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Agri-Risk Services, Inc.          



7540 W. 160th Street, Suite 100 * Overland Park, KS 66085

Toll Free: 1-800-821-5558  * Fax: (913) 897-1444

www.agririsk.com
       
OCCURRENCE REPORT

Name of POLICY HOLDER: ___________________________________   POLICY #: _____________________

Address: ____________________________________________________________________________________

Name of person injured: __________________________________________ Date/Time of Injury: ____________   

Address: ____________________________________________________________________________________

Phone: _____________________________________________________________________________________
Information about the occurrence:

Location: ___________________________________________________________________________________

Situation: ___________________________________________________________________________________

Witness: ____________________________________________________________________________________
Address: ______________________________________________________ Phone: _______________________
Witness: ____________________________________________________________________________________
Address: ______________________________________________________ Phone: _______________________
(Please use additional forms for signed statements from witnesses/additional parties involved.)

Description of occurrence: ______________________________________________________________________

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Environmental factors: _________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Nature of injuries: _____________________________________________________________________________
____________________________________________________________________________________________
What treatment was given for injuries: ____________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Who was contacted?  (Family, doctors, etc.  Indicate time/date.) ________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Signature of person completing form: _______________________________________  Date: _______________
Printed name of person completing form: ___________________________  Title: _______________________
Phone number: _______________________________________________________________________________
**ATTACH  INJURED PARTY’S SIGNED RELEASE**
Any occurrence which results in medical treatment should be phoned in to the insurance company within 24 hours.  Forms should be filled out the same day, including a narrative of what happened, with signed statements/reports from any witnesses or participants in the occurrence.  Additional pages may be used if necessary.  Written forms should be sent to the insurance company, with a copy saved for your files.











