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Any person claiming benefits or compensation from WSI who files a false claim, or makes a false statement, or fails to 
notify WSI as to the receipt of income or an increase in income from employment, in connection with any claim or 
application for workers’ compensation benefits will forfeit any future benefits and may be guilty of a felony which is 
punishable by imprisonment, substantial fines, or both.  These criminal penalties are applicable to all persons dealing 
with the Fund, including injured workers, employers, medical providers, and attorneys.   
 

To report an instance of fraud, contact the ND Fraud and Safety Hotline at 1-800-777-5033.Additional information: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
For medical provider use: 
 

Physical Demand Level Occasional (0-3 Hours) Frequent (3-6 Hours) Constant (6-8 Hours) 
    

Sedentary 10 lbs. Negligible Negligible 

Light 20 lbs. 10 lbs. and/or Walk/Stand/Push/Pull 
of Arm/Leg controls 

Negligible and/or Push/Pull of 
Arm/Leg controls while seated. 

Medium 50 lbs. 20 lbs. 10 lbs. 

Heavy 70 lbs. 50 lbs. 20 lbs. 

 
 
For employer use: 
 
Causation Codes: 
 

1. Contact with object and/or equipment 
2. Fall to lower level 
3. Fall on same level 
4. Slip, trip, or loss of balance without fall 
5. Overexertion 
6. Overexertion lifting 
7. Repetitive motion 
8. Exposure to harmful substances 
9. Transportation accident 

10. Fire and/or explosion 
11. Assault and/or violent act 

 
 
For more information regarding the OSHA Log number (OSHA 300 Reference Number), visit  
http://www.osha.gov/recordkeeping/index.html 
. 


