Willoughby & Eckelberry, LLC


Client Intake—Surrogacy 
	Date
	     
	Referred by
	     

	Referred to
	     
	Who are you meeting with today?
	     


	Name (first)
	     
	(middle)
	     
	(last)
	     

	Address
	     
	County
	     

	City
	     
	State
	     
	Zip
	     

	Home phone
	     
	Cell
	     
	Work
	     

	Email
	     
	Preferred Contact #
	     

	Alt. Email
	     
	Prefer billing sent to email address:
	     


	Employer
	     
	Occupation
	     

	Address
	     
	     
	     
	     


	Age
	     
	Date of birth
	     

	State of Residence
	     
	SSN
	     


Information about the first intended parent:
	Name (first)
	     
	(middle)
	     
	(last)
	     

	Address
	     
	County
	     

	City
	     
	State
	     
	Zip
	     

	Home phone
	     
	Cell
	     
	Work
	     

	Email
	     
	Preferred Contact #
	     


	Employer
	     
	Occupation
	     

	Address
	     
	     
	     
	     


	Age
	     
	Date of birth
	     

	State of Residence
	     
	SSN
	     

	Name of Spouse/Domestic Partner
	     


Information about the second intended parent:
	Name (first)
	     
	(middle)
	     
	(last)
	     

	Address
	     
	County
	     

	City
	     
	State
	     
	Zip
	     

	Home phone
	     
	Cell
	     
	Work
	     

	Email
	     
	Preferred Contact #
	     


	Employer
	     
	Occupation
	     

	Address
	     
	     
	     
	     


	Age
	     
	Date of birth
	     

	State of Residence
	     
	SSN
	     


Information about the surrogate:

	Name (first)
	     
	(middle)
	     
	(last)
	     

	Address
	     
	County
	     

	City
	     
	State
	     
	Zip
	     

	Home phone
	     
	Cell
	     
	Work
	     

	Email
	     
	Preferred Contact #
	     


	Employer
	     
	Occupation
	     

	Address
	     
	     
	     
	     


	Age
	     
	Date of birth
	     

	State of Residence
	     
	SSN
	     

	Name of Spouse, if any
	     

	How was Surrogate located?
	     


	Are you using an agency?
	Yes
	     
	No
	     

	Agency Name
	     

	Address
	     
	     
	     
	     

	Telephone
	     
	Contact Person
	     


Please check all that apply:  We are using:
	 FORMCHECKBOX 

	Egg donation

	 FORMCHECKBOX 

	Surrogate’s Eggs

	 FORMCHECKBOX 

	IVF

	 FORMCHECKBOX 

	Sperm Donation

	 FORMCHECKBOX 

	Intended Mother’s Eggs

	 FORMCHECKBOX 

	Alternative Insemination

	 FORMCHECKBOX 

	Other (please describe)

	


	Name of reproductive center performing the above:
	     

	Address
	     
	     
	     
	     

	Telephone
	     
	Contact Person
	     

	Doctor performing procedure
	     


	Name of hospital where birth is anticipated to take place:
	     

	Address
	     
	     
	     
	     

	Telephone
	     
	# of expected children
	     
	Due date
	     


Payment for today’s consultation is due at time of appointment.  
Consultation time will be charged at the attorney’s regular hourly rate:

	Kim Willoughby
	$350/hr
	John Eckelberry
	$300/hr
	Laura Koupal
	$225/hr


Phone 303-839-1770

Email: info@willoughbylaw.com

1
3

