https://nalcbranch248.co



INJURED? WE'RE HERE FOR YOU !

¢ ....The NALC is committed * Today, Before any injury

to ensuring that every occurs, everyone should
member who needs help register now!!
with an OWCP claim

receives it”

https://www.ecomp.dol.gov/#
https://www.nalc.org/workplace-issues/injured-on-the-job ps:// : gov/#/

@) @)




WHATS REQUIRED TO SIGN UP FOR ECOMP

For assistance in registering for an ECOMP account with OWCP, please provide the
following information. (Please Print)

Name:

Cell Phone#:

Email:

Date of Birth:

Home Address:

*Upon registering vou will be asked to enter your social security number and to
choose a password. The password must contain at least 8 characters that contain at
least:

1. One uppercase letter

2. One lowercase letter

3. One number

4. Omne Special Character (For example: @, #, $,)

Please choose a password before getting assistance with registration to expedite the
Pprocess.

If you would like to register on your own, scan the QR Code below and follow the
instructions.




* Report injury immediately to your immediate supervisor
* File a CA-1 on ecomp - request COP

* Request CA-16 & CA-17 from supervisor

* Seek medical attention (MD of choice)

* Make sure medical reports are signed by an MD

* Follow physician’s restrictions

* Provide copy of CA-17 to management

* Inform your union steward/president/OWCP rep




You will need a description of the INjury i, e, uewen st
weather conditions....s10 characters o rosrat sl VWWIFIE@  ddlown what happened.
The description of your injury will need to be filled
out in question 13 of your CA-1

INJURY

Whatever you stated/claimed in item 13 of your
CA-1 must be what you tell your doctor at the
time treatment is rendered.



You will need to then complete item 14 of the CA-1
“Nature of injury”

This is completed by describing all body parts
affected by the claimed injury.



SIGN & FILE FORM

~

I h t I t
{:7) | certify, under penalty of law, that the injury described above was sustained in
o o performance of duty as an employee of the United States Government and that it
l I n g l o 0 n ex l I S caused by my willful misconduct. intent to injure myself or another person. nor

imtoxication.

| hereby claim medical treatment. if needed. and the following, as checked below, while
I k C O P i : E - d disabled for work:

A. Continuation of Regular Pay (COP) (2)
® not to exceed 45 days and compensation for wage loss if disability for work
fl I e continues beyond 45 days. If my claim s derwed., | 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 5 USC 5584

B. Sick and/or Annual Leave

| hereby authonze 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,

Submitting this form is considered the same as signing it.

SIGN AND FILE




*WHY DO YOU WANT TO REQUEST
CONTINUATION OF PAY (COP)?

Paid directly by USPS

COP payable for a maximum of
45 calendar days




Annual and sick leave benefits will
continue to accrue. All regular
deductions and contributions will
continue.



Form — 4 Hours

CA-16 TIMELINE

After Injury  BERVENETRVETEIITE

N

The employer is not required to
issue a Form CA-16 more than
one week after the occurrence

of the claimed injury.




After the CA-1 Traumatic Injury Claim

ECHN 119438 Pending Final Review by FECA Agency Reviewer

ECN 119488 | CA-1 Pemnding Final Review by FECA Agency Reviewer

supervisor sends
theformtothe [ @ o e e e
“Agency View  GetpDF
Reviewer.”

Employee Injured Worker

= You can print a copy of this form using the "Get PDF button abowve.

« A digital copy of this form will be kept by ECOMP for & years. (Public Law 91-596 and 29 CFR 1904}

NO EXCUSES for failing to provide CA-16
*By clicking “ISSUE CA-16,” a PDF of the form downloads or prints

\ ISSUE CA-16 DONE

n\vAIf‘l') 20902 T e




Management

Fills out

[ Print_ S
Duty Status Report =G U.S. Department of Labor [ |

Odficer of Wiarkers” Compensation Programs '-:_%~ )
This form & provided for i puIpose of oblaning @ uly Sialus repor i the employoe famed bolow, THa regest | B Mo, 12;1&411:-4&--

doss nob consifte auhonization for paymeni of medcal sxpense by the Depariment of Labor, nor does i invalidaie any previous Ex - R

anshiovizaiion Esued in this case This requesi for infomaiion & esthonized by law {5 USC 8101 @i seq ) and is reguired o obiain

o retain @ banet. informaton collecied wil be hardied and siored in compliance with the Frosdom of Infomation Act, he OWCF File Humber
Privacy Actol 1974 and e DME Cir. 8-130. Persons ane not requined 1o respond fo this collection of information unless i [ ienvcrien]

displays & oarendy valid OME conirol rember.

BIDE A - Supsrvisar: Complols his sl and reler i phisiian

IHDEB-I‘WIH’.III’.MHHHN Sk

1. Employes™s Mame (Last first, middie)

|E: Does ue: History of Injury Given fo ¥, mwawfiﬁm
foomespond 10 thal Shisn in Rem 57 W o (1 road, describe

2. Dl of Injury (Mond, dayy, W) | 3. Social Seouriy Mumber

4 Ocoupation

of Clinical Findings.

5. Dascribe Howe el Injury Ocourred and Btale Pans of the Bodty Alecied

10, Hagnosisies] Du I Injury 1. Cifher Disabiineg Condions

12. Empl Advised 1o Rsame Work?

& Thee Employos Works
Hours Fer Day Diays Par Weok

[Thves, Date Advises [(Ihe

7. Spcity e Lsial Waork Requinsmenis of the Empliyes. Chisck
Whathir Employed Perioms Thase Tasks of B Eapised Cominussl

3. Employoe Able In Feriomm Regular Work Described on Sk A7
[hres,tse [ FuTmeor [ JPartTime Hrs Par Day

o intemmienty, and Gres Buamber of Hows. [ Io, ¥ noi, complese below:
BLWTY Conbrwous | InGarmitant Conbnasus TREmInG

a Liling/Carrying: #Fhs Slbs b Slbes.
Exaie Max Wi, Hrs Par Day Hrs Per Day
b. Siing O O Hrs Per Day O O Hrs Far Day
. Eeanding _l _l Hrs Par Day _l _l Hra Pr Dty
o Wiking O O Hrs Per Day O O Hrs Par Dy
& Chimbirg O O Hrs Per Day O O Hrs Per Dy
1. Knesling O | Hrs Per Day O O Hirs Far Diay
9 Banding'Siooping j j Hrs Per Day j j Hrs Per Dary
h. Twisting O O Hrs Par Day O O Hrs Far Diay
i PulingPushing O O Hrs Per Day O m] Hrs Far Dy
| Simpile Grasping O O Hrs Par Day O 0O Hrs Par Dy
¥ Fine Masipuaion

- O O Hrs Par Day O O Hrs Par Day
| Aaching abowe:
e O O Hrs P Day O O Hrs P Dy

Tiviving a VeRick = —
I’;m‘;ﬂ* O ] Hrs Par Day O O His Par Dy
rsmalurg Machneey [ || O Hrs Per Day O O Hrs Par Diay
0. Temp. Exromas e e
U U rang in degroes F J U wnge in degroes F
B High Humidigy O | Hrs Per Day O O Hrs Por Diary
Thamicals, Bohvants,
L. |M? J J Hrs Per Day J J Hrs Por Dy
r. FumesDust fidentty] O ] Hrs Per Day Ll Il Hrs Pr Dy
[ TN dBA

& Noise (G B4 O O - O || irs P Oy
i Oiher {Describe] 14_ Are Imerpersonal Rulations Afecied Becase of @ Meuropsychiaine Condibion?

(g Ability o Give of Take Supervsion, Meoet Deadlines, eic.)
[Clves []moDescriea)

H you hares & Soesbilsty =0 s in need of communecsetion saamnlencs (auch
wiemnais oenaly o0 sign mredioe
roxkiicaions, plasss contec] OWEP. See form mitructions for fequenits jor
Arrcmmodsbom o Audliacy Alds ard Sasson

15. Dzt of Exam imation 6. Dhalir of Mt AQpainaTHEnt
17. Epeciaity 18, Tax kenification Number
19. Physician’s Signaiure |20 Dl AT [P, S0120]

Doctor fills
out

This is your
time for a
discussion




“

INDINGHAPE

OFFICE OF WORKERS' COMPENSATION PROGRAMS
MEDICAL BILL PROCESSING PORTAL

Provider ~ Claimant Login ~ Resources ~ Pharmacy/LMN ~

Home

Home Provider Home Find a Provider

OVIDER(MBD=DO)

CONTACT US Search

FaQs |

Contact Us

The provider search feature allows Department of Labor (DOL), Office of Workers' Compensation Program (OWCP) customers to search for medical providers in their locale. The provider search feature
allows searches by: provider type, physician’s last name or practice name, physician's first name, city, state, zip code, and specialty. The providers listed in the search feature are actively enrolled with
OWCP Workers' Compensation Medical Bill Process (WCMBFP) system as a medical provider and have opted to be included in the search feature. A listed provider or services rendered by the provider does
not constitute an endorsement by OWCP, nor does it guarantee that the medical provider/facility will be reimbursed by OWCP for specific medical services provided to a particular claimant. The
appearance of a specific medical provider's name in the listing does not require that provider to treat a particular claimant, even if OWCP has already advised the claimant in writing that medical

treatment for a particular condition within the provider's listed specialty has been authorized.

i Provider Search

Mote: A percent (%) symbol can be used as a wildcard to search if the exact Provider Name is not known or the City may have a different spelling (such as St Louis or Saint Louis)

Program Name: w NPI:
Please enter either "First Name/Last Name' Or "Business Name’ for Provider Name match search.
First Name: First Name Last Mame:
Provider Type: ~ Provider Specialty:
City: City Zip Code:

Provider List

NP

1
3
[1:]

Busines

Last Mame Business Name:

State/Territory:

Radius Within:

Zip Cod

Q, Search

11 Reset




Medical Documentation

Valid Diagnosis

Pain is NOT a diagnosis
Strain/Sprain

Tear/Rupture
Herniation

Qualified Physician

MD or DO MUST sign or
countersign

Nurse Practitioners (NP)
and Physician Assistants
(PA, PA-C) are not
considered qualified

Most urgent care facilities

staff NP/PA

What about
Chiropractors

A chiropractor's opinion
constitutes medical
evidence only if a
diagnosis of subluxation
of the spine is made and
supported by x-rays



What your medical must provide

What are the regquirements for medical reports?

In all cases reported to OWCP, a medical report from the at-
tending physician is required. This report should include:

(a) Dates of examination and treatment;

(b) History given by the employee;

(c) Physical findings;

(d) Results of diagnostic tests;

(e) Diagnosis;

(f) Course of treatment;

(g) A description of any other conditions found but not due
to the claimed injury;

(h) The treatment given or recommended for the claimed
rjurys;

(i} The physician’s opinion, with medical reasons, as to
causal relationship between the diagnosed condition(s)
and the factors or conditions of the employment;

(i) The extent of disability affecting the employee’s ability
to work due to the injury;

(k) The prognosis for recovery; and

(1) All other material findings.




Keep a

copy of

QAU Questions
2227?77




FILL OUT PS FORM 3971 or Call 1877-477-3273

B2l focis S Request for or Notification of Absence

Employee’s Name (Last, Firsf, M.I.) Employee 1D Date Submitted Mo. of Hours Requested | B | B|PP |Year
3153
Installation (For PM leave, show cily, state, and ZIF code) NS Day |PayLloc. #|D/A Code | From Date Hour :"-} ea| Day | Init. |Hours
Sat
Time of Call or Reguest acheduled Reporting Tima Employes Can Be Heachad At (If needed) Thru Date Hour 01
Sun
Il
. [l NocCa 02
Type of Absence Documentation (For official use only) Revised Schedule for (Date) | Approved in Advance Mon
| | Annual [ For FMLA Leave (Certification reviewed) O ves [ no : 03
[] Holiday/AL Lv Exch Tue
. ] For COP Leave (CA1 on file) 0
L Carner 701 Rule Begin Work *
J ] For Advanced Sick Leave (1221 on file) ) Wed
L] LWOP (See reverse) O] 05
For Military Leave (Orders réviawed) . —
| Sick (See roversa) ry ! Liunch-Cut Thur
| ! L D For Court Leave | Summans reviewad) 06
ate ——
[ coe L] For Higher Level (1723 on filg) Lunch-In Fri
' D Scheme Training Testng, Qualifying (Mema an fle) End Work o7
L] other ' Sat
Ramarks (Do nol enter medical information) 08
e 5 Total Hours =Un
3 Day Waiting Period 09
= : = 5 . Man
| understand that the annual leave authorized in excess of amount available to me during the leave year will be changed to LWOP. 10
Emplovaa’s Sianature and Date Signature of Person Recording Absance and Data | Signature of Supervisor and Date Motified Tua
11
- i i " i Wed
Official Action on Application (Return copy of signed request to emp 19
[:] Approved, not FMLA [:I Approved FMLA, Panding [:I Approved, FMLA Signature of Supervisor and Date Thur
Documentation Moted on Reversa (See Publication 71) 1:;
D Disapproved (Give reason) F-
n
D Ineligible for FMLA (Estimate elfigibility date) L | Continued on Reverse 14




Employee: Reason | Was Incapacitated for Duty During this Absence

[ ] sickness [ ] Undergoing Medical, Dental, or
D On-the-Jab Injury Optical Examination or Treatment

(Job related)
[ ] off-the-Job Injury

D Pregnancy and Confinement
D Exposed to a Contagious Disease

[] Undergoing Medical, Dental, or
Optical Examination or Treatmeant
{Not job related)

Reazon | Was Unavailable for Duty During This Absence

D Sick Leave for Dependent Care D Placement of a Child with Employves
D Birth of Child - Bonding for Adoption or Foster Care

Supervisor: Additional Documentation Regarding Denial of Leave Protection
Under FMLA

D Employee Mot Eligible -- Less than 1250 Hours Worked.

D Employee Not Eligible -- Mot Employed with USPS 1 Year.

D Employes Has Exhausted FMLA Entitlement in Current Leave Year.
D Abszsence Mot for a Covered Condition.

D Abzence Mot for a Coverad Family Member.

D Requested Documentation Mot Provided.

D Documentation Provided. Does Mot Meet Criteria for FMLA Protection.

Additional Documentation Required

Privacy Act Statement: Your information will be used to administer leave.
Caollaction is authorized by 39 USC 401, 404, 1001, 1003, and 1005; and 29 USC
2601 ot seq. Providing the information is voluntary, but if not provided, we may
not process your request. Your information may be disclosed as follows: in
relevant legal proceadings; to law enforcement whean the USPS or requesting
agency becomes aware of a violation of law; 1o a congressional office at your
raquest: to enfities under contract with USPS andlor authorized to parform audits:
to labor organizations as required by law; to governmeant agencies regarding
persennel matters: and to the EEOC; MSPE or Office of Spacial Counsel.

Leave Types (Informafion Only) CODES 3 E PP | Year

FMLA/ 5 |.3
Leave Type Timecard Dep. Timea Clock 2 E

Care 375
Annual = FMLA 55 01 | 05599 @ | @ Day [Init. |Hours
Sick — FMLA 56 02 |05699 Sat
Sick - Dependent Care 3] o7 05697 01
Absent Without Leave 24 02400 Sun
Act of God 78 07800 02
Blood Donor &9 0E900 Mani
Civil Defense 77 07700 03
Civil Disorder 81 08100 Tua
COP - USPS 71 07100 04
COP - USPS - FMLA 71 03 |o7199 Wed
Convention L513] 0E600 05
Court Duty 61 06100 Thar
Donated - FMLA 46 04600 06
HQ Authorized Administrative |79 07900 =
Holiday/&L Leave Exchange 28 02800 07
LWOP - Part Day 59 05900 —
LWOP - Full Day 60 06000 08
LWOP - FMLA - Part Day 59 05 |05200 -
LWOP - FMLA - Full Day 60 06 |06099 09
LWOP - [OD/OWCP- FMLA |49 04 |0D4999 o
LWOP - [OD/OWCP - not FMLA |49 04900 10
LWOP - Lieu of Sick Leave 59 or 60 05901 or 06001
LWOP - Matemnity 58 or 60 05805 or 06005 E’“
LWOP - Military 44 04400
LWOP - Personal Reasons 59 or 60 05903 or 06003 ’%"';E“’
LWOP = Proffered 59 or 60 05902 or 06002
LWOP - Suspension 59 or 60 05906 or 06006 Thur
LWOP - Suspension Pend. Tem. |59 or 60 05908 or 06008 13
LWOP - Union Official 84 08400 Fri
Military &7 06700 14
Relocation 80 08000
Veteran's Funeral 86 08600
Voting Leave B85 08500
Other Paid 86 08600

PS Form 3971, March 2008 (Page 2 of 2)



FILL OUT PS FORM 3971 or Call 1877-477-3273

UNITED STATES

B SeR DT e Request for or Notification of Absence
Employee’s Name (Last, Firsl, M.1.) Employee ID Date Submitted No. of Hours Requested | © | 3PP |Year
= =
|53
Installation (For PM leave, show oy, state. and ZIP code) M/S Day |PayLoc. #|D/A Code | From Date [Hour g ea| Day | Init. |Hours
Sat
Time of Call or Request Scheduled Reporting Time Employea Can Be Reached At (If needed) Thru Date Hour 01
[] Mo cait E;;""
Type of Absence Documentation (For official use only) Revised Schedule for (Date) | Approved in Advance Mon
Ij Ann.ual E] For FMLA Leave [Cerfificalion reviewed) [:] Yes E] Mo i 03
[_| Holiday/AL Lv Exch e
= L] For COP Leave (CA1 on fike) 04
[ ] carrier 701 Rule Begin Work ¢
|:| For Advanced Sick Leave (1227 on fle) Waed
Ll Lwor (See reverse) |:| For Al . Ord ) 05
or Military Leave Brs reviewe ’
L] sick (Se@ revarsa) i Lunch-Out Thur
[] Lat |:| For Court Leave (Summons reviewead) 06
ate r
ISl cor [] For Higher Level (1723 on file) Lunch-in Er
D Scheme Training Testing, Qualifying (Memo on fle) o7
[ other g g9 fying End Work —
Ramarks (Do not enter medical information) 08
Total Hours Sun
OWCP — LWOP Code 049 09
| understand that the annual leave authorized in excess of amount available to me during the leave year will be changed to LWOP. r:?n
Emplovea’s Signature and Date Signature of Person Recording Absence and Date | Signature of Supervisor and Date Notified Tue
11
=i X x . 7 Wed
Official Action on Application (Return copy of signed request to emp 1;
|:| Approved. not FMLA |:[ Approved FMLA, Panding |:[ Approved, FMLA Signature of Supervisor and Date Thur
Dacumentation Noted on Reversa, (See Publication 71) 13
I:I Disapproved (Give reason): =
ri
] Ineligible for FMLA, (Estimate aligibility date): Ll continued on Reverse 14




On thejob
injury

Employee: Reason | Was Incapacitated for Duty During this Absence

D Sickness D Undergoing Medical, Dental, or
D On-the-Job Injury Optical Examination or Treatment

(dob related)
[ 1 off-the-Job Injury

D Pregnancy and Confinement D Undergoing Medical, Dental, or
Optical Examination or Treatmeant

{Not job related)
Reazon | Was Unavailable for Duty During This Absence

D Exposed to a Contagious Disease

D Sick Leave for Dependent Care D Placement of a Child with Employves
D Birth of Child - Bonding for Adoption or Foster Care

Supervisor: Additional Documentation Regarding Denial of Leave Protection
Under FMLA

D Employee Mot Eligible -- Less than 1250 Hours Worked.

D Employee Not Eligible -- Mot Employed with USPS 1 Year.

D Employes Has Exhausted FMLA Entitlement in Current Leave Year.
D Abszsence Mot for a Covered Condition.

D Abzence Mot for a Coverad Family Member.

D Requested Documentation Mot Provided.

D Documentation Provided. Does Mot Meet Criteria for FMLA Protection.

Additional Documentation Required

Privacy Act Statement: Your information will be used to administer leave.
Collection is authorized by 39 USC 401, 404, 1001, 1003, and 1005; and 29 USC
2601 ot seq. Providing the information is voluntary, but if not provided, we may
not process your request. Your information may be disclosed as follows: in
relevant legal proceadings; to law enforcement whan the USPS or requesting
agency becomes aware of a violation of law; 1o a congressional office at your
requast; to entities under contract with USPS andfor authorized to perform audits;
to labor organizations as required by law; to governmeant agencies regarding
persennel matters: and to the EEOC; MSPE or Office of Spacial Counsel.

Leave Types (Informafion Only) CODES 3 E PP | Year
FMLA/ 5.3

Leave T Timecard| %P |Time Clock | £ |22

ype imecar Care ime Cloc = e
Annual - FMLA 55 01 05599 ® | | Day |Init. |Hours
Sick — FMLA 56 02 |05699 Sat
Sick - Dependent Care 56 o7 05687 01
Absent Without Leave 24 02400 Sun
Act of God 78 07800 02
Blood Donor &9 0E900 Mani
Civil Defense 77 07700 03
Civil Disorder 81 08100 Tue
COP - USPS 71 07100 04
COP - USPS - FMLA 71 03 |o7189 Wed
Convention L513] 0E600 05
Court Duty 61 06100 Thar
Donated - FMLA 46 04600 06
HO Authorized Administrative 74 07a00 Fri
Holiday/&L Leave Exchange 28 02800 07
LWOP - Part Day 59 05900 —
LWOP - Full Day 60 06000 08
LWOP - FMLA - Part Day 59 05 |o5989 -
LWOP - FMLA - Full Day 60 06 |06099 09
LWOP - IOD/OWCP- FMLA, 49 04 |04999 o
LWOP - IOD/OWCP - not FMLA |49 04900 10
LWOP - Lieu of Sick Leave 59 or G0 05901 or 06001
LWOP - Matemnity 59 or 60 05805 or 06005 I]I‘E
LWOP - Military 44 04400
LWOP - Personal Reasons 59 or 60 05903 or 06003 :'EE"
LWOP - Proffered 59 or 60 05902 or 06002
LWOP - Suspension 59 or 60 05906 or 06006 Thur
LWOP - Suspension Pend. Tem. |59 or 60 05908 or 06008 13
LWOP - Union Official B4 08400 Fri
Military &7 06700 14
Relocation 80 08000
Veteran's Funeral 86 08600
Violing Leave B85 08500
Other Paid B6 08600

PS Form 3971, March 2008 (Page 2 of 2)



Need to upload a document?

Stakeholders and interested parties can use ECOMP to upload documents to active FECA cases. You can upload letters, medical
reports and other supporting documentation. You will need the official FECA Case Mumber and other identifying information to

use this feature.

& Do not upload Medical or Travel reimbursement forms (OWCP-915, OWCP-957). Doing so will unnecessarily delay the

processing of your reimbursement claim. Medical or Travel reimbursement forms must be mailed to OWCP/DFELHWC-FECA, P.C.

UPLOAD DOCUMENTS

Box 8300, London, KY 40742-8300.

https://www.ecomp.dol.gov/#/

0




Instructions

U pl Oad D Oc u m e n tS to ' as e Follow instructions carefully or your documents may not be processed. Need more help? View tutorial.

Do NOT upload claim forms here,
For instructions on how to submit an OSHA-301, CA-1, CA-2 or CA-7, click here.

Do NOT upload medical bills or authonization requests,
Instead use OWCP's Central Bill Processing Center,

Access case

Do NCOT uplead claims for reimbursement.
Submit OWCP-957 & OWCP-915 forms to DFEC's Central Mail Room.

Case Number Do NOT upload upside-down documents.

Please ensure documents are criented comectly to view,

Do NOT upload any Bill Payment issues, CA-7 Status questions, or Request for Authorization inquiries here,
Please submit an appropriate case escalation from your profile,

UPLOAD A NEW DOCUMENT
Last Name

Max file size is SMB
Limit number of pages to 20 per document

Allow 4 hours for procassing

Date of Birth *

Upload one document at a time. Each upload is
assigned a Document Control Number (DCN).
Uploads will be converted to black-and-white.

Date of Injury *

Accepted file formats: jpeg. jpg. gif. png, txt, tif, tiff,

rtf, pdf, doc, docx
CHOOSE A FILE




UNITED STATES Offer of Modified Assignment

POSTAL SERVICE » Limited Dut
Zaction | - Employes Information
Employes Mame [Last Grst. M) EIN Dl of Ofler
Empioyes Poslion TRe (Permmams) OCC Coda Fayy Loation
Coe"Work LooaSon [Mamas) WWOF Claim § Dok of Injuary

Section Il - Modified Assignment Offer

This letber ks written confirmation of a modified assignment offer related to the above referenced on-the-job injury.

Work Hosrs Sichodubsd Days O Loscatiom Effocivoibyalabbe Dase
Assigremert Titk Lenwod'Siep Ealary
The 51!153 uﬂhhl:m:dmad uﬂg:manl are: Avg. Time Spent LDCHOPN

(Prosvide afftachment § additonal Space is recassany:)
physical requirements of this moedified assignment are: Avg. Time Spent

EDDE?DEDE

{Prowvida affactwment I addliona’ Spaca is Neorssary. )

Section lll - Agreement and Signatures

Supenisormanager should discuss this Offer of Modified Assignmant [Limied Duty) and the duties of the assignment wit S employes. I the
amployed has ConNCeTS (&g Bsk, work looation, or medical lmitatons) fot addresse:d with, this. Ofer of Kodifed Assigreanent (Limssd Doty), T
SUpETViScmanager should disnsss T conoems with the employes and, if possibio, sugoest alomatives. If the employen mMises acditional medical
issues such as a disabiliy or socks a ascnablio acoommodaton, the SUPani SONMaNager, Mus eNgye in an intleractvwe discussion with the
empicyos (sea Handbook EL-307, Aeasonabls Accommodation, A infaracive Process™, 1or speciic guidanco). Theso dsoussions must bo
dooumented on page 2, Secticon I of this fonm

Mame of SuperviscrManager Completing this Form [Pleaso prial] Office
SupendsorManager Sonature Date Signed Taeprors Mumber [Inolude anss
codal

— | AODERL | nefuse T modilied assgnmoent ofer: [Expiain),

Plesse raad tha reverss off s forms 00 sditain sodinianal infarmarson relaling o this mo-difisd 35Nl amd [ Fevidw' SUF DFivacy Sraiemsnt
Empioyes Signature Diate Signed

PE Form: Em.mmmfua FEN TE30-05-000-0384

* Employee’s have an
obligation to seek and

accept work within
his/her restrictions

* USPS has legal and
contractual obligation to
make every effort to
provide limited duty




Section Il - Agreement and Signatures

Supervisor'manager should discuss this Offer of Modified Assignment (Limited Duty) and the duties of the assignment with the employee. |f the
amployea has concerns (e.q., task, work location, or medical limitations) not addressed with this Offer of Modifled Assignment (Limited Duty), the
supervisor/manager should discuss the concems with the employee and, if possible, suggest altemaltives. If the employee raises additional medical
izsues such as a disability or seeks a reasonable accommodation, the supervisor/manager, must engage in an interactive discussion with the
amployee (see Handbook EL-307, Reasonable Accommodation, An Interactive Process”, for specific guidance). These discussions must be
documented on page 2, Section |V of this form.

Name of SupervisorlManager Completing this Form (Please print) Office

SupervisorManager Signalure Date Signed Telephone Number (Include area
code)

gi | accept/ | refuse the modified assignment offer: [Explain)

Please read the reverse of this form to obfain additional information relating to this modified assignment and fo review our privacy statement.

Employese Signature Date Signed

PS Form 2499, October 2007 (Page 1 of 2) PSN 7530-08-000-8984




Section lll - Agreement and Signatures

Supervisor'manager should discuss this Offer of Modified Assignment (Limited Duty) and the duties of the assignment with the employee. |f the
amployea has concerns (e.q., task, work location, or medical limitations) not addressed with this Offer of Modifled Assignment (Limited Duty), the
supervisor/manager should discuss the concems with the employee and, if possible, suggest altemaltives. If the employee raises additional medical
izsues such as a disability or seeks a reasonable accommodation, the supervisor/manager, must engage in an interactive discussion with the
amployee (see Handbook EL-307, Reasonable Accommodation, An Interactive Process”, for specific guidance). These discussions must be
documented on page 2, Section |V of this form.

Name of SupervisorManager Completing this Form (Please print) Office

SupervisorManager Signalure Date Signed Telephone Number (Include area
code)

‘ x_ UNDER PROTEST SEE ATTACHMENT
| accept/

| refuse the modified assignment offer: (Explain)

Please read the reverse of this form to obfain additional information relating to this modified assignment and fo review our privacy statement.

Employese Signature Date Signed

PS Form 2499, October 2007 (Page 1 of 2) PSN 7530-08-000-8984




Employees Mame [Last, &=t ) Elrd Chabe of OHfer

Employesa Information - Offer of Modified Assignment [(Limited Duwiy)

Thiz assigmnmeent will remain within the phy=sical restricions fumshed by powr realing physician. Yoo are achissd nod 1o exceed these reshicSons.
Thizs assignmeant s currently asalable and is subject o revisaon bassd on changes in your physical restricions and'or the availabiity of adeguats
work. If a rewisicn is recessany, you will b= given a revised witten madified as=sgnment. Indicale yowr decsion in the apgpropiaie box located at the
Botiom of the assigment affesr. I you refuse this modified assignment offer, the Odfice of Warkers" Compensation Programs (OSSP ) il bee sdvised
for whatewer action they desm appropri ate.

Thiz madified azsgnment offer has been prepared ard is offered bo you in accordancs with guidelines cullined in the Emplopas and Labor Redabions
Manweasl, Par 520, and 20 CFR Part 10,  F youw hawe any guestions reganrding this matier, pleass contact yowr designated Health and Resounoes
MManagement Conirod Odfices.

Privacy Act Staterment:
“owr imformaSon will be vsed o offer & modified assignment. Collection s avthorized by 39 WS.C 201, 4190, 1031, 1005, ard 1208

Praviding the information is voluntary, but  nol provided, we may ol process this modified assignment offer. 'We may anly disdiose your
imformaton as folows: N relevant kegal procsedings: 1o Bw enfocement wden the US Postal Sarcos (UISPS) or reguestiing agency becomses srasne
af & viclaSon of ke 10 a congressional office &t your nequest; o enlities or individuals under contract with USPS; o entites authorized o perform
audits; o labar coganizstions as required by B o fedesral, state, local or foreign govesmimeant agences regarding personnel mathers; (o $he Equal
Emplayment Opportunity Tommission; o the Mernl Systems Protecton Board o Office of Spacial Counsesl, o your privabe treating physicaan and o
medical persormel retained by the USPS o provide medical ssrvices in cormection with your health or physical condiSon redated o esnplaymesmi.

I Do warrsesr bEkias n

Your time to tell the USPS the Union and OWCP why
you are denying or protesting the job offer. If part of

the job offer duties are within your restrictions state
that you will the perform those job duties within
your restrictions, but not the job duties outside of
your restrictions




NALC /&
REGION G

POEI THre
CAROLIMNA

i CDO=E DAVIDLSON

MATIHOMNAL BUSINESS AGENTY

THOT NOSRTHMOMASE PiwY =8
MAIMETTA, OA 2300 >
GTO-9AZ-529%

NALC Branch 248
https://nalcbranch248.com/
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