UNITED STATESDEPARTMENT OF AGRICULTURE
Farm Service Agency
Washington, DC 20250

Notice PM -2423

For: State and County Offices and Kansas City Offices

Workers Compensation Policies and Procedures

Approved by: Deputy Administrator, Management

W A

1 Overview

A Background

On July 2, 1999, the Federal Worker 2000 Presidential I nitiative was signed establishing
improved timeliness of injury reporting as amajor goal for Federal agencies. Over the next
5 years, agencies were expected to improve timeliness of reporting of injuries and illness by
5 percent each year. The Secretary of Labor will report to the President on the timeliness of
CA-1, CA-2a, and CA-7 submission by agencies each year.

Federa agencies are required to submit CA-1, CA-2, and CA-2a within 10 working days

or 14 calendar days from an employeg, if lost time from work or medical expenses are claimed
or anticipated according to 20 CFR 10.110(a). Regulations require that CA-7 be submitted
no later than 5 workdays or 7 calendar days from the employee according to

20 CFR 10.112 (b).

B Purpose
This notice:
e advisesall State and County Offices about the Office of Workers Compensation Program’s
(OWCP) policies and procedures
e providesinstructions on completing applicable forms.
Disposal Date Distribution
February 1, 2005 State and County Offices and Kansas City Offices;
State Offices relay to County Offices
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Notice PM -2423

1 Overview (Continued)

C Contacts

If there are questions about this notice, contact the appropriate office according to the
following chart.

IF located in... THEN contact...
aFSA State Office MariaT. Ruiz, at 202 418-9034

or e-mail at Maria_Ruiz@wdc.usda.gov.
aFSA County Office State Office.

Kansas City FSA Complex, Either of the following Kansas City, HRD employees:
RMA Kansas City Offices, or

St. Louis Office e DanaCandler at 816-926-6117
e Toni Sieben at 816- 823-3308.

D Labor Relation Obligations

Where exclusive representation exists, bargaining may be requested to the extent allowed by
applicable statutes. Where contract language already addresses these policies and procedures
for bargaining unit employees, contract language prevalils.

E Calculating CA-1, CA-2, and CA-7's Timeliness

7-12-04

Timeliness may be calculated as follows:

¢ time begins when the supervisor receives notice of injury (CA-1, item 23)
e time stops when OWCP District Office receives any of the CA forms

CA-7 timeliness may be calculated as follows:

timeliness rate is percentage of claims received within 7 calendar days or 5 work days
time begins when CA-7 isreceived in HRD

date stamp CA-7 and complete the supervisor’s section immediately

FedEx to the respective District Office within 5 work days from the stamped date.

Page 2



Notice PM -2423

2 Assigning Proper Codes When Processing CA Forms

A Caoding the Shaded Area of CA Forms

During an analysis of OWCP data, it was determined that approximately 20 percent of
CA-1's, CA-2's, and CA-2as received by OWCP are coded incorrectly. These coding
inaccuracies can be serious program deficiencies. To ensure that the coding is correct, State
Offices shall:

e usetheinjuryl/iliness, source/type codesin CA-810, Appendix B, that can be
downloaded from the web at www.dol.gov/esa/r egs/compliance/owcp/fecacont.htm

e limit classifying injuried/iliness as "Unclassified" or "Unknown", unless necessary

e establish an internal review process to ensure that forms are not forwarded to the
Department of Labor (DOL) unless properly coded.

Note: In most cases, sufficient information is available from the narrative description of
the injury/illness to make an accurate classification.

B Occupational Code

7-12-04

The occupationa code is made up of the employee’s pay plan and occupational series.

Example: If the employee’s pay planis"GS" and occupational seriesis "0203", then the
occupational code for that individual employee will be "GS-0203." DOL requires
that the "Occupational code" block be completed when processing CA-1,

CA-2, and CA-2a. See Exhibit 1. Since every employee does not have the
same occupationa code, the occupational code must be verified by either of
the following:

o employee’slast SF-50

e National Finance Center (NFC) data base,

e |RIS Screen 122, pay plan line.
Injury/lliness and Source/Type Code

It isrequired that injury/iliness and source/type code items be completed when processing
CA-1, CA-2, and CA-2a. See Exhibit 1.

Note: Refer to CA-810, Appendix B for source/type codes.
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Notice PM -2423

2 Assigning Proper Codes When Processing CA Forms (Continued)

D Agency Chargeback Codes

7-12-04

DOL activated new agency’s chargeback codesin 2001 to identify State and County
employees. The State 2-letter abbreviation has been added behind the 4-digit agency
chargeback codes representing each respective State. OSHA requiresthat the "agency
chargeback code" item be completed when processing CA-1, CA-2, and CA-2a

Example: A federal employee located in Illinois would be assigned an OWCP chargeback
code of 8505-1L. See Exhibit 2.

Note: Refer to Notice PM- 2414 for chargeback codes when processing:
e CA-1
e CA-2
e CA-2a
OSHA Site Code
OSHA requires that the "OSHA Site" code item be completed when processing CA-1,
CA-2, and CA-2a. The OSHA site code should be the organizational structure code assigned
to the employee’s position. The organizational structure code may be verified by using either
of the following:
o employee’slast SF-50
e NFC'sData base,
e |RIS Screen 122 organizational Structural line.
The OSHA site code for:
e State Office employees shall begin with the letters FA
Example: FA-04-43-0034-00
e County Office employees shall begin with the letters CE.
Example: CE-03-46-0087-00

Note: The code should then be carried out to the 12" digit including FA or CE.
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Notice PM -2423
Maintaining OWCP Files
A Establishing SF-66 M edical Files

When aninjury is reported, SF-66 shall be established and shall include copies of the
following information:

al CA forms

all medical documentation

medical bills

doctor’s certificate of absenteeism
employee'sT&A’s

employee's FSA-958

employee's SF-71

calendar showing COP days, if applicable
correspondence from DOL

agency correspondence, if applicable
important notes and other correspondence.

Note: SF-66 medical files snall be kept in a central location in the office under lock and key.
The information in SF-66 files is protected by the Freedom of Information Act and it
belongsto DOL. Do not destroy or dispose of any of the information in the file
except for duplicates.

B Forwarding SF-66 M edical Files Upon Separation or Retirement

Follow the guidelinesin this table to forward SF-66 upon separation or retirement.

IF the
employee... THEN...

retires, dies, or SF-66 medical file shall be sent to the National Personnel Records Center with
resigns the employee’s official personnel folder for future reference.

Note: Maintain alog with the the following information:

e name

e case number

e dateof injury

e social security number.

e make acopy of SF-66 medical file for FSA records
transfersto

another agency o forward the original SF-66 medical file to the employee’s
new Personnel Office.
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Notice PM -2423

3 Maintaining OWCP Files (Continued)
C Ordering SF-66 Foldersand CA Forms
SF-66 folders and al OWCP forms can be ordered from the following:

e Consolidated Forms and Publications Distribution Center
Beltsville Service Center
6351 Ammendale Road
Beltsville, MD 20705

Note: Their web address is www.lsc.usda.gov

e download some CA’sthrough DOL’s web site at
www.dol.gov/esa/r egs/compliance/owcp/forms.htm

Note: When downloading CA'’s, look for the following color codes and print them
accordingly:

CA-7, pink
CA-20, pink
CA-2, yellow
CA-2a, blue
CA-17, green.

D CA-8and CA-3
CA-8 and CA-3 are obsolete. CA-8 has been replaced with CA-20.
4 Sending Correspondenceto DOL District Offices
A Whereto Send CA Forms

All CA forms should be sent to your designated District Office. This information can be found at
www.dol.gov/esa/r egs/compliance/owcp/infoemp.htm

Y ou may find your designated District Office’s telephone number and address at
www.dol.gov/esa/contacts/owcp/fecacont.htm.
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Notice PM -2423

4 Sending Correspondence to DOL District Offices (Continued)
B Whereto Send Other Information
All other correspondence and medical bills should be sent to:
U.S. Dept. of Labor
DFEC Central Mailing Room

P. O. Box 8300
London, KY 40742-8300
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Notice PM-2423 Exhibit 1

Example of CA-1 for Federal Employees

Federal Employee’s Notice of U.S. Department of Labor
H ] : H P Emplo it Standards Administrati
Traumatic Injury-and Claim for e o g Comseriatiio Proaraims

Continuation of Pay/Compensation

Employee: Please complete all-boxes 1-15:below. Do-not complete shaded:areas.

Witness: Complete bottom section 16.

Employmg Agency (Superwsor or.Com pensallon Soemallst) Complete shaded boxes a, b; and ©.

1. Name of employee {Last, FII’STIMII dle) . o I . T T [z SoclaI.Security Number

Doe; John E. 000-00-0000
3. Déite-of Birth Mo. Day Yr. 4. Sex 5. Home telephone 6. Grade as of date of iinjury
020031971 | Male ( 000 ) 737-4050 Level 12 Step 08
7. Employee's-home mailing address {Includé city; state, and ZIP cods) 8. Dependents
348 Fairbank Rd. [ wife, Husband
Oregon, lllinois. 00917 I X] children urider 18 yedrs
Other

. Description of Injury : do : o
9. Place where-injury occurred (e g. 2"“‘ floor Maln Post Offlce Bldg 12m & Pine)
OLGE County FSA Office,213'W Pines Rd.-Oregon, IL 610861

10. Date injury occurred Tirme: 11. Date of this notice 12. Employee's oceupation
Mo. Day YF. 1am Mo. Day Yr.

03/19/2001 ‘01:00 pm 03/19/2001
13.Causs of injury (Desgcribe what happened-and why)

Personnel Management Specialist

While on.imy way to thé copy machine my right foot was caught on the carpet, twisting rightankle and ¢ausing me to fall.

14. Nature of injury (Identify. both the injury and the pait-of body je.g., fracture of left leg)
As aresultmy right ankle was swaollen with pain on right foot, ankle and leg.

| GWECP Use "NOlode

- Employes Signature - o
| certify, under penalty.of law, that the |nJury descnbed above was sustamed in performance of duty as an employee of lhe
United-States Government and that:it was. not caused by my willful misconduct; intentto injure-myself for-another person; nor-by
‘my: intoxication. | hereby claim medical treatment, if needed, and the following, as checked below; while disabled forwork:

b: ‘Continuation of regular pay (COP) not to-exceed 45-days and compensation-for wage-loss if disability for work continues
beyond 45 days. If myclaim is-denied; | understand that the continuation’ of my regular pay shall be'chargedto sick
orannual leave, or be deamed-an overpayment within thie meaning of 5 USC 5584.

B a. Sickand/orAnnual Leave

|-hereby authorize any physician or-hospital {or any: other person, institution, -corporation, or government agency) to furnish-any
desired information to the U.5: Departmient of Labior; Office of Workers' Compensation Programs-{or to its ‘official representative).
This authorization &lso permits.any official répresentative of the Office to'examine and to topy any records’ concerning me:

Signature of employee or person acting on-his/her behalf John E. Doe Date 03/19/2001

Any person who knowingly makes any false statemernt, misrepresentation, concéalment of fact er-ainy-other act of fraud to.obtain compensation
as provided by the FEGA of who knowingly acéepts compensation 1o which that: person is noténtitled is-subject 1o civil of administrative
remedies-as wellas felony. criminal prosecution and;may, -under-appropriate-criminal provisions; be punished by a fine orimprisonment or both.

‘Have your supervisor complete the receipt attached to this form and réturn it to vou for3 your records.

Witness Statement
16. Statement of witness {Describe what you saw; heard or know about this: mJury)

Name of witness Signatiire of witness Date signed

Address City ‘State ZIP Code

Forim CA-1
Rev. Apr. 1999
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Notice PM-2423

Example of CA-1 for Federal Employees (Continued)

Exhibit 1

Supervisor's Report

OGLE County Farm Service Agency
P.O: Box 2186

Official Supervlsor s Report Please complete information requested below:

17. Agengy narrie and address of repomng offlce (mclu e city; slale and ZIP Code)

OWCP Agency Code
8505-IL
OSHA Site Code
FA-17-82-2001-01

1_8. Ermployee's duty station {Street-addréss and ZIP -Code)
Oregon, 1L 610610218

19. Emp%ee‘s Retirerhent Covérage

CSRS FERS

Eother, {Spécify)

20.Regular Work Hours

WEY
0330 [ pm.

21. Regular Work Schadule:

-Sun .Mon Tues .Wed

EZ] Thiurs: Fri. [Jsat

From:; 07:00 -p m. To:
22, Date of injury’ 23. Date notice received 24. Date stopped work Time
Mo. Day ¥r. Ma. Day Yt Mo. Day Yr. : am.
_ 031912001 0371972001 03/19/2001 01:30 M p.m.
25. Date pay-stopped 26, Date 45 day period began 27. Datereturned to:work T|me
Mo. Day. Yr. Mo:. Day Yr. WMo, Day Yr. Mlam.
03/19/2001 D/20/2001 03/18/2001 : 07:00 [ Jp.m.

28. Was employee injured in performance of duty?

[Z]ves

1 No(if "No”, explajn)

29. Was injury.caused by employee's willful misconduct; intoxication, or intent-to'injure self or another? E Yes (if "Yes”, explain)

mINo

30."Was injury caused
by third party?

31 Name and address.of third party {include city, state; and ZIP code)

Etes No
If "No"
goto
Item 32:
32. Name and-address.of physician first providing medical care {include city, state, ZIP code) 33. First-date Medical care received
Dr, Sue Horsefeather Mo. Day. Y.
"Theé Harsefgathier-Clinic" 0371972001
GC2C Rock -Ave:, Rockford, IL. 61103
ook /e, Rockiord, 6 34.. Domedical reports show:
employee is disabled for work?
Yes M o
35. Does your knowledge of the facts about this injury agree with staternents of the employee and/or witnesses? ‘IYes mNo {f "No”, explain]
36 If the employing agency controverts .continuation of pay, state the reason in-detail. 37.. Payrate-when the employes
’ stopped-word
N/A
s 49,580.00 per Annadl
Slgnature of Supervisor and Filing Instructions | ] : e - e
38. A supervisor who knowingly certifies to any false-statement, mlsrepresentatlon concealment off act;-etc;; in respect of this claim
imay alse be subject'to-appropriate felony-criminal prosecution.
I'certify that the information given above and-that-furnistied by the employee on the reverse of this-form is irue-to:the best of-my
Knowledge with this following éxcéption:
“Name.of Supervisor {Typé or print)
Signature-of Supervisor Date
Supeivisors - Title . Officé.phone
39. Filing instructions m No lost time ‘and no medical expense: Place this form-in employee's medical folder (SF-66-Dj
D No lost time, medical expénse incurfed or expected: forward this form to OWCP
Lost timé covered by ledve, LWOP, or COP: forward this form to:OWCP
3 Fiest pid Injury
Forim CA-1

Rev, Apr. 1999

7-12-04
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Notice PM -2423 Exhibit 2

Example of CA-1 for Non-Federal Employees

Federal Employee's Notice of U.S. Departmient of Labor
i : H Empl it Standards: Administrati
Traumatlc InJury and Clalm for 3Orfzc.§g;n®norke?;1' Sonipensall?iionr%:’ggrams

Continuation of Pay/Compensation

Employee: Please complete all boxes 1-15 below. Do-not complété shaded areas.
Witness - Complete bottorn section 16.
Employing Agency (Superwsor or Compensanon Speclallst) Completeshaded-boxes a, b; and c.

Employes Dala

1. Name of employee {Last, Flrst Mlddle) . o S T T " | 2: Social Security Number

Doee, John E. 000-00-0000
3. Dateof birth Mo, Day Yr. 4, Sex 5, Home telephone 6. Grade as of date of injury
02031971 | Male { ooo ) 7ar-4050 Level 12 Step 08
7. Employee's home mailing address (Include city; state, and ZIP:code) 8. Dependents
348 Fairbark Rd. [Ewite, Husband
Orggon; llinois. 00917 1] crhildren trider 18 yéars
Other

Description of Injury
9. Place where injury occurred (e g. 2"u floor Main Post Offlce Bldg 12m & Plne)
Main floor, Hancock Courty FSA Office; 102 Buchanan, Carthage; IL 62321
10. Date injury occurred Time 11. Date of this-notice 12. Employee's ccecupation
Mo. Day Yr. ﬁ am Mo, D&y Yr.
03/19/2001 01.00 03/19/2001
13.Cause of injury {Describe what happened and why)

Personnel Management Specialist

While on'my way to the copy miachine.my right foot was caught on the carpet, twisting right ankle anid causing me to fall.

14. Nature of injury (Identify:both' the injury and the pait of body ;e.g,, fracture of left leg) 8. Occupa‘uon dode

As aresultmy right ankle was swollen with pain on right foot, ‘ankle and leg. e 1 1
b Type code

g-owcp'um Nol'cede' -

‘Emploves Signature e i e e e
| .certify, under penalty.of law, that the jury described above was sustained in perfonmance of duty as an émployee-of the
United-States ‘Government.and that it was not caused by my williul misconduct, intent 1o injure.myself for-another person, nor by
my intoxication: | hereby claim medical treatment, if needed, and the following, as checked below, while disabled for work:

b. Continuation of regular pay {COP) not fo exceed 45 days.and compensation for wage loss if disability for work continues
beyond 45 days. If my ¢laim is:denied, | understand that the continuation-of my regular pay $hall be charged o sick
‘orannual leave, orbe deemed-an overpayment within the-meéaning of 5 USC 5584.

a. Sick and/or Annual Leave

|-hereby -authorize: any physician-or hospital {or @ny-other person, ingtitution, corporation, or.government agency) to. furnish any
desired information to the U.S: Department of Labor, Office of Workers' Gompensation Programs {or to.its-official representative).
This authorization élso permits any official representative of the Office 1o examine and to copy any records concerning me.

Signature of employee or person acting on hisfher behalf John E. Doe Date 08/19/2001

Any:person who knowingly makes-any falsé statement, misréprésentation, corcgalmenit of fact or any-other act of fraud to.obtain compensgation
as. provided by the FECA-or who knowingly. accepts compensation to which that-pefson is not éntitled is- subject to civil of administrative
remedies as well-as-felony criminal prosecution and-may, under-appropriate criminal previsions, be -punished by a fine or-imprisonmerit or both.
Havé yoursupervisor comple‘le the recelpt attached to this form and return it'to you for your records.

. Wiiness Statement : e :
16.Statement of witness (Descnbe what you saw heard or know aboul this:injury)

Narme of witness Signatire of witness Date signed

Address T-Gity State ZIP Gode

Form CA-1
Rev, Apr. 1999
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Notice PM-2423 Exhibit 2

Example of CA-1 for Non-Federal Employees (Continued)

0ff|C|aI Supervisor's Report Please complete mformatlon requested below

: visor's Repor .

17 Agency narme and address of reporhng offlce (mclude C|ty state and ZIP Code) OWCP Agency Code
Hancock: County Farm: Service Agency 8505-IL.
102 Buchanan St., Carthage; IL 62321 OSHA Site Code

CE-03-46-0087-00

18. Employee's duty station (Streét-address and ZIP-Code)
102 Buchanan, . St., Garthage, IL 62321

19. Employee's Retirernent Coverage __
ﬁ CSRS FERs  [_|other, (Spesify)

20. RegularWork Hours 21. Regular Work Schedule
V)am. -
Fiom: 07:00. [ lpm To: 0330 m. O sun. 2] mon: B2 Tues. [Awed. B Thus. B Ea Tsa
22. Date ofinjury 23 Daté notice received 24 Date-stopped work Time
Mo: Day. Yr. Mo.. Day ¥r- Mo. Day ¥r. am.
03/19/2001 0371972001 03192007 01:30 E p.m.
25. Date pay stopped 26, Date 45 day period began 27. Datereturned.to-work Time
Mo. Day Yr. Ma. Day ¥r. Mo, Day Yr. [Plam:
03/20/2001 03/19/2001 07:00 mp_m_

28. Was smployee injured:in performance of duty’?’ Yes No{if "No”, explain)

29. Was injury - caused by-employée's willful misconduict, intoxication, or ifitent 10 injuré self or another? D Yes {if "Yes”, explain) No

30. Was injury caused 31.-Name and address of third-party {include city, state; and-ZIP code)
by third party?
mYes- No

If "No"
go'te
Item 32.

32. Name and address of physician first providing medical care {include cily, state; ZIP code) 33. First-date Medical care received

Dr, Sue Horséfeather Mo, Day ¥r.
"The Horgefeather Clinic” 03/19/2001
CC2C Rock-Ave:, Rockford, 1L 61103

34.. Domedical repoits show
employee is. disabled for work?
[l ves Fne

35. Does. your knowledge.of the facts about this injury agree with statements of the employee and/or witnesses? viYes ClNo f "No?, explain)

38. It the employing agency controverts conlinualion of pay, state the reason’in detail. 37. Payrate whenthe employee
stopped word

NiA
o B9:580.00 per Annual

Slgnature of Supervisor and Filing: Instructions

38. A superiisor who knowingly certifies to any false statement mlsrepresentatlon concealment off act etc in respect of this claim
imay also be subject 1o appropriate feldny criminal prosecation:

I certify thait the.information given above and that furnished by the employee on the reverse of this form is true-to the: best.ofmy

Knowledge with the following éxcéption;
Nameg:of- Supervisor {Typé or print)

Signature of Supervisor Dale
Supeivisor's Title Office phone
39. Filing instructions 7 o lost time and no medical expense: Place this form in en'tployee;s medical folder (SF-66-Dj

D No lost time, medical expense incurred or expected: forward this form ta CWCP.
Lost timeé covered by leave, LWOP: or COP: forward this form 16-:0WCP
3 First Aid Injury

Form CA-1
Rev: Apr. 1999
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Notice PM-2423 Exhibit 3

Example of CA-2

Notice Occupational Disease U.S. Department of Labor
-and Claim for Compensation Employment Standards Administration
Office of Workers’ Compensation Programs

Employee: Please complete.all boxes:1 -18 below. Do not .comiplete shaded areas.
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and c.

1. Name.of employee-{Last, First, Middle) . Social Security Number
Doe, Jdohn E 000—=01~0000
3. Date ofbirth Mo. Day- Yr. 4. Sex 9. Home telephone 6. S;agz;: of date of last Level 12 Step 06
02 0a | 71 b { Goo Y 7374050 P
. Employee's home mailing address, (include city, state, and ZIP code) 8. Dépendents

Wife, Husband

3EE Fairpanks RD

Waldorf, Tllinois Children under 18 years
T

9. Employee's occupation
QA Secretary

10, Location (address) where you.worked when disease oriliness-accurred (include city, state, and ZIP-code) 11. Date you first-became aware. of disease or
illhess

washingten, DE 20200 Mo Day = ¥r.

0é 0z 0%

12. Date-you first-réalized the . Mo: . Day . Yr. 13. Explaih the relationship-to your employment, and why-you canie to this realization

disease or illness was o Juns 5, 2003 while 1 was using my computer to complete &

caused or aggravated by 06 05 03 - . n gl
your employment Preject that T was worklhg on, my arms began to hupt.

14. Nature of dissaseior ilness
Carpal Tunnel Syndrome

15; If thisnotice and claimwas:not filed with the ‘employing agency. within:30 days after date shown dbove in item #12, explain the reason for-the delay.
/A

16. [If the statement réqliested in item ™ of the attached instructions-is not submitted with this-form, eXplain reason for delay.
W2

17. fthe medical répaorts requested in itern 2 of attached instructicns are not-submitted with this form, ‘eXplain reason for delay.
A

A8, [ certify, under penalty of law, that the disease.or iliness.described above was the result of my empioyment with the United States Government, and that it vias
not caused by ny-willful miscondiict, intent to injure inyself or anothe person, nor by my intoxiéation. 1hereby clainimedical tréatment, if needed, and vther
benefits provided by the Federal Employees' Compesnsation Act.

Fherehy dauthorize.any physician oF fiospital (0r any other person, insiikition, corporation, or goversuneritagency) to frnish any desired informetion
to:the U.S. Department of Labor, Office of Workers™Compensation Programs (or. to its afficial representative). T} his curthorization-also permitsan
official #epresentative of the Office to- exaimine and 1o copy any records concerning me.

Signature of employee oF person acting on his/her behalf Bat
ale

Have your-supervisor-complete the receipt-attached to'this.form and-returnit to you for your records:

Any person-who knowingly makes any-félse-statement, mlsrepresentatlon concealment:of fact or-any otheract of fraud to. obtain compensation as:provided by the FECA or
who Knowingly aceepts compensahon to-which that person is not-entitied is subjéct fo civil or administrative remedies as-wéll as félony eriminal prosecution-and may, under
appropriate ‘criminal provisions, be punished by a fine or imprisonment or-both.

Fi [é by thé Supérintendent of D ts; U.S. Goven it Printing Office Washington; DC-20402 Form CA-2
or.sale by the Superintendent of Documents overnment Printing 1€ H gton c Rev. J.ﬂ"-1997
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