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Rehabilitation Plan and Award
U.S. Department of LaborOffice of Workers' Compensation Programs
INSTRUCTIONS: Complete items 1 through 13 and send to the Vocational Rehabilitation Specialist. Attach a justification for the proposed rehabilitation program. Itemize program costs below, not including amounts previously authorized. OWCP exercises discretion to terminate or revise the plan when it becomes evident that the planned conditions will not be met.
OMB No. 1240-0045
Expires: 1/31/2024
1. Name of injured worker (Last, First, Middle Initial)
2. Date of Birth
3. OWCP File Number
4. Address (Street, City, State, Zip)
5. Rehabilitation services to be provided
6. Expected Plan Duration (entire date range)
7. Name and address  of rehabilitation provider (school, etc.)
8. Is this the complete plan?
9. Expected occupation(s) after completing rehabilitation program
10. Estimated yearly earnings after rehabilitation program
11. REHABILITATION COST
Do not include amounts previously authorized on OWCP-35
a. RC Fees - Specify
b. Total Fee Cost
c. Supplies (Books, tools, etc.)
d. Total Supplies Cost
e. Other costs - Specify
f. Total Other Cost
g. Tuition
h. Maintenance
TOTAL REHABILITATION COSTS
12. INJURED WORKER: I understand and acknowledge that the provisions of this Rehabilitation Plan have been developed to help me obtain and keep suitable employment. I will cooperate in every way possible to carry out the plan successfully. 
I understand that my failure to cooperate may result in a suspension of benefits and that my compensation may be reduced at the completion of this program regardless of my success in obtaining employment (FECA only).
I understand that consistent with the applicable routine uses for DOL/GOVT-1 and DOL/OWCP-3, OWCP and its representatives are authorized to obtain and release information and communicate with outside parties as necessary to facilitate this Rehabilitation Plan and my return to work efforts.
Signature
Date Signed
FOR OWCP DISTRICT OFFICE USE ONLY BELOW THIS SPACE
13. COUNSELOR RECOMMENDING PLAN: A thorough vocational evaluation was performed and employment may reasonably be expected as a result of the implementation of the rehabilitation plan considering the interest and abilities of the injured worker, the competence of the rehabilitation provider, and the nature of the job market.
Signature
Date Signed
14. Was there a previous plan?
15. Payment - This award is payable from the fund created by the following compensation law. Mark (X) one.
16. RECOMMENDATION OF OWCP REHABILITATION SPECIALIST: The injured worker meets the eligibility requirements for OWCP rehabilitation services. I have reviewed the rehabilitation plan and find it within the interest and ability of the injured worker. The facilitator is competent to provide the services.
Signature
Date Signed
17. APPROVAL OF DISTRICT DIRECTOR: I concur with the OWCP rehabilitation specialist, and hereby award the foregoing benefits for payment (1) for the purpose of providing additional compensation for maintenance and/or (2) for the purpose of providing necessary rehabilitation services in connection with a rehabilitation plan.
Signature
Date Signed
PRIVACY ACT STATEMENT
 
In accordance with the Privacy Act of 1974, as amended (5. U.S.C. 552a), you are hereby notified that (1) the Federal Employees Compensation Act (FECA) as amended and extended (5 U.S.C. 8101, et seq.) and the Longshore and Harbor Workers' Compensation Act (LHWCA), as amended and extended (33 USC 901 et seq.) are administered by the Office of Workers' Compensation Programs of the U.S. Department of Labor, which receives and maintains personal information on claimants and their immediate families. (2) Information which the Office has will be used to determine eligibility for and the amount of benefits payable under the FECA and LHWCA and may be verified through computer matches or other appropriate means. (3) Information may be given to the Federal agency which employed the claimant at the time of injury in order to verify statements made, answer questions concerning the status of the claim, verify billing, and to consider issues relating to entitlement to benefits or other relevant matters. (4) Information may be given to Federal, state, and local agencies for law enforcement purposes, to obtain information relevant to a decision under the FECA and LHWCA to determine whether benefits are being paid properly, including whether prohibited dual payments are being made, and, where appropriate, to pursue salary/administrative offset and debt collection actions required or permitted by the FECA and LHWCA and/or the Debt Collection Act. (5) Failure to disclose all requested information may delay the processing of the claim or the payment of benefits, or may result in an unfavorable decision or reduced level of benefits.
 
PUBLIC BURDEN STATEMENT
 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless such collection displays a valid OMB control number. Public reporting burden for this collection of information estimated to be 30 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. The obligation to respond to this collection is required to obtain a benefit (5 U.S.C. 8101 and 33 U.S.C. 901). Send comments regarding the burden estimate or any aspect of this collection of information, including suggestions for reducing this burden, to the Office of Workers' Compensation Programs, Department of Labor, Room S-3229, 200 Constitution Avenue, NW, Washington, DC 20210, and reference the OMB Control Number 1240-0045. Note: please do not send the completed form to this office.
 
ACCOMMODATION STATEMENT
 
IF YOU HAVE A DISABILITY, FEDERAL LAW GIVES YOU THE RIGHT TO RECEIVE HELP FROM THE OWCP IN THE FORM OF COMMUNICATION ASSISTANCE, ACCOMMODATION(S) AND/OR MODIFICATION(S) TO AID YOU IN THE OWCP CLAIMS PROCESS. FOR EXAMPLE, WE WILL PROVIDE YOU WITH COPIES OF DOCUMENTS IN ALTERNATE FORMATS, COMMUNICATION SERVICES SUCH AS SIGN LANGUAGE INTERPRETATION, OR OTHER KINDS OF ADJUSTMENTS OR CHANGES TO ACCOMMODATE YOUR DISABILITY.  PLEASE CONTACT OUR OFFICE OR YOUR OWCP CLAIMS EXAMINER TO ASK ABOUT THIS ASSISTANCE.
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