
IDAHO Fiscal Employer Agent
Idaho Mileage Reimbursement

Self Direction Program

EMPLOYEE ID

PARTICIPANT/EMPLOYER NAME   (FIRST NAME, LAST NAME) PARTICIPANT/EMPLOYER ID

SERVICE DATE MILEAGE (Round to nearest mile) SERVICE

Please fax toll free to 1-877-898-0417 or mail or hand deliver to 
40 W. Franklin Road, Suite C, Meridian, ID 83642-2992

EMPLOYEE NAME   (FIRST NAME, LAST NAME)

1

(mm/dd/yyyy)

I confirm that these services were delivered and received consistent with the Participant-CSW Employment Agreement. I 
state that I am not the spouse of the Participant that received these services.
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