
 
 

SELF INSURED SERVICES COMPANY 

REIMBURSEMENT FORM 
 

 
Name of Employer: __________________________________________________________ 

 

Participant Name: _______________________________________________________________  

 

Participant ID Number : _________________________________________________________ 
 

 

MEDICAL EXPENSES 

ATTACH ITEMIZED BILL AND RECEIPTS TO CLAIM FORM 

 

 Patient Name Date of Birth Date(s) of 

Service 

Provider (Person or 

Business) 

Charge Amount 

1      

2      

3      

4      

5      

6      

  

I hereby certify that the information given on this reimbursement form 

is complete and accurate. 

 

       / /  

   (Signature)    (Date) 

 

KEEP A COPY FOR YOUR FILES 

SUBMIT TO: SISCO P.O. Box 389, Dubuque, IA 52004-0389 

E-MAIL: SISCO.SERVICE@SISCOBENEFITS.COM 

FAX: 563-587-5703 

mailto:SISCO.SERVICE@SISCOBENEFITS.COM

