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U.S. Department of Labor

Notice of Recurrence

Office of Workers' Compensation Programs

Employee: Complete Part A below.
Employing Agency (Supervisor or Compensation Specialist): Complete Part B.
Note: Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number.
Part A - Employee
1. Name of employee (Last, First, Middle)
4. Date of birth

Mo. Day Yr.

2. Social Security Number

5. Sex
Male

Female

OMB No. 1240-0009
Expires: 08-31-2017

3. OWCP file number for
original injury

6. Home telephone
(
)

7. Home mailing address (include street address, city, state, and ZIP code)

8. Dependents
Spouse

City

State

ZIP Code

Child/Children under 18 years
Other, e.g., qualifying student under age 23

9. Name and Address of Employing Agency
at time of original injury (number, street, city, state, ZIP code)

11. Date and Hour
of original injury
(mo., day, year)

12. Date and Hour
of recurrence
(mo., day, year)

6Recurrence due to
Medical Treatment Only
Time Loss From Work

10. Name and Address of Employing Agency at time of recurrence,
if other than shown in 9. If you are no longer employed with the
Federal Government, complete Part C also.

13. Date and Hour stopped
work after recurrence
(mo., day, year)

14. Date and Hour pay stopped 15. Date and Hour
returned to work
after recurrence
(mo., day, year)
(mo., day, year)

17. Date of first medical treatment 18. Name and address of treating physician
following recurrence
(mo., day, year)

19. After returning to work following the original injury, were you in any way limited in performing your usual
duties? (If so, explain. Also state how long these limitations continued.)

Yes

No

20. Describe your condition since you returned to work, including the nature and frequency of all medical treatment received.

21. Describe how and when the recurrence happened. Explain why you believe your current condition is related to the original injury.

22. Describe all injuries and illnesses which you suffered between the date you returned to work after the original injury, and the date of
recurrence. Arrange for the submission of all relevant medical records.

Any person who knowingly makes any false statement, misrepresentation, concealment of fact, or any other act of fraud to obtain
compensation as provided by the Federal Employees' Compensation Act (FECA), or who knowingly accepts compensation to
which that person is not entitled, is subject to civil or administrative remedies as well as felony criminal prosecution and may,
under appropriate criminal provisions, be punished by a fine or imprisonment or both.
I hereby claim medical treatment if needed, and up to 45 days Continuation of Pay if disabled for work.
I hereby authorize 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.
I certify, under penalty of law, that the information provided on this form is true and correct to the best of my knowledge.
23. Signature of employee

24. Date (mo., day, year)
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Part B - Federal Employing Agency
25. Name and address of reporting office (include street address, city, state, and ZIP Code)

City

State

OWCP Agency Code

26. Employee's duty station (include street address, city, state, and ZIP Code)
City
28. Regular
work From: :
hours
30. Date
of
injury

Mo. Day Yr.

33. Date
pay stopped
after
recurrence

a.m.
p.m.

To:

31. Date
of
recurrence

Mo. Day Yr.

State
29. Regular
work
days

a.m.
p.m.

:

OSHA Site Code

ZIP Code

27. Date of first return to FULL- TIME REGULAR
duty following original injury
Mo. Day Yr.

ZIP Code
Sun.
Mon.

Tues.
Wed.

Thurs.
Fri.

Sat.

32. Date
Mo. Day Yr.
stopped
Time
:
work after
recurrence
Mo. Day Yr. 35. Date
returned
Mo. Day Yr.
to work
after
Time
recurrence

Mo. Day Yr.

34. Dates COP
paid for
recurrence

From
To

36. Did the employee receive medical care at an agency facility
due to the recurrence?
If so, please attach all relevant medical records.

Yes
No

37. At the time of the injury did your
agency authorize medical treatment
on Form CA-16?

a.m.
p.m.

a.m.
p.m.

:
Yes
No

38. After the original injury, did you make any accommodations or adjustments in the employee's regular duties due to injury-related limitation?
No
If so, provide full details.
Yes

39. After return to work, did the employee sustain any other injury or illness which affected performance of his or her duties? If so,
provide full details.

40. Please review the statements made by the employee in Part A of this form and provide any relevant comments and additional information.

A supervisor or compensation specialist who knowingly certifies to any false statement, misrepresentation, concealment
of fact, etc., in respect to this claim may also be subject to appropriate criminal prosecution.
41. Signature of Supervisor or Compensation
Specialist (at time of recurrence)

42. Title

43. Work phone
(

)

44. Date
(mo., day, year)
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Part C - Employee
(To be completed by the employee if not employed with the Federal Government at the time of the claimed recurrence)

1. For all jobs held since you left the job held when the initial injury occurred, list the full name and address of your employers, and the
inclusive dates of employment. Include any self-employment.

2. For all jobs listed in item 1 above, provide your job title, nature of duties performed, number of hours worked per week and rate of pay.

3. Describe all educational and/or vocational training received since your original injury. Include any licenses or certificates earned.

4. What was your rate of pay if you stopped work due to this recurrence?

$

per

5. Do you claim compensation for lost wages?

If so, for what period?

Yes

No

through

6. Have you received any pay during the period claimed?

.
Yes

No

If so, how much and from what source?

7. Signature of Employee

8. Date (mo., day, year)

• U.S. GPO: 2000-467-602/39549
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INSTRUCTIONS FOR COMPLETING FORM CA-2a NOTICE OF RECURRENCE
DEFINITION OF RECURRENCE
A Recurrence of the Medical Condition is the documented need for additional medical treatment after release from treatment for the
work-related injury. Continuing treatment for the original condition is not considered a recurrence.
A Recurrence of Disability is a work stoppage caused by:
• A spontaneous return of the symptoms of a previous injury or occupational disease without intervening cause;
• A return or increase of disability due to a consequential injury (defined as one which occurs due to weakness or impairment caused by a work-related
injury); or
• Withdrawal of a specific light duty assignment when the employee cannot perform the full duties of the regular position. This withdrawal
must have occurred for reasons other than misconduct or non-performance of job duties.
IF A NEW INJURY OR EXPOSURE TO THE CAUSE OF AN OCCUPATIONAL ILLNESS OCCURS, AND DISABILITY OR THE NEED
FOR MEDICAL CARE RESULTS, A NEW FORM CA-1 OR CA-2 SHOULD BE FILED. This is true even if the new incident involves the
same part of the body as previously affected.
INSTRUCTIONS FOR EMPLOYEE

• Review the definition of "recurrence" given above. If you believe that you have sustained a recurrence, complete Part A of this form.
•
•
•

Attach a separate sheet of paper if needed to provide full details.
If you worked for the Federal Government at the time of the recurrence, submit Form CA-2a to your employing agency. If you no longer
work for the Federal Government, complete Parts A and C of this form and submit all materials directly to the Office of Workers'
Compensation Programs (OWCP).
If you are claiming a recurrence of disability for an occupational illness, or if all 45 days of continuation of pay (COP) have been used,
you may claim wage loss on Form CA-7. The OWCP will pay compensation if the claim is approved.
Arrange for your attending physician to submit a detailed medical report. The report should include: dates of examination and treatment;
history as given by you; findings; results of x-ray and laboratory tests; diagnosis; course of treatment; and the treatment plan. The
physician must also provide an opinion, with medical reasons, regarding causal relationship between your condition and
the original Injury. Finally, the physician should describe your ability to perform your regular duties. If you are disabled for your
regular work, the physician should identify the dates of disability and provide work tolerance limitations.

• If other physicians treated you after you returned to work following the original injury, obtain similar medical reports from each of them.
INSTRUCTIONS FOR EMPLOYING AGENCY

• After the employee has completed Part A, promptly complete Part B and submit the form to OWCP, unless: the claimant is still receiving

•
•

continuation of pay (COP); the recurrence is for medical care only and the claim is still open; or the claimant is currently requesting
neither wage-loss compensation nor payment of medical expenses. In these instances, file the form in the Employee Medical
Folder.
If COP is being paid, obtain medical evidence using Form CA-17, "Duty Status Report", as often as circumstances indicate.
For recurrences of disability which continue after the 45 days of COP have expired or which involve occupational illness, instruct
the employee to file Form CA-7.
3rivacy Act

,Q DFFRUGDQFH ZLWK WKH 3ULYDF\ $FW RI  DV DPHQGHG  86& D  \RX DUH KHUHE\ QRWLILHG WKDW  7KH )HGHUDO (PSOR\HHV
&RPSHQVDWLRQ $FW DV DPHQGHG DQG H[WHQGHG  86&  HW VHT )(&$ LV DGPLQLVWHUHG E\ WKH 2IILFH RI :RUNHUV &RPSHQVDWLRQ
3URJUDPV RI WKH 86 'HSDUWPHQW RI /DERU ZKLFK UHFHLYHV DQG PDLQWDLQV SHUVRQDO LQIRUPDWLRQ RQ FODLPDQWV DQG WKHLU LPPHGLDWH IDPLOLHV 
,QIRUPDWLRQ ZKLFK WKH 2IILFH KDV ZLOO EH XVHG WR GHWHUPLQH HOLJLELOLW\ IRU DQG WKH DPRXQW RI EHQHILWV SD\DEOH XQGHU WKH )(&$ DQG PD\ EH
YHULILHG WKURXJK FRPSXWHU PDWFKHV RU RWKHU DSSURSULDWH PHDQV  ,QIRUPDWLRQ PD\ EH JLYHQ WR WKH )HGHUDO DJHQF\ ZKLFK HPSOR\HG WKH
FODLPDQW DW WKH WLPH RI LQMXU\ LQ RUGHU WR YHULI\ VWDWHPHQWV PDGH DQVZHU TXHVWLRQV FRQFHUQLQJ WKH VWDWXV RI WKH FODLP YHULI\ ELOOLQJ DQG WR
FRQVLGHU LVVXHV UHODWLQJ WR UHWHQWLRQ UHKLUH RU RWKHU UHOHYDQW PDWWHUV  ,QIRUPDWLRQ PD\ DOVR EH JLYHQ WR RWKHU )HGHUDO DJHQFLHV RWKHU
JRYHUQPHQW HQWLWLHV DQG WR SULYDWHVHFWRU DJHQFLHV DQGRU HPSOR\HUV DV SDUW RI UHKDELOLWDWLYH DQG RWKHU UHWXUQWRZRUN SURJUDPV DQG VHUYLFHV
 ,QIRUPDWLRQ PD\ EH GLVFORVHG WR SK\VLFLDQV DQG RWKHU KHDOWK FDUH SURYLGHUV IRU XVH LQ SURYLGLQJ WUHDWPHQW RU PHGLFDOYRFDWLRQDO
UHKDELOLWDWLRQ PDNLQJ HYDOXDWLRQV IRU WKH 2IILFH DQG IRU RWKHU SXUSRVHV UHODWHG WR WKH PHGLFDO PDQDJHPHQW RI WKH FODLP  ,QIRUPDWLRQ PD\ EH
JLYHQ WR )HGHUDO VWDWH DQG ORFDO DJHQFLHV IRU ODZ HQIRUFHPHQW SXUSRVHV WR REWDLQ LQIRUPDWLRQ UHOHYDQW WR D GHFLVLRQ XQGHU WKH )(&$ WR
GHWHUPLQH ZKHWKHU EHQHILWV DUH EHLQJ SDLG SURSHUO\ LQFOXGLQJ ZKHWKHU SURKLELWHG GXDO SD\PHQWV DUH EHLQJ PDGH DQG ZKHUH DSSURSULDWH WR
SXUVXH VDODU\DGPLQLVWUDWLYH RIIVHW DQG GHEW FROOHFWLRQ DFWLRQV UHTXLUHG RU SHUPLWWHG E\ WKH )(&$ DQGRU WKH 'HEW &ROOHFWLRQ $FW 
'LVFORVXUH RI WKH FODLPDQW V VRFLDO VHFXULW\ QXPEHU 661 RU WD[ LGHQWLI\LQJ QXPEHU 7,1 RQ WKLV IRUP LV PDQGDWRU\ 7KH 661 DQGRU 7,1  DQG
RWKHU LQIRUPDWLRQ PDLQWDLQHG E\ WKH 2IILFH PD\ EH XVHG IRU LGHQWLILFDWLRQ WR VXSSRUW GHEW FROOHFWLRQ HIIRUWV FDUULHG RQ E\ WKH )HGHUDO
JRYHUQPHQW DQG IRU RWKHU SXUSRVHV UHTXLUHG RU DXWKRUL]HG E\ ODZ  )DLOXUH WR GLVFORVH DOO UHTXHVWHG LQIRUPDWLRQ PD\ GHOD\ WKH SURFHVVLQJ
RI WKH FODLP RU WKH SD\PHQW RI EHQHILWV RU PD\ UHVXOW LQ DQ XQIDYRUDEOH GHFLVLRQ RU UHGXFHG OHYHO RI EHQHILWV
Note: This notice applies to all forms requesting information that you might receive from the Office in connection with the
processing and adjudication of the claim you filed under the FECA.

Public Burden Statement
Completion of this collection of information is estimated to vary from 15 to 45 minutes per response with an average of 30 minutes per
response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and
completing and reviewing the collection of information. If you have any comments regarding the burden estimate or any other aspect to
this collection of information, including suggestions for reducing this burden, send them to the Office of Workers' Compensation Programs,
U.S. Department of Labor, Room S-3229, 200 Constitution Avenue, N.W., Washington, DC 20210.
DO NOT SEND THE COMPLETED FORM TO THE OFFICE SHOWN ABOVE.
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Accommodation Statement
If you have a substantially limiting physical or mental impairment, Federal disability nondiscrimination law gives you the right to
receive help from OWCP in the form of communication assistance, accommodation and modification to aid you in the claims
process. For example, we will provide you with copies of documents in alternate formats, communication services such as sign
language interpretation, or other kinds of adjustments or changes to account for the limitations of your disability. Please contact
our office or your claims examiner to ask about this assistance.
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