Employment Standards Administration
Wldower, and/ or Ch“dren Office of Workers' Compensation Programs

Claim for Compensation by Widow, U.S. Department of Labor @

OMB No. 12150155
Expires: 04-30-2001

1. Name of deceased employee (Last, first, middie)| 2. Date of Birth | 3. Date of Injury | 4. Date of Death | 5. Social Security Number
(Mo., day, year) (Mo., day, year) (Mo., day, year)

&. Name and address of employing agency (include ZIP Code) | 7. Nature of injury which caused death

Claim of Surviving Husband or Wife (ltems 8 through 13)

8. Name and address (Include ZIP Code) 9. Your Date of Birth 10. Date of Marriage to Employse
(Mo., day, year) (Mo., day, year)
11, Were you living with the 12. Were you ever married to anyone 13. Was employee evar married to
employee at time of death? other than the employee? anyone other than yourself?
Oyes [Ino Oves [lno Cyes [INo

14. List all of emplayee’s children from this marriage who may be entitled to compensation (See attached information sheet for
definition of children):

Name Relationship Date of Birth Address (Include ZIP Code)

14a. List all of employea s children from prior marriages who may be entitled to compensation:

Name Relationship Date of Birth ‘irp:&n&;m' Code)

Q_\" \ _

15. If a legal guardian has baen d‘or Mﬁud named above, give name of child, name and address of the guardian.
Child \( Guardian Guardian's Address (Include ZIP Code)
\F

AJ
NOA ,
16. List other ralatives who were fully or partially dependent on employee:
Name Relationship Date of Birth Address (Include ZIP Code)

17. If application has been made for any other Federal Retirementor |18, If application has been made for Veterans Administration (VA)
Disability Law because of employee's death, give: benefits because of employee’s death, give:
Service number: VA Claim numbar:

Retirement System [ csrs (] FERS [J §5A [J Other -
Address of VA office where claim is filed:

a.
Claim Number for each claim: o
' 19, If a claim has been made against a third party because of employee's
5 death, give:
Date each benefit began: . - Amount of recovery:  §

a MName and address of third party:
Amount of each benefit paid per month: §

b.
20. Total burial expense |21. Amount of burial expense | 22, Name and address of party (other than VA) whose funds were used to pay burial
paid or payable by VA expense and amount paid:
$___ $___ 00 §
I hereby certify that each and every statement made above Is true to the best of my knowledge. -
23, Signature of person filing claim 24. Address (Include ZIP Code) o 25, Date

(Mo., day, year)

Form CA-5
Rev. Jan. 1987



Attending Physician's Report

1. Name of deceased employee (Last, first, middle) 2. Date of death (Mo., day, year)
3. What history of injury or employment related disease was given to you? 4. If treated for disease, give diagnosis.
5. If death was not instantaneous, describe the treatment you provided. 6. Show dates on which treatment
was given.
7. What was the direct cause of death?
8. What were the contributory causes of death, if any?
9. In your opinion, was the death of the employee due to the injury as reported in item 3 above?
Gi\.r); the rEqsdicél reasons for your opinion, unless causal relationship is obvious. [ ves [ No

10. Was a biopsy or an autopsy performed? [ Yes

If yes, give name and address of physician

and arrange for a copy of the report to be LJ No

submitted.
11. Name and address (Please type - include ZIP Code) 12. Signature 13. Date signed (Mo., day, year)




