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2/4/2021 Hayden counseling - jschaller@buchmillerlaw.com - John Buchmiller & Associates, LCC Mail
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From: Shannon Robinson <srobinson@legacynv.com>
Date: January 26, 2021 at 11:57:13 AM PST
To: lisaeorio1@gmail.com
Subject: Legacy Health & Wellness - Hayden Eorio

Good morning Lisa,
 
Here is the intake paperwork.  The minor informed consent form needs to be signed by you and
Hayden’s father.  If you have any questions, please give our office a call at 702-942-1774.
 
Thank you,
 
Shannon Robinson
Legacy Health & Wellness
Administrative Assistant for Clinical Services
2921 N. Tenaya Way
Las Vegas, NV 89128
P. 702-942-1774
F. 702-942-1773
srobinson@Legacynv.com
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Client Information 

Last Name __________________________ First __________________________ Middle _________ 

DOB ______ / ______ / ______ Age _________ Gender: __________________  

Social Security Number ________ - ________ - ________ 

Marital Status: __  Single __  Married __  Divorced __  Widowed    Race: _______________________  

Mailing Address ___________________________________________________ City ________________ 

State ____ Zip Code________   Home Phone ___________________  

Mobile Phone ___________________ Preferred Contact Method: __  Home Phone __  Mobile Phone 

Email ______________________________________ 

Employer _________________________________ Occupation _________________________________ 

Work Address _____________________________City ____________State ____Zip Code ____________ 

Parent/Guardian Information 

If Patient is a Minor (under the age of 18), please complete the following 

Parent/Guardian Name ____________________________________DOB _____ / _____ / _____ 

Parent/Guardian Relationship to Patient: ___________________________ Gender: __________ 

Mailing Address __________________________________________________ City _________________ 

State _____ Zip Code _________ Home Phone ________________ Mobile Phone _______________ 

Work Phone _________________ 

Employer ______________________________ Occupation _____________________________ 

Emergency Contact(s) 

Name ___________________________________Relationship to Patient __________________________ 

Home Phone ________________ Mobile Phone _________________Work Phone __________________ 

Name ___________________________________Relationship to Patient __________________________ 

Home Phone _________________Mobile Phone ________________Work Phone __________________ 

Date of Service ________________________ Clinician ________________________________________
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Insurance Information & Financial Responsibility Statement 

All client-pay portions are estimates based on the information provided to Legacy Health and Wellness 
by the client and his or her insurance carrier. The client/guarantor must understand that having an 
insurance benefit does not guarantee payment. The insurance carrier makes the final decision as to 
whether payment will be made after it receives and reviews the claim. When a client is treated at Legacy 
Health and Wellness, Legacy Health and Wellness’ staff contacts the client’s third-party payor to check 
insurance and as a courtesy, will bill the client’s insurance carrier for applicable services. 

The client/ guarantor is responsible for all outstanding balances, should the insurance company fail to 
pay all or any part of the charges. Legacy Health and Wellness staff must be informed of all insurance 
coverage prior to the first visit. Any non-payment as a result of the client’s /guarantor’s failure to 
provide insurance information prior to the first visit is also the client’s/guarantor’s financial 
responsibility. It is the client’s/guarantor’s responsibility to ensure that all insurance premiums, dues, 
and COBRA payments are current throughout the client’s treatment at Legacy Health and Wellness.  Any 
payment denied by the insurance carrier for services provided is the financial responsibility of the 
client/guarantor. 

The client’s insurance coverage is a contract between the client and insurance carrier - not between 
Legacy Health and Wellness and the insurance carrier. As such, the client should be aware that their 
insurance policies often change. It is the client’s sole responsibility to know his or her coverage. Any 
costs due to a change in the client’s insurance policy is the sole responsibility of the client/guarantor. 

The client understands that certain services may not be covered by insurance and will be the direct 
financial responsibility of the client/guarantor (court preparation, testimony, letters, forms completed 
outside of session, consultations on the client’s behalf, court evaluations, etc.) 

The client acknowledges that Legacy Health and Wellness will bill third party payors (and work toward 
treatment authorizations) on the client’s behalf understanding that Legacy Health and Wellness will 
release certain information to the insurance company of record pertaining to the treatment, treatment 
plan, diagnosis, progress, prognosis, etc. in order to obtain authorizations and to bill for services 
rendered. The client authorizes third party payors to make payments for services directly to Legacy 
Health and Wellness. 

Client Name: ___________________________________________________ 

Signature: ____________________________________________ Date: __________________________ 
   Client/Legal Guardian/Parent if client is a minor 
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Primary Insurance 

Insurance Co Name ___________________________ 

Ins. Phone# _________________________________ 

Copay _________ Group ID #___________________ 

Member ID #________________________________  

Address ____________________________________  

City___________________ State____ Zip_________ 

Policy Holder Information 

Policy Holder Name 
________________________________________ 

DOB ____ / ____ / ____  SS# ___________________ 

Relationship to Patient: ___ Self ___  Spouse ___ 
Parent/Guardian ___ Other: ___________________ 

Mailing Address 
___________________________________________ 

City _______________ State ______Zip___________ 

Home Phone ________________________________  

Mobile Phone _______________________________ 

Employer ___________________________________ 

Secondary Insurance 
Insurance Co Name ___________________________ 

Ins. Phone# _________________________________ 

Copay _________ Group ID #___________________ 

Member ID #________________________________  

Address ____________________________________  

City___________________ State____ Zip_________ 

Policy Holder Information 

Policy Holder Name 
________________________________________ 

DOB ____ / ____ / ____   SS# _______________ 

Relationship to Patient: ___Self ___ Spouse ___ 
Parent/Guardian ___ Other: ___________________ 

Mailing Address 
___________________________________________ 

City _______________ State ______Zip___________ 

Home Phone ________________________________ 

 Mobile Phone _______________________________ 

Employer ___________________________________ 

Client’s Name: ___________________________________________________ 

By signing below, I, __________________________________________ acknowledge the information 
provided to Legacy Health & Wellness and its authorized representatives is true and correct, understand 
that I am  financially responsible for all charges for all medical services rendered to the above named 
patient, and that I have read, understand and agree to all of the terms of this Financial Responsibility 
Statement.  

Signature: _________________________________________________________ Date: ______________ 
   Client/Legal Guardian/Parent if client is a minor 

Legacy Representative: (Please Print): ______________________________________________________ 

Legacy Representative Signature: _______________________________________ Date: _____________ 
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Client Rights 

As recipients of services from Legacy Health and Wellness, you are entitled to the following rights: 

• To receive services without regard to your race, color, religion, sex, age, marital status, national 
origin, veteran’s status, or disability. 

• To be treated with respect, consideration, and dignity. 
• To receive prompt, appropriate treatment and services, in accordance with the laws and 

standards governing the health care industry.  
• To inquire and learn about the professional skills and qualifications of those who will provide 

your services.  
• To participate in the planning and periodic review of your individual treatment plan. 
• To be informed about available treatment options and the effectiveness of any such options. 
• To have your conversations and communications with your provider remain confidential, to the 

extent permitted by laws and professional standards. 
• To receive a copy of your medical record, in accordance with our policies and procedures. 
• To sign an informed consent if you desire to participate in any clinical services. 
• To receive information about the methods available to file a complaint or grievance regarding 

our provision of services to you and know that you will not be retaliated against for filing any 
such grievance. 

• To receive a copy of your rights at any time. 
 

Client’s Name: ___________________________________________________ 

 
By signing below, I, __________________________________________ acknowledge that Legacy Health 
and Wellness has provided me with the Bill of Rights written above and that I have reviewed and 
understand all of the terms therein. 
Signature: _________________________________________________________ Date: ______________ 
                       Client/Legal Guardian/Parent if client is a minor 
 
 
Legacy Representative: (Please Print): ______________________________________________________ 
 
 
Legacy Representative Signature: _______________________________________ Date: ____________ 
 
 

To file a formal grievance, contact: 
Rande Paige, Director 

Legacy Health & Wellness 
2921 N Tenaya Way 

Las Vegas, Nevada 89128 
Office: 702-942-1774 Fax: 702-942-1773 
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Informed Consent 

Name of Client: ______________________________________   Date of Birth: ____________________ 

Treatment Approach. Treatment services may consist of initial assessments, individual, couple, family 
and group therapy, recreational therapy, role play, drama, evaluation, art, play, other projective 
therapy, and milieu behavioral therapy. Issues identified for treatment may include grief and loss, anger 
management, adjustment disorders, self-esteem, family separation, reunification, depression, mood 
disorder, post-traumatic stress, anxiety, as well as others identified in the Treatment Plan. 

Participation in Treatment. As a client of Legacy Health and Wellness, you have the right to be involved 
in the development of the Treatment Plan, which will identify specific goals, objectives and various 
therapeutic interventions to help resolve your/your child’s progress. Keep in mind that progress occurs 
at different rates for different individuals and symptoms may initially increase when addressing painful 
issues. However, if at any time you are experiencing significant distress or are dissatisfied with 
your/your child’s progress or the services you or your child are receiving, it is important to discuss this 
with your treatment provider. We also ask that you do not terminate treatment without a final meeting 
with your provider to ensure appropriate closure and to provide you with any necessary referrals. 

Length of Treatment. Projected time to complete the treatment process is determined by the client’s 
progress and assessed on an individual basis. 

Progress Measures. Documented improvement toward goals identified in the initial Treatment Plan as 
well as the measurable objectives in the plan, will be used to measure progress. 

Benefits. General Benefits which can reasonably be expected: Improved self-esteem, social skills, 
emotional well-being, and/or increased ability to express needs and wants from others. 

Risks. Potential risks of treatment: Your/your child’s behaviors may get worse before getting better. 
There may be discussions of topics that are emotionally difficult. There may be no improvement of 
behavioral or emotional issues and relationships with the family and/or a need for further treatment in 
another setting may be recommended. 

Discharge. The discharge process will be developed between you and your therapist and if the client is a 
minor, the legal guardian for the child will also be involved in conjunction with the Legacy treatment 
team. The completed plan will include your agreement and signature. 

Implications of Diagnosis. In order to receive treatment, a diagnostic evaluation will be conducted and 
an appropriate diagnosis assigned. This diagnosis and all tests, reports, and notes will become part of a 
clinical record. 
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Confidentiality. Privacy and confidentiality are both rights which are protected by state and federal 
laws. Therefore, all information disclosed in session will be kept strictly confidential unless you provide 
written authorization to release information. However, Legacy Health and Wellness is mandated by law 
to disclose confidential information to appropriate authorities under the following circumstances: 
If there is reasonable suspicion of abuse or neglect of a dependent elder or minor child; 2) when a court 
order is issued for records; 3) when the client or another is in clear and immediate danger. If you or a 
child who is a minor threatens to harm self, someone else, or the property of others, your treatment 
provider is required to call the proper authorities and to take reasonable steps to warn the potential 
victim and prevent the threatened harm. In these cases, only the minimal amount of information 
necessary will be shared with the appropriate family members or authorities to ensure your or your 
child’s safety and that of others. Additionally, when submitting claims to Medicaid or other insurance 
carriers, information such as presenting symptoms, diagnosis and treatment progress must be included 
in order to have services authorized. 

Protected Health Information: In the course of treatment, information regarding your care may be 
created and/or received by us. Information which can be used to identify you and which relates to your 
past, present of future physical or mental condition, receipt of care or payment for care is considered 
protected information and is protected by federal and state law. 
Federal law imposes certain obligations and duties upon providers of services with respect to your 
protected information. Specifically, we are required to: 

• Provide you with notice of our legal duties and policies regarding the use and disclosure of your
protected information;

• Maintain the confidentiality of your protected information in accordance with state and federal
law;

• Honor your requested restrictions regarding the use and disclosure of your protected
information, unless under the law we are authorized to release your protected information
without your authorization;

• Allow you to inspect and copy your protected information;
• Act on your request to amend protected information within thirty (30) days and notify you of

any delay which would require us to extend the deadline by an additional thirty (30) day period;
• Accommodate reasonable requests to communicate protected information by alternative

means or methods; and
• Abide by the terms of this notice.

Treatment Providers. The clinical staff at Legacy Health and Wellness is comprised of Licensed Marriage 
and Family Therapists, Licensed Clinical Social Workers, Licensed Clinical Professional Counselors, and 
Licensed Interns. All clinicians including interns, hold a Master’s degree or higher and are currently 
licensed by their respective state boards. Additionally, Licensed Interns receive supervision through 
supervisors approved by the Nevada Board of Examiners. Legacy Health and Wellness maintains a 
Medical Director that offers crisis assessment for acute hospitalizations. The professional level of the 
provider assigned to you or your child is dependent upon the needs of the individual and family. 
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Right to Refuse. Unless under court order, as an adult client or as a legal guardian you have the 
authority and legal right to refuse treatment. The consequences of refusing the services outlined by this 
agency in the Treatment Plan will be explained verbally and in writing to you at the time of refusal and 
alternative interventions will be discussed with you. Refusal of services for treatment will be 
documented in the clinical record. 

Fee for Service. Legacy Health and Wellness accepts Medicaid and non-Medicaid Insurances. Upon 
application for services, Legacy will check your eligibility for services. If eligible for Medicaid funded 
insurance, all fees for services will be paid by Medicaid and there will be no charges, deductibles or co-
pays that you or your child will be required to pay. If you are covered by a non-Medicaid insurance, a co-
pay may be required depending on your insurance benefits. 

Appointments/Cancellations. Legacy Health and Wellness strives to provide you the best personalized 
care available and we are dedicated to help you meet your therapy goals. Appointments are mutually 
arranged between you and the treatment provider. For treatment to be most effective, attendance and 
participation should be regular and consistent.  We realize that there are times when unforeseen 
circumstance makes it impossible to attend your schedule appointment. If you are unable to keep your 
appointment, please contact the provider at least 24 hours in advance so we can reschedule your 
appointment and open that time slot for another client.  You may leave a message at 702-942-1774, if 
you are calling after hours.  Failure to show or call to cancel a scheduled appointment and/or cancelling 
or rescheduling multiple times will result in removal of any future appointments scheduled. You will 
either be put on your therapist’s wait list or need to schedule future appointments weekly.  

After Hours Emergency Contact Procedures. Legacy Health and Wellness has an afterhours answering 
system in order for clients to leave a message, which will be responded to the next business day. To 
leave a message, please call our office at 702-942-1774. However, in the event of an emergency, calls 
should be directed to the local emergency center by calling 911 or the community emergency resources 
that have been given to you.  

Text Appointment Confirmations 
By enrolling in text appointment confirmations, you are authorizing Legacy Health and Wellness to send 
text message appointment reminders to you on your provided cell phone number. You also agree that 
all individuals associated with your account may receive alerts referencing appointments. Text message 
charges from your cell phone carrier may apply. Data obtained from you in connection with the text 
message system may include, but not limited to, your name, address, cell phone number, future 
appointment dates and times. Legacy Health and Wellness is not liable for any delays that may be 
experienced during the transmission of any messages, as delivery is based on the speed and 
effectiveness of your wireless provider. 

Text appointment reminders: Yes      No     Phone # to text: _______________________________ 

Acknowledgement of Privacy Practices. 
I have reviewed Legacy Health and Wellness Client Rights and Informed Consent and fully understand 
my rights. If I have any questions regarding these consent forms or about the services offered by Legacy 
Health and Wellness, I may discuss them with my therapist. I consent to participate in the evaluation 
and treatment offered to me by Legacy Health and Wellness. I understand that I may stop treatment at 
any time. I acknowledge that I have the right to access my health information and may request a 
summary of services received by completing a Health Record Request form. I am aware that I can 
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withdraw this consent at any time and that my consent is necessary for treatment services to be 
provided. 

This document is to be signed by an adult having authority to consent to services provided to 
the client listed above (an adult Client, a legal guardian or the Parent of a minor).   
This document provides the express written consent for the psychiatric, psychological and 
associated treatments that are offered by Legacy Health and Wellness.  
This permission is given with the understanding that the goal of Legacy Health and Wellness 
is to facilitate improved functioning, healthy relationships and the development of effective 
coping mechanisms. Other specific goals will be fully described in the client’s Treatment plan. 

I, ____________________________________ acknowledge that the above information was explained to 
me during the intake process at Legacy Health and Wellness. 

Client Name: ___________________________________________________ 

Signature: ____________________________________________ Date: __________________________ 
   Client/Legal Guardian/Parent if client is a minor 

Legacy Representative: (Please Print): ______________________________________________________ 

Legacy Representative Signature: _________________________________________ Date: ___________ 
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Additional Information 

Name of Persons Living in the Home Age: Date of Birth: Relationship to Client: 

Name of Person(s) Not in the Home: Age: Date of Birth: Relationship to Client 

Who referred you for services and/or why are you here for services? _____________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________  

When did the problem/s first start? ________________________________________________________ 

Does anyone you know receive services at this clinic? / Who? ___________________________________  

If applicable, what is your relationship to this person? _______________________________________ 

ALL previous mental health treatment: outpatient or inpatient, substance abuse or gambling: 

Date/s Reason/Type of Treatment Doctor, Place, State? 

Please list members of your household (everyone living in your home - related or not) : 

Siblings, parents or children who have moved out of the home or who are not living in the home: 

Clinical History: 
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List any medications you are taking for mental health issues only:   Doctor _______________________ 
                        

Medication Dose Frequency Response Start Date Side Effects 
         /mg     
         /mg     
         /mg     
         /mg     
         /mg     

 
List any medications you are taking for medical issues only: Doctor/s: ___________________________ 

      
Medication Dose Frequency For what condition Start Date Side Effects 

          /mg     
          /mg     
          /mg     
          /mg     
          /mg     

 
  Have you been diagnosed with a mental health disorder? Yes / No 
 

Diagnosis Doctor Date, Place, State? 
   
   
   
   

 

 

 
 
 
 
 

List all family and then make a note of any major illnesses including symptoms: psychiatric, neurologic, 
alcoholism, drug abuse, suicide, suicide attempts, divorces and relationship issues: 

Family History: - For Adults and Children 
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0 Adjustment difficulties 
0 Cultural issues 
0 Academic problems 
0 Death of friend/family (circle) 
0 Violating the rights of others 
0 Repeating actions often 
0 Dependency in relationships 
0 Fear of abandonment 
0 Aggression I hurtful 
0 Argumentative I defiant 
0 lmpulsive I reactive 
0 Binge I excessive eating 
0 Purposeful vomiting I purging 
0 Poor eating I not eating 
0 Sexual dysfunction 
0 Sexual activity (child/teen) 
0 Sense of detachment 
0 Flashbacks to trauma 
0 Frightening waking images 
0 Nightmares 
0 legal issues or involvement 
0 Chronic physical pain 
0 Financial stress 
0 Physical abuse history 
0 Emotional abuse history 
0 Sexual abuse history 
0 Victim of neglect 
0 Runaway I disappearances 
0 Domestic violence abuser 

 0 Asperger's disorder 

0 Trauma  
0 High levels of anxiety 
0 Shortness of breath 
0 Trembling I shaking 
0 Heart pounding 
0 Fear of being around others 
0 Panic attacks 
0 Difficulty leaving the house 
0 Nervousness 
0 Excessive talking 
0 Excessive activities 
0 Rapid change of ideas 
0 Low Self-esteem 
0 High self-esteem 
0 Elevated mood 
0 Excessive energy 
0 Depressed mood 
0 Moodiness I irritability 
0 Mental retardation 
0 Lying 
0 Truancy/no work or school 
0 Loss of relationship ____ 
0 Mood swings 
0 Fire setting (# times___) 
0 Cruelty to animals 
0 Theft I stealing 
0 Homicidal (killing) thoughts 
0 Suicidal (self-harm) thoughts 
0 Sexual abuse perpetrator 
0 Autism spectrum disorder 

0 Worthlessness 
0 Loss of interest 
0 Loss of energy 
0 Feel persecuted 
0 Paranoia (fear of others) 
0 Hallucinations 
0 Caffeine use 
0 Nicotine use 
0 Drug use (not prescribed) 
0 Alcohol use 
0 Forgetfulness 
0 Confusion 
0 Poor memory 
0 Poor attachment 
0 Encopresis (soiling) 
0 Enuresis (wetting) 
0 Hyperactivity 
0 Distractibility 
0 Learning disorder 
0 Gambling 
0 Suicide attempts 
0 Tantrums, length:   
0 Poor sleep (not enough) 
0 Excessive (too much) sleep 
0 Cutting self 
0 Burning self 
0 Head banging 
0 Other injuries to self 
0 Developmental disability 

Please place a number 1, 2 and 3 next to the items checked above to indicate the areas of MOST concern.  
Additional information pertaining to the issues identified above:  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

*If this form is completed on behalf of a child or adolescent or another person, please tell us the Name
of the person completing this form: ___________________________________

*If client is a minor child, please list either biological parents below or guardian/s if the child is not in parent’s
custody. Guardians, you will need to submit an official document detailing your custody in order to schedule an
appointment. Without such document, we will be unable to schedule your child.

Please note who has LEGAL custody and who has PHYSICAL custody:           Circle:  

Guardian: ______________________________ Relationship: ______________ Custody: legal or physical 

Guardian: ______________________________ Relationship: ______________ Custody: legal or physical 

 Current Symptoms: 
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   2921 N. Tenaya Way  
   Las Vegas, NV, 89128 

     Ph 702-942-1774 Fax 702-942-1773 

Informed Consent for Court Appearances and/or Paperwork 

Since the client-therapist relationship is built on trust with the foundation of that trust being 
confidentiality, it is often damaging to the therapeutic relationship for the therapist to be asked to 
present records to the court, and testify, whether to present facts or provide insight as an expert in a 
court deposition.  The therapist asks that clients only request a court appearance in extreme cases.  
Court appearances may result in the need to terminate the therapeutic relationship and refer you to 
another therapist who is more appropriate to make court appearances.  In the event that it is necessary 
for the therapist to testify before any court, arbitrator, or other hearing officer, whether the testimony 
is factual or expert, or to present any or all records pertaining to the counseling relationship to a court 
official, the client agrees to pay the agency for this service as the agency will be reimbursing the 
therapist  for his or her services, including travel, preparation, and necessary expenditures. Court 
appearances are billed at $100 per hour, with a minimum charge of three (3) hours. All additional 
expenditures will be billed after the court appearance.  

Other letters and paperwork requested by the client will be completed at a charge of $50 per 
hour, rounded to the nearest hour, with a minimum 1-hour charge.  This includes letters to court 
officials or attorneys, short-term disability paperwork, FMLA and any other similar documentation 
requested by the client.  This does not include copies of your bill, missed work or school letters, Release 
of Information Forms, nor any other documents used in the day to day operation of the office.  

The guardian/client agrees to pay the $300 two weeks prior to the appearance, presentation of records, 
or testimony requested.  Fees for additional paperwork requests is due at the time of the request and 
may require up to 3 business days to be completed. 

Client Name: ___________________________________________________ 

Signature: ____________________________________________ Date: __________________________ 
Client/Legal Guardian/Parent if client is a minor 
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Informed Consent for Therapy with Parents/Guardians 
As a mental health treatment practice our primary focus, responsibility and goal is the treatment and 
well-being of our identified patients. in the case of a child as the primary patient it is essential that 
parents and legal guardians are in agreement on the decision to treat, treatment goals, appointment 
times, and the need to maintain patient confidentiality. The therapeutic process is a team approach, 
especially in the case of a minor child. The following informed consent provides information on the 
terms and communication necessary to create a supportive environment for treatment and assist our 
clinicians in achieving the most positive outcome possible for your child.  

Although our responsibility to your child may require our involvement in conflicts between parents and 
guardians, our involvement will be strictly limited to that which will benefit your child. This means that, 
as a condition of us treating your child:  

• You shall treat anything that is said in any individual or family therapy session as strictly confidential;
• Our role is limited to providing treatment and you shall not attempt to gain advantage in any legal

proceeding relating to the care and custody of your child from our treatment of your child;
• If multiple parents and/or guardians desire to obtain treatment information and/or testimony from

any one of our clinicians relating to your child in any legal proceeding, you shall each consent to the
disclosure by executing one or more authorization forms Legacy Health and Wellness sends to you
and you will each share in the cost of producing such records and/or written or live testimony at our
established copying charges and/or hourly rates for our clinician’s time.

 If there is a court appointed evaluator and appropriate authorization forms are signed, or a court order 
authorizing disclosure of treatment records is sent to us, Legacy Health and Wellness is obligated to 
disclose the requested treatment and general information about the minor to the requesting party. 
However, Legacy Health and Wellness will not make any recommendations concerning the child’s 
custody or custody arrangement unless otherwise ordered by court.  

I have read the above consents and understand certify that I fully understand its content. If I have any 
questions regarding these consent form or about the services offered by Legacy Health and Wellness, I 
may discuss them with my therapist. By signing below, I consent to the treatment of my child under the 
terms and conditions set within this document.  

I, _______________________________________ have the legal authority to make decisions regarding 

mental health treatment for my child, _____________________________________(Client’s Name).  

Parent/Guardian Signature: _______________________________Date: ________________ 

Parent/Guardian Signature: _______________________________Date: ________________ 

Clinician’s Signature: _____________________________________Date: ________________ 
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CERTIFICATE OF MAILING/ELECTRONIC SERVICE 

A COPY OF the foregoing Exhibits in the above-captioned matter was served today on all 

parties via the Court’s e-filing service.  

 
 
DATED this 4th day of February, 2021. 
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     /S/ John Schaller                  ________________                              

      An Employee of John Buchmiller & Associates 
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NEOJ 
PATRICIA WARNOCK, ESQ. 
Nevada Bar #14432 
JOHN SCHALLER, ESQ. 
Nevada Bar #15091 
JOHN BUCHMILLER & ASSOCIATES, LLC 
516 South Fourth Street 
Las Vegas, Nevada 89101 
Phone: (203) 209-7600 
Fax: (702) 583-7373 
Patricia@BuchmillerLaw.com 
JSchaller@Buchmillerlaw.com 
Attorneys for Defendant Lisa M. Eorio  

EIGHTH JUDICIAL DISTRICT COURT - FAMILY DIVISION 
COUNTY OF CLARK, STATE OF NEVADA 

 

JOEL E. EORIO, 

Plaintiff, 

vs. 

LISA M. EORIO, 

Defendant. 

CASE NO: D-20-608267-D 

DEPT NO: Q 

 

NOTICE OF ENTRY OF STIPULATION AND ORDER TO CONTINUE TRIAL 

PLEASE TAKE NOTICE that a STIPULATION AND ORDER TO CONTINUE TRIAL 

was duly entered on the 8th day of February, 2021, in the above-entitled matter, and is attached 

hereto and incorporated herewith as fully set forth. 

DATED this 8th day of February, 2021. 

JOHN BUCHMILLER & ASSOCIATES, LLC  

/s/ JOHN SCHALLER, ESQ.  
PATRICIA WARNOCK, ESQ. 

Nevada Bar #14432 

Patricia@BuchmillerLaw.com 

JOHN SCHALLER, ESQ. 

Nevada Bar #15092 

Jschaller@BuchmillerLaw.com  

JOHN BUCHMILLER & ASSOCIATES, LLC 

516 South Fourth Street 

Las Vegas, Nevada 89101 

Phone: (203) 209-7600 

Fax: (702) 583-7373 

Attorneys for Defendant Lisa M. Eorio   

Case Number: D-20-608267-D

Electronically Filed
2/8/2021 2:21 PM
Steven D. Grierson
CLERK OF THE COURT
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CERTIFICATE OF ELECTRONIC SERVICE 

A COPY OF the foregoing NOTICE OF ENTRY OF STIPULATION AND ORDER TO 

CONTINUE TRIAL in the above-captioned matter was filed and served today via the Court’s e-

filing service to the Plaintiff’s Counsel of Record to the following email addresses: 

 Jessica Friedman, Esq.: jessica@jmfriedmanlaw.com 

 

 

 

DATED this 8th day of February, 2021. 

 

/s/ Tyler Springer   

An Employee of John Buchmiller & Associates, LLC 
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NOTC 

JOHN SCHALLER, ESQ. 

Nevada Bar #15092 

johnschallerlaw@gmail.com 

2246 Darwin Circle 

Henderson, NV 89014 

Phone: (203) 209-7600 

 

EIGHTH JUDICIAL DISTRICT COURT 

FAMILY DIVISION 

County of Clark, State of Nevada 

 

JOEL EORIO, 

Plaintiff, 

vs. 

 

LISA EORIO, 

Defendant. 

CASE NO: D-20-608267-D 

DEPARTMENT Q 

 
 

NOTICE OF DISASSOCIATION OF COUNSEL 

 

 PLEASE TAKE NOTICE that JOHN SCHALLER, ESQ.  is disassociated from the law 

firm of JOHN BUCHMILLER & ASSOCIATES, LLC and as such hereby disassociates as 

counsel for defendant LISA EORIO in the above-referenced matter.   

Dated this 2nd of March, 2021. 

. 

      /s/ John Schaller      

      JOHN SCHALLER, ESQ. 

      Nevada Bar # 15092  

       johnschallerlaw@gmail.com 

2246 Darwin Circle 

Henderson, NV 89014 

Phone: (203) 209-7600 

 

 

 

 

Case Number: D-20-608267-D

Electronically Filed
3/2/2021 9:44 AM
Steven D. Grierson
CLERK OF THE COURT
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CERTIFICATE OF MAILING/ELECTRONIC SERVICE 

 I HEREBY CERTIFY service of the attached NOTICE OF DISASSOCIATION OF COUNSEL was 

served on all parties through electronic service through the Eight Judicial District Court’s 

electronic filing system. 

. 
 
DATED this 2nd day of March, 2021. 

 
         

Respectfully Submitted By: 
 
/s/ John Schaller, Esq._______ 
JOHN SCHALLER, ESQ. 

Nevada Bar #15092 

johnschallerlaw@gmail.com 

2246 Darwin Circle 

Henderson, NV 89014 

Phone: (203) 209-7600 
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PMEM 

JESSICA M. FRIEDMAN, ESQ. 

Nevada Bar No. 13486 

THE LAW OFFICES OF  

JESSICA M. FRIEDMAN, PLLC 

170 So. Green Valley Parkway, Suite 300 

Henderson, NV 89012 

P: (702) 990 - 3119 

jessica@jmfriedmanlaw.com 

Attorney for Plaintiff 

JOEL E. EORIO  

DISTRICT COURT 

CLARK COUNTY, NEVADA 

 

JOEL E. EORIO, 

Plaintiff, 

vs. 

LISA M. EORIO,  

Defendant. 

 

Case No.:     D-20-608261-D 

Dept. No.:    Q 

 

PLAINTIFF’S PRE TRIAL MEMORANDUM 

 

I. 

 

PRELIMINARY STATEMENT  

 

This Trial Memorandum is being filed pursuant to EDCR 7.27 so that this 

Honorable Court will ore fully understand the facts and issues of the within action.  

II. 

 

BRIEF OVERVIEW OF THE FACTS AND ISSUES 

 

A. Parties: 

1. Plaintiff: Joel Eorio is 36 years old. 

2. Defendant: Lisa Eorio is 36 years old 

 

Case Number: D-20-608267-D

Electronically Filed
3/25/2021 1:43 PM
Steven D. Grierson
CLERK OF THE COURT
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B. Minor Children: 

1. Harley Rose Eorio, born March 8, 2007 (age 14). 

2. Hayden Bell Eorio, born October 24, 2009 (age 11).   

3. Gianni Edward Eorio, born October 17, 2015 (age 5)1.   

 

C. Resolved Issues: 

1. Joint Legal Custody  

2. Distribution of Assets and Debts 

3. Alimony  

 

D. Unresolved Issues  

1. Physical Custody 

2. Child Support 

3. Attorney’s Fees and Costs 

 

III. 

 

FACTUAL BACKGROUND 

 

The parties were intermarried on April 29, 2006 in Las Cruces, New 

Mexico.  Throughout the parties’ marriage, Lisa was the primary wage earner 

while Joel was a domestic engineer.  Until December 2020, Joel was the only 

parent who attended the children’s doctor’s appointments, parent teacher 

conferences, etc.  Moreover, Joel was the only parent that historically prepared all 

meals for the children and assisted with their schoolwork.  

 

1 Plaintiff is not the biological father of Giani Eorio.  
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In April 2019, Lisa moved to Las Vegas, Nevada and started working at I-

Hop and was a manager until June 26, 2020 when she was fired in that capacity for 

giving the middle finger to an employee. Since said date, Lisa has changed jobs no 

less than four (4) times. Joel and the minor children subsequently moved to Las 

Vegas, Nevada in August 2019.  Joel is currently employed at Auto Zone.  

On or about November 22, 2020, the parties separated households. Since 

sate date, the parties have exercised a week on/week off custodial timeshare. 

During Joel’s week with the minor children, Joel’s parents travel from New 

Mexico to assist with childcare while Joel is working.  

IV. 

PLAINTIFF’S WITNESS LIST 

WITNESSES 

1. Joel Eoiro 

c/o THE LAW OFFICES OF JESSICA M. FRIEDMAN, PLLC 

Jessica M. Friedman, Esq. 

170 S. Green Valley Parkway, Suite 300 

Henderson, Nevada 89012 

P: (702): 990 - 3119 

jessica@jmfriedmanlaw.com 

 

Joel Eorio is expected to testify regarding the facts and circumstances 

surrounding this matter, including but not limited to custodial issues, relocation, his 

current income, his current and past employment, and any related issues.    
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2. Lisa M. Eorio 

 c/o JOHN BUCHMILLER & ASSOCIATES 

 Patricia Warnock, Esq. 

 516 South Fourth Street 

 Las Vegas, Nevada  89101 

 P: (702)  278-9268 

 patricia@buchmillerlaw.com 

   

Lisa M. Eorio expected to testify regarding the facts and circumstances 

surrounding this matter, including but not limited to, custodial issues, relocation, 

and any related issues.    

3. Myra Eorio 

 1716 Imperial Ridge 

 Las Cruces NM 88011 

Home: (575) 522-1618 

Cell: (575) 644-7458 

 

 Myra is expected to testify to her personal knowledge of the parties’ day to 

day lives, the parties’ parenting, her time spent with the subject minor children, life 

in New Mexico verses life in Nevada, her financial contributions to the parties, her 

assistance in moving the parties from New Mexico to Nevada, etc. 

  

4. Michael Eorio  

1716 Imperial Ridge 

Las Cruces NM 88011 

Home: (575) 522-1618 

Cell: (575) 621-4801 

 

Michael is expected to testify to her personal knowledge of the parties’ day 

to day lives, the parties’ parenting, his time spent with the subject minor children, 

JA000362

mailto:patricia@buchmillerlaw.com


 

5 

 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 

life in New Mexico verses life in Nevada, his financial contributions to the parties, 

his assistance in moving the parties from New Mexico to Nevada, etc. 

5. All witnesses identified by Defendant. 

6. Rebuttal witness. 

V. 

ARGUMENT 

A. JOEL SHOULD BE AWARDED PRIMARY PHYSICAL 

CUSTODY OF THE SUBJECT MINOR CHILDREN 

 

From the birth of the subject minor children to present, Joel has performed 

all the necessary tasks for the rearing and upbringing of the subject minor 

children, (i.e. bathing, clothing, feeding, schooling, extra curriculars, medical, 

etc.) More specifically, Lisa routinely has opportunities to care for the subject 

minor children, but almost always delegates the same to Joel or Joel’s family 

(when the parties lived in New Mexico).  Throughout the parties’ marriage, Lisa 

has always worked long hours and left the children in Joel’s care. Moreover, 

There was a period of time where Lisa engaged in extra marital affair(s) and spent 

a significant amount of time away from the marital residence.  During said time, 

Joel was the parent who cared for the subject minor children. Most recently, Lisa 

asked Joel to take the minor children back to New Mexico from May 17, 2020 to 

May 31, 2020 and the children loved every second of it. The minor children 

JA000363



 

6 

 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 

continue to ask their father on a daily basis when they will be able to move back 

home to New Mexico.  

In determining the best interest of the child, the court shall consider and set 

forth its specific findings concerning, among other things: 

(a) The wishes of the child if the child is of sufficient age and capacity 

to form an intelligent preference as to his or her custody. 

 

The children have expressed a desire to live with their father and 

routinely asked their father when they can move back to New Mexico. 

 

(b) Any nomination by a parent or a guardian for the child. 

 

N/A. 

 

(c) Which parent is more likely to allow the child to have frequent 

associations and a continuing relationship with the noncustodial 

parent. 

 

Joel is the parent more likely to allow the child to have frequent 

association and a continuing relationship with the non-custodial 

parent.  Joel has never denied Defendant visitation with the subject 

minor children and is more than willing to allow a visitation schedule 

that will foster and preserve the parental bond.  

 

 (d)  The level of conflict between the parents. 

 

The level of conflict between the parties is slightly heightened 

premised upon the instant litigation. 

 

(e) The ability of the parents to cooperate to meet the needs of the 

child. 

  

The parties have historically been able to cooperate to meet the needs 

of the children inasmuch as Lisa delegates the majority of the tasks in 

the rearing and upbringing of the minor children to Joel. As such, in 
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all likelihood the parties will continue to meet the needs of the child 

as Lisa will continue to delegate said tasks to Joel.   

 

 (f) The mental and physical health of the parents. 

 

Joel is mentally and physically healthy. Upon information and belief, 

Lisa is physically healthy but struggles with suicidal thoughts.  Lisa 

has journaled about taking her own life on more than one occasion 

throughout the parties’ marriage.   

 

 

 (g) The physical, developmental and emotional needs of the child. 

 

Historically, Joel is the parent who has met the physical, 

developmental and emotional needs of the children (i.e. bathing, 

clothing, feeding, schooling, therapy, medical, etc). Joel ensures the 

children get to and from school, prepares their meals, assists in the  

completion of their homework and schedules all doctor’s 

appointment.  

 

 (h) The nature of the relationship of the child with each parent. 

 

Joel has an extremely strong paternal bond with the children.  Upon 

information and belief, Lisa has a significant bond with the minor 

children; however, said bond seems to diminish from time to time due 

to Lisa’s selfish desires including her choice to prioritize her love 

interest of the month over her children.   

 

 (i) The ability of the child to maintain a relationship with any sibling. 

 

All three (3) children should be kept together.  While the youngest 

child is not biologically Joel’s child, Joel is the only father the minor 

child has ever known.  Moreover, said child was the result of an extra 

marital affair on the part of Lisa and the biological father is not in the 

child’s life in any way, shape, or form.  

 

(j) Any history of parental abuse or neglect of the child or a sibling 

of the child. 

 

N/A 
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(k) Whether either parent or any other person seeking custody has 

engaged in an act of domestic violence against the child, a parent 

of the child or any other person residing with the child. 

 

N/A 

 

(l) Whether either parent or any other person seeking custody has 

committed any act of abduction against the child or any other 

child. 

 

N/A  

 

Based on the foregoing, Joel respectfully requests that he be awarded 

Primary Physical Custody of the subject minor children. 

B.   RELOCATION TO THE STATE OF NEW MEXICO 

In considering a motion for permission to relocate with a minor child, the 

District Court must consider the following factors detailed in NRS125C.007:  

(a) There exists a sensible, good-faith reason for the move, and the 

move is not intended to deprive the non-relocating parent of his or her 

parenting time. 

 

A good faith reason (to relocate) means one that is not designed to frustrate 

the visitation rights of the noncustodial parent.  Jones v. Jones, 110 Nev. 1253, 

885 P.2d 563, 569 (1994) (quoting Holder v. Polanski, 111 N.J. 344, 544 A.2d 

852,856-7 (1988).  Joel is asking this Honorable Court to allow him and the 

children to return to their historical residence of New Mexico.  But for the last 

year and a half, the parties and the minor children have historically resided in 

New Mexico.  Moreover, the children’s family (grandma, grandpa, aunts, uncles) 
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New Mexico along with their extended family members and lifelong friends. 

Lastly, Joel has a guaranteed full-time job waiting for him as soon as he returns to 

New Mexico.  Joel is in no way, shape, or form trying to deprive Lisa of her 

parenting time.   

(b) The best interests of the child are served by allowing the 

relocating parent to relocate with the child; and 

 

Please see the best interest analysis detailed above.  

(c) The child and the relocating parent will benefit from an actual 

advantage as a result of the relocation. 

 

If Joel is permitted to relocate with the parties’ minor children to the State 

of New Mexico, then the benefit realized by Joel and the minor children is 

threefold.  First both Plaintiff and Defendant’s extended family, consisting of 

grandparents, aunts, uncles, cousins, friends, and the child’s counselor reside in 

New Mexico.  As such, Plaintiff and the parties’ minor children would be close to 

a nurturing family environment and support system.  This environment will 

enhance the living and growing condition for the parties’ minor children.  Second, 

the children will be reunited with the life that they know and love including 

residing in their grandparent’s home and resuming their extra-curricular activities 

such as church, gymnastics, and cheerleading.  

Joel’s motives are solely based on improving the quality of life for that of 

himself and the minor children. In New Mexico, the children will reside in a safe 
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and loving home, be reunited with friends and family members, and Joel will have 

a job waiting for him upon his return.   

If a relocating parent demonstrates to the court the provisions set forth in 

above, the court must then weigh the following factors and the impact of each on 

the child, the relocating parent and the non-relocating parent, including, without 

limitation, the extent to which the compelling interests of the child, the relocating 

parent and the non-relocating parent are accommodated: 

(a) The extent to which the relocation is likely to improve the 

quality of life for the child and the relocating parent; 

 

In determining whether the move will improve the quality of life, the court 

should consider subfactors, such as: whether positive family care and support will 

be enhanced, whether housing and living conditions will be improved, whether 

educational advantages will result for the children, whether the custodial parent’s 

employment will improve, whether special needs of a child will be better served, 

and whether, in the child's opinion, circumstances and relationships will be 

improved.  Schwartz, at 383. 

As illustrated above, the minor children have numerous family members, 

friends, and trusted counselors who reside in New Mexico.  Additionally, the cost 

of living in Las Cruces, New Mexico is less than that of Las Vegas, Nevada and 

Joel’s expenses will be manageable as he will reside with his parents in a large 

home where the children all have their own rooms. 
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(b) Whether the motives of the relocating parent are honorable 

and not designed to frustrate or defeat any visitation rights 

accorded to the non-relocating parent; 

 

As detailed above, Joel is asking this Honorable Court to allow him to 

return to New Mexico where he and the minor children spent the majority of their 

lives and where numerous family members reside.  Joel is in no way, shape, or 

form trying to deprive Lisa of her parenting time.   

(c) Whether the relocating parent will comply with any substitute 

visitation orders issued by the court if permission to relocate is 

granted; 

 

Joel will comply with any Order issued by this Honorable Court.  

(d) Whether the motives of the non-relocating parent are 

honorable in resisting the petition for permission to relocate or to 

what extent any opposition to the petition for permission to 

relocate is intended to secure a financial advantage in the form of 

ongoing support obligations or otherwise; 

 

Lisa’s motives are not Honorable in denying Joel’s request to relocate. Lisa 

knows full well that both Joel and the subject minor children not only wish to 

return to New Mexico but will all thrive in said environment. 

(e) Whether there will be a realistic opportunity for the non-

relocating parent to maintain a visitation schedule that will 

adequately foster and preserve the parental relationship between 

the child and the non-relocating parent if permission to relocate is 

granted; and 

 

If Joel is permitted to relocate then the current visitation with Lisa cannot 

be realized.  Given the foregoing, Lisa must have substantial substitute visitation 
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such that Lisa can preserve and foster her relationship with the subject minor 

children.  Joel purposes the following visitation schedule: a) a eight (8) week 

block during summer vacation, b) a one (1) week block during Christmas 

vacation, c) a one (1) week block during Spring Break, and d) every other 

Thanksgiving.  Said visitation will provide an adequate basis for preserving and 

fostering the maternal relationship between Lisa and the subject minor children.  

Joel has never denied Lisa visitation with the subject minor children.  

Consequently, Joel has exhibited the characteristics that he will comply with any 

substitute visitation orders issued by the court.  It must also be noted that Lisa has 

always delegated all tasks to Joel.   

(f) Any other factor necessary to assist the court in determining 

whether to grant permission to relocate. 

 

      3.  A parent who desires to relocate with a child pursuant to NRS 

125C.006 or 125C.0065 has the burden of proving that relocating with the child is 

in the best interest of the child. 

 Please see best interest analysis detailed above.  

C. CHILD SUPPORT 

 As illustrated above, the best interest of the minor children mandates that 

Plaintiff be awarded Primary Physical Custody. Thus, Plaintiff respectfully 

requests and award of child support pursuant to NAC 425.140. Upon information 

and belief, Defendant changed jobs yet again within the last two weeks and has 
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failed to file an updated Financial Disclosure Form. As such, Plaintiff cannot 

calculate the appropriate child support amount.  

D. MISCELLANEOUS CUSTODY ISSUES  

1. Health insurance:  

a. The minor children should continue to be covered through Medicaid. 

 

2. 30/30:  

a. The parties shall adhere to the standard 30/30 rule. 

3. Taxes 

a. Joel shall claim the minor children for tax purposes each and every 

year.  

 

4. Children’s Extra Curricular Activities  

a. The parties shall equally be responsible for any agreed upon 

extracurricular activities. 

 

  

E. ATTORNEY’S FEES  

   As illustrated above, there is no question that the best interests of the 

subject minor children shall be served by awarding Plaintiff Primary Physical 

Custody and authorizing the children’s relocation to New Mexico. As such, 

pursuant to NRS 18.010, Plaintiff respectfully requests an award of attorney’s fees 

in the amount of nine thousand dollars ($9,000.00).  

. . . 

. . . 

. . . 
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VI 

CONCLUSION 

Based on the foregoing, Plaintiff respectfully requests that this Honorable 

Court grant his request to relocate with the minor children to New Mexico, and 

award him fees and costs in the amount of nine thousand dollars ($9,000.00).   

      

 DATED this 25th day of March, 2021. 

THE LAW OFFICES OF JESSICA M. 

FRIEDMAN     

      _________/s/ Jessica Friedman 

      JESSICA M. FRIEDMAN, ESQ.  

Nevada Bar No.: 13486 

      170 s. Green Valley Pkwy, Ste. #300 

      Henderson, Nevada 89012 
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CERTIFICATE OF SERVICE 

 Pursuant to NRCP 5(b), I certify that I am an employee of The Law Offices 

of Jessica M. Friedman, PLLC, and that on this 25th day of March, 2021, I caused 

the above documents to be served as followed: 

 [  X ] Pursuant to EDCR 8.05(a), EDCR 8.05(f), NRCP 5(b)(2)(D) and  

  Administrative Order 14-2 captioned “In the Administrative Matter of 

  Mandatory electronic Service in the Eight Judicial District Court,” by  

  mandatory electronic service through the Eighth Judicial District  

  Court’s electronic filing system.  

 

 [   ] by placing same to be deposited for mailing in the United States Mail,  

  in a sealed envelope upon which first class postage was prepaid in  

  Henderson, Nevada. 

 

 [   ] pursuant to EDCR 7.26, to be send via facsimile, by duly executed  

  consent for service by electronic means.  

 

 [   ] pursuant to NRCP 5(b)(2)(D), by email by duly executed consent for  

  service by electronic means. 

 

 [   ] by hand delivery with signed Receipt of Copy. 

 

 [   ] by first Class, Certified U. S. Mail.  

 

 To the persons listed below at the address, email address, and/or facsimile 

number indicated: 

Patricia Warnock, Esq. 

patricia@buchmillerlaw.com 

Attorneys for Defendant, LISA EORIO 

 

      /s/ Jessica Friedman 

      ____________________________________ 

An Employee of The Law Offices of Jessica 

M. Friedman, PLLC 
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CSERV

DISTRICT COURT
CLARK COUNTY, NEVADA

CASE NO: D-20-608267-DJoel Eorio, Plaintiff

vs.

Lisa Eorio, Defendant.

DEPT. NO.  Department Q

AUTOMATED CERTIFICATE OF SERVICE

This automated certificate of service was generated by the Eighth Judicial District 
Court. The foregoing Stipulation and Order was served via the court’s electronic eFile system 
to all recipients registered for e-Service on the above entitled case as listed below:

Service Date: 3/30/2021

Jessica Friedman, Esq. jfriedman@cordelllaw.com

Patricia Warnock, Esq. patricia@buchmillerlaw.com

John Schaller, Esq. jschaller@buchmillerlaw.com

Ashley Burkett ashley@buchmillerlaw.com

Jessica Friedman jessica@jmfriedmanlaw.com

Ryan Hamilton ryan@buchmillerlaw.com

Sarah Tinney sarah@buchmillerlaw.com
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FDF 
Name: 
Address: 

Phone:  
Email:   
Attorney for   
Nevada State Bar No. 

_________ Judicial District Court 

____________________, Nevada 

GENERAL FINANCIAL DISCLOSURE FORM 

A. Personal Information:

1. What is your full name? (first, middle, last)
2. How old are you? 3.What is your date of birth?
4. What is your highest level of education?

B. Employment Information:

1. Are you currently employed/ self-employed? ( check one)
 No 
 Yes   If yes, complete the table below. Attached an additional page if needed.  

2. Are you disabled? ( check one)
 No 
 Yes If yes, what is your level of disability?  

What agency certified you disabled?   
What is the nature of your disability?  

C. Prior Employment: If you are unemployed or have been working at your current job for less than 2 years,
complete the following information.

Prior Employer: ___________________     Date of Hire: ___________  Date of Termination:
Reason for Leaving:

Plaintiff, 

vs. 

Defendant. 

         Case No. 

         Dept. 

Date of Hire Employer Name Job Title Work Schedule 
(days) 

Work Schedule 
(shift times) 

Rev. 8-1-2014   Page 1 of 8 

       AMENDED

Case Number: D-20-608267-D

Electronically Filed
3/31/2021 6:08 PM
Steven D. Grierson
CLERK OF THE COURT
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Monthly Personal Income Schedule  

A. Year-to-date Income.  

As of the pay period ending ________________ my gross year to date pay is _____________.  

 
B. Determine your Gross Monthly Income. 

Hourly Wage  

 
× 

 
= 

  
× 52 

Weeks 
= 

 
÷ 12 

Months 

 
= 

 

Hourly 
Wage 

Number of hours 
worked per week 

Weekly 
Income 

Annual 
Income 

Gross Monthly 
Income 

      
Annual Salary 

 
÷ 12 

Months 

 
= 

 

Annual 
Income 

Gross Monthly 
Income 

 
C. Other Sources of Income.  

 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 

 

Source of Income  Frequency Amount 12 Month 
Average 

Annuity or Trust Income  
   

Bonuses 
   

Car, Housing, or Other allowance: 
   

Commissions or Tips: 
   

Net Rental Income: 
   

Overtime Pay 
   

Pension/Retirement: 
   

Social Security Income (SSI): 
   

Social Security Disability (SSD): 
   

Spousal Support 
   

Child Support 
   

Workman’s Compensation 
   

Other: ______________________ 
   

 Total Average Other Income Received  

Total Average Gross Monthly Income (add totals from B and C above)  

Page 2 of 8 
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D. Monthly Deductions 

 

 

 

 

 

 

 

 

 

 

 

Business/Self-Employment Income & Expense Schedule  

A. Business Income:  
 
What is your average gross (pre-tax) monthly income/revenue from self-employment or businesses?  
$_______________ 
 

B. Business Expenses: Attach an additional page if needed.  
 

 
 

 

 

 

 

 

 

 

 

 

 

 Type of Deduction Amount 

1.  Court Ordered Child Support (automatically deducted from paycheck)  
2. Federal Health Savings Plan  
3.  Federal Income Tax  

4.  
 Amount for you: _____________________ 
Health Insurance For Opposing Party:___________________ 
 For your Child(ren):__________________  

5.  Life, Disability, or Other Insurance Premiums  
6.  Medicare  
7.  Retirement, Pension, IRA, or 401(k)  
8.  Savings  
9.  Social Security  
10.  Union Dues  
11.  Other: (Type of Deduction) ______________________________   

 Total Monthly Deductions (Lines 1-11)  

Type of Business Expense Frequency Amount 12 Month Average 

Advertising 
   

Car and truck used for business 
   

Commissions, wages or fees 
   

Business Entertainment/Travel 
   

Insurance  
   

Legal and professional 
   

Mortgage or Rent 
   

Pension and profit-sharing plans 
   

Repairs and maintenance 
   

Supplies 
   

Taxes and licenses 
(include est. tax payments) 

   

Utilities 
   

Other:___________________________ 
   

 Total Average Business Expenses  
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Personal Expense Schedule (Monthly) 

A. Fill in the table with the amount of money you spend each month on the following expenses and 
check whether you pay the expense for you, for the other party, or for both of you.  

 
 
  

Expense Monthly Amount I Pay For Me 
 

Other Party 
 

For Both 
 

Alimony/Spousal Support     
Auto Insurance     
Car Loan/Lease Payment     
Cell Phone     
Child Support (not deducted from pay)     
Clothing, Shoes, Etc…     

Credit Card Payments (minimum due)     
Dry Cleaning     

Electric     
Food  (groceries & restaurants)     

Fuel      
Gas (for home)     
Health Insurance  (not deducted from pay)     

HOA     
Home Insurance (if not included in mortgage)     

Home Phone     
Internet/Cable     
Lawn Care     

Membership Fees     
Mortgage/Rent/Lease     
Pest Control     

Pets     
Pool Service     
Property Taxes  (if not included in mortgage)     
Security     
Sewer     
Student Loans     
Unreimbursed Medical Expense     

Water     
Other:______________________________     

Total Monthly Expenses     
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Household Information  

A. Fill in the table below with the name and date of birth of each child, the person the child is living
with, and whether the child is from this relationship. Attached a separate sheet if needed.

B. Fill in the table below with the amount of money you spend each month on the following expenses
for each child.

  

C. Fill in the table below with the names, ages, and the amount of money contributed by all persons
living in the home over the age of eighteen.  If more than 4 adult household members attached a
separate sheet.

 

Child’s Name Child’s 
DOB 

Whom is this 
child living 
with? 

Is this child 
from this 
relationship? 

Has this child been 
certified as special 
needs/disabled? 

1st 

2nd 

3rd 

4th 

Type of Expense 1st Child 2nd Child 3rd Child 4th Child 

Cellular Phone 

Child Care 

Clothing 

Education 

Entertainment 

Extracurricular & Sports 

Health Insurance  (if not deducted from pay) 

Summer Camp/Programs 

Transportation Costs for Visitation 

Unreimbursed Medical Expenses 

Vehicle 

Other:__________________________ 

Total Monthly Expenses 

Name Age 
Person’s Relationship to You 
(i.e. sister, friend, cousin, etc…) 

Monthly 
Contribution 
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Personal Asset and Debt Chart 

A. Complete this chart by listing all of your assets, the value of each, the amount owed on each, and
whose name the asset or debt is under. If more than 15 assets, attach a separate sheet.

Line Description of Asset and Debt 
Thereon Gross Value Total Amount 

Owed Net Value 

Whose Name is 
on the Account? 

You, Your 
Spouse/Domestic 
Partner or Both 

1. $ - $ = $ 

2. $ - $ = $ 
3. $ - $ = $ 
4. $ - $ = $ 
5. $ - $ = $ 
6. $ - $ = $ 
7. $ - $ = $ 
8. $ - $ = $ 
9. $ - $ = $ 
10. $ - $ = $ 
11. $ - $ = $ 
12. $ - $ = $ 
13. $ - $ = $ 
14. $ - $ = $ 
15. $ - $ = $ 

Total Value of Assets 
(add lines 1-15) $ - $ = $ 

B. Complete this chart by listing all of your unsecured debt, the amount owed on each account, and
whose name the debt is under. If more than 5 unsecured debts, attach a separate sheet.

Line 
# 

Description of Credit Card or 
Other Unsecured Debt 

Total Amount 
owed 

Whose Name is on the Account? 
You, Your Spouse/Domestic Partner or Both 

1. $ 

2. $ 

3. $ 

4. $ 

5. $ 

6. $ 

Total Unsecured Debt (add lines 1-6) $ 
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CERTIFICATION 

Attorney Information:  Complete the following sentences: 

1. I (have/have not) ___________________________ retained an attorney for this case.

2. As of the date of today, the attorney has been paid a total of $________ on my behalf.

3. I have a credit with my attorney in the amount of $___________________________.

4. I currently owe my attorney a total of $____________________________________.

5. I owe my prior attorney a total of $ _______________________________________.

IMPORTANT: Read the following paragraphs carefully and initial each one. 

______ I swear or affirm under penalty of perjury that I have read and followed all 
instructions in completing this Financial Disclosure Form. I understand that, by my signature, 
I guarantee the truthfulness of the information on this Form. I also understand that if I 
knowingly make false statements I may be subject to punishment, including contempt of 
court.   

_______ I have attached a copy of my 3 most recent pay stubs to this form.  

_______ I have attached a copy of my most recent YTD income statement/P&L 
statement to this form, if self-employed.

_______  I have not attached a copy of my pay stubs to this form because I am currently 
unemployed.

_______________________________  _________________________ 
Signature         Date   

Page 7 of 8 
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CERTIFICATE OF SERVICE 

I hereby declare under the penalty of perjury of the State of Nevada that the following is true and 

correct: 

That on (date) ______________________________, service of the General Financial 

Disclosure Form was made to the following interested parties in the following manner:  

☐ Via 1st Class U.S. Mail, postage fully prepaid addressed as follows:

☐ Via Electronic Service, in accordance with the Master Service List, pursuant to NEFCR 9, to:

________________________________________________________ 

☐ Via Facsimile and/or Email Pursuant to the Consent of Service by Electronic Means on file

herein to: __________________________________________________________ 

Executed on the _____ day of ________________, 20___.  

_____________________________ 
Signature 
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3/31/2021 John Buchmiller & Associates, LCC Mail - Eorio- URGENT Request for Amended FDF; Need to File TODAY before Trial tomorrow

https://mail.google.com/mail/u/1?ik=f0fdfa72a4&view=pt&search=all&permmsgid=msg-f%3A1695790536477225902&simpl=msg-f%3A169579053647… 1/1

Sarah Tinney <sarah@buchmillerlaw.com>

Eorio- URGENT Request for Amended FDF; Need to File TODAY before Trial
tomorrow 

Lisa Eorio <lisaeorio1@gmail.com> Wed, Mar 31, 2021 at 4:04 PM
To: Sarah Tinney <sarah@buchmillerlaw.com>

"I, Lisa Eorio, have updated my financial disclosure form with the changes reflected in the form titled "DEFENDANT'S
AMENDED FINANCIAL DISCLOSURE FORM". The information contained within the form is true to the best of my
knowledge. I hereby grant Sarah Tinney permission to electronically affix my signature to the document titled 
"DEFENDANT'S AMENDED FINANCIAL DISCLOSURE FORM" today, March 31st, 2021."  

Lisa Eorio 
[Quoted text hidden]
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Case Number: D-20-608267-D

Electronically Filed
4/26/2021 3:58 PM
Steven D. Grierson
CLERK OF THE COURT
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Case Number: D-20-608267-D

Electronically Filed
6/15/2021 8:40 AM
Steven D. Grierson
CLERK OF THE COURT
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	Client Name: 
	Name 1: ASHLEY BURKETT, ESQ.
	Address: 516 South Fourth Street
	Name 2: Las Vegas, NV 89101
	Phone: (702) 827-1189
	Email: ashley@buchmillerlaw.com
	Attorney for: Defendant Lisa Eorio
	Nevada State Bar No: 15185
	Judicial District Court: EIGHTH
	Nevada: CLARK COUNTY
	Plaintiff: JOEL E. EORIO
	Defendant: LISA M. EORIO
	Case No: D-20-608267-D
	Dept: Q
	1 What is your full name first middle last: Lisa Marie Eorio
	2 How old are you: 36
	3What is your date of birth: 11/20/1984
	4 What is your highest level of education: 11th Grade
	1 Are you currently employed selfemployed  check one: Yes
	Date of HireRow1: 03/04/2021
	Employer NameRow1: Boulder Highway Gaming
	Job TitleRow1: Assistant Manager
	Work Schedule daysRow1: Fri-Sun; Mon-Tues
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	Date of Hire: 06/28/2020
	Date of Termination: 03/02/2021
	Reason for Leaving: Scheduling and hours became unsuitable for caring for her children and parenting duties.
	As of the pay period ending: 03/21/2021
	my gross year to date pay is: $2,000.01
	Hourly: 
	Hours: 
	Weekly: 0
	Annualy: 0
	GrossMonthly1: 0
	Annualy2: 40000.00
	GrossMonthly2: 3333.3333333333335
	FrequencyAnnuity or Trust Income: 
	AmountAnnuity or Trust Income: 
	12MonthAverageAnnuity: 
	FrequencyBonuses: 
	AmountBonuses: 
	12MonthAverageBonuses: 
	FrequencyCar Housing or Other allowance: 
	AmountCar Housing or Other allowance: 
	12MonthAverageCarHousing: 
	FrequencyCommissions or Tips: 
	AmountCommissions or Tips: 
	12MonthAverageCommissions: 
	FrequencyNet Rental Income: 
	AmountNet Rental Income: 
	12MonthAverageNetRental: 
	FrequencyOvertime Pay: 
	AmountOvertime Pay: 
	12MonthAverageOvertime: 
	FrequencyPensionRetirement: 
	AmountPensionRetirement: 
	12MonthAveragePensionRetirement: 
	FrequencySocial Security Income SSI: 
	AmountSocial Security Income SSI: 
	12MonthAverageSocial SecurityIncome: 
	FrequencySocial Security Disability SSD: 
	AmountSocial Security Disability SSD: 
	12MonthAverageSocialSecurityDisability: 
	FrequencySpousal Support: 
	AmountSpousal Support: 
	12MonthAverageSpousal: 
	FrequencyChild Support: 
	AmountChild Support: 
	12MonthAverageChildSupport: 
	FrequencyWorkmans Compensation: 
	AmountWorkmans Compensation: 
	12MonthAverageWorkmansCompensation: 
	Other: 
	FrequencyOther: 
	AmountOther: 
	12MonthAverageOther: 
	AverageOtherIncome: 0
	TotalAverageGrossMonthlyIncome: 3333.3333333333335
	Deductions1: 
	Deductions2: 
	Deductions3: 238.06
	DeductionsYou: 
	DeductionsParty: 
	DeductionsChild: 
	Deductions4: 0
	Deductions5: 
	Deductions6: 44.62
	Deductions7: 
	Deductions8: 
	Deductions9: 190.76
	Deductions10: 
	Other Type of Deduction: 
	Deductions11: 
	TotalMonthlyDeductions: 473.44
	BusinessIncome: 
	FrequencyAdvertising: 
	AmountAdvertising: 
	BusinessExpenses1: 
	FrequencyCar and truck used for business: 
	AmountCar and truck used for business: 
	BusinessExpenses2: 
	FrequencyCommissions wages or fees: 
	AmountCommissions wages or fees: 
	BusinessExpenses3: 
	FrequencyBusiness EntertainmentTravel: 
	AmountBusiness EntertainmentTravel: 
	BusinessExpenses4: 
	FrequencyInsurance: 
	AmountInsurance: 
	BusinessExpenses5: 
	FrequencyLegal and professional: 
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	FrequencyMortgage or Rent: 
	AmountMortgage or Rent: 
	BusinessExpenses7: 
	FrequencyPension and profitsharing plans: 
	AmountPension and profitsharing plans: 
	BusinessExpenses8: 
	FrequencyRepairs and maintenance: 
	AmountRepairs and maintenance: 
	BusinessExpenses9: 
	FrequencySupplies: 
	AmountSupplies: 
	BusinessExpenses10: 
	FrequencyTaxes and licenses include est tax payments: 
	AmountTaxes and licenses include est tax payments: 
	BusinessExpenses11: 
	FrequencyUtilities: 
	AmountUtilities: 
	BusinessExpenses12: 
	Other_2: 
	FrequencyOther_2: 
	AmountOther_2: 
	BusinessExpenses13: 
	TotalBusinessExpenses: 0
	PersonalExpense1: 
	CheckBox2: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off
	2: Yes

	2: 
	0: Off
	1: Off
	2: Off

	3: 
	0: Off
	1: Off
	2: Yes

	4: 
	0: Off
	1: Off
	2: Off

	5: 
	0: Yes
	1: Yes
	2: Off
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	0: Off
	1: Off
	2: Off

	7: 
	0: Off
	1: Off
	2: Off
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	0: Yes
	1: Yes
	2: Off
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	0: Yes
	1: Yes
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	10: 
	0: Yes
	1: Yes
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	0: Yes
	1: Yes
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	0: Off
	1: Off
	2: Off
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	0: Yes
	1: Yes
	2: Off
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	0: Off
	1: Off
	2: Off


	PersonalExpense2: 80.00
	PersonalExpense3: 
	PersonalExpense4: 100.00
	PersonalExpense5: 
	PersonalExpense6: 200.00
	PersonalExpense7: 
	PersonalExpense8: 
	PersonalExpense9: 350.00
	PersonalExpense10: 800.00
	PersonalExpense11: 140.00
	PersonalExpense12: 60.00
	PersonalExpense13: 240.00
	PersonalExpense14: 
	PersonalExpense15: 50.00
	PersonalExpense16: 
	PersonalExpense17: 156.00
	PersonalExpense18: 
	PersonalExpense19: 
	PersonalExpense20: 1775.00
	PersonalExpense21: 
	PersonalExpense22: 100.00
	PersonalExpense23: 
	PersonalExpense24: 
	PersonalExpense25: 
	PersonalExpense26: 
	PersonalExpense27: 
	PersonalExpense28: 
	PersonalExpense29: 50.00
	Other_3: _____________________________
	PersonalExpense30: 
	TotalPersonalExpense: 4101
	Childs Name1st: Harley Eorio
	Childs DOB1st: 03/08/07
	Whom is this child living with1st: Lisa/Joel
	Is this child from this relationship1st: Yes
	Has this child been certified as special needsdisabled1st: No
	Childs Name2nd: Hayden Eorio
	Childs DOB2nd: 10/24/09
	Whom is this child living with2nd: Lisa/Joel
	Is this child from this relationship2nd: Yes
	Has this child been certified as special needsdisabled2nd: No
	Childs Name3rd: Gianni Eorio
	Childs DOB3rd: 10/17/15
	Whom is this child living with3rd: Lisa/Joel
	Is this child from this relationship3rd: No
	Has this child been certified as special needsdisabled3rd: No
	Childs Name4th: 
	Childs DOB4th: 
	Whom is this child living with4th: 
	Is this child from this relationship4th: 
	Has this child been certified as special needsdisabled4th: 
	1stChildExpense1: 25.00
	2ndChildExpense1: 25.00
	3rdChildExpense1: 
	4thChildExpense1: 
	1stChildExpense2: 
	2ndChildExpense2: 
	3rdChildExpense2: 
	4thChildExpense2: 
	1stChildExpense3: 50.00
	2ndChildExpense3: 50.00
	3rdChildExpense3: 
	4thChildExpense3: 
	1stChildExpense4: 
	2ndChildExpense4: 
	3rdChildExpense4: 
	4thChildExpense4: 
	1stChildExpense5: 
	2ndChildExpense5: 
	3rdChildExpense5: 
	4thChildExpense5: 
	1stChildExpense6: 90
	2ndChildExpense6: 90
	3rdChildExpense6: 90
	4thChildExpense6: 
	1stChildExpense7: 40.00
	2ndChildExpense7: 40.00
	3rdChildExpense7: 40.00
	4thChildExpense7: 
	1stChildExpense8: 
	2ndChildExpense8: 
	3rdChildExpense8: 
	4thChildExpense8: 
	1stChildExpense9: 
	2ndChildExpense9: 
	3rdChildExpense9: 
	4thChildExpense9: 
	1stChildExpense10: 
	2ndChildExpense10: 
	3rdChildExpense10: 
	4thChildExpense10: 
	1stChildExpense11: 
	2ndChildExpense11: 
	3rdChildExpense11: 
	4thChildExpense11: 
	Other_4: 
	1stChildExpense12: 
	2ndChildExpense12: 
	3rdChildExpense12: 
	4thChildExpense12: 
	1stChildTotalExpenses: 205
	2ndChildTotalExpenses: 205
	3rdChildTotalExpenses: 130
	4thChildTotalExpenses: 0
	NameRow1: Lisa Eorio
	AgeRow1: 36
	Persons Relationship to You ie sister friend cousin etcRow1: Self
	Monthly ContributionRow1: 3333.33
	NameRow2: Lora West
	AgeRow2: 64-65
	Persons Relationship to You ie sister friend cousin etcRow2: Mother
	Monthly ContributionRow2: 0
	NameRow3: Audra Rogers
	AgeRow3: 44-45
	Persons Relationship to You ie sister friend cousin etcRow3: Sister
	Monthly ContributionRow3: 0
	NameRow4: 
	AgeRow4: 
	Persons Relationship to You ie sister friend cousin etcRow4: 
	Monthly ContributionRow4: 
	Description of Asset and Debt Thereon1: 2015  Nissan Altima
	PersonalAsset1: 2500
	AssetOwed1: 0
	AssetNetValue1: 2500
	Whose Name is on the Account You Your SpouseDomestic Partner or Both: Lisa
	Description of Asset and Debt Thereon2: 
	PersonalAsset2: 
	AssetOwed2: 
	AssetNetValue2: 0
	Whose Name is on the Account You Your SpouseDomestic Partner or Both_2: 
	Description of Asset and Debt Thereon3: 
	PersonalAsset3: 
	AssetOwed3: 
	AssetNetValue3: 0
	Whose Name is on the Account You Your SpouseDomestic Partner or Both_3: 
	Description of Asset and Debt Thereon4: 
	PersonalAsset4: 
	AssetOwed4: 
	AssetNetValue4: 0
	Whose Name is on the Account You Your SpouseDomestic Partner or Both_4: 
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