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OFFICE OF WORKERS' COMP PROGRAMS
PO BOX 8300 DISTRICT 6 JAC

LONDON, Y 40742-8300

Phone: (204) 366-01C)

.8, DEPARTMENT OF LABOR

Movermber 14, 2613
Date of Injurv:

Emiployee:

Dear Ms,

UiGar the scheduls auard prodsiang of the Fadaral Ermnloyess' Dompansation Act (FECA) at

G4 w.w e b el

U.8.0. 8107, the Office of Workers' Compensation Programs makes thes following:

AWARD OF COMPENSATION

1. Degree and Naturs of Permanent Impairment: 24 percent permanent partial impairment to the
Right Lower Extremity

2. Date of Maximum Medical Improvement; 09/17/2013

3. Period of Award: 09/17/2013 to 01/13/2015

4, Number of Wesaks of Compensation: 88.12

5. Weekly Pay: $876.80 X Compensation Rate. 75 % = $657.60

6. Effective Date of Pay Rate: 10/28/2010

7. .After Cost-of-Living Adjustments, Your VWeekly Compensation is: $ 857.60

8. Your Payment and the Period Covered: $3254.04 from 09/17/2013 to 10/18/2013.

9. Your Continuing Payment each Four Weeks: $2761.00

Payment of your award ends when you have been paid for the last day shown in ltem 3 above.

Section 8107 of the FECA and #s implernenting regulations set forth the number of weeks of
compensation to be paid for the permanent loss or loss of use of specified members, funclions and
organs of the body known as permanent impairment. 20 C.F.R. 10.404; see also 20 C.F R. Parnt 10.
The commencement paricd of the schedule award is usually the date of maximurm medical
improvement, the date that the physical condition of the injured membsr has stabiiized and is not
aXpected to improve surther, ' '

The FECA, however, doeas not in most instances specify the manner by which the percantage less of
a member, function or organ shall be determined. To ensure consistent results and equal justice
under the law, good administrative practice reguires the use of uniform standards applicable to al}
claimants. The implementing regulations have adoptéd the American Madical Association, Guides fo
the Evaluation of Permaneant Impalrment, as the appropriate standard for evaluating schedule losses.
Currently, schedule awards are calouiated using the Sixth Edition of the AMA Guides.

17 you have a disabifity (& substantially fmiting rhysical or mantal impairment), please coniact our
effce/claims examiner for information about the kinds of help available, such as communication
assistance {piternate formais or sign lsnguage inteyprotation), accommadations and modifications.



File Mumbar:
CA-181-0-3

Tha perceritage of permansnt impaliment noted above was based on the medical findings and repert
of Dr. dated and ihe report of the District Madical Advisor (DMA) dated . Copies of these reporis

ara provided for your referencs.

IMPORTANT INFORMATION

Please réad the Toliowing information carefully. Keep this award [etter so you can refes to it when
nacessary. If you have questions concerning this award, write fo the address shown in the lelierhead.

1. HOW COMPENSATION IS PAID - Direct deposit is the fastest and most secure way to recsive
your award payments. We strongly encourage you to submit a Standard Form 1188A, which
will enable us to direct deposit your payment(s) into your bank. Your first payment will ba
issued within 30 days. If further payments are due, they will be made every four weeks until tha
expiration of the award,

2. LUMP SUM PAYMENTS - if you are currently working, or if you are receiving retirement bansfils
from the Office of Marzennie! Mnhagement, your mey be enfifled to a “upppesun® neyment of your
schedule award. Please contact the District Office at the address listed on the first page of this leter
and specifically request information concerning this option.

3. CHANGE OF ADDRESS - Notify this office immediately of any change of address ejther for
correspondence or for difect deposit, Netification must be in writing, signed by you, to the address
shown on the first page of this letter. Include your file number, your old address, and your new
address.

4. CHANGE IN STATUS OF DEPENDENTS - if your award is paid at the augmented rate of 3/4
becauss you have one or more dependents, you are raduired to provide wiitten notification
immadiately of any change in status of your dependents, o the address on the first page of this letter.
The notice must be signed by you and includa your file number, the name of the dependent whose
status changed, the effeciive date of the change, and the nature of the change in status, ¥ you
originally claimed only one dependent, and there is a change in the status of your sole dependent, do
niot cash any checks you receive after the change in status of that dependent. Return the chacks

promptiy for adjustrnent by this Ofiice.

5. RETURN TO WORK - You may work of receive retirement benefits from the Office of Parsonnal
Management (OPM) during the period of this award without any effect on your schedule award
paymnents.

8. SOCIAL SEQURITY DISABILITY BENEFRITS - Pleass contact your local Soclal Sacurity Office
regarding this award ii you are raceiving of have filed for Social Seourity Disability Benefits.

7. VA BENEFITS - You are reguired to notily this office if you have received, of are receiving any
WA benefits for the same part of the body.

8. EXPIRATION OF AWARD - After the ending date of this award noted in tem 3, your eniittement
to compensation will be based solely on disabilily for work resulting from thé aceepied injury. You
may claim sontinuing compeansation by submitting evidence showing that thb accepted injury
sravents you from performing the kind of work you were doing when injured and from earning



somparabla wages, Please nots that compensation for disability cannet be paid for any pericd during
which you recseive retirement benefits from OPM.

If you disagree with this decision, you should carefully review the atfached appeal rights, and pursus
whichever gvenuas is appropriate to your situation,

Erad [Rolden
Claims Examiner

Enclosures: Appeal Rights
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FEDERAL EMPLOYEES' COMPENSATION ACT APPEAL RIGHTS

i you disagrae with the attached decision, you have the right to request an apneal. If youwish
to request an appeal, you should review these appeal rights carefully and decide which appeal
to regjuest. There are 3 different types of appeal as outlined balow. YOU MAY ONLY
REQUEST ONE TYPE OF APPEAL AT THIS TIME.

Place an "X" on the attached form indicating which appeal you are requesting. Complate the
information requasted at the bottom of the form. Place the form on top of any material you are
submitting. Then mall the form with attachments to the address listed for the {ype of appeal
that you select, Always write the type of appeal you are requesting on the outside of the
anvelope ("HEARING REQUEST", "RECONSIDERATION REQUEST™, or "ECAB REVIEW").

NOTE - if you have a substantially limiting physical or mental innpairment, Fedaral disability
nondiserimination law gives you the right to receive help from DFEG in the form of
communication assistance, aceomiriodation and modification o aid you in the FECA claims
process: For axampié, we with grovide you with-sogies 2f dedurdentxin allernate formats,.
sommumication sérvices such as sign language inferpretation, or other ki of adjustments
or chariges to account for the limitations of your disability. Pleasa cant,ad# the appropriate
office balow to ask about this assistance, '

1, HEARING: If your injury occurred on or after July 4, 1968, and you have not requested
reconsideration, as describad below, you may request a Hearing. To protect your right to a hearing,
any request for a hearing must be made before any request for reconsideration by the District Office
{5 U.8.C 8124(b)(1)). Any hearing request must also be made in writing, within 30 salendar
days after the date of this decision, as determined by the postmark of your letter. (20 CF.R.
10.618). There are two forms of hearings, both conducted by a hearing representative. You imay
raguast either one or the other, but not both, _

a. Oral Hearing. An informal oral hearing is conducted at a location near your home or by
teleconferancefvideoconference. You may present oral testimony and writien evidence in suppori of
your claim. Any person authorized by you in writing may represent you at an oral hearing. Althe
discration of the hearing representative, an oral hearing may be conduciad by feleconference or
videoconference.

b. Raview of the Written Record. You may submit additional written evidence, which must be sent
with your request for review. You will not be asked to attend or give oral testimony.

2. RECONSIDERATION: If you have additiohal evidence or legal argument that you balieve will
establish your claim, you may request, in writing, that OWCP reconsider this decision. The request
miust ko signed, datesd and reseived vithin e palendar vear of the date of thadecision. I
must ¢ early sta eﬂheLg'rdunds upon which reg¢onsideration is being requestad, and be acc'omparﬁed-
mgr relevant eviderice notipreviously submitted, such as medical reporis, sworn statements, or a legal
argument not previeusly made, which apply dﬁf'ectly 1o the issua addrassad by this decision: A person
other than these who made this decision will reconsider your case. (20 C.FIR. 10.605-810)

3. REVIEW BY THE EMPLOYEES' COMPENSATION APPEALS BOARD (ECABY): If you belisve
that all available svidence that would astablisb your ¢claim has already been submitted, you have the
right to request review by the ECAB (20 C.F.R. 10.625). The ECAR will review only the evidence
racaived priot to the date of this decision (20 p..FR..:.Part 501). Reguest for review by the ECAB
must ba made within 180 days from the date of this decision. More information on the new Rules
is available at wwaw dol.goviecab. ‘
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APPLAL REQUEBST FORM

if you decide 1o appeal this decigion, read these Instructions carefuily. You must specify which procedure
vou request by checking one of the options lisled balow. Place this form on fop of any materials you
submit. Be sure to mail this form, aiong with any additional materialg, to the appropriate address,
YOU MAY ONLY REQUEST ONE TYPE OF APPEAL AT THES TiM=.

ORAL HEARING

Depending on your geographical locziion, the issue invoived In your case, the number of hearing requests
in your area, and at the discretion of the hearing representative, we may expedite your appeal by providing
you a telephone hearing or videosonference. Pleasa check here i you would prefer a telephone

haaring.

 _ REVIEW OF THE WRITTEN RECORD

For sach of these options, you must submit this form within 30 calendar days of ths date of fi1e ;:Zeci‘s'i‘on, .
You may also submit additional written evidence with your requesi. Db not miii iiis apbesi requesi iwihs
District Office. You must mal your recjuest {o:

Branch of Hearings and Review

Office of Workers' Compensation Programas

P.O. Box 377

Washingion, DC 20013-7117

RECONSIDERATION:

Your request must be signed, dated and received by OWCP within 1 calendsr year of the date of the
dacision. You must state the grounds upon which reconsideration is being requested Your request must
also Include relevant new avidence or legal argument not previously made. Mail your request to:

BOL BFEC Central Mailioom

P. 0. Box 8300

London, KY 40742

ECAB APPEAL:

Subrmit this form within 180 calendar days of the date of the dacision. No additional evidence after the
date of OWCP's decision will be reviewed . To expadits the prosessing of your ECAB appeal, you may
‘include a completed copy of the AB 1 form used by ECAB {o docket appeals available on the Department
of Labor Web Site at www. dol.goviecab. Do not mail this appeat request 10 the TisTricl Ullice. "Yoi milist
mail yous reguest to! ,

Employases’ Compansation Appeals Board

200 Constitution Avenne MY, Room 3-5220

Washingion, DC 20210

SIGNATURE TODAY'S DATE,
PRINTED NAME DECISION DATE
ADDRESS PHONE

CITY STATE ZIp




