuv lrr
1 ,rettu, u sHfid<eu NP vFsi?r'

i Evro P^)o tupE1,r[1t9,

E,zeet< SHA was
a i?fl.y -fiaqet

6fL -rH €
,'l't€ Ld rt5

Name of witness, ",nY"t*,r".""(,€*"- ;7ffffi*:
Address City State Zlp CodeW :: fL {sffiT:



!gr9-9rggggl9::gl9p91l!g,9rric9 Iilquqg sllg*agd ct-V;.-s-13!9-,-qld ZIP code)

viation Administration / National
OWCP Agency Code

OSHA Site Code

1800 Independence Ave S.W.

Wash

18. station street address. cil

1L Employee's retirement coverage
CSRS , (identify)

State

_."""t

ZIP Code

DC Doseo ----*l
State

tt ft
4lalr
33166

20. Regular l-'work f-a-r-t'
no"u* rrot, | )ird i\

a*
t

21. Regular
work
schedule

No (lf "No," explain)

27. Date
returned
to work

22. Date Mo. Yr.
of
Injury

a.m

p.m.

25. Dale
pay
stopPed

a.m

p.m

ggJe_,"_al!-AB-9_o99-

City

34. Do medical i^
reports show l

employee is
disabled for work?

ZIP Code

I

Yes No

and address of medical care

3S. Do"r your knowledge of the facts about this injury agree with statements of the employee and/or witnesses?

state, ZIP code) 33. First date Mo. DaY Yr
medical care
received 'L*-

t

es f*"- No (lf "No," explain)

37. Pay rate
when employee stopped work

Sg-C"up"ruisot.who knowingly certifies to any falie staternent;,misrepresentation, concealment of fact, etc., in respecl of this claim

may aiso be'subject to appropriate felony criminal prosecutlonj

I certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my

knowledge with the following exception:

,r^",1,"7:;;f i
Mo. Day Yr.

{-'*-*'*-- -**"1 -.L'-_--....-._-.-..--.....-.. i Ilme

Mo. Day Yr.

[-- _:
28. Was employee injured in performance of duty?

30. Was inlury caused
bv third partv? ,/
f-' Yes' fiNo

(lf 'No,'
go to
item 32.)

I

I

23.Date Mo. DaY Yr.
notice r--;-|.1_*.f-:-"---r
received i tl?ff{.fJ

29. Was injury caused UV urnpfoy""1 willful misconduct, intoxication, or intent to injure self or another? f*' 
'- Yes (lf "Yes," explain) I

and address ofthird

ZIP Code

36. lf the employing agency controverts continuation of pay, state the reason in detail.

Si!riature of

No lost time and no medical expense: Place this form in employee's folder (SF-66-D)
39. Filing instructions

.j 
* 
Xo lost time, medical expense incurred or expected: forward this form to OWCP

I(Lost time covered by leave, LWOP, or COP: forward this form to OWCP
{* First Aid Injury

Form CA-1
Rev. Apr. 1999



Instructions for Completing Form CA-1

Complete all items on your section of the form. lf additional space is required to explain or clarify any point, attach a supplemental
statement to the form. Some of the items on the form which may require further clarification are explained below.

Employee (Or: perso4,acting on {he employees';bghalQ;;,,,,,, ,, , ,,

'l5) Election of COP/Leave

lf you are disabled forwork as a result of this injury and filed
CA-1 within thirty days of the injury, you may be entitled to receive
continuation of pay (COP) from your employing agency. COP is
paid for up to 45 calendar days of disability, and is not charged
against sick or arinual leave. lf you elect sick or annual leave
you may not claim compensation to repurchase leave used
during the 45 days of COP entitlement.

'l3) Cause of injury
Describe in detail how and why the injury occurred. Give
appropriate details (e.9.: if you fell, how far did you fall and in
what position did you land?)

14) Nature of Injury
Give a complete description of the condition(s) resulting from
your injury. Specify the right or left side if applicable (e.9.,

fractured left leg: cut on right index finger).

per.vrsor

At the time the form is received, complete the receipt of notice of
injury and give it to the employee. In addition to completing
items 17 through 39, the supervisor is responsible for obtaining
the witness statement in ltem 16 and for filling in the proper codes
in shaded boxes a, b, and c on the front of the form. lf medical
expense or lost time is incuned or expected, the completed form
should be sent to OWCP within 10 working days after it is received.

The supervisor should also submit any other information or
evidence pertinent to the merits of this claim.

lf the employing agency controverts COP, the employee should
be notified and the reason for controversion explained to him or
ner.

17) Agency name and address of reporting office

The name and address oflhe office to which correspondence
from OWCP should be sent (if applicable, the address of the
personnel or compensation office).

18) Duty station street address and zip code

The address and zip code ofthe establishment where the
employee actually works.

19) Employers Retirement Coverage.

Indicate which retirement system the employee is covered under.

30) Was injury caused by third party?

A third party is an individual or organization (other than the
injured employee or the Federal government) who is liable for
the injury. For instance, the driver of a vehicle causing an
accident in which an employee is injured, the owner of a

building where unsafe conditions cause an employee to fall, and
a manufacturerwhose defective product causes an employee's
injury, could all be considered third parties to the injury.

32) Name and address of physician first providing
medical care

The name and address of the physician who first provided
medical care forthis injury. lf initial care was given by a nurse
or other health professional (not a physician) in the employing
agency's health unit or clinic, indicate this on a separate sheet
of paper.

33) First date medical care received

The date of the first visit to the physician listed in item 31.

36) tftne employing agency controverts continuation of
pay, state the reason In detail.

COP may be controverted (disputed) for any reason; however,
the employing agency may refuse to pay COP only if the
controversion is based upon one ofthe nine reasons given
below:

a) The disability was not caused by a traumatic injury.

b) The employee is a volunteer working without pay or for
nominal pay, or a member of the office staff of a former
President;

c) The employee is not a citizen or a resident of the United
States or Canada;

d) tne injury occurred off itre employing agency's premises and
the employee was not involved in official "off premise" duties;

e) The inlury was proximately caused by the employee's willful
misconduct, intent to bring about injury or death to self or
another person, or intoxication;

0 The inlury was not reported on Form CA-1 within 30 days
following the injury;

9) Work stoppage first occurred 45 days or more following
the injury;

h) The employee initially reported the injury after his or her
employment was terminated; or

i) The employee ls enrolled in the Civil Air Patrol, Peace Corps
Youth Conservation Corps, Work Study Programs, or other
similar groups.

Employing Agency -, Required Godes

Box a (Occupation Code), Box b (Type Gode),
Box c (Source Code), OSHA Site Gode

The Occupational Safety and Health Administration (OSHA)

requires all employing agencies to complete these items when
reporting an injury. The proper codes may be found in OSHA
Booklet 2014, "Recordkeeping and Reporting Guidelines.

OWCP Agency Code

This is a four-digit (or four digit plus two letter) code used by
OWCP to identify the employing agency. The proper code may
be obtained from your personnel or compensation office, or by
contacting OWCP.

Form CA-1
Rev. Apr. 1999



lBenefits for Emolovees under the Federal Employees compensation act (FE-A)

The FECA, which is administered by the Office of Workers,
Compensation Programs (OWCp), provides the following
benefits for job-related traumatic iniuries:

('l) Continuation of pay for disability resulting from traumatic,
job-related injury, not to exceed 45 calendar days. (To oe
eligible for continuation of pay, the employee, oi someone
acling on his/her behalf, must file Form CA-1 within 30 days
fo-llgv/ifrS the injury and provide medical evidence in support
of disability within 10 days of submission of the CA-1. \Mrere
the employing agency continue's the employee's pay. the pay
must not be interrupted unless one ofthe provision's ouflined
in 20 CFR 10.222 apply.

(2) Payment of compensation for wage loss after the expiration
of COP, if disability extends beyond such point, or if COp is not
payable. lf disability continues afier COp expires, Form CA_7,
with supporting medical evidence, must be filed with OWCP.
To avoid interruption of income, the form should be filed on the
40th day of the COP period.

(3) Payment of compensation for permanent impairment of
certain organs, members, or functions of the body (such as
Ioss or loss of use of an arm or kidney, loss of vision, etc.),
or for serious defringement of the head, face, or neck.

lPrivacv,Act , ,

ln accordance with the Privacy Act ot 1974, as amende_d.{5 u.s.c. 552a), you are hereby notified that: (1) The Federal Employees.compensation Act, as amended and extended (5 U.s.c. atdt, et seq.l 1recnl is administeied by the office of workers'compensationPrograms of the U.S. Department of Labor, which receives and maintains p"r.onrl information on cla'imants and their immediate families. (2)Information which the office has will be used to determine eligibility for and the amount of benefits payable under the FESA, and may beverified through computer matches or other appropriate meanl. 1si Information may be given io the Federal agency which urpioy"i tn"claimant at the time of injury in order to verifo stat,ements made, answer questions concerning the status of the claim, veri! billing. and toconsider issues relating to retention, rehire, or other relevant matters. (4) Information may also be given to other Federal agencies, olhergovemment entities' and to private-sector agencies and/or employers as part of rehabilitative and otheireturn-to-worK programs and services.(5) lnformation may be disclosed to phyiicians and other health caie providers for use in providing treatment or medical/vocationarrehabilitation, making evaluations for the office, and for other purposes related to the medical management Jf the ctaim. (6) Information may begiven to Federal' state and local agencies for law enforcem.nt purposes, to obtain information relevant to a decision under the FECA, rodetermine whether benefits are,,being paid properly, including whether prohibited dual payments are being maoe, and, where appropriate, topursue salary/administrative offset and debt collection actions required or permitted by the FECA aidlor the Debt collection Act. (7)Disclosure of the claimant's social security number (SSN) or tax identi[ring nrr'b", (TlN) on this form is mandatory. The SSN and/or TIN), andother information maintained by the office, may be used for identtfic;tion, to support debt collection efforts carried on by the Federalgovernment, and for other purposes required or authorized by law. (s) Failure to disclbse all requested information may delay the processingof the claim or the payment of benefits, or may result in an unfivorable decision or reduced level of benefits.
Note: This notice applies to all forms requesting information that you might receive from the office in connection with theprocessing and adjudication of the claim you filed under the FEC.A.

(4) Vocational rehabilitation and related services where
directed by OWCP.

(5) All necessary medical care from qualified medical providers.
The injured employee may choose the physician who provides
initial medical care. Generally, 25 miles from the place of
injury, place of employment, or employee's home is a reasonable
distance to travel for medical care.

An employee may use sick or annual leave rather than LWOp
while disabled. The employee may repurchase leave used
for approved periods. Form CA-7b, available from the
personnel office, should be studied BEFORE a decision
is made to use leave.

For additional information, review the regulations governing
the administration of the FECA (Code of Federal Regulations,
Chapter 20, Part 1 0) or pamphlet CA-81 0.

This
(Name of i

Receipt of Notice o[lnjury


