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OWCP Form CA-16 Instructions
Authorization for Examination and/or Treatment

Summary

Purpose

Authorization for an employee to obtain medical care or treatment from a doctor
or medical facility of his or her choice following an injury or illness.

Timeliness

Following a traumatic injury which does not require emergency care, the form
must be issued within four hours after the injury or after request for medical care
by the injured employee.

The form may be issued for an occupational illness or disease; however, it cannot
be issued without the permission of the OWCP district office — a claims examiner
or higher level OWCP person.

When a traumatic injury requires emergency care, and a CA-16 cannot be
provided at the time of the care, it will be issued to the source of emergency care
within 48 hours.

When to Prepare

Prepare this form at the following time:

a. Following a traumatic injury which requires medical care.

b. At the discretion of the control office, it may be issued following a recurrence
if it is either within six months after the injury, within six months after the last
medical care, or within six months after the return to work from the first period
of disability (this is a very rare situation).

When Not to Prepare

a. Following the submission of an occupational claim (CA-2) unless authorized
by the OWCP district office.

b. Following a heart attack, the employee or representative may file a CA-2 if
they believe that the heart attack arose out of and in the course of their job.

c. Following a recurrence if it is more than six months after the injury or after the
return to work from the first period of disability.

d. Should not be used to authorize a change of physicians after the initial choice
has been made.

e. An employee may not execute a CA-16 in his or her own behalf.
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OWCP Form CA-16 Instructions (continued)

f. When an injured employee is seen or treated by either a postal medical
officer or contract  doctor for a first aid case not reportable to OWCP district
office

Who Prepares

a. Authorized control office personnel.

b. Trained and authorized control point personnel. Medical or Health unit
medical personnel (if applicable) and authorized control points. Authorizing
office must be supervisory level.

General Procedures

The authorized official will complete the CA-16 in triplicate. The original and one
copy will be sent with the employee to the treating physician along with a
pre-addressed envelope.

The physician will complete part B of the form and should be requested to either
give the copy to the employee for immediate return to the control office/point, or
mail it to the control office in the envelope provided.

Filing and Distribution

Filing and distribution procedures as follows:

a. Send the original to the OWCP district office.

b. Copy to claimant’s Injury Compensation file.

Instructions
Part A – Authorization will be completed by the issuing, authorized official.

1. After an appointment has been made, enter the name and address of the
physician or hospital selected by the employee. If issued for emergency care,
indicate “emergency care,” and enter the name and address of the source of
such care.

Note:   If issued for a recurrence, the source of medical care should be the
same as the previous authorization.

2. Claimant’s complete name; last name, first name, and middle name (Enter
“NMN” if no middle name).

3. Date of injury per Items 10 and 21 on the CA-1; or, Item 29, on the  CA-2.

4. Enter the employee’s craft or title and either FTRS, PTRS, Casual,
Transitional Employee, EAS, PCES, or other.

5. Provide a description of the injury or part of the body affected. Be specific,
this information may assist the doctor.
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OWCP Form CA-16 Instructions (continued)

Note:   It is permissible to add a stamped or typed statement such as Limited
duty may be available, in accordance with the attached job or function
description.

6. a. Check box 6.B.1. if there is no doubt as to the validity of the injury.

b. Check box 6.B.2. if there IS ANY DOUBT concerning the relationship of
the injury to the employee’s work, or any doubt that an injury occurred.

c. If the form is issued for an occupational claim, check 6.B.2.

7. Complete if the form is issued for an occupational illness or disease.  Insert
name and title of approving OWCP official, a claims examiner, or higher level
OWCP person.

8. Authorized official’s signature.

9. Self-explanatory.

10. Commercial telephone number.

11. Date of issue.

12. Complete, but request return of the copy to the ICCO.

13. Complete with mailing address of the ICCO.
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OWCP Form CA-16



HBK EL -505, INJURY COMPENSATION, DECEMBER 1995
FORMS

444

OWCP Form CA-16 (continued)
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OWCP Form CA-16 (continued)
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OWCP Form CA-16 (continued)


	Link to Forms (Appendix D)

