
Taxpayer:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No
treet Address:_________________________________ City:__________________ tate:_______ ip Code:_________
chool District:____________________ Primary Phone:____________________ mail:_________________________

Photo D:       DL       Passport       ilitary     Other Go  ssued D:______________________  tate of ssuance:______
D Number: _______________________    ssue Date:___________________     xpire Date: ____________________   

Taxpayer:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No
treet Address:_________________________________ City:__________________ tate:_______ ip Code:_________
chool District:____________________ Primary Phone:____________________ mail:_________________________

Photo D:       DL       Passport       ilitary     Other Go  ssued D:______________________  tate of ssuance:______
D Number: _______________________    ssue Date:___________________     xpire Date: ____________________  

Please indicate if any of the following information has changed since last year.
Yes      No      Name change:___________________________________________________________________________
Yes      No      Any dependent changes:__________________________________________________________________
Yes      No      Daytime phone update:___________________________________________________________________
Yes      No      mail update:___________________________________________________________________________
Yes      No      Legal address update:_____________________________________________________________________
Yes      No      ailing address update:___________________________________________________________________

Dependent (s) ocial ecurity Card re uired for each dependent.
Dependent:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No
Dependent:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No
Dependent:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No
Dependent:_______________________ DO :_________ N:_______________ ealth Care Co erage:        Yes         No

D
All of the information belo  is re uired in order to claim the Child Care Credit

Number of ualifying Children _________ Amount of ualified penses: ____________

erson rgani ation ho rovided Care: ______________________________________________________________



L S D  



L S D  

Charitable Donations:
Contribution to a Charity
Yes      No     Cash Contributions $________________
Yes      No     Check Contributions $________________
Other (Donation of Clothes, Furniture, etc.)
Yes      No      Contribution Amount $________________

# of miles: _____________    Lodging: $_____________     Other: $_______________

Please list any additional information that may be useful for your tax professional to be aware of. 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________

Tax Planning/Goals 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________

Direct Deposit Bank Account Information
Name on the account:__________________________________
Bank Name:__________________________________________
Account Type:          Checking              Savings
ABA Routing Number: ___________________
 (9 digit number on the left side of the check or savings slip)
Account Number:_________________________
 (the middle set of numbers after the routing number before the check number
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