Clinic Form

Date of Clinic:  ________________


Time:  _______________
Area Coordinator:__________________________________________________________________

Clinic Coordinator:  ________________________________________________________________

Group:  ___________________________________________________________________________

Place:_____________________________________________________________________________

           Address




City



Zip

Organization Contact:  ________________________________
Telephone#: _________________

Number to be served at clinic:  _________________

Volunteer Attorneys:

  __________________________________

______________________________________

  __________________________________

______________________________________

  __________________________________

______________________________________

Expert:  _____________________________________

Paralegal Volunteers:

  __________________________________

______________________________________

  __________________________________

______________________________________

Notary:  _____________________________________


Questionnaire Distributed:  ____________________

Press Release Requested:  _____________________
Distributed:  _____________________

 

Post Clinic

Number of participants:________________________________________

Volunteers:  Attorneys_______________________
________________________________

___________________________________________
________________________________

___________________________________________
________________________________

Paralegals _________________________________
________________________________

___________________________________________
________________________________

