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CLIENT INFORMATION 

Your Personal Information 

Name:  

Address:  

City:  State:  Zip:  

Date of Birth:  

S.S. Number:  

Federal ID Number: (If App.):  

Home Phone:  

Cell Phone:  

Work Phone:  

E-Mail:  

Employer:  

Occupation:  

County:  

School District:  

Did you have health care coverage for the entire year?    

Yes / No 

If not for entire year, # of months covered ________ 

Foreign Owned Bank Accts/Investments:   Yes / No 

Purchases Outside NYS and Owe Sales Tax:   Yes / No 

Referred By:  

Bank:  

Attorney:  

Spouse’s Personal Information 

Name:  

Address (if different):  

City:  State:  Zip:  

Date of Birth:  

S.S. Number:  

Federal ID Number: (If App.):  

Home Phone:  

Cell Phone:  

Work Phone:  

E-Mail:  

Employer:  

Occupation:  

County (if different):  

School District (if different):  

Did you have healthcare coverage for the entire year?    

Yes / No 

If not for entire year, # of months covered ________ 

 

Dependent’s Name: Date of Birth: S.S. Number: College Attending/Year Attending: 

  

  

  

    

Signature  Date 
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