Supervisor’s Instructions for On-Line Submission of Claims
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1   https://cacdiucs.cpms.osd.mil/forms/frmservlet?config=SAFER_ALONE_PRO
Click the hyperlink above or copy/paste address into address bar.
Select supervisor’s link: Filing Claims Electronically


[image: image1.emf]After selecting the link, 

this screen will open. 

The user will need to 

read and select OK in 

order to continue. 
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2
Supervisor Entry: Enter the injured individual’s information on this page and choose CA-1 or CA-2 then 

The SSN and Date of Birth will bring up individual’s information if he/she is in the system on the next screen, if information does not appear, fill it in manually.  


HINT: No dashes in SSN or telephone number but include the forward slashes in the Date of Birth. Also, it seems to move quicker if the mouse is used rather than the tab key.  The session will last 30 minutes unless you occasionally press Ctrl + L to keep from being timed out.  All White cells must be filled in, Yellow is Optional, Gray is for the ICPA.
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3    EMP. DATA SCREEN 

If individual’s information does not come up you will need to input it.  Then, fill in all other information that is not filled out in the white frames.  Yellow is optional and the gray will be filled in by myself after submission.  Block 2. – NO DASHES, NO SPACES.

SELECT THE TABS AT THE TOP OF EACH PAGE TO GO TO NEXT SCREEN.
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4   Injury Description SCREEN 
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Fill in white blanks on this screen.  In the yellow blank, please input city and state.  In Numbers 10 and 11, please fill in correct dates for each block. The more details you provide (who, what, when, where, how) the better!
[image: image11.png]I DIUCS v2.1 EDI

[B](=]
ORACLE
3 ED1_CAT x

EmpDeta  Inuy  EmpSignatwe Wiress  SupFptl
25 Date pay stopped 26, Date 45 dey period began
MMDDYYYY MMDD-YYYY

e

SiBHAZ| SpRR. SupAptd | SoleyDala
27.0ste e enpicye ened o woik
MM-DD-YYYY HH:MM [AMIPM]
25, Was enpicyeenaed in pformance f dy?

® Yes Mo (f'No",euplain)

Sup Signatue

29 Was ity caused by employee’s wilfl misconduct ntoication, ot itent o e sefor another?
© Yes (i “es", explin] ® No

[ [
arming: Applet Window




[image: image12.png]. DIUCS v2.1 EDI EEX
wind ORACLE

Enp.Dala  Inwy  Emp Sonae Winess SRRl SupRP2 SupfRd| Suppld  SaleyDala
30 Was injury caused 31. Name and address of third party (include city. state, and ZIP code)
Gl 3rd party name:

Sup Signatue

© Yes
® No

name continuec

Street Address:

Ciy:

State: ZIP Code:

32, Name and address of physician fstproviding medical care (Incude cty, state, and ZIP code)
LastName. Fist Name Micde Name

Street Address:

Ciy:

State: ZIP Code:

33, Fist date medical carereceived

33a. Provided by Agency 34, Do medical records show employee i disabled or woik?
MMy medical faciiy?

— © Yes © MNo

© Yes © No @ Unknown

[ [ [ [




5  Employee Signature SCREEN 
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If the injury requires lost days and bills will be incurred, choose “a”.  Fill in current date.  You will have all necessary signatures signed after printing form.  The current date always comes up, so it will be necessary to change the date, if it differs.   One of these must be checked – choose “a” if individual may lose time.                
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6   Witness SCREEN 
A witness is someone who has first-hand knowledge of an incident (i.e. A witness statement is not based on something you heard from someone else).  It is a good practice to have the witness write their statement in  their own words and handwriting, sign and date. Supervisor will fill in statement using the written statement. Input witness information (last, first and middle name, and address).  Date the statement.  There will be a place for witness to sign after printing.
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38, supervisor who knowingly cefies to any false statement, misepresentation, concealnent o fac,etc. inrespect of this claim
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7   Supv Rpt 1 SCREEN 
Number 17 requires Agency name and information should be: TAG, Hawaii 3949 Diamond Head Rd. Honolulu, HI 96816. Employee Duty Station is the physical address of the worksite.



8   Supv Rpt 2 SCREEN 

If this does not apply, go to next screen. If default is changed, explanation box will change to white and must be completed.

 9    Supv Rpt 3 SCREEN 

30.  This applies to Third Party injuries, i.e., a private vehicle hits a government vehicle.


32.  Physicians information is required, if medical treatment sought.  33. If applicable

      33A. If applicable    34. If applicable
10   Supv Rpt 4 SCREEN 
35. If you do not agree that this was work related, you may challenge the claim here.  The individual has a right to file, but we have a right to disagree, if we have knowledge that it may be a fraudulent claim.  Individual should be counseled about the penalty for filing a fraudulent claim.

36.  Controversion only applies to the payment of Continuation of Pay (COP). If supervisor does not believe employee is entitled to COP, an objective statement to that effect should be entered here.
COP applies if technician suffers a Traumatic Injury; reports that injury within 30 days, and first becomes disabled within 45 days of the date of injury. COP must be substantiated by “prima facie” medical evidence. If an employee fails to provide necessary medical evidence (a work release note is not considered medical evidence) within 10 days, the agency can request that COP be terminated.
“LU” code on date of injury, prompts the payroll system to track 45 day entitlement. “LT” code is used thereafter (every full or partial day where time is missed due to work-related Traumatic Injury should be coded LT until entitlement expires).
11   Safety Data SCREEN 

Work Environment Exceptions & General Recording Criteria, if applicable.


Please read through these blocks carefully and if something is applicable, i.e. PT/fitness program, be certain to check it off.

12   Supv’s Signature SCREEN 

If a Traumatic injury requires treatment by a physician, check the box that reads:

“Lost time covered by leave, LWOP, or COP: forward this form to OWCP”
Next: Select View Claim


Email address will show pop-up box asking for confirmation.
(If you do not verify email address by typing it again, the system will not let you submit claim).













13  SELECT: “VIEW DRAFT COPY OF CLAIM TO VERIFY DATA”
Do not select View Claim for Printing and Submit to ICPA!

Select “View Draft Copy of Claim to Verify Data”.  Now you can look at the form and then print. 


View Draft Copy of
Claim to Verify Data


14   PRINT CLAIM 
A new page will open in Adobe format.  Size the form to fit the page and select “print”.  See print screen below for details!

PRINTING ADOBE FILE


Do not select file print. You must select the Adobe Print Icon.





When Printing, select Page Scaling – None.  This will fill the whole page with the form.  Then un-check Auto Rotate and Center.

15   “Submit Claim”

After printing, you must go back to the form and the “Submit Claim” should be highlighted at the bottom.  When you click on it, it will forward the claim back to me for verification.  I will then send it to OWCP and claim # will be sent to me within two to 5 work days.






16
I will send e-mail a copy to you for original signatures (injured employee, supervisor, and any witnesses must sign the original). The original should be returned to me, ASAP, for placement in the official OWCP file.
  Questions:  Catrecia J. Lewis, HR Specialist/ICPA, 808-672-1236




After selecting the link, this screen will open. The user will need to read and select OK in order to continue. 
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This DoD computer system including all related equipment, networks, and
network devices (specifically including internet access), is provided only for authorized
U.S. Government use. DoD computer systems may be monitored for all lawful purposes,
including to ensure authorized use, for system management, to facilitate protection
against unauthorized access, and to verify security procedures, survivability and
operational security. Monitoring includes active attacks by authorized DoD entities to
test or verify the security of this system. During monitoring, information may

examined, recorded, copied and used for authorized purposes. All information, including
personal information, placed on or sent over this system may be monitored. Use of this
DoD computer system, authorized or unauthorized, constitutes consent to monitoring.
Unauthorized use may subject you to criminal prosecution. Evidence of unauthorized use
collected during monitoring may be used administrative, criminal or other adverse action.
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