Supervisor’s Instructions for On-Line Submission of Claims
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1   https://diucs.cpms.osd.mil/static_java_edi_sup.html
(highlight this site, right click and select “Open Hyperlink).  If that is not successful, copy file into Address box on Internet Site.
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2    First screen should show JAVA script.  If this does not show, contact the HELP DESK and tell them you need JAVA to communicate with Department of Labor.
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3
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 numbers, 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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4   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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5   Injury Desc. SCREEN 

Fill in white blanks on this screen.  In the yellow blank, please state city and state.  In Numbers 10 and 11, please fill in correct dates for each block.
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6   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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7   Witness SCREEN 
A witness does not necessarily need to see the incident happen.  Example:  He could be in the area at the time and have knowledge that the indiv.was fine before the incident took place.  Fill in statement from witness, his last, first and middle name, and address.  Date the statement.  There will be a place for him 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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38, supervisor who knowingly cefies to any false statement, misepresentation, concealnent o fac,etc. inrespect of this claim
may also be subjectto appropriate felory ciininelprosecution.
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8   Supvrs Rpt1 SCREEN 

Number 17 requires Agency name and information, which should be: UT NAT GUARD, PO BOX 1775, 12953 SO MINUTEMAN DR, Draper, UT 84020-1776




9   Supvrs Rpt2 SCREEN 

If this does not apply, go to next screen.


10   Supvrs Rpt3 SCREEN 

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


32.  Physicians information is helpful to have.  Block 33a.; one must be checked.

11   Supvrs Rpt4 SCREEN 

If you do not agree that this was work related, you may controvert 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.


12  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.

13   Supvrs 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.


14  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


15   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.

16   “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.






17
Please shotgun a signed copy of file to me with original signatures.  Keep one file for yourself, sign “Receipt of Notice of Injury”, and give that copy to the claimant.
  Questions:  Judy Hokanson, OWCP Specialist, HRO, 801-523-4243

