
Evidence Required in Support of A
Claim for Asbestos-Related Illness

U.S. Department of Labor
Employment Standards Administration
Office of Workers' Compensation Programs

If you are filing a claim based on exposure to asbestos, use this checklist to identify the information needed from you and your em-
ploying 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 let us know when we can expect the information. All material submitted should be legible and specific.

FROM EMPLOYEE

1 . List your employment history by employer, job title, and
inclusive dates. Include non-Federal employment and
military service (see attached questionnaire.)

2. For each job title, describe the work you performed, the
type of asbestos material used, locations where exposure
occurred, period of exposure, number of hours per day
and days per week exposed, and the types and frequency
of safety precautions (mask, respirator, etc.) used (see
attached questionnaire).

3. Describe any exposure you have had to other toxic sub-
stances. If none, state "None".

4. Describe any breathing or lung problems you have had in the
past and treatment received (see attached questionnaire).

5. Give your smoking history to include amount per day, and
years (dates) you have smoked (see attached question-
naire).

6. Submit a report from your physician, including chest x-ray
report, history, physical findings, diagnosis, opinion as to
the relationship of the condition to employment, and course
of treatment.

7. Give the date you first consulted a physician regarding res-
piratory or asbestos-related disease.

8. Submit reports of examination, treatment or hospital ization
for any previous similar condition or pulmonary problem.

• FROM EMPLOYING AGENCY

9. Review and comment on the accuracy of the employee's
description of work performed and exposure to asbestos
and other substances.

10. Provide exposure data, including air sample surveys or
statements of the type of asbestos exposure, frequency,
degree and duration for each job held. Air sample
results should be reported in units of fiber/cc time
weighted average. Also report concentrations of other
pollutants and chemicals (see attached questionnaire).

1 1 . Give the date employee was last exposed to asbestos
at work. If the employee was removed from exposure,
give the circumstances.

1 2. Attach copies of the employee's:

a. SF-1 71 , Application for Employment.

b. Position description with physical requirements
for last job held.

c. Job sheet and employment record,

d. Pertinent dispensary records.

e. Most recent SF-50, Notification of Personnel
Action.

f. Laboratory test results and chest x-ray reports
on file.

13. Describe safety regulations and protective devices in
use by employee, with period and frequency of use.

V*

Form CA-35C
Oct. 1987



Notice to Employees Filing Claim for Occupational Disease

Diseases and illnesses 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 illness.

The Office of Workers' Compensation Programs (OWCP) understands that gathering the necessary evidence requires substantial
effort. The attached checklist is designed to help you. Form CA-2 ("Federal Employee's 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. Your 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 claims 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
Management (0PM) and workers' compensation 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 rarely 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 checklists
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 illness, please give him or her:

1. Form CA-2, Federal Employees' Notice of Occupational Disease and Claim for Compensation, and

2. Two copies of the checklist describing evidence requiredMn support of the claim. One checklist is for the employee to mark
and return with the complete package. The second checklist is for the employee to take to the physician.

In addition to describing the evidence required 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.



PART A TO BE COMPLETED BY CLAIMANT
In order to determine If you are eligible for benefits, please provide the following information using your best estimates. If you run out of space, use
a separate piece of paper and attach it to this form. Submit the form to your current (or last) employing agency. If the facility is no longer active,
submit the statement to OWCP.
1. Employment History: Please include all employers, both Federal and non-Federal, your job titles, the work you performed, and the period
you held each job. (Include military service).

Employer (Agency)
1.

2.

3.

4.

5.

6.

7.

8.

Job Title Work Performed Period Fed. Civil Service? (Yes/No)

II. Exposure History: Please describe all exposure to asbestos and other toxic materials in your employment. Include period of employment,
type of exposure, number of hours exposed per workday and description of safety precautions used while working.

a. Asbestos: For "type of exposure" indicate whether exposure was heavy, medium or light:

Heavy - Visible airborne asbestos particles were evident.

Medium - Asbestos dust was visible on floors and work surfaces.

Light - No dust visible, but asbestos was in use.

Period
1.

2.

3.

4.

5.

Type of Exposure (H, M, L) Exposure Hrs/Day Safety Precautions Used

b. Toxic Chemicals/Dust

Period
1.

2.

3.

4.

5.

Material Exposed to: Exposure Hrs/Day Safety Precautions Used

(PLEASE CONTINUE ON REVERSE SIDE)



III. Medical History: Describe your medical history and include any treatment for heart, lung and other major health problems.
Have you ever had:

1 . Heart Problems?

2. Lung Problems?

3. Other Major
Problems?

Yes No If Yes, explain Dates

IV. Smoking History: Describe your smoking history, including dates you smoked, amount of material smoked per day, and type of material
smoked.

Have you ever smoked:

1 . Cigarettes?

2. Pipe?

3. Cigars?

Yes No If Yes, amount No. of years Date stopped Dates

PART B TO BE COMPLETED BY EMPLOYING AGENCY

Using the categories shown below, please complete the chart at the bottom of the page with reference to each Federal job held by this employee,

a. Nature of Exposure:

Primary - Normal duties required actual manipulation of asbestos and/or asbestos-related products and generated dust.

Secondary - Normal duties regularly involved work alongside others primarily exposed or in confined spaces.

Intermittent - Normal duties irregularly involved entry into locations where asbestos and/or asbestos products were manipulated.

Environmental - Normal duties were performed at a location where asbestos was used but the individual had no normal exposure in excess
of ambient levels.

b. Degree of Exposure:

Heavy - Asbestos dust was usually visible in the air.

Medium - Asbestos dust was generally visible on work surfaces but did not cloud the air.

Light - Asbestos was used in work area but was generally not visible (although detectable).

Ambient - Asbestos levels did not exceed normal levels in the air outside of work spaces.

c. Frequency of Exposure: Hours per day.

Job Title

1.

2.

3.

4.

5.

6.

7.

8.
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