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Seomrity Informaticn
27 Tebruary 1953
OPM 20- 620-/
SUESOMMRL DIRECTOR FEMORANDUM HO. 12 ~53 ;

ILERGT:  Interim Instruction - Compenmstion for Tnjusy oy Death

Lo The atdeuhed interim instruction on ccompensation for injury
ox death incurred the performance of duty iz issued pending publi-~
vetion of an Agency Wegulatiorn on this subject. This is the first of
& zavies of such instdgctimas to be publisbed in the next fow weeks.
irternal procedures of versoanel Offics will conform to thope
Tratruntion: Timedialely Boon jesusnce. Upon publication as &n Agency
Yeglation the gttashed matsylsl WITY “supsrseds the present CIA

Cwpuletion -

L4

¢ Indormation coples of ihle inatruction will be distributed to
tihey intercsted offices of the Apely. Comwmnts or suggostionn of
frese oifiees are invited inm order that they may be considered in the
preparation of the Begnlation, Offices\receiving information copins
évs weing asked to forward their comments\tc the Dersonnel Office , abing
cegpereh and Planning Staff, by 23 Mazeh 1953,
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TRELY LESTmCR I PEFSONNEL

Compensabion for Injury or Death

Yo

Poliay

saployees of the Central Intellipence Agency are entitled to companaation
bensfits under the Pedersl Zmployees' Compensation Aet (Public Law 267,
Ghith Gongrass) as amended and/or the Central Intelligence Agency Act of
1549 (Publie Taw 110, 81st Congress) as amendsd. These bensfite inelude
conpengation for disability and death, and medical care for employsas who
guifor snjurdies in the performance of thelr duties,

definlbions
o "In the Perfoymance of Iabyn

®Is the performonce of duty®, as used in this Instruction, means that
Bhe lodividusl's injury ig directly attributable to or materdally
agrrevated by his work and ie not ths result of the employee's will-
ful miseorduet, intoxication, or intention to bring about the injury
or dosth of himself or another.

b, Einghaeyt

for the purposes of this Immtruction, the term Finjury” includes, in
addition o injory by ascident, any diseage proximately caused by the
apptoyment of the inlividval.

Soverags
8o Federal Dmployses' Compermation Act

{L) The provisions of the Fedsral Employees' Compensation Act apply
to employess of the Centrsl Intellipence Agemey who are citizens
or regldents of the United States or a territory of the United

e,

{2; Pmployees of the Central Intelligence Agency who are neither

cliazens por vesidents of the United Stutes nor a territery of
the Undted States will be compensated substentially in se-
cordanes with the bensfld provisions of local workmen's compensa-
tlon laws and regulabtiens as recogudeed by the United States
Parsay of Employeest Compensabion.

Be  veniral Intellipence Agensy Act of 1949

smployeas otherwise elipgible for benefits under the Pederal Compensation
set uwhone ¢laims mey not be mbmitted to the Buresav of Bwployees!

CONFTUENTIAL
Security Information
INFORMATION
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IMIVHUICTIUN PERSOHREL

sensation for securidy reascons will be granted these benefits
» the suthovity corntained in Section 10 of the Central Imtelligence
fot of 19L9, _

2. Fhe Asgistant Eimct@r (xer omizl) i responsible for the adminlstra-
lon of this progrem, for prescribing necessary procsdures and for
soordinating acbivities of othey offices responsible for ths
performancs of related functions., He, or his desigace; will determine

shr*v ther elains are to be processsd under the provisions of the Federsl

veos® Gonpensation Aot or the Central Intelligences édgency Ach
anel will edmindlstratively approve or disapprove thess processed under

¥

The labber Act.

.  The J&fice Chief conceyned, the Chief; Medical Staff, the Genersl
Gounseli angd the Securiby (Officer, 014, are responsible for providing
sunh recommerdations concerndng medical,; legal or sscuxdby issues
mejwci m @:etemmim Mmz method of grrscessing oy che conmenmbmw

risory officisls ave responsible for furnishing such documents,
iz and informetlon as mey be requested.

aolovess whe ¢laim benefits arve responsible for complying with the
csdural requirements set forth below and for fulfilling such other
souests for informetion and examinations as may be necessary.

& Gonmwal

Triomation and advice as to benefits in specific eases will be

ided by the Persommel OLfice upon yequest. The 9eneral benefits
s which employees way be entitled sve lieted in Appendix 8, Drief-
Ly thoy inclvds the followings

{1} Payment Tor mediczl servicen ard supplies, regardless of
vhether the injury has resulled in loss of workiims.

{2} 1lors of income benefits based upon time lost from work and upon
the nature of dissbility or disfigurewment.

(3} Allowance for the sorvices of an attendant for tobally disabled
PRYSONS o

o B
P4

' CONFIDENTIAL
INFORMATION Security Information
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ouance for vocational rehabilitation of peymanently disabled

¢k benafits based on the employse's monthly pay snd the
ey and relationship of his dependents.

{6 sllowenee for funeral eXpenses, vrdier cerbain cireumstances

wees ave neb entstled o corpwnsation for loss of pay for tho
wee days of Alzsbility unless the period of disability
s 1 days or is permapent.
©. Uoe of Sick or Anpual leave

coployee so slecis; slek andfor emnual leavo or leave withoud
may be widlized during the peried of disability. In such cases,
ompensziion payrent3 will become eoffective upon termination of leave.

d. Alterastive Henefits

ioyee who is sakitled to compensation beneflits under the Federal
wees! Compensation hot, as amended, ov the UIA Ach, as ap~

wis. may alse gualily for other benefits, For example, an

loyee eligible for compensation btenslits may alse be eligible

. & Giszability snnuity undev the Civil Service Retivement Ackt. AR
toyes who s eligible for slternative bepefits shall elect whis

s bensfibes he will vecelve for the period the benafits aro

£,

1 tpeatmmmt of e employee imjured in the porformance of duby
o axvenged by his sapervisor as followss

1) opmel stationed in Jashington will be veforred to the Agency
ieal Office.
{9y Peywormel of a H. Do ¢is1d shbabion cntside Washington will be

red to bthe local CIA medical officer, 3£ one is available.
sorwioe, 1f sscurity considerations permit, they will be

vac bo the neavest (e Se Covermment medical fasility or
cian designebed by the Bureau of Employess® Compensation,

o availeble, I neither a jocal C14 nedicpl officar nor &

5. Coverrment medlcal Pfacility nor a designated physician

o he used, the Chief, Fedical Statf, will bz contacted Tov
Aeuebions or, in an ONOrgency cuus, treatment may be obtained

. 3 P
 CONFIDENTLAL
INPOIRRAT KxidRelease Z000798/1 5L EIRIRTP80-00679A000100010111-3
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SHTERIIT INSTRUGTION » FERSONNEL

bo  duy injury ineurved in the perfoimanse of duty which dissbles or is
iikely to disable an smployee will be reported by the supervisor of
the employee concerned on Form T. A. 2, Offieial Superiorts Report
of Injury. {(Sample copy of Form C. A. 2 is included in Appendiz B,)
‘hiz form will be prepared in duplicate and forwarded to the
rersonnal Office through appropriste sdministrative channels. When
treatment has not been fuwrnished by the Apency Medical Office, the
sepervisor will arrenge for completion of the Goverament Modisal
Oificer's statement on the reverse side of Form G, A, £, if ap-
plicable, uniess securily censiderations preclude furnishing this
information.

¢. Termination of disability of an injured employes will be reported
by his supervisor on Form U, A, 3 (upper portion), Report of
‘ermination of Totzl or Partial Disebility, unless it has previously
been reported on Form Co A, 2, Official Superior's Report of Injury.
Form C. Ao 3 will be prepared in duplicate and forwarded to the
Fersomnel Office through appropriate administrative channels.

tde  Heath of an employee as a vesult of an injury incurred in the
performamce of duty will be premptly veported by the employee's
supervisor on Form C. 4, 3 (lewer portion), Report of Death. Form
Co Ao 3 wlll be prepared in duplicate and forwsrded to the Persennel
Dffice through appropriate administrative channels,

Clelims

a. Ao aaployee Injured in the performance of duty will make ¢laim fox
reimbursement or psyment of the cost of medieal services and supplies
gt for compensaticn for loss of pay on Form C. A. b, Claim for
Uempensation on fecount of Injury, (Sampls copy of Form C. A. 4 is
included in Appendix B.) Form C. A. 4 will be prepared in duplicate
within 60 days from the date of injury. Documents in support of the
clalm, including all itemized bills and receipts, travel owders and
cisims for personal expenditures by the individual, will acoonpany
Form Go 4s 4. The Attonding Physicianis Certificate on the revevse
wide of Form G, 2. Iy will be obtained if security considerations
peruit. The supervisor of the injured employse will complete the
Cervificate of Officisal Supericr of Tnjured Bmployee on the reverss
aide of Form U, A, L. Coanpleted forms will be forwarded to the
versonnel Office through appropriaste administrative channels,

Ee  Claim for compensation benofits by the surviver(s) of an employes who
dies as the resuld of an injury incurred in the performance of duty
will be made on Foxm C. A. 5, Claim for Compensation on Account of
Leath, Fowm Co Ac 5 will be submitted to the Personnsl Office in
doplicate,

T
INFORMATION CONPIDENTIAL
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Ulaim for velnburscemernt of travel expense incident to securieg

rreatiert (see parsgrevhs 6 ¢ sod & 4 above) will bs made on
Starisre Form ¥o. 1012, Voucher for Der DHen and/oy haimbursereut
of Browrees Ineddsnt to Official Tvawel, This claim will be sub-
i bhad Lo the Perscrinel Office throush avpropriats adininistrative
SHAIELE .

y e Asesebant Sirsobor (Yersormel) or his designee will review eazh

o deteymine shether it is to be processed under ithe provisions
We lederal Irmioyeses' (ompensabtion Act or the Tentrsl Intslligence

. , .
w..\,";‘!‘fi},; f‘:: LY P

RN

yeest Gormensetion for adjudicaiion, on a classified or
fied basis as the situatior warrants.

{2} Clsims processad wiler the Central Intellipence igency At
wlilli be administratively zpproved or disepproved hy the
Ascistant Drenter (Persornel) or his designes.

i, Approved olaims will be forwarded to the ™inance Division
for paymat,
ib: Disapproved claims will be returned to the slaimeant with

a memoyanduwr stating the reasons for disspprowal. A copy
of this mamersndun will be forwarded to the Office Chief

CODCOTRIS.,

LUAFTDENTTAL

INFORMATION eeurity Information
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APFERDIX A

COMPENSATION BENEFITS
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Hospital ond madiesl
BRI

Travel 0 vlese of
treatment

services of an
attordanh
Sompensation for Yine

Lost

Angrented cowpansation
for depondenis

Fonsral bills

Death Berelite

Bo Widcwew

Co  Childwen

do  Dxpkorn ehildven

Heperdent Pavent

fo  Other depspdents

COIPENSATICN BENEFITS

QUALIFICATIONS

3E approved faeilitdes used
2d procedures Lollowsd

1f loeal facilities ave not
suitable or available

If nooessary because ermployse
is so helpless as to ragquive
congtont attention

If desived. Moy tale accrued
sick and anmuzd leave

If one oy more dependents,

Aslabionship: Wife, Husband,
Unmarzded child,
Deperdent Parent

I dewbh regulds from the
indury

a. Tl remarriage oy death

b. ¥ wholly dependent upon
wife. ('Ti1 remavriage,
daath or capable of seli-

srpport

¢, T ohidd mavries, dies,
i reaches 18

d, Eowe an @

If one dependent and
e nob

i2}  If both are deperdent
£. (1) 1If onme dependent

{2} If more thau ons

{3} 71f one whelly dependent

but ong oy move only

partially dependent

AMOUNT
Varies with case

Variss with case

Not to exzeed $75 por
moath

66 2/3% of wonthly
salary or scheduls award

8 1/3% of monthly pay
(limited ¢ that part
of monthly pay not im
excess of Jh20)

Discrebionary.
Hot to excesd HUO0

a. k5%
bo h5%

¢o To widow 102, angd
154 for esch chiid
rot to exceed 75%

do  35% for ome child and
154 for sach sad-
ditiongl ¢hild not
to axceed 75% divided
among such chiidyan
ghare and shave alike

By (1} 25%
(2) 20% o each
£ (1) 25%

{2) 230% share alike
(3) 10% share alike
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APTENDIE B

 SANFLE FORMS
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EMPLOYEE’S NOTICE OF INJURY OR OCCUPATIONAL DISEASE

Federal Employees’ Compensation Act

This notice should be submitted to the immediate superior by an injured civil employee of the Federal Government,
or by someone on his behalf, within 48 hours after the injury. Notice may be given either personally or by mail. It should
be retained by the official superior unless the injury causes disability for work beyond the day or shift when injury occurred,
or results in any charge against the Bureau for medical expense, when it should be forwarded to the U. S. DEPARTMENT
OF LABOR, Bureaun of Employees’ Compensation, together with the official superior’s report of injury, Form C. A. 2. Before
compensation is paid, writien claim on Form C. A, 4 must be submitted to the Bureau.

Date of this notice. , 19

1. T hereby certify that I am employed as a

{Oceupation)

at the

(Place of employment)

and on , , 19 at m.
(Day of week) (Date) (Hour, a. m. or p. m.)

I was injured in the performance of my duties at

(Location where injury occurred)

2. Cause of injury

(Describe as best you can how and why injury occurred)

3. Nature of injury
(Name part of body affected—fractured left leg, bruised right thumb, ete.)

4. Names of witnesses to illljury

5. If this notice was not given within 48 hours after the injury, explain reason for delay and state name

of person to whom notice was first given, and when

This injury was not caused by my willful misconduct, intention to bring about the injury or death of
myself or of another, nor by my intoxication, and I hereby make claim for compensation and medical
treatment to which I may be entitled by reason of the injury sustained by me.

Name

Address

(Street and number)

rAfpidved.For Release.2000/08/18,. GIA-RDRJ0.006790A000100010114-3....
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[To be submitted to U. 8. DEPARTMENT OF LABOR, BUREAU OF EMPLOYEES’ COMPENSATION, Washington 25, D. C., as soon as practicable after any inj to
o cfvil employee of the United States sustained while in the performance of du? which causes any disability for work beyond the day or shift on which the injury occurred or
results in any charge against the Bureau for medical expense. This form should be accompanied by C. A, 1.]

1. Department 2. Bureau or office
Pl f e (War, Navy, ete:) (Engineer, Navigation, etc.)
¢ 0f 3 Place of employment
emplnymen! (Arsenal, navy yard, ete.) (City) (State)
4. Reporting office
. (Location of reporting office or division headquarters)
5. Name of superintendent or foreman in charge when injury occurred
6. Name of injured employee 7. Age ... 8.8ex ——oooooee.o 9. Race .
(Give first name in full)
10. Home address -
(Street and number) (City or town) (State)
11, Occupation and division 12, Was employee doing his regular
(Give both, as laborer, hull division; helper, machine shop, ete.)
work? If not, what work?
.. 18. Total length of service with the Government as a civilian?
The injured

employee 14. Xow long at present work in this establishment?

15. Dates of other injuries

and subsistence valued at § per
16. Rate of pay on date of injury, $ per
, and quarters valued at $ per
17. Employee begins work at m. 18. Regular day’s work ends m.
(Hour, a. m. or p. m.) (Hour, a. m. or p. m.)
19. Hours worked per day 20. Days paid per week

21. Place where injury occurred

(Give exact location, as name or number of building and division, ete.}

22. Date of injury 19 3 day of week ;hourof day ... m.
(¢. m. or p. m.)

28. Date employee stopped work _.____.__.____________ , 19 sday of week .. s hourof day ... m,
(a. m. or p. m.)

24. Date employee’s pay stopped _..ooooooeeeeeo ., » 19 . s day of week ... shourofday . ._____________ m,

(a. m. or ». m.)
25. Has employee returned to work ?

(Give date and hour)

26. Will employee receive pay for any portion of above absence on account of:
(@) Annual leave

(b) Sick leave

(Give exact dates)

{Give exact dates)
(¢) Any other reason

{Give exact dates)
27, Describe in full how injury occurred

28. State part of body injured and nature and extent of injury

.. 29, Did injury cause loss of any member or part of member? ...
The injury

30. Was employee injured while in performanece of duty? ... If not, or in doubt, give detailed statement ______._

81. Was injury caused by:
(a) Willful misconduct of the employee? ...

---- () Intention of employee to bring about injury or death

of himself or another? ___...__.___ (¢) Employee’s intoxication?
(If any answers to these questions are made in the afiirmative, the reporting officer should attach an additional statement giving the
reason for his conclusion)

32. Was written notice of injury given within 48 hours? . _____________ - If not, did immediate superior have actual

knowledge of injury?

(Answer to question 5, Form C. A. 1, must be complete if notice was not given within 48 hours)
83. Names and addresses of witnesses to injury

(If disability will continue for more than one day, have statements of witnesses made on reverse side of this form)

84, Was injury caused by a third party other than a Government employee or agency? ... If so, has

-~

employee been instructed in procedure under the Bureau’s regulations?
(A detailed statement should be forwarded with this report)

35. Name and address of physician who first attended case

Medical 86. How soon after injury?
attendance 57, To what hospital sent? Location

88. Name and address of physician now attending case

Signed this __.ooeeeeeon day of 19,

(Signature of reporting officer)
at __._.

(Title)

revissd My 21, MPProved Fd¥'Release 2000/08/16™"CIA-RDP80-00679A000100010111-3
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STATEMENT OF WITNESSES

[The statement of witness should tell just what the witness saw personally, or, if he did not see the injury occur, just what he
knows about it and when and by whom the information was given him.]} .

Signed this day of 19

{Signature of witness)

Signed this day of 19

(Signature of witness)

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST
EXAMINED CASE

was given first-aid treatment, or examined,

I CERTIFY that
(Nome of employee)
on 19 . , at m,, and disabled for work. Probable length of
(Was or was not)

disability will be In my opinion disability ... due to injury
(Was or was nat)

o 19

Nature of injury as found on examination

Hospitalized Will return for further treatment
Discharged .. Other disposition
Remarks
Signed this day of , 19
at

(Signature of medical officer)

(Title)

U. 3. GOVERNMENT FRINTING OPFIOR 16—6027

L. Approved Tor Release 2000/08/16 : CIA-RDHO-QD%?QAOOM 00010111-3



-

Approvedjor.Belease 2000/08/16 : CIA-RRQP80~00679A000100010111-3

CLAIM FOR COMPENSATION 'ON ACCOUNT OF INJURY

{To be filed with the offieial superior, within 60 days after the injury causing disability for more than 3 days, for transmission to
- the U. 8. DEPARTMENT OF LABOR, BUREAT OF EmrLoYEEs’ COMPENSATION]

CLAIM MUST BE FILED WITHIN ONE YEAR AFTER INJURY

Section 39 of the C ion Act of Sep ber 7, 1916, provides that wh makes, in any claim for compensation, any state-
NOT lCE ® ment, knowing it to be false, shall be guilty of perjury and shall be punished by a fine of not more than $2,000, or by imprisonment
] W A&de for pot more ‘than one year, or by both such fine and imprisonment.
1. Name of injured employee _. 2. Age e 8, SexX ooon
N [Give first name in full)
4, ‘Mail address ..
. . . [Street and_number] [City or town] . [State]
5. Married, single, widowed. 6. Race e 7. Occupation and division oo
[Cross out two ward‘s] .
8. Rate of pay when injured, $ per
(@) Were subsistence and quarters furnished by the United States? -
- “o+ [were they received in addition to rate of pay ? e
(b) If so or . : [Answer “Yes” to onel
o _.|was their value deducted from ST
(¢) In either case, state value; Subsistence, $.- per _.
9, Time of injury — .. SR ,19 I m.
. S R LI [Date] [Day of week] [Hour a. m. or p.m.]
10, Disability for work began . L19. .m
. v R . i [Datel [Day of week] [Hour @. m. or p. m.]
11. First able to resume tisual oceupation ooy 19 S
. : oL T TSI . {Date] [Day of week] {Hour @. m. or p. m.]
12. Period for which compensation is claimed. From . e . o
13. Have you received any pay from the Governmert during period of disability:
On account of annual or sick leave e Dates - , Total amount, $....
Specify any other reason - Dates .. . Total amount, $———
14. Have you worked for anyone during the peviod of disability? - If S0, give name and address of

employer, dates worked, rate of pay, and total amount earned , }

15. Were you furnished subsistence or quarters (other than in hospital) during period of disability ? -
Tf so, give dates on which subsistence or quarters, or both, were furnished

16. If medical, surgical, or hospital service was furnished by private physicians or hospitals, state amount of
expense incurred, $—roooen and submit an itemized bill for this service with an explanation of

. reason for not using United States medical officers or hospitals, if available.
If transportation and other expenses necessaly to enable you to secure proper medical and hospital treat-

ment were incurred by you, state amount of expense so incurred, $.—— e If reimbursement is

claimed submit itemized receipted bill for such expenses.
Ve [Give dates, places of travel, and amount paid; also any special expense necessary because you had to travel from your regular place of residence in
’ order to get proper medical treatment}

18. Place where injury occurred - . S
[Give exact location, as name or number of building, and division, ete.]

19. Cause of injury . .

17

20. Nature and extent of injury causing disability o en .

21. Have you made claim against any person for damages on account of the injury deseribed above? .
If you have received any money in payment of damages, state amount, $— v

22. (a) Have you ever been in the military or naval serviee? oo If o, state approximate periods
served and in what organization ... —
(b) Have you ever applied for compensation or pension on account of such service? e If so,

give claim number and office where filed e
(¢) Are you now receiving compensation or pension, retainer, or retirement pay on account of such
 service? e If so, give details e

93. Have you apﬁlied for, or received, annuity under Civil Service Retirement Act? i
24. Dates of other injuries, if any, on account of which you have made claims for compensation .-

1 HEREBY make claim for compengation on account of the injury deseribed above, which was sustained by
me while in the performance of my duty for the United States, said injury not being due to willful miscon-
duct on my part or to my intention to bring about the injury or death of myself or another, or to my intoxica-
tion. I have been disabled on account of this injury and have not refused or failed to perform any work I was
able to do during the period for which compensation is claimed and every statement set forth above in support
of my claim is true to the best of my knowledge and belief.

‘Signed this . ‘day of : 19 ,at. ~
} s8¢ [Signature of claimant]
Subseribed and sworn to before me this oo day of 19

and for]

A ' . ignature c;‘ ' official wdminister%n oath] :
Rme&%%gll'go\léd for Releése 2000/08/16 : Q_IA_:B_E_)_E_@QE%&_?%QZSAQOD1D00.10i!1[-'}"
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ATTENDING PHYSICIAN’S CERTIFICATE AND MEDICAL REPORT OF DISABILITY
Approved For Release 2000/08/16 : CIA-RDP80-00679A000100010111-3

I CERTIFY that has been under my professional care from

[Ndme of injured employee]

to inclusive, for the effects of injuries sustained on
In my opinion, employee has been totally disabled for all work from to
and pa'rtz'allyr disabled for usual occupation from to
o was
'Patxent may be able to resume regular work
e was .

Patient _maybe able to resume light work ‘

1. Dates of treatment visits: (a) Office e e st e e e e

(b) Home ] (c) Hospital
b p . -

2. Nature of treatment provided for effects of injury

(a) Operation i , A - . (b) Date performed
3. What further treatment is recommended? - : :
Specify special services indicated, if any, such as: Consultation, hospitalization, orthopedic appliances, ete. ...

3

4. State what history of injury Wés given by employee

b. Describe the symptoms or physical findings for which treatment was given

(a) X-ray—laboratory—specialist’s reports

6. State how your findings confirm your opinion that the disability was due to injury

7. Describe complicating and other concurrent diseases or disabilities present

8. Employee was confined (a) to his home from to ; (b) to bed from to
9. Are permanent effects of the injury probable? ... Describe in detail

10, If ‘injpry caused loss or dysfunction of a part, describe such loss in terms of function

cELRT 5 = 3' el ‘5 BRI N © s v A e e
Note—In al% cases where (a) the disability is protracted 80 days or more, or (b) where the medical relationship of the
condition to an alleged injury or to occupational conditions is not clear, forward a_detailed medical report describing the onset
a}z:gi clinical course of the condition, and discuss the medical aspects of the case which justify your opinion of the causal relation-
ship to an injury. .

;- I am licensed to practice medicine and surgery in the State of

RUENES TR e

. L84, e of attending ph 1
Signed this day of . i , 19
SO | S [Street and number] [City and Stlﬁ,e]? .

S

N crp — etk . B P

* CERTIFICATE OF OFFICIAL SUPERIOR OF INJURED EMPLOYEE
NI L AL P A de R
[Report of injury (Form C. A, 2) 'it not heretofore forwarded to the Bureau, should accompany this claim.]
g oA e o S : ‘

If any circumstances La.ve arisen which alter the conclusions stated in the official report of injury (Form C. A. 2),or if
the official superior disagrees with any of the statements made in the claim for compensation, it is requested that a full
explanatory statement be made under “Remarks.”

1, If the 'in:]'bured employee is a pieéé worker or an irregular worker, what were his gross earnings during the month immediately

preceding the in}‘iﬂ‘fy‘f s ..} actual dates on which he worked
[For example, if the employee was injured on thg 7th of February, his gross earnings should be given for January 7 to February 6, inclusive]

”
2. Has em’ployee?resumed work? o If so, give date and hour

If so, state inclusive

3. Has employee'heen‘ paid for any portion of the absence for which compensation is claimed?

dates ..

L R

4. Remarks

.. 1 _HEREBY CERTIFY that the person who executed the foregoing claim for compensation was injured while in fhe performance
of his duty for the United States. An official report of this injury on Form C. A. 2 has been made, and all statements made in
%

‘rep?‘ljt are true to the best of my knowledge and belief.

FR i ERR R S SRR C 29"

“[Signature of official superior]

19

Signed this ;..y of - .
3 Dot L R I PLIET ¢ 'fﬁtla]

LR A

’at

S IDERE IS I tar e DR SO DS SR :
IR MO SO PR g"trl"!."g:vﬂuﬁinzitwalhﬂx«;ohfc( 16—11485-1
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FUUy USE0 IN REFORTING IBJURILS s PRUCLLOING CLATIE, AND VELOIC AUDEAIS

isted below sre the Lorms requirad in injury and deabi: cases wiley e
Urdted States Jmployees' Compensation /st of 1916, as amended. this liat
idantifies the title of sach form and indicates by whon and ey sach lorn
shiould be subed tied, Nok-asterlsked forus are :btained from the fersomwl
Uifice. Vorue indicated by ome asteris: ape {furnishec dirsct to eletaante bry
blie nireang thoss inddcated by tws soberdsics axe lurndshed oply o Loepitzls
- and physicians.

10 we submittede-
Ttle By== tiheRyeee

VI NP s BT ™

Lo de X Buployaes Keties tRoloyee (or soneons aoting  within 4f hours or as soon
of Injury or (o in ris behslif). - after Injury as s practicadbis,
cupstionsl s ‘ Form iled in swplorats
BB - parecansl folder in ifnes
Injory sages ant wyompoad
W the Jurmga,

2 Uiflelad superioris LIPLOYOe s SUPETYABOE co0..  Dams s Sermm o C. L, L, AF
Report of Injury injury vesults in Mssciliey
for work hweyont tog Gry ox
sLiLt of oesurrance, o rideht
result in sy meddsnd RIS
afainst the compensation Sund.

WEftelal Superdore Lmple FRee supsrvis e couoe  Dmediutelr whvn mm injured

Heport of Injury. amployes 1o azadn cisebled

{Io corer reaup- fron the sass Andury.  Horme

ronce of disabdlity should bo merlosd Trptutrence

Froms oxdednsd e _ and phould contads malitielent

Juryva ' facte to foandily bthe intay,
Hew dotes whan werk sl sy
stopped 2okl oart of tre pow
Bosensy cevered by lepee
should 2120 b shoon, 0
dlanbility nas mwied whum
the report ie made, She Jdate
ard howr of petors s Jud
should e shouny ethoruise o
new peoayd oom Forn 3. K. 3
shemld Se pade when She afe
pPloges returns & work ey
disability cesses,

Approved For Release 2000/08/16 : CIA-RDP80-00679A000100010111-3
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, To be subrd tted--
Form Pitls By ' Whelie

. Es 3 Report of Termination Dmployes's Lupsrriecr.... Dmedlstely upom ompdeyac’s

of Totel or Partial retwrn to work sftsr dls-
Disabilivy. : ability, unlass 2uch report
{Upper oxtiom; : has been made on Poem d, A0 T

or sthomies .

Ge Ao 3 waport of Usath resignated offielal....o. Imediately; =nd 0 be age
[omer Joxtion) ' compantsd by raoport an

Form Co Ae 25 1f senh form
hag not previzsusly bean aub-
ritied.

FE 1 Claim for Componestion Enplovse (ov soerome sot- Withdn 12 days afer pay steps,
an Asaount of Injury  dng in hisz behalf). bt not Later than 50 dayw

efter injury. Lglanation
must accompany clads 4f sub-
mitted latar than &0 days
efter injury.

e Ao b Appiicatlon for Avg-  Enployes (or scimome sode Asconpanizs O, 4, § when

manted Conpensation ing in hie behsll). depstdensy bonsfits are

Lor Disanility claiued.

So he U5 Applicetion for iwsrd Employes {or somedne Acoorpandes 0. A. L in cases
Lor Disfiguramnd. acting im hiz behalf), of diefimeent of face,
lsed, or neck,

£, 5 (lain for Compensstion Beneficizry A soon z@ posmible after
on Aocount of Deats, desth, bub aot Llater than

1 year,

S Bo 55 Appliestdien for Malamnce Densiicisry vithin 1 month after death
of Sehedoele Jue Them and mob Inter thnn I onear.
Ieath is From (auses ’

they than the Injury.

Co ko B Clair for Contins= Daployes {or someons set~ A lesst omee = orenths
ance of Compensation 4ng in hie helslf),
o Account of dime

Go So 10 F}é?»@&xﬁ foy fﬂﬁtﬁf@

2o Ao 13 ramphlet Containisg
Resums of hmployee's
Aights %o Compornsge-
tion Dermfite.

- Approved For Release 2000/08/16 8IZ-RDP80-00679A0001000101 11-3
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To be submitted--

of Hinor Childven for
Gontimied Compensa~
- wien on jecount of
Im;ghﬂ)

i

Claim for Continuod
Gompensation on AS=
Covnt: of Death by
Iependent Physically
incapable of Gelf:
Support,

bt 'E{;o Ao 1.3&

Reguest of Dopendent
Parents or Greandpar-
ents for Additiensl
Compensation on Ae-
aount of Death,

Roquest for Treatment
aof’ Injury Under the

- thidted States Employ-
evs’ Compensation Act.
(kequest for treatwent
by non-designated phy-
sician will be isguad
in letter fom.)

. Ae 17 Fequest for Tyzalment
\ of Injury Under the

United States Employses®
of Injury is im Doubt.

120 4. 20 sttending Fhysiciants
1 R Raport.
Disshexrge Report of

13 443, Ao 21

Approved For Release 200

Form Titla Dy=~ thene-
7
e fe 12 Glaim of Uidow o Widow or widowey or puard- On the lst day of Jamers
Widowsr for Contimued dian on behslf of such and July of esch ywar while
Corpensation on Ac~ beneficiary if mentally the componsation contimuss.
gount of Death. incompetent
e Ao 13 Ulaim of Cuardian lepal nor npatural guavd- Seme as Ferm $, L. 12,

1an or guardian ex officls

oa behalf of & wminor o
mentally incapacitated
beneficiary other than

. widows, widowers, pare

enta, or grandparents.

Tacapacitated bensfici-
ariss other than widows,
widowers, pearents, or
grandparonte who ate
not miznors and have no
guardian.

Dependent parents or
grandpazents.,

<

Imployee’s supervisor
or Medical Officer.

Baployee's suparvisor
o Hedical (fficer.

Compensation s¢% vhen Cswye

(Szme ss Form C, A, 16.)

Atending physician

Huspitaly, dispensary,
or designated physician,

-3 -

{

Same as Forr G, 4. 12.

jams a3 Form C. A. 12,

Inmediately after ths as-
cident, if practicable.
Authorization for emergsncy
treatmant may be given before
iasuance of this form,
vided it i3 issued within 48
hours thereafter.

2

Inmediately in ocrdsy that it
can be forwarded Lo proper
office for nacessary action,

AS poon as possibls,

When patient is discharged.

0/08/16 : CIA-RDP80-00679A0001 00010111-3
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70 be cubmi ttede

Porm Titla By When=-
‘o Ao 37 Repoxrd of Heryda Claimant and atterding A8 soon as possible,
rryysician
wo Ao 33 0 Hequest (by Buveaun) Barsau As deemzd necgssayy
for lpdicnl oxamding.-
h,--s}nm
#ie Bo 42 A0fidewit Relating iny person having know-  As soon as pesedlble after
WO Representatives irdpe of the Duersl and burlal of decsassd employee .,
of Decoasod Berg burial expenses other
ficlaries. than the undertaker or &
merber of bis establishe
mept. (This form i3 used
when there iz no adminis-
tration of the deceased
employee’s sstate in
cladming burial allow-
anee or conpensation
- dus the deceased employee
ai the time of his death,)
Go Ao U3 sf7idaviy of Undartaking establishment, Az soon as possible after
Undertaim» burial of decsased employes.
Co ko 69  Frployee's Claim Employes Tn lieu of C. 4. 8
for Conbinuance of
- Compersation op
ieeount of Dise
ebility When Case
18 Carried on Auto~
matde Rell.,
o fo 76 Idst of Phynicians
and Hospitalu Approved
by Buresu Whieh Ave
Aveileble bo Injured
Employoes.,
#is Bs 83  Eaplovee’z Motilce of Buzreau
Compensation Payment
‘g":g\"‘»r 3‘&?&&%,
wlho Aa 86 Cificial superieris Buigan
Hotice of Compensa~
tion Paywent by
Go ko 95 tmployes's Claim for  Muployee in lieu of Co A, 8 wben

Contimanre of Con-

medical evidence is not

Apﬁ?é"ve%“i—“dr Release 2000/08/16 ; CIA-RDP80- ooe79mdeweo1o111 -3

i




i

* Approved For Relggs&ab00/08/16 : CIA-RDP80-00¢7pAR@100010111-3

i : i i S AR AL S

To be submitted--

By=-=

Hheties

Form Title
2c Ao 96 Empleyeets sfPidevit
seleosing Darnings,
1 any, During
dlsability.
#3m=] Agreement of Claimant
#1558 Fablic Voucher for
' serwices and Supplies
of Hospitals and
Tnysiclans.
Standard  Touchsr for Per

Porm 1012, Jiem snd/ov Relme
pupsanmernd of Be-
wnses Ineidsnt
W Official Trawsl.

y Fiblde Veucsher Ffow
Foym 103k,

farchages and
Sxrvices Ulber Than
Sarsoral .

Apmdication fop
Aaview

‘Ap‘proved For Release 2000/08/16 : CIA-RDP80-00679A000100010111-3

Employee {pag-
tially disabled)

Claimant (or attorney

authorized to ast in his

bohalfl),

A8 requested by Burezu,

Upon approval of Claimans's
attorney by the Sursau.

Injured empleyee; physi- when employee iz discsharzed
clans,; nursss, hospitals, from treatment, uiless treal~

and any person or fimm

fwndshing supplies or

ment extends for more than
30 days, in which owent it

services for medical and shall be submitied at the

alliod expsnses, If

signaturs of employes
cannot. be obtained,

a concise syplanation
of the reason must be
ineludod,

Injured amployes

end of each 30-day pesiod,

When travel io corpleted,
~or 1f repeated trips are
made, as often as convendent
in accordance with Starndard
United States Qovernment
Travel Regulations,

Undertaking establishment As soon us possible after
or person or firm furnish-burlal of deseased smployse.
ing services in connection

with funeral or burisl
exponsas of docsased
employse.

revson affected by Buresu’s Within 90 days after

deciaion,

& 5 k]

issuance of finn) declsicn by
Buresu, Tims lisdt may bte
wadved by Board im satenuva-
ting cases, provided
application iz filed within

1 yasr,




