
FORM PREPARED BY FORWARDED TO

LS-201 Injured Employee NAF-HR within 24 hrs of completing the paperwork

***** Must be completed by the employee in his/her own words. *****

LS-202 Supervisor/Manager NAF-HR within 24 hrs of completing the paperwork

***** Must be completed within 24 hrs of notice of an injury *****

***** Supervisor or manager of facility MUST sign Block #37. *****

LS-1 Supervisor/Physician NAF-HR within 24 hrs of completing the paperwork and 

Injured employee takes to treating Physician

***** Used for initial visit/treatment….NOT for follow-up visits/appointments. *****

LS-204 Attending Physician Human Resources Office

***** Only used for FOLLOW-UP visits/appointments. *****

LS-210 Supervisor Human Resources Office

   ***** Only need if release date/return to work date is not known as time LS-202 is submitted. *****

IMPORTANT!

Per Air Force Services Agency (AFSVA) all documentation should be completed and forwarded to the Human 

Resources Office within  24 hours  of injury or knowledge of injury to avoid delays or conflicts.

If any witnesses were present at the time of injury, have witnesses submit statements in MFR format and 

submit with all other documentation.

If an employee is injured at work but does not wish to see the doctor and continues to work, please have the

employee complete an LS-201, Notice of Employee's Injury or Death, section 16, annotating their refusal to 

seek medical attention at the time of injury, also ask the employee to write a statement in MFR format stating 

the same.  Submit this documentation to the Human Resources Office.

If you have any questions, comments, or concerns pertaining to this matter, please don't hesitate to call 

David Perez 310-653-5085 or Morgan Burton 310-653-8943.

INSTRUCTIONS FOR SUBMITTING WORKERS' COMPENSATION FORMS

AF 786 Injured Employee NAF-HR within 24 hrs of completing the paperwork

***** Authorization for Release of Medical Information. *****



PATIENT'S AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
(USAF NONAPPROPRIATED FUND WORKERS' COMPENSATION PROGRAM)

(THIS FORM IS AFFECTED BY THE PRIVACY ACT OF 1974) 

AUTHORITY:  33 U.S.C. 903, Longshoremen's and Harbor Workers' Compensation Act; 10 U.S.C. 8013; and 44 U.S.C. 3101.
PRINCIPAL PURPOSE:  To obtain information on present and past injuries and illnesses of employees. 
ROUTINE USES:  Used to determine what benefits, if any, may be due an employee under the Longshoremen's and Harbor Workers' Compensation
Act as extended by the Nonappropriated Fund Instrumentalities Act (5 U.S.C. 8171). Information furnished may be disclosed to any DOD component or
part thereof, and upon request, to other Federal, state and local government agencies in the pursuit of their official duties and to the Department of
Labor.  The information may also be used for other lawful purposes including those indicated below, law enforcement and or litigation.
DISCLOSURE IS MANDATORY: Failure to provide the information may result in reduction and/or delay of potential benefits. 

1. I authorize and direct any physician who has examined and/or treated me or who may examine and/or treat me after the date of signature on this
authorization or any medical facility where I have been examined and/or treated or at which I may be examined and/or treated after the date of signature
on this authorization to provide to any authorized representative of the United States Air Force any information regarding my physical condition and/or
treatment rendered, and to allow said representative to inspect, review and/or make copies of any and all medical records concerning my condition. 

2. I authorize and direct any of my prior employers who may have records of my physical condition or insurance carriers which may have received and
processed my prior claims for benefits to provide such records for inspection, review and/or copying by said representative. 

3. I authorize my current employer to release information on my claim to any claim index bureau or similar organization which maintains such
information for historical, analytical, and/or investigative purposes. 

4. A copy of this authorization may be accepted and honored as if it were the original.

CASE NUMBER EMPLOYEE'S NAME  (Print or type) 

EMPLOYEE'S SIGNATURE DATE 

AF IMT 786, 19981101, V2  PREVIOUS EDITION IS OBSOLETE. 

U.S DEPARTMENT OF LABOR
EMPLOYMENT STANDARDS ADMINISTRATION

Office of Workers' Compensation Programs
PRIVACY ACT OF 1974 NOTICE

In accordance with the Privacy Act of 1974 (Public Law No. 93-579, 5 LS.C. 522a), you are hereby 
notified that: (1) The Longshoremen's and Harbor Workers' Compensation Act, as amended and 
extended (33 U.S.C. 901 et seq.) is administered by the Office of Workers' Compensation Programs of 
the U.S. Department of Labor. In accordance with this responsibility, the Office recieves and maintains 
personal information on claimants and their immediate families. (2) The information will be used to 
determine eligibility for and the amount of benefits payable under the Act. (3) The information may be 
used by other agencies or persons in handling matters relating, directly or indirectly, to the suject 
matter of the claim, so long as such agencies or persons have recieved the consent of the individual 
claimant, or have complied with the provisions of 20 CFR 702. (4) Furnishing all requested information 
will facilitate the claims adjudication process; and the effects of not providing all or any part of the 
requested information may delay the process, or result in an unfavorable decision or a reduced level of 
benefits (disclousure of a social security number is voluntary; the failure to disclose such number will 
not result in the denial of any right, benefit or privilege to which an individual may be entitled).

THIS NOTICE SHOULD BE RETAINED FOR YOUR INFORMATION







 



 

















DECLINATION OF MEDICAL TREATMENT 

 

 

 

I, ____________________________, have been informed that I am entitled to 

              (PRINT NAME) 

 

medical treatment of any job related injury that may have been suffered while in the 

performance of my duties.  I have elected to decline medical treatment at this time for my 

injury incurred as a result of a job-related accident on __________________________. 

                                                                                                     (DATE) 

 

 

 

 

______________________________  ____________________________ 

(EMPLOYEE SIGNATURE)     (DATE) 

 

 

 

 

 

 

______________________________  ____________________________ 

(SUPERVISOR SIGNATURE)    (DATE) 

 

 

 

 

 

 

NOTE:  Attach to the completed LS-201, Notice of Employee’s Injury or Death, and LS-

202, Employer’s First Report of Injury or Occupation Illness, and forward to HRO. 




