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Claimant Online Access Link (C.0.A.L.) Mine Portal

Introduction

The claimant Online Access Link (C.0.A.L) Mine Portal is an electronic document submission system
that allows Division of Coal Mine Workers’ Compensation (DCMWC) claimants to file a new claim or
electronically submit documents to their case file.

NOTE: Electronically submitted documents will be available to DCMWC staff immediately after the document upload is
complete.

OWCP Connect (C.0.A.L. Mine Portal) Account Registration

First time users of the C.0.A.L. Mine Portal must create an OWCP Connect account prior to
completing or submitting documents to DCMWC. OWCP Connect allows users to prove their identity
and create an account for various self-service applications.

1. To begin creating an account, log into https:\\coalmine.dol.gov C.0.A.L. Mine Portal, then click
‘File a New Claim’.

DEPARTMENT OF LABOR
Office of Workers' Compensation Programs

Start OVEr“ Upload Document | New Claim | Check Status | FAQs

Division of Coal Mine Workers' Compensation (DCMW(C)
C.OAL (Claimant Online Access Link) Mine

The Claimant Online Access Link (C.0.A.L.) Mine Portal is an electronic document submission system that allows Division of Coal Mine Workers' Compensation (DCMWC) claimants to file a new claim or electronically
submit documents to their case file. Electronically submitted documents will be available to DCMWC claims staff Immediately after the document upload is complete.

Please select one of the three options below:

Complete NG elecironics y sign ] Submit employment records, medical reports, and additicnal Verify that your documents were successfully submitted
Form CM-S11 (Miner’s Claim Form), forms needed by DCMWC claims staff during the adjudication
Form CM-911a (Employment History), process.

or Form CM-812 (Surviver's Claim Formy) to initiate a claim New claim forms (CM-911, CM-911a and CM-912) cannot

be submitted using this feature.

2. Select a claim application form to complete. (When submitting the CM-911 or CM-912 we
encourage the claimant to complete the CM-911a Employment History form at the same time so it
will not delay the process.)

IMPORTANT NOTE: Only the claimant can digitally sign these forms. The forms may NOT be signed by an Authorized
Representative of the claimant.

Employee Claim Application - Form CM-911 Survivor Claim Application - Form CM-912 Employment History - Form CM-911a



https://coalmine.dol.gov/

3. Next, the claimant will be taken to the account registration page. (Click the ‘here’ link to create a
new account).

United States Department of Labor
Office of Workers' Compensation

Programs

Login Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

a a . a
About OWCP Connect Account Registration Logln

OWCP Connect allows users to prove their identity If this is your first time using OWCP Connect, click Welcome to OWCP Connect

and create an account for communication with here and begin the process to create a new Please enter your EMAIL ADDRESS to start.
OWCP's various self-service applications. Itis a account.

centralized identity-proofing system used to create Email Address

credentials for a user, and then to authenticate the

credentials for login.

WARNING...WARNING... WARNING... WARNING....W;

Identity proofing is accomplished by validating the -
. . . You are accessing a U.S. Government information
user's information entered in the Account

system that is owned and operated by the If you are not registered yet please click he
Department of Labor. The Department of Labor

Registration process against secure Credit Bureau
data. Once the user's identity has been verified, their

Acconnt can he created information systems are provided for the

4. The claimant will be provided with 2 options for proving their identity. (Choose one option)

e |dentify Proofing Passcode or Questions
e PIV Card — (Government Employee)

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

Account Registration Instructions

Please select one of the option below and click NEXT. Please enter the email address you used to

create your account and click NEXT.
Identity Proof
Option*

[ @ ldentity Proofing Passcode or Questions ]

| want to verify my identity by receiving a text message or voice call with a
passcode, or by answering questions about my personal information
accessed by credit bureau, and create a new account using a User ID (email

address) and a password.

| have Federally-issued PIV card and want to use it to register a new account

and login.

If you've chosen this option, please insert your PIV card into your card reader
before clicking NEXT.




United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

5. Next, enter information in Required Fields (identified by an asterisk *) to create the account.

OWCP Connect

Account Registration

Enter the below information to create the account

First Name®  |Jane |

LastName*  |Doe |

middle nitial ||

s+ e |
Show/Hide

Date of Birth* | 03/20/1968 |

Street® |475 L'Enfant Plaza
City™* |Washington
State* DC v

Primary Phone* |202-222—2222

Check this box if you are able to receive text

messages at this phone number [

Email* ‘jane,doe@yﬁhou,com

Consider using an emaifl address that is not associated with your current employment.

This email is available.

Retype Email* ‘jane.doe@yahoo.com

/

Instructions

Please enter the required information and
click NEXT to begin the Account Registration
process.

NQOTE: When entering SSN and Primary
Phone, only enter numerical characters. Do
not include special characters, like - and ().
For example, for the SSN 123-45-6789, you
would enter 123456789 in the field.

This information is necessary to access
personal Credit Bureau data for purposes of
Identity Verification. All data transactions are

secure and private.

At this time OWCP Connect is only being used
to authenticate new users to FECA's Claimant
Query System. You must have an existing

OWCP Case Number to access FECA's CQ5.

Enter result of addition from image below™

NOTE: If the claimant would like to receive text messages, they must check the box underneath their primary phone
number when registering the account.




Credit Bureau Questions

6. Answer the provided ‘Security Questions’ which will be used to validate the claimant’s identity.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

This process requires the validation of your identity. Please provide answers to the a

questions below. Instructions
Which of these phone numbers have you ever used previously? Please complete the personal data verification
(8132000733 questions and click NEXT.
(8137335581
® 8137849842 This information is generated from Credit
78138511165 Bureau data accessed via the identity

- None of the Above information entered on the previous screen.
Approximately how tall are you?
@61"

062"

o6

o6'8"

() None of the Above

In 2013 what county did you live in?

( Crook

) Fremont

( Goshen

(O Lincoln

@ None of the Above

* Required Field




7. Once the claimant’s identity has been verified, they will be prompted to enter a password to
create an account.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

Login Credential Instructions

Your identity has been validated. Please enter a password below to create your account. Please enter your preferred User ID, and a

password that meets the criteria listed

below.
Email * . _ _ elow.

Password* ‘ The system will instantly verify when the
entered User ID is available for use.

Retype ‘

Password* When you're entered a valid User ID and

password, click NEXT.
* Required Field
PASSWORD CRITERIA

- - Passwords must be at least 8 characters

long, composed of characters from the each

of the followine four catesaries:

8. Next, the claimant will be prompted to choose a Security Image and enter a Key Phrase. Both will
be used during the login process to confirm the claimant has accessed their account.

NOTE: The Key Phrase can be anything, ensure that this phrase is something you can remember. (E.g., Security Image &
Key Phrase are both pizza).

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

Security Images Instructions

Please select a security image and enter a key phrase. They are used during the login process for your .
K Please select a security image from the gallery
protection. ) ) .
of available images, and write a personalized

key phrase.

Security Images . X .
These will be used during the login process to

confirm that you've accessed your own

account.

Once you have selected a security image and

entered a key phrase, click NEXT.

Key Phrase *

Pizza

10



9. Next, select security questions and answers. (They may be used during the login process for
verification).

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

Security Questions Instructions

Please select security questions & answers. They may be used during the login process for login verification. Please select three security questions, and

enter the answers in the spaces provided.

' Security These questions and answers may be used to

3 *
Questions confirm your identity during the login process,
- and/or if you need to reset your password.
1. |Whal is your maternal grandmother's name? V|
|Th0m35 ‘ When you have selected the questions and
2. [What was the last name of your childhood best friend? v entered answers, click SUBMIT.
|Anderson ‘
3. |Who is your favorite actor, musician, or athlete? V|
\ e | _/

* Required Field

10. The claimant will now receive a message stating that their account creation request has been
submitted successfully.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAQ

OWCP Connect

Account Creation Instructions

You will be receiving a confirmation email

Your account creation request has been submitted successfully.
shortly.

An email has been sent to the email address you provided, which includes a link that
You must activate your account by clicking on

you will need to click in order to activate your account. The link provided in the email is the link provided in the email.

available for 24 hours.

11



11. Once the account has been successfully created, the claimant will receive an email notification
informing them their account has been successfully created.

NOTE: The account must be activated within 24 hours.

OWCP Connect - Account Creation

o support@test.dol.gov
To

Thank you for registering with us.
Your account has been successfully created, but it must be activated within the next 24 hours.

© <3 Reply —» Forward * wee

Wed 03/20/2

«j Reply All

024 12:50 PM

First Mame: VICTOR
Last Name: TESTV
MI:

Email:

Please click here to activate your account. If the link has expired, you can have the email resent by navigating to the Login page, entering your email address in the Login field
provided and clicking LOGIN. The system will recognize that your email exists without an active account and will resend the account activation email.

OWCP Connect
US Department of Labor
Office of Worker's Compensation Programs (OWCP)

12. To log in, enter Email Address, then click Login.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | s \ccount Registration | Reset Password | Change Email | Help | FA

OWCP Connect

Please enter your EMAIL ADDRESS to start. =

About OWCP Connect

OWCP Connect allows users to prove their identity
and create an account for communication with
OWCP's various self-service applications. Itis a
centralized identity-proofing system used to create
credentials for a user, and then to authenticate the
credentials for login

Identity proofing is accomplished by validating the
user's information entered in the Account
Registration process against secure Credit Bureau
data. Once the user's identity has been verified, their

account can be created.

Account Registration

If this is your first time using OWCP Connect, click
here and begin the process to create a new
account.

WARNING... WARNING... WARNING....WARNING... W

You are accessing a U.S. Government information
system that is owned and operated by the
Department of Labor. The Department of Labor
information systems are provided for the
processing of official U.S. Government information

Your account has been successfully
activated,

Email Address

12




13. Verify the security image and Key Phrase then enter password.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FA

OWCP Connect

Login Instructions

Welcome VICTOR TESTV. Please verify your security image and enter password. Please make sure that the image and key
phrase match what you selected and

i entered when you created your account.
Security Image

Please enter a new password that meets
the criteria listed below, and click SUBMIT.

PASSWORD CRITERIA

Key Phrase
Passwords must be at least 8 characters

-
Password long, composed of characters from the each

of the following four categories:

* Required Field

e Uppercase letters (including, but not
- limited to A, B, C, Y, Z, etc.)
* Lowercase letters (including, but not

limited to a, b, ¢, v, z, etc.)

e Special Characters (limited to #, ?, |,

NOTE: When logging on with a new device, the claimant will have the option of verifying their device by answering a
security question, receiving a code via email, or by receiving an SMS verification code to their smartphone.

The claimant will also be given an option to choose whether they would like for the browser to remember their device
for future logins so that they can skip this step the next time they log in.

United States Department of Labor
Office of Workers' Compensation

Programs

Login | Account Registration | Reset Password | Change Email | Help | FAC

OWCP Connect

. - -
Logln Instructions
We do not recognize this device, please answer the security question or enter the We don't recognize this device, as this may
verification code. be your first time logging on. You have the
Please enter the information requested. option to either:
1. Enter the answer to the security

Security Questions

‘What was the last name of your childhood best friend? question you selected when you

|Anderscn created your account, OR

N~

. Click the link provided to receive an
OR email containing a verification code

. . P . . that you can enter here, OR
Click here to receive a verification code via email.

3. Click the link provided to receive an
OR SMS to your smartphone containing a
. . L X werification code that you can enter
Click here to receive a verification code via SMS. h
ere

Once you have entered the answer to the
Remember this device? security question OR the verification code
O Yes (The system will remember this device, you can skip this step next time you provided via email or SMS, click SUBMIT to

login from it.) open the application you selected on the

@ No previous screen.

13



14. Once verification process is complete, the claimant’s application will display on screen.

IMPORTANT NOTE: The top portion of the form will be auto-filled with claimant information. The claimant will not be
able to modify any information once the account has been created.

DEPARTMENT OF LABOR
Office of Workers' Compensation Programs

Start Over | Upload Document | New Claim | Check Status | F

Form CM-911

a
Please complete all the items on the

Miner's Claim for Benefits Under U.S. Department of Labor form.
The Black Lung Benefits Act Office of Workers’ Compensation Programs

=2 If you need help, please call our toll-
| hereby claim all benefits which may be payable fo me under the Black Lung Benefits Act. | also hereby apply on behalf of my family |OME No. 1240-0038 free number, (800) 347-2502, or email
for any benefits that may be payable under the Act. Expires: 10/31/2028 .
IMPORTANT: No benefits may be paid under the Black Lung Benefits Act unless a completed application form has been received {FOR DOL USE) MM@MSQJ

Disclosure of your Social Security Number is voluntary; the failure to disclose your Social Security number will not result in the denial of
any right, benefit, or privilege to which an individual may be entitled. The collection of the other information on this form is authorized by
law (30 U.S.C. 901, et. seq.). This information is required to obtain a benefil. The Department of Labor conducts computer matches
with the Social Security Adminisiration. Any information provided by applicants or recipients of financial assistance or payments under
Federal benefit programs may be subject to verification through computer maiches that the Department of Labor conducts with these

agencies.
1. Miner's Full Name (First. Middle, Last) 2. Miner's Social Securitv Number
XAVIER TESTX 8090010024
3. Mailing Address (Number, Street, Apt. No., P.O. Box or Rural Route} 4. City, State, & Zip Code
2400 XYKEPHONE PORTALND OR ~ 97086
5. Miner's Email Address 6. Telephone Number (Include area code)
7. Miner's Date of birth (Month, day, year) 8. Highest grade miner completed in school
03/20/1968

15. Complete the application, then click Save & Continue.

DISABILITY:

NOTE: I available evidence is insufficient to arrive at a determination, you may be requested fo have an independent medical examination at no expense to
you. Should the Department of Labor obtain information useful to your physician Tor treatment, such information may be furnished to the physician.

14. Describe briefly any disability you believe you have due to pneumoconiosis (Black Lung) of other respiratory or pulmonary disease resulting from coal mine

employment. Specifically, what aspect(s) of your last coal mine employment job in the coal mines are you physically unable to perform as a result of your
disability?

CM-911 Rev. (10-2023)

CURRENT EMPLOYMENT AND WAGES:
NOTE: The amount of your earnings, either as an or from self-employment, will help us the correct payment of black lung benefits to which
you may be entitied. This information is required by the 1981 Amendments to the Black Lung Benefits Act.

15. Are you currently working? [ Jres [ Jno If yes, answer a.

a Enter the names and addresses of all persons, companies, or government agencies for which you worked during the previous calendar year. If self-
employed, so indicate -

16. Once the application has been completed, review application to ensure all information is
correct.

14



17. The claimant can sign the application now or come back and complete the application and
signature later. See next steps for more information.

NOTE: Prior to signing application, write down the Document Control Number (DCN) from the pop-up screen to be
used as a reference.

Form CM-911

Miner's Claim for Benefits Under U.S. Department of Labor
The Black Lung Benefits Act Office of Workers' Compensation Programs
I hereby claim all benefits which may be payable to me under the Prosistom =P ofite bt 1 ole e emem bt mmm s e dom e ol =8 e fmeil LOMAD M- d540 A0S

for any benefits that may be payable under the Act. . . i
IMPORTANT: No bensfits may be paid under the Black Lung gen,  SigNature Options )
Disclosure of your Social Security Number is voluntary; the failure -

any right, benefit, or privilege to which an individual may be entitle a
law (30 U.5.C. 901, et. seq.). This information is required to obtair

with the Social Security Administration. Any information provided | If you choose the "Sign Later” button, you
Federal benefit programs may be subject to verification through cg !

agencies. will receive an email (at the address |
1. Miner's Full Name (First, Middle, Last) . . .
XAVIER provided) with a link to the document for

3. Mailing Address (Mumber, Street, Apt. No., P.O. Box or Rural R’ ‘!OU 'tO 5ign at YOUF COHVEH[EHCE. Please
2400 XYKEPHONE note that a form can only be processed !
3. Miners Emal Adklress once it is signed and submitted.

7. Miner's Date of birth (Month, day, . .
03?56?135980 - e This form has been assigned Document

9. Have you (or someone on your behalf) ever filed a claim for Fed COﬂtl’0| Numbel[(DCN) CCISGG.PIease ?
benefits before? If yes, answer guestion 10.
make a note for your records.

DYes DJD

11. Are you still engaged in coal mine employment (in or around cg al
or in coal mine construction or maintenance in or around a coal |

a. When did your coal mine employment end? Provide month, « S Ig n Now Slg n Later

12, In what state of the United States were you working when you
employment?

Continue Edit —

13. How many total years did you work in coal mine employment?

CuC A D IT

15



Completing and Signing the Application Form (Now or Later)

To complete and sign the application Now:

1. Read the Electronic Record and Signature Disclosure.

e Check | agree to use electronic records and signature button.
e C(Click Continue.

Please Review & Act on These Documents

7 Office of Workers' Compensation Programs (OQWCP)
= eClaimants Porta

- Please read the Electronic Record and Signature Disclosure.

. | agree to use electronic records and signatures.

2. Click Start button to begin signing the application.

DEMONSTRATION DOCUMENT ONLY
DocuSign Envelope |D: BO165CC1-1AES-40B85-A4E4-39DA5605D1C9 PROVIDED BY DOCUSIGN ONLINE SIGNING SERVICE
DA Miner's Claim for Benefits Under U.S. Department of“lalibive, Sute 1700 « Seattle « Washington 9810
i 3 com

The Black Lung Benefits Act iceichiforker=iConpens i RaR

R0 0200

| hereby claim all benefits which may be payable to me under the Black Lung Benefils Act. | also hereby apply on behall of my family  [OMB No. 1240-0038
for any benefits that may be payable under the Act. Expires: 10M31/2026
IMPORTANT: No benefils may be paid under the Black Lung Benefils Act unless a completed application form has been received. (FOR DOL USE)
Disclosure of your Social Security Number is voluntary; the failure to disclose your Social Security number will not result in the denial of

any right, benefit, or privilege to which an individual may be entitied, The collection of the other information on this form is authorized by

law {30 U.S.C. 901, et. seq.}. This information i is required to obtain a benefit, The Department of Labor conducts computer matches

with the Social Security Admini lon. Any lon provided by applicants or recipients of financial assistance or payments under
Federal benefit programs may be subject to verification through computer matches that the Depariment of Labor conducts with these
agenties.
1. Minar's Full Mame (First, Middle, Last) 2. Miner's Social Security Number
VICTOR TESTV 899010022
3. Mailing Addrass (Number, Street, Apl. No., P.O. Box or Rural Route) 4, City, State, & Zip Code
2200 VICTORY Portland OR 97086
5. Miner's Email Address &, Telephone Number (Include area code)
7. Miner's Date of birth (Month, day, year) 8. Highesl grade miner completed in school
05/05/1968

16



3. Click the Sign button.

SIGNATURE OF MINER
| hereby certify that the information given by me on and in connection with this form is true and correct to the best of my knowledge and belief. | am also fully
aware that any person who willfully makes any false or misleading statement or representation for the purpase of obtaining any benefit or payment under this
title shall be guilty of a misdemeancr under 30 USC 941 and, on conviclion, subject to a fine of not more than $1,000.00. er by imprisonment for nol more than
one year, or bath. | authorize any physician, hospital, agency, emplayer or other organization (including the Social Security Administration) to disclose any
meadical records, or other information to the Department of Labor, Office of Workers” Compensation Programs. Furthemmoare, | authorize the Depariment of

Labor, Office of Workers' Compens to disclose any medical or other information about the decision in your Black Lung Benefits claim to the
Workers' Compensation, Unemplo! Sign tion, or Disability Insurance agency of my State to use in connection with any claim with another agency.

SIGN 24, Signature of Claimant (First, Mid ¢ 25. Date (Month, Day, Year)
l = l 03/20/2024

‘Witnesses are required ONLY if this application has been signed by mark (X) above. If signed by mark (X}, two witnesses 1o the signing who know the
applicant must sign below, giving their full address.
26. Signature of witness 27. Signature of witness

28, Witness Address (Number, street, city, state & zip code) 29, Witness Address (Number, sireet, city, state & zip code)

Note: Persons are not required o respond Lo this collection of information unless it displays a currently valid OMB control number.
Page 3 CM-811 Rev. {10/2023)

4. Select Style for signature.

e Click Adopt and Sign.

Adopt Your Signature

Confirm your name, initials, and signature.

" Required
Full Mame~® Initials™
VICTOR TESTV VT

SELECT STYLE

Change Style

PREVIEW
DocuSigned by: Ds
0332330D66E61439...

By selecting Adopt and Sign, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes
when | {or my agent) use them on documenits, including legally binding contracts.

ADOPT AND SIGN CANCEL

17



5. The claimant’s signature will be placed on application.

6. Click Finish.

SIGNATURE OF MINER
| hereby certify that the information given by me on and in connection with this form is trug and correct to the best of my knowledge and belisf. | am also fully
aware that any parson who willfully makes any false or misleading staterment or representation for the purpose of obtaining any benefit or paymant under this
title shall be guilty of a misdemeancr under 30 USC 941 and, on conviclion, subject to a fine of not more than $1,000.00, or by imprlsonment for nal more thain
one year, or both. | authorize any physician, hospital, agency, employer or other crganization (including the Social Security Administration) to disclose any
medical records, or other information to the Department of Labor, Office of Workers' Compensation Pragrams. Furthermore, | autharize the Depariment of
Labor, Office of Workers' Compensation Programs to disclose any medical or other infarmation about the decision in your Black Lung Benefits claim to the

Workers' Compensation, Unemployment ion, of Disability Insurance agency of my State to use in connection with any claim with another agency.
24, Signature of Claimant (First, Midfle 1179 25, Date (Month, Day, Year)

Uﬂi K Tfsw 03/20/2024
Witnesses are required ONLY if this application has Tl S mark (X) above. If signed by mark (X}, two witnesses to the signing who know the
applicant must sign below, giving thair full address.
26. Signature of witness 27. Signature of witness
28, Witness Address (Mumber, street, city, state & zip code) 28, Witness Address (Mumber, sireet, city, state & zip code)

Note: Parsons are not required to respond Lo this collection of infermation unless it displays a currently valid OMB control numbar.

Page 3 CM-211 Rev. (10/2023)

EM-911 1565.pdf 3cf4

DEMONSTRATION DOCUMENT ONLY
DocuSign Envelope |D: BO165CC1-1AES-49B5-A4E4-38DAS60501C9 PROVIDED BY DOCUSIGN ONLINE SIGHING SERVICE

PRIVACY ACT NOTICE 989 Ird Fwef. Suite 1700 « Sealtle » Washington 98104 « (206) 219-0200
www_docusion.com

In accordance with the Privacy Act of 1974, as amended (5 U.5.C. 552a), you are heraby notified that: (1) fhe Black Lung Benefits Act (BLBA) (30 U.S.C_ 901
et seq.), as amended, is administered by the Office of Workers' Compensation Programs (OWCP) of the U.S. Department of Labor, which receives and
maintains personal informaticn, relative to this application, on claimants and their immediate families; (2) information obtained by OWCFP will be usad to
detarmine eligibility for banefits payable under the BLBA; (1) information may be given to other government agencies, coal mine operatars potentially liable for
paymant of the claim or lo the insurance carrier or other entity which secured the operator's compensation liability, contractors providing automated data
processing services (o the Department of Labor, and representatives of the parties to the claim; (4) information may be given (o physicians or other medical
senvice providers for use in providing treatment, making evaluations and for other purposes relating fo the medical management of the claim; (5) information
may ba given to the Depariment of Labor's Office of Administrative Law Judges, or ather person, board or organization, which is authorized or required to
render decisions with respect to the claim or other matiers arising in connection with the claim; (8) information may be given to Federal, state or local agencies
far law enfarcement purposes, to obtain information relevant to 3 decision under the BLBA, to determine whether benefils are being or have been paid propery,
and whers anorooriate. o nursus administrative offset andior dabt collaction actions reauired or permittad by law: (7} disclosure of tha claimant's or deceasad

Ready to Finish?

You've completed the required fields. Review your work, then select FINISH.

FINISH

18



7. The claimant will receive an email notification that the application has been completed.

@ DocuSign Demo System <dse_demo@docusign.net:
To €

@ If there are problems with how this message is displayed, click here to view it in a web browser.

CM-911 1565.pdf
386 KB

Your document has been completed

VIEW COMPLETED DOCUMENT

®

£ Reply

©

. Office of Workers' Compensation Programs (OWCP)

All parties have completed DCMWC Form CM-911 (DCN CC1565).

19




To complete and sign the application Later:

1. If the claimant chooses to sign their application form later, upon clicking the ‘Sign Later’ button,
the claimant will be taken back to the home page where they can either select to file another
application or exit the C.0.A.L. Mine portal.

Form CM-911

Miner's Claim for Benefits Under
The Black Lung Benefits Act

for any benefits that may be payable under the Act.

IMPORTANT: Mo benefits may be paid under the Elack Lung Ben
Disclosure of your Social Security Mumber is voluntary; the failure
any right, benefit, or privilege to which an individual may be entitle
law (30 U.S.C. 901, et. seg.). This information is required to obtair
with the Social Security Administration. Any information provided |
Federal benefit programs may be subject to verification through cg

3. Mailing Address (Mumber, Street, Apt. No., P.O. Box or Rural R,
2400 XYKEPHONE

5. Miner's Email Address

7. Miner's Date of birth (Month, day, year)
03/20/1968

9. Have you (or somecne on your behalf) ever filed a claim for Fed
benefits before? If yes, answer guestion 10.

DYes DJG

11. Are you still engaged in coal mine employment (in or around ct
or in coal mine construction or maintenance in or around a coal |

a. When did your coal mine employment end? Provide month, ¢

12. In what state of the United States were you working when youl
employment?

13. How many total years did you work in coal mine employment?

rue s ma rT,

I hereby claim all benefits which may be payable to me under the p--t-tmmP-—-msi- 4 -2 4 —to o b m o

U.S. Department of Labor

Office of Workers" Compensation Programs

S ST S P =Y T

Signature Options

If you choose the "Sign Later” button, you

you to sign at your convenience. Please
note that a form can only be processed
once it is signed and submitted.

This form has been assigned Document
Control Number (DCN) CC1566. Please
make a note for your records.

Sign Now Sign Later

Continue Edit

agencies. will receive an email (at the address
1. Miner's Full Name (First, Middle, Last) . . .
XAVIER provided) with a link to the document for

NOTE: If a claimant chooses to sign the application later, they have the option to go back to the email notification and

click on the link to complete the form
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2. Once the application has been completed, review application to ensure all information is correct,
then click Save & Continue.

NOTE: Prior to signing application, write down the Document Control Number (DCN) from the pop-up screen to be
used as a reference.

DISABILITY:

NOTE: I available evidence is insufficient o arrive at a determination, you may be requested to have an independent medical examination at ne expense to

you. Should the Department of Labor obtain information useful to your physician for treatment, such information may be furnished to the physician.

14. Describe briefly any disability you believe you have due to pneumoconiosis (Black Lung) or other respiratory or pulmonary disease resulting from coal mine
employment. Specifically, what aspect(s) of your last coal mine employment job in the coal mines are you physically unable to perform as a result of your
disability?

CM-911 Rev_ (10-2023)

CURRENT EMPLOYMENT AND WAGES:

NOTE: The amount of your earnings, sither as an or from self-emp will help us the correct payment of black lung benefits ta which
you may be entitled This information is required by the 1981 Amendments to the Black Lung Benefits Act.

15. Are you currently working? D(es DNn If yes, answer a

a. Enter the names and of all persons, companies, or government agencies for which you worked during the previous calendar year. If self-
employed, so indicate L

3. Click Review Document.

DocuSign Demo System <dse_demo®@docusign.net
To ©

® If there are problems with how this message is displayed, click here to view it in a web browser.

DocuSign

B

Office of Workers' Compensation Programs (OWCP) sent you a
document fo review and sign.

REVIEW DOCUMENT

Office of Workers' Compensation Programs (OWCP)

VICTOR TESTV,

[ Please DocuSign CM-911 1565 pdf ]

Thank You, Office of Workers' Compensation Programs (OWCP)
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4. Read the Electronic Record and Signature Disclosure.

e Check | agree to use electronic records and signature button.
e C(Click Continue.

Please Review & Act on These Documents

Office of Workers' Compensation Programs (OWCP)
eClaimants Porta

- Please read the Electronic Record and Signature Disclosure.

. | agree to use electronic records and signatures.

5. Click the Start button to begin signing the application.

DEMONSTRATION DOCUMENT ONLY
DocuSign Envelope ID: BO165CC1-1AEB-4985-A4E4-30DA560501C9 PROVIDED BY DOCUSIGN ONLINE SIGNING SERVICE
START Miner's Claim for Benefits Under U.S. Department ofilalsbfve, Sute 1700 -« Seattle - Washington G810
! ' com

The Black Lung Benefits Act Offce of Workers' CompensiiiSH F P53t

S 5-020(

| hareby claim all benefils which may be payabla to me under the Black Lung Benefils Act. | also hareby apply on behall of my family  |OMB Na. 1240-0038
for any benefits that may be payable under the Act. Expires: 10/31/2028

IMPORTANT: Mo benefils may be paid under the Black Lung Benelils Act unless a completed application lorm has been recaived. {FOR DOL USE)
Disclosure of your Social Security Number is voluntary; the failure to disclose your Social Security number will not result in the denial of

any right, benefit, or privilege to which an individual may be entitied, The collection of the ather information on this form is authorized by

law {30 U.5.C. 901, et. seq.). This information is required to obtain a benefit, The Drepartment of Labor conducts computer malches

with tha Soclal Security Administration. Any information provided by applicants of reciplents of lnancial assistance of payments under

Federal benefit programs may be subject to verification through computer matches that the Department of Labor conducts with these

Agencies.
1. Miner's Full Name (First, Middle, Last) 2. Miner's Social Securily Numbear
VICTOR TESTV 899010022
3. Mailing Address (Number, Street, Apl. No., P.O. Box or Rural Routs) 4. City, Stale, & Zip Code
2200 VICTORY Portland OR 97086
5. Miner's Email Address 6, Telephone Number (Include area code)
7. Miner's Date of birth {Manth, day, yaar) 8. Highesl grade miner complated In school
05/05/1968
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5. Click the Sign button.

SIGNATURE OF MINER
| hereby certify that the information given by me on and in connection with this form is true and correct to the best of my knowledge and belief. | am also fully
awars that any parson wha willfully makes any false or misleading statement or rapresentation for the purpose of abtaining any benefit or payment under this
title shall be guilty of a misdemeancr under 30 USC 941 and, on conviclion, subject to a fine of not more than $1,000.00, or by imprisenmant for not more than
one year, or both. | authorize any physician, hospital. agency, employer or ather organization (including the Social Security Administration) to disclose any
medical records, or other information to the Department of Labor, Office of Workers' Compansation Programs. Furthermare, | authorize the Depariment of
Labor, Office of Workers' Compensalion Pregrams to disclose any medical or other information about the decision in your Black Lung Benefits claim to the
" Sign

Workers' Compensation, Unemplo jation, or Dizability Insurance ageney of my State to use in connection with any claim with anather agency.
SIGN 24, Signature of Claimant (First, Mid) L \b 25, Date (Month, Day, Yaar)
—_— 03/20/2024
‘Witnesses are required ONLY if this a as been signed by mark (X) above. If signed by mark (X}, two witnesses to the signing who know the
applicant must sign below, giving their full address,
26. Signature of witness 27. Signature of withess
28, Witness Address (Number, street, city, state & zip code) 29, Witness Address (Mumber, sireet, city, state & zip code)

Note: Parsons are not required to respend Lo this collection of infermation unless it displays a currently valid OMB control number.
Page 3 CM-811 Rev. (10/2023)

6. Select Style for signature.

o C(Click Adopt and Sign.

Adopt Your Signature

GConfirm your name, initials, and signature.

~ Required
Full Name* Initials™
VICTOR TESTV vT

SELECT STYLE

PREVIEW Change Style
DocuSigned by: DS
933233D66E61430...

By selecting Adopt and Sign, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes
when | {or my agent) use them on documents, including legally binding contracts.

I ADOPT AND SIGN I CAMNCEL
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7. The claimant’s signature will be placed on application.

8. Click Finish.

SIGNATURE OF MINER
| hereby certify that the informaticn given by me on and in connection with this form is true and correct fo the best of my knowledge and belief, 1 am also fully
aware that any parson who willfully makes any falsa or misleading statement or representation for the purpose of abtaining any benefit or paymant under this
title shall be guilty of a misdemeanor under 30 USC 941 and, on conviclion, subject to a fine of nol more than $1,000.00, or by imprisenment for not mora than
one year, or both. | authorize any physician, hospital, agency, employer or other crganization {including the Social Security Administration) to disclose any
medical records, or other information to the Department of Labor, Office of Workers' Compensation Pragrams. Furthermare, | authorize the Department of
Labor, Office of Workers' Compensation Programs to disclose any medical or ather infarmation about the decision in your Black Lung Banefits claim to the

Waorkers' Compensation, Unemplo : ity Insurance agency of my State to use in connection with any claim with another agency.
24, Signature of Claimant (First, ey 25. Date (Month, Day, Yeaar)

Nr CTer Pesty 03/20/2024
Witnesses are required ONLY if th Lzal, - nark (X} above. If signed by mark (X}, two witnesses to the signing who know the
applicant must sign below, giving their full address.
26. Signature of withess 27. Signature of withess
28. Witness Address (Mumber, street, city, state & zip code) 29, Witness Address (Mumber, sireet, city, state & zip code)

Note: Parsons are not required lo respend Lo this collection of information unless it displays a currently valid OMB control numbear.

Page 3 CM-211 Rev. (10/2023)

CM-911 1565.pdf 3of4

DEMONSTRATION DOCUMENT ONLY
PROVIDED BY DOCUSIGN ONLINE SIGNING SERVICE

PRIVACY ACT NOTICE 989 Ird 'CWE_' Suite 1700 + Seattle » Washington 58104 « (206) 219-0200
www_docusign.com

In accordanca with the Privacy Act of 1974, as amended {5 U.5.C. 552a), you are heraby natified that: (1} tha Black Lung Benefits Act (BLBA) (30 L.S.C. 901
et zeq.), as amended, is administered by the Office of Workers' Compensation Programs {OWCF) of the U.S. Department of Labor, which receives and
maintains personal information, relative to this application, on claimants and their immediate families; (2] information obtainad by OWCP will be used ta
datermine eligibility for banafits payable under the BLBA; (3) infarmation may be given to other government agencies, coal mine operators potentially liable for
paymant of the claim or o the insurance carrier or other entity which secured the operator's compensation liability, contractors providing automated data
processing services (o the Department of Labor; and representatives of the parties to the claim; (4] information may be given to physicians or other medical
servica providers for use in providing treatment, making evaluations and for ather purposas relating to the medical managament of the claim; {5) information
may be given to the Department of Labor's Office of Administrative Law Judges, or other parson, board or organization, which s authorized or required to
render decisions with respect to the claim or other matters arising in connection with the claim; (6) information may be given to Federal, state or local agencies
far law enforcement purposes, o obtain informatien relevant fo & decision under the BLBA, to determine whether benefits are being or have been paid properly,
and whera anbrooriate. to pursus administrative affset andior dabl collection actions reauired or permitted by law: (71 disclosure of the claimant's or deceased

DocuSign Envelope 1D: BO165CC1-1AES-49B5-A4E4-38DA5605D1C9

Ready to Finish?

You've completed the required fields. Review your work, then select FINISH.

FINISH

24




9. The claimant will receive email notification that application form has been completed.

@ DocuSign Demo System <dse_demo@docusign.net:
To €

@ If there are problems with how this message is displayed, click here to view it in a web browser,

CM-911 1565.pdf
e | 386 KB

Your document has been completed

VIEW COMPLETED DOCUMENT

. Office of Workers' Compensation Programs (OWCP)

© | ) Reply

All parties have completed DCMWC Form CM-911 (DCN CC1565).

S
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www.dol.gov/owcp/dcmwc

U.S. Department of Labor | Office of Workers’ Compensation Programs | Division of
Coal Mine Workers’ Compensation

26


http://www.dol.gov/owcp/dcmwc

	Claimant Online Access Link (C.O.A.L.) Mine Portal
	Introduction
	OWCP Connect (C.O.A.L. Mine Portal) Account Registration
	Credit Bureau Questions
	Completing and Signing the Application Form (Now or Later)
	To complete and sign the application Now:
	To complete and sign the application Later:



