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Home Health Care 
Occurrence & Claim 
Report Form 

There are two ways to submit: 

1) Complete and print form and email to incidents@hanover.com; or 
2)  Complete and print form and fax to (508) 926-1279 

 
Policy Number:  

 
Name of Home Health Agency:  Phone:  
 
Date of report:  Date of incident:  Time of incident:  
 
Client’s Name:  Client’s Address:  Phone:  
 
Name of Employee:  Address:  Phone:  
 
Location of Incident:  Living Room  Kitchen  Bedroom  Bathroom  Other:  
 
Explain:  
 
  
 
Did this happen during service hours:  Yes  No If no, who reported this to you?    
 
  
 
Type of Incident:   Bodily Injury  Property Damage  Other:  
 
Describe:  
 
  
 
  
 
Incident occurred while Employee was:  Feeding  Bathroom  Personal Grooming  Money Management 
 
 Marketing  Ambulating  Toileting  Dressing  General Cleaning  Laundering  Ironing 
 
 Meal Preparation  Other:  
 
Describe Other:  Was Emergency Medical Treatment Required:  Yes  No 
 
If yes, describe injury and treatment:  
 
  
 
Name of Doctor / Hospital:  
 
Statement made by client as to the cause of injury:  
 
  
 
Disposition:  Remained at home  ER or Physician visit  Hospital Admission 
 
Client’s Attitude:  Are you still servicing this client:  Yes  No Do you expect a Claim?  Yes  No 
 
Name of family member notified:  Relationship to injured party:     
 
Investigation by outside agency:  Yes  No  Police  State  Federal  Other:  
 
Name of person completing this report and contact info, if other than facility contact listed above: 
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