D R Tax Service

Office: 770-774-8121
Fax: 770-774-9095
www.drtaxsvc.com

taxhelp@drtaxsvc.com
APPLICATION FOR TAX HELP

NAME OF TAXPAYER_____________________________________________________________

ADDRESS ________________________________________________________________________

CITY ___________________________________ STATE ________________ ZIP ______________

HOME PHONE _______________________ WORK PHONE______________________________

CAN YOU BE REACHED AT WORK, CELL OR PAGER # ______________________________

PROVIDE AN UPDATED EMAIL ____________________________________________________

OCCUPATION ___________________________ COMPANY NAME _______________________

SSN _________________________ DOB ___________________ STATUS ____________________

NAME OF SPOUSE ________________________________________________________________

OCCUPATION _________________________ COMPANY NAME__________________________

SSN _________________________ DOB ___________________ STATUS ____________________

PLEASE LIST DEPENDENTS INFORMATION

	Name of Dependent
	Age
	Date of Birth
	Social Security #
	Months Live
	Relations

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	 Relationship:  Son, Daughter, Niece, Nephew, Parent, Foster Child, etc.


Referred By: ____________________________________________________________
GO TO PAGE 2
IF YOUR SPOUSE DIED IN TAX FILING YEAR, WHAT IS THE DATE OF DEATH? ______
IF YOU ARE DIVORCED OR LEGALLY SEPARATED, WHAT IS THE DATE? ______

ARE YOU OR YOUR SPOUSE BLIND? YES _____ NO _____ (SPOUSE) YES ___ NO ____

CAN EITHER YOU OR YOU SPOUSE BE CLAIMED AS A DEPENDENT ON 

SOMEONE ELSE’S TAX RETURN? YES ______ NO ______

DID YOU RECEIVE ANY INTEREST/DIVIDENDS INCOME LAST YEAR? YES___ NO ___

DO YOU HAVE A BUSINESS? YES _____ NO_____ DO YOU HAVE 1099? YES____ NO ____

DO YOU HAVE ACCESS TO LAST YEAR’S TAX FILE IF NEEDED? YES ___ NO ___

DID YOU MAKE ANY IRA CONTRIBUTIONS? YES _____ NO_____

DID YOU OR YOUR SPOUSE PAY ALIMONY LAST YEAR? YES ____ NO ____

DID YOU HAVE HEALTH INSURANCE FOR THE ENTIRE YEAR?
YES _____ / NO_______MONTHS _____ WHICH MONTHS NONE? _____  
FOR TAX REFUND DEPOSIT

PLEASE LIST ROUTING # _______________________ ACCOUNT # ________________________

CHECKING ________ (OR) SAVINGS _______   NAME OF BANK _________________________

DRIVER’S LICENSE # ___________________________________STATE _____________________
DATE ISSUED ___________________________        DATE EXPIRED ________________________
**CURRENT COLOR COPY OF DRIVERS LICENSE
CIRCLE ANY INFORMATION BELOW IF YOU HAVE APPLICABLE?

CHILD CARE PROVIDER 

CAR TAG TOTAL


MEDICAL EXPENSES 



CHARITY CONTRIBUTIONS 
MORTGAGE/PROP TAXES

BUSINESS EXPENSES


PLEASE SIGN AND DATE BELOW THAT ALL STATEMENTS CHECKED OR ANSWERED ARE TRUE AND ACCURATE TO THE BEST OF YOUR KNOWLEDGE.

______________________________________________________________________

TAXPAYER






            DATE

______________________________________________________________________

SPOUSE 







 DATE

______________________________________________________________________

AGENT/WITNESS 





            DATE
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