
U.S. DEPAR'll1ENT OF LABOR 
Bureau of Employees l Compensation 

r UIT'LOY.EZ I S NaI'ICE OF IiUURY ffi OCCUPATIONAL 
DIS&\.sE 

(Under the Federal Employee I s Compensation 
Act) 

The :i.nmed:ia te B.l erior whould oom lete the reverse lIide of this fom 

1. lIame of Injured :employee (Last, first, middl~ 2. Date of this Not:l:oe(mo,da;r,yr) 

3. Plaoe of :employment (Name & Location) Date of Injury(mo.d~,yr) 

5. Occupation /6. Hour of Injury (11l-1 or PM) 

7. Place or Location l:here Injury Occurred 

8. Cause of Injury (Describe how and whw injury occurred) 

9. Nature· of Injury (Name of body affeoteel-:-fractured left leg, bruised thUJiW, etc.) 

- 111. Names of :Jitnesses to Injury 

11. If t his Notioe was not given within 4$ hours after injury, eJq>lain reason 
for del~. If earlier notice was given, verbal or written, state when and to 
whom. 

I certify that the injury described above was 
sustained in the performance of row duties as an 
employee of the U.S. Government anel that it was 
not caused by ~ willful misconduct, intention 
to bring about the injury or death of rowself, 
or another, nor by row intoxication. I hereb,r 
nu:.keclaim for compensation and medical treat­
ment to which I may be entitled by reason of 
this injury, 

Form CA-l 

12. S~gnat ure 

13. Hane nddress of Injured 
Employee 



STi~TEHENTS OF THZ D1HEDIl,TE SUPERIOR ;,rm "IrNESSES TO '-,'HE INJURY 
The immediate superior should submit a statement and secure statements of wit­
nesses where lJossible. 'i'lw stdements should till just what each personally 
knows about the injury, 11m hw n.nd wren such knowledge was obtained. 

14. Date C1.-1 received by Agency (roo. d11Y, yr;) 15. CI.-1 Received by whom 

16. Statmnent of immediate superior 

17. Si~\ture of immediate superior I 18. D: te (:1O, day, yr.) 

I 
19. statement of ,fitness 

20. S:.gnature of witness 21. Di,te (mo, day, yr.) 

22. Statement of Fitness 

23. Signci('ure of Fitness \24. Dde (,:0, day, yr.) 


