
Law Offices of

SAMUEL D. GRIFFIN, JR.

Date:___________________ [File #:
_________________]

CLIENT INFORMATION

NAME:_______________________________________________________________________
FIRST M IDDLE LAST

ADDRESS:____________________________________________________________________
ROUTE &  BOX STREET APT. NO .

______________________________________________________________________________
CITY COUNTY STATE ZIP

HOME PHONE:_______________________ WORK PHONE:______________________

FAX NUMBER:_______________________ DRIVERS LICENSE NO.:______________

DATE OF BIRTH:_____________________ SOC. SEC. NO.:______________________

EMPLOYER:__________________________________________________________________

SPOUSE/NEXT OF KIN:_________________________________________________________
Name Relationship

ADDRESS: ____________________________________________________________

____________________________________________________________

PHONE: ____________________________________________________________

HOW DID YOU FIND OUT ABOUT OUR FIRM?   ____ Phone Book/Yellow Pages 

____ Newspaper    _____ Referred By: ________________________________

____ Other: ______________________________________________________

REASON FOR CONSULTATION
(Please check as applicable)

BUSINESS MATTERS: ______ WILL/ESTATE PLANNING: _____

ESTATE/PROBATE: _____ NURSING HOME/LONG TERM CARE: _____

REAL ESTATE/LOAN: _____ LIVING TRUST: _____



INCORPORATION: _____ OTHER: ______________________________________
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