JOEL E.
SeGaLLs«

JS

Your Name:

410-602-0188 | office
410-602-0177 | fax
joel@segalllaw.com| email

Last First
DOB: Sex: M F

Place of birth

Middle Maiden

City County
Address:

State Country

City: County:

State: Zip:

Home Phone: ( )
E-Mail Address:

o | authorize emails concerning my case.

Work Phone: ( )

Cell Phone: ( )

o | authorize emails of general interest from the Law Office of Joel E. Segall.

o | authorize a follow up call regarding my consultation. If yes, please list a good contact phone

number. ( )

Place of Employment:
Address of Employment: City

Job Title:

State Zip

Annual Salary $

Spouse’s Name: (Maiden name)

DOB:

Address of Employment: City

State Zip

Annual Salary $ Employer:

Work Phone:

PERSON FINANCIALLY RESPONSIBLE:

Name

DOB:

City State

Address of Employment:
Zip BEST Phone Number: ( )

EMAIL:

EMERGENCY CONTACT INFORMATION:

Name

Last First
Address:

Middle Maiden

City: County:

State: Zip:

Home Phone: ( )
E-Mail Address:

What legal action(s) were you involved in previously, if any?

Work Phone: ( )

Cell Phone: ( )



mailto:joel@segalllaw.com

Have you or family member been involved in any type of accident in the last two years? Yes No

Have you or a family member ever suffered any serious injuries after taking a prescription or non-prescription
drug? Yes No

Do you currently have a will? Yes No

Have you been denied Social Security benefits? Yes No

Have you been denied Veterans benefits? Yes No

Do you have need of legal assistance for any immigration matter? Yes No

Purpose of visit today:

HOW WERE YOU REFERRED TO US? (Circle one)

Office Sign  Previous Client  Bar Association Ad Website Social Media  Phonebook Other

Friend: Name
Employee Name
Attorney: Name
Other: Name

FOR OFFICE USE ONLY:
INTERVIEWING ATTY
FEE QUOTED

COST QUOTED
RETAINER QUOTED




