ELECTION OF ATTENDING PHYSICIAN UNDER #5 USC #810.3

1.  I understand that I have to make an initial selection of a treating physician and as such, I have decided to be treated by:

Nearest Medical Facility _______________  Private Physician _________________

2.  Once I elect a treating physician, I may not change that physician without prior approval by the Office of Workers’ Compensation Programs (OWCP).  

(Compensation Personnel can provide guidance on how to change physicians, when necessary).

3.  If I fail to submit medical documentation showing total disability within ten (10) working days, I understand that in accordance with Chapter #810, Subchapter #5, Paragraph #8 of the FPM, Continuation of Pay (COP) benefits will be terminated until such time as I submit medical evidence to substantiate my absence.

(I also understand that COP will be terminated if my Attending Physician indicates that I am capable of returning to light duty or full duty and I fail to comply.)

4.  I authorize all medical facilities to release my medical records pertaining to this injury, to the NAVSEA 04X East Coast FECA Office and / or U.S. Department of Labor as necessary.







Signature: __________________________







Date of Injury: _______________________







SSN: _______________________________







Today’s Date: _______________________

Copy to:

Employee

