
     Injured worker SIGNS, returns to employer’s office 

  Employer returns to S & C CLAIMS SERVICES, INC. 
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S & C CLAIMS SERVICES, INC. 

P.O. Box 12792 

Salem, OR 97309 

Main (971) 240-5851 

Toll Free (855) 282-0846 

Fax (503) 485-2299 

 

 

 

 

 


