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OWCP Form CA-35B

Evidence Required in Support of a U.S. Department of Labor (é
Empls Admini i
Claim for Work-Related Hearing Loss o?’%'i:mfféti‘?’é'o?:m?.'ﬁm"ﬁa.m ))

IF YOU ARE FILING A CLAIM FOR HEARING LOSS, THIS CHECKLIST DESCRIBES THE INFORMATION NEEDED FROM YOU AND YOUR
EMPLOYING AGENCY. All of the following information should be submitted with Form CA-2. Please return the checklist with your
statements attached. Check off each item as it is completed or iet us know when we can expect the information. All material submitted
should be legible and specific.

FROM EMPLOYEE ” FROM EMPLOYING AGENCY -
1. List your employment history by em- 9. Review and comment on the employee’s
ployer, job title, and inclusive dates. statement in response to questions 1-5.
Include non-Federal employment and
military service. 10. Describe all work-related exposure to

hazardous noise, including:
2. For each job title, describe source of . : .
noise, number of hours of exposure per 8. Locations of job sites.
day, and use of any safety devices to b
protect against noise exposure. State

when safety devices were provided.

. Nature of exposure to noise
(machinery, etc.)

. . . . ¢. Decibel and frequency level (noise
3. Give history of any previous ear or hearing survey report) for each job site.
problems.

. . d. Period of exposure, hours per day,
4. Describe any hobbies which involve days per week.
exposure to loud noise.

e. Type of ear protection provided.

5. If you are no longer exposed to hazardous

noise at work, give the date you were last 11. Attach copies of the employee’s:
exposed.

a. SF-171, Application for Employment.
6. If you have been examined or treated by
a doctor for an ear or hearing problem, b. Job sheet and employment record.
provide a medical report and audiograms.

¢. All medical examinations pertaining

7. State whether a claim for workers’ to hearing or ear problems, including
compensation benefits for this or any preemployment examination and all
other condition affecting ears or hearing audiograms.

was ever filed. If so, give date of claim,
name and address where filed, and
benefits received.

12. If the employee is no longer exposed to
hazardous noise, give date of last

8. Give the date you first noticed your hearing exposure and the payrate in effect on
loss. that date.

Give date you first related hearing loss to
employment, and reason why.
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OWCP Form CA-35B (continued)

NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE

Diseases and ilinesses which occur during or after Federal employment are not automatically covered by the Federal Employees’
Compensation Act. You must provide factual and medical evidence to establish that conditions of employment caused or
aggravated the disease or iliness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantiai
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employees’ Notice of Occupational Disease and
Claim for Compensation™), your statements in response to the checklist, and a report from your treating physician should all be
given to your agency Compensation Specialist at the same time. Please return the checklist with your statements. Check off
each item as it is completed or let us know when we can expect the information. Yowr supervisor and the Compensation
Specialist will compile the additional information required and forward a complete and organized package to OWCP. If your
Agency has no Compensation Specialist or other person designated to forward information to OWCP, give the information
directly to your supervisor. .

Upon receipt of your claim, OWCP will create a case and assign it to a ciaims examiner for processing. You will receive a post
card advising you of the case number. Use this number on all future correspondence about your claim.

If you are eligible for Civil Service retirement, you may apply for both retirement benefits from the Office of Personnel Manage-
ment (OPM) and workers’ compensatiion benefits from OWCP. However, in most cases, you cannot receive both benefits for
the same period of time.

HINTS: Are your statements legible? Would your statements make sense to someone who has never done your job? Do your
statements answer the questions? Are your statements complete and accurate? A NARRATIVE REPORT FROM YOUR PHYSICIAN
IS REQUIRED. Reports on medical forms, such as Form CA-20, are rately adequate in occupational disease cases.

NOTICE TO COMPENSATION SPECIALISTS AND SUPERVISORS

OWCP needs your help to improve the timeliness of adjudication of occupational disease cases. We have developed check-
lists to help you and the employee submit a claim in an organized and complete manner. The checklists will help the
claims examiner identify what information has been submitted and what is still outstanding.

Whenever an employee wants to file a claim for occupational disease or iliness, please give him or her:
1. Form CA-2, Federal Employees Notice of Occupational Disease and Claim for Comepnsation, and

2. Two copies of the checklist describing evidence required in support of the claim. One checkiist is for the employee to
mark and return with the completed package. The second checklist is for the empioyee to take to the physician.

In addition to describing the evidence from the employee, the checklists describe the information to be submitted by the
employing agency. When Form CA-2 and the employee's statements are returned, you are required by instructions on the
CA-2 to forward them to OWCP within ten working days. Statements and documents required from the agency should be
submitted with the CA-2 whenever possible. Please use the checklist to note what information from the employing agency
is enclosed, unavailable or pending. If pending, please give the anticipated mailing date. Agency comments, statements
and documentation are essential for the examiner to get a well rounded picture of the employment conditions.

We appreciate your cooperation in this effort.
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