
Meet A Lawyer Day
THURSDAY OCTOBER 20, 2016

Please complete this form and send it back to us by Friday, October 14, 2016.  Forms may be emailed to us at ccochrane@lmrlawyers.com or 
by fax (613) 236-7942. We will contact you shortly after that date to confirm a meeting time.

Full legal name: ___________________________________________________________________________________

Address: ________________________________________________________________________________________

Telephone: (H)______________________ (W)_______________________ (C)___________________________

Email: __________________________________________________________________________________________

Area of law for consultation:

By checking this box, I hereby consent to the release of the above information to Low Murchison Radnoff LLP for the 
purpose of a consultation and agree to the information being used to conduct an internal conflict search.

Please bring a valid photo ID to your meeting. (Health Care card is not accepted)

400-1565 Carling Avenue
Ottawa, ON K1Z 8R1

Date Type name if submitting electronically, or sign name and fax

Provide a brief description of your reason for consultation:

Provide the name(s) of the opposing party/other party, if applicable:

I would prefer an appointment in the:

__ Business
__ Personal Injury
__ General Litigation

__ Real Estate
__ Employment/Labour
__ Wills/Estates

__ morning (9:00am to noon)
__ afternoon (1:00pm to 5:00pm)
__ evening (5:00pm to 7:00pm)

We look forward to meeting you.

We will do our best to accommodate your 
availability, but appointment times available 
will depend on demand and lawyer availability.

__ Family
__ Intellectual Property/   
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