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U.S. DEPARTMENT OF LABOR OWCP DISTRICT OFFICES

U.S. Department of Labor OWCP District Office Map
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APMC AUTHORIZATION AND MEDICAL REPORT, FS-6100-16

USDA-Forest Service FS 6100-16 (01/05)
AGENCY PROVIDED MEDICAL CARE AUTHORIZATION AND MEDICAL REPORT
(Physician or Medical Facility Form may be used for Medical Report)
(Refer to FSH 5109.34, lIBMH Chptr 10, Section 15)

Part A Authorization -

1. Medical Resource Request "M Number"
M-2

2. Procurement Identification (BPA/Field PO No., etc)

w

. Responsible Payment Unit
Boise National Forest

»

. Employee Name 5. Social Security No.
Tim Ruby 4a. Occupation  Forestry Tech 123-45-6789

o

. Employing Agency 8. Date of Injury
Forest Service, Boise National Forest 08/22/XXXX

7. Home Unit and Address Send Bills To:

Boise National Forest
1275 Oakwood Road
Boise, ID 87045

©

. Physician/Medical Facility:
Cascade Medical Center
4720 Deer Lane
Cascade, ID 88603

9a Description of Injury or Disease:
Smoke Inhalation

Please provide initial diagnosis and treatment medically necessary for injury/illness. Surgery, other than emergency, and/or hospitalization requires further
authorization. Please complete the following medical report at the time of treatment and give to the employee for return to our office.

10. Authorizing Signature (Agency Admin/Line Officer, FSC, or COMP) 11. Date
Gbahe o OMNE 08/22/XXXX

L d, Part B Attending Physician's Report

1. Evaiuation or Diagnosis:

Smoke inhalation resulting in a bronchial infection.

2. Description of Treatment:

Broncial theraby and medication

3. Medicine Prescribed and Potential Side Effects:

10 days antibiotics

4. Work Restrictions (if any) and length of restrictions.

Do not expose to smoke for 2 days — then can return to fireline duty. Can work in a non-smoky environment.

5. Physician's Signature 6. Date
B
(U~ [Opvaeotze pm D 08/22/XXXX
Attachment: ployee’s CA-1/CA-2 (white copy) OVER

dical Facility CA-1/CA-2 (pink copy)
Incident Unit Headquarters CA-1/CA-2 (yellow
copy)
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APMC AUTHORIZATION AND MEDICAL REPORT, FS-6100-16

Employing Office Instructions

Medical treatment for this injury/iliness was provided by our Agency through procurement with medical providers under
the Agency Provided Medical Care (APMC) program. These procedures are entirely apart from and not under the
authority or provisions of FECA/OWCP, and do not require issuing a CA-16. However, a CA-1 or CA-2 was completed in
all cases for the employee’s protection.

Do not pay invoices or statements attached to CA forms. Do not forward to OWCP for payment if:

(1) no further medical treatment is necessary, (2) there is no lost time due to the injury/iliness, and (3) this initial treatment
did not involve surgery or hospitalization. Under these circumstances only, file the CA-1/CA-2 and medical documentation
in the Employee's Medical Folder for record purposes.

If any one of the following conditions occurs, initiate appropriate OWCP procedures:

1. For lost time cases which occurred on the incident assignment or following the employee's return (and are
supported by the attached medical documentation), but no further medical treatment is required, submit CA-1/CA-2 and
the medical report from the medical provider to OWCP as part of the claim package. Provide explanation to OWCP that
all medical services were paid by the Agency. Grant COP and provide form CA-3 to OWCP as appropriate in traumatic
injury cases.

2. Where emergency surgery or hospitalization was provided by the medical facility in conjunction with APMC, submit
CA-1/CA-2 and the medical reports to OWCP as outlined in item 1 above.

3. Where followup treatment is necessary or there is loss of wages, follow standard OWCP procedures. This
includes issuing CA-16 as appropriate to the physician of the employee's choice. File the claim with your OWCP District
Office.

Situations may arise where the physician provided by this Agency determined that the employee was fit for light or regular
duty and subsequent evaluation shortly thereafter by the physician selected by the employee indicates the employee is
disabled. While this requires resolution by OWCP, the employee must receive continuation of pay, if other requirements
for COP are met, pending OWCP's decision.

If you have any questions or problems, please contact Incident Unit Headquarter's Compensation Specialist:

Compensation Specialist Name Margo Hornback
Agency Unit Headquarters Boise National Forest
Phone Number 208-555-1212 T
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SAMPLE INCIDENT INJURY/ILLNESS LOG
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EMERGENCY FIREFIGHTER TIME REPORT, OF-288
SHOWING COP FOR REGULAR GOVERNMENT EMPLOYEE

1. Identification Number
EMERGENCY FIREFIGHTER TIME REPORT | F 7114472
2. Social Security Number 3. Initial Employment (X one) [2_Type of Employment (X One)
123-45-6789 D Yes D No | D Casual Regular Gov't Employee D Other
5. Transferred from 6. Hired At 7. Employee Has (X One) 8. Entitled to Return 9. Entitled To Return
B Travel Time (X One) Transportation (X One)
0 Dle::;\avged T oue ﬁ Yes [Ino Yes No
ZIP CODE MUST BE ENTERED BELOW ‘ IN CASE OF EMERGENCY NOTIFY
10. Name (First, Middle, Last) 15. Name
Amy K. Miller Sam Miller
11. Street Address, 16. Street Address,
BLM Boise District Office, 3924 Development Ave. |123 Alpine Road
12. City. 13. State 14. Zip Code 17. City 18. State 19. Telephone No. (include
Area Code)
Boise ID |83705 Burley 1D 208-555-1234
20. FIRE LOCATION IDENTIFICATION
Column A Column B Column C ‘ Column D
1_Fire Name 1_Fire Name 1. Fire Name 1 Fire Name
Warm Lake Warm Lake Warm Lake
2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code
ID-BOD-005161 ID-BOD-005161 ID-BOD-005161
4. Fire Location 5. State 4. Fire Location 5. State  |4. Fire Location 5. State  |4. Fire Location 5. State
BOD ID BOD OR BOD OR
6. Firefighter Classification 7. Rate |6. Firefighter Classification 7. Rate [6. Firefighter Classification 7. Rate |6. Firefighter Classification 7. Rate
FFT2 GS COP GS FFT2 GS
8. Date and Time 8. Date and Time 8. Date and Time 8. Date and Time
a. Year XXXX a. Year XXXX a. Year XXXX a. Year
Mo. Day Start Stop Hours Mo. Day Start Stop Hours. Mo. Day Start Stop Hours Mo. Day Start Stop Hours.
b. [ d. e. i b. c. d. e. f. b. c. d. e. i3 b. c. d e. £
07 | 10 | 1800 2200] 4.00 | 07 | 13 | COP 8.00 | 07 | 17 [0700] 1300| 6.00
07 | 11 | 0700] 2100 [14.00H 07 | 14 | 0900 1300 4.00 | 07 | 17 | 1400 | 2000| 6.00
07 | 12 | 0700 1015] 3.25 | 07 | 14 | 1400] 1600| 2.00 | 07 | 18 | 0900 T
07 | 12 [Guarantee 4.75 Carol Smith
07 | 14 | 1600 1800 2.00
07 | 15 | 0700 | 2100 [14.00H|
07 | 16 ] 0600 2000 14.00 | _—1
9. Total Hours ——— | 56 00 |9 Total Hous ————— [ 14,00 [o- Total Hours ———— | 12,00 [o- Total Hours ———
10. Gross Amount ' 10. Gross Amount ' ' 10. Gross Amount '
(item 7 X item 9) (item 7 X item 9) (item 7 X item 9)
11. Inclusive 11. Inclusive 11. Inclusive 11. Inclusive
baws  ———P[07/10-07/16 | 0 " —»|07/13 - 07/14 [ 0 ——[07/17 - Dates —>|
12. Time Officer's Signature 12. Time Officer's Signature 12. Time Officer's Signature 12. Time Officer's Signature
/sl Carol Smith /s/ Carol Smith /sl Carol Smith
13. Date Signed 13. Date Signed 13. Date Signed 13. Date Signed
07/16/XX 07/16/XX
21. SHOW "H" FOR HAZARD PAY AND "E" PLUS % FOR ENVIRONMENTAL DIFFERENTIAL 22. Commissary Record
IN THE "HOURS" COLUMN FOR REGULAR EMPLOYEES. a. Date b.ltem C. Amount
~ B < D. Accounting Classification E. Object Class
Comm. Rate Miles * / F. Amount . N
802600 Hours (@ () © @ ®  © 07/16/XX Toiletries 11.00
Gross
salary
or
Equip.
Total > 11.00
Rental [54ADO Check Number and Stamp
23. Remarks Gross
7/12 Injured at 1015 7114 Earning
Returned to duty at incident. Comm.
Deduct.
NOTE: The above items are correct and proper for Net
payment from available appropriations. Earning
25. Employee Signature 26. Time Officer (Signature)
/sl Amy K. Miller /sl Carol Smith
* Equipment rentals must be supported with OF-294 and OF-297 NSN 754-01-124-7633 OPTIONAL FORM 288 (Rev. 3/83)
USDA/USDI
50288-102

ORIGINAL - PAYROLL COPY
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EMERGENCY FIREFIGHTER TIME REPORT, OF-288
SHOWING COP FOR A CASUAL

1. Identification Number

EMERGENCY FIREFIGHTER TIME REPORT F 7114481
2. Social Security Number 3. Initial Employment (X one) [3_Type of Employment (X One}
987- 65- 4321 Yes D No | Casual D Regular Gov't Employee D Other
5. Transferred from 6. Hired At 7. Employee Has (X One) 8. Entitled to Return 9. Entitled To Return
Been Travel Time (X One) Transportation (X One]
ID-BOD O Srages [ o ves " [no Yoo T no
ZIP CODE MUST BE ENTERED BELOW [ 3 IN CASE OF EMERGENCY NOTIFY
10. Name (First, Middle, Last) 15. Name
Jose Valdez Maria Valdez
11. Street Address 16. Street Address
842 West End (Same)
12. City 13. State 14. Zip Code 17. City 18. State 19. Telephone No. (include
Area Code)
Nampa ID |83651 208-555-4321
20. FIRE LOCATION IDENTIFICATION
Column A Column B Column C ‘ Column D
1. Fire Name 1. Fire Name 1. Fire Name 1. Fire Name
Warm Lake Warm Lake Warm Lake Warm Lake
2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code 2. Fire No. 3. Unit Code
ID-BOD-005161 ID-BOD-005161 ID-BOD-005161 ID-BOD-005161
2. Fire Location 5. State |4. Fire Location 5. State |4. Fire Location 5. State |4 Fire Location 5. State
BOD ID BOD OR BOD OR BOD
6. Firefighter Classification 7. Rate |6. Firefighter Classification 7. Rate |6. Firefighter Classification 7. Rate |6. Firefighter Classification 7. Rate
FFT2/ AD-C 13.24|FFT2/AD-C 13.24|COP 13.24|FFT2/ AD-C 13.24]
8. Date and Time 8. Date and Time 8. Date and Time 8. Date and Time
a. Year XXXX a. Year XXXX a. Year XXXX a. Year
Mo. Day Start Stop Hours. Mo. Day Star Stop Hours. Mo. Day Start Stop Hours. Mo. Day Start Stop Hours.
b. C. d. e. £ b. c. d. e. . b. c. d. e. £ b. c. d. e. .
08 | 01 | 2000]| 2400] 4.00T| 08 | 04 |Guarantee 6.50 | 08 | 05 | COP 8.00 | 08 | 08 | 1000 T
08 | 02 | 0001] 0130 1.50T 08 | 06 | COP 8.00 Carol Smith
08 | 02 | 1800 | 2400] 6.00 08 | 07 | COP 8.00
08 | 02 |Guarantee 0.50
08 | 03 | 0001 | 0800]| 8.00
08 | 03 | 2000 | 2400| 4.00
08 | 04 |0001]0130] 1.50
9. Total Hours ——————— | 25 50 [9. Total Hous ——— | g 50 |9 Total Hours ——————p| 24 0 o Total Hours ———Pp
10. Gross Amount > 10. Gross Amount > > 10. Gross Amount >
(item 7 X item 9) (item 7 X item 9) (item 7 X item 9)
11. Inclusive 11, Inclusive 11, Inclusive 1. Inclusive
Dates . —|08/01 - 08/04 | 1= Y ——— |4-Aug Dates  —P|08/05 - 08/07 | 22—
12. Time Officer's Signature 12. Time Officer's Signature 12. Time Officer's Signature 12. Time Officer's Signature
/sl Carol Smith /s/ Carol Smith /s/ Carol Smith
13. Date Signed 13. Date Signed 13. Date Signed 13. Date Signed
08/04/XX 08/04/XX 08/07/XX
21. SHOW "H' FOR HAZARD PAY AND "E" PLUS % FOR ENVIRONMENTAL DIFFERENTIAL 22. Commissary Record
IN THE "HOURS" COLUMN FOR REGULAR EMPLOYEES. 2 Date b Ttem C_ Amount
7y B. C. D. Accounting Classification E. Object Class.
comm. | Rate | miest/ F. Amount
502600 Hours @ (b) © @ ® ©
Gross
Salary
or
Equip.
Total >
Rental [54~ADO Check Number and Stamp
23. Remarks Gross
08/04 Injured at 0130 Earning
08/08 Released from hospital, transported home. Comm.
Deduct.
NOTE: The above items are correct and proper for Net
payment from available appropriations. Earning
25. Employee Signature 26. Time Officer (Signature)
/sl Jose Valdez /sl Carol Smith
* Equipment rentals must be supported with OF-294 and OF-297 NSN 754-01-124-7633 OPTIONAL FORM 288 (Rev. 3/83)
USDA/USDI
50288-102

ORIGINAL - PAYROLL COPY
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SAMPLE INCIDENT INJURY CASE FILE ENVELOPE, OF-313
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