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

Form CA-2a, Page 1 Form CA-2a Notice of Recurrence

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

When to Use When to use a Form CA-2a

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

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

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

Form CA-2a, Page 2 Federal Employing Agency Report
This page is to be filled out by your supervisor.

Form CA-2a, Page 3 Form CA-2a Employee’s Work History Since Date of Injury
This is to be filled out only if you did not work for the Fed-
eral Government at the time of the recurrence.

Form CA-2a, Page 4 Instructions
This is the instructions for completing Form CA-2a Notice of
Recurrence.

Form CA-2a, Page 5 Accommodation Statement

This describes your right to receive assistance from OWCP
with regards to the claims process if your disability hinders
your capability to file your claims forms etcetera.




Notice of Recurrence U.S. Department of Labor
Driice of Warkers” Compensation Programs

Erainyses conmiotehfart. A helow. __[Electronic filing: www.ecomp.dol.gov
Employing Agency (Supervisor or Compensation

Note: Persons are not required to respond to this coll{ || YOUT agency does not accept electronic claims, then file on paper.
it dislays a currentlylPaper filing: www.dol.gov/iowcp/regs/compliance/ca-2a.pdf
| Part A - Employee . |
1. Name of employee (Last, First, Middle) 2. Social Security Number 3. OWCP file number for
original injury

4, Date of birth Mo. Day Yr. 5. Sex
El Male D Female

7. Home mailing address (include street address, city, state, and ZIP code) 8. Dependents

6. Home telephone

D Wife, Husband
City State  ZIP Code I:l Children under 18 years

|:| Other

10. Name and Address of Employing Agency at time of recurrence,

if other than shown in 9. If you are no longer employed with the
Federal Government. complete Part C aiso.

9. Name and Address of Emplo ing Agency
at time of original injury (number, street, C|ty state, ZIP code)

11. Date and Hour 12. Date and Hour 13. Date and Hour stopped | 14. Date and Hour pay stopped| 15. Date and Hour
of orlglnal inju of recurrence work after recurrence after recurrence returned to work
, day, year (mo., day, year) (mo., day, year) (mo., day, year) (mo., day, year)
17. Date of first medical treatment| 18. Name and address of treating physician
D Medical Treatment Only fgilowgg recurence
D Time Loss From Work U V)

19. After retuming to work following the original injury, were you in aity way limitedinperforming [ Yes O No
your usual duties? (If so, explain. Also state how long these limitations continued.)
Go into detail descrbing exactly how your injury has effected your ability fo perform any functions associated with your
employment. Be sure to list every aspect of your job that has been adversely effected. If this limitation is no longer
effecting your employment be sure to state how long you were limited, otherwise mention the condition is ongoing.

20. Describe your condition since you returned to work, including the nature and frequency of all medical treatment received.

21. Describe how and when the recurrence hapgerwed. Explain how your carent condition is retated to the original injury.
If you have aggravated an old injury it is sometimes easier to file a new Form CA-2 for occupational disease
instead of a CA-2a. Form CA-2a is best used if you now longer are working for the govemment. If no longer

working send your Form CA-2a and medial records to OWCP and then OWCP will contact your agency to
complete their section.

22. Describe all injuries and ilinesses which you suffered between the date you returned to work after the
original injury, and the date of recurrence. Arrange for the submission of all relevant medical records.
Itis usually best that your Form CA-2a have an attached medical opinion report, that fully provides the medical
rationale of how your worsened or consequential conditions are related to your employment factors.

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 Federal Employees' Compensation Act (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.

I hereby claim medical treatment if needed, and up to 45 days Continuation of Pay if disabled for work.

I hereby authorize any physician or hospital (or any other person, institution, corporation, or government agency) to furnish any
desired information to the U.S. Department of Labor, Office of Workers' Compensation Programs (or to its official representative).
This authorization also permits any official representative of the Office to examine and to copy any records concerning me.

I certify, under penalty of law, that the information provided on this form is true and correct to the best of my knowledge.
23. Signature of employee

24. Date (mo., day, year)

Form CA-2a
Rev. Sept. 1996
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INSTRUCTIONS FOR COMPLETING FORM CA-2a
NOIICE OF RECURRENCE
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INSTRUCTIONS FOR EMPLOYEE
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INSTRUCTIONS FOR EMPLOYING AGENCY
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DO NOT SEND THE COMPLETED FORM TO THE OFFICE SHOWN ABOVE.





