
DROP-OFF Information Checklist 

for New Client’s (or changes)

Welcome to Axe the Taxes Accounting Service Inc.  We ask that you spend a few minutes completing the

following form. Please fill out as much as possible, but only if it applies to you. 

 Yes    No     Last year here? _______________ 

Phone: __________________________ E-mail: _________________________________________________________ 

Spouse or Common-law partner information:   Filing return?      Yes    No 

(Information still needed even if not filing) 

First Name: ___________________________   Initial: ______ Last Name:  ___________________________________ 

SIN:  __________________________ Date of Birth: ___MMM / DD / YYYY __Net Income: __________________

Phone: ___________________________ E-mail: ________________________________________________________ 

Dependents:      Filing return?   Yes          No 

(oldest to youngest) 

First Name Last Name Date of Birth Net Income Relationship Post-Secondary 

Student 

Claims Disability  
’ ’ ’ ’ ’

Client Information: 

First Name: ___________________________   Initial: ______ Last Name:  ___________________________________ 

Social Insurance Number (SIN): ____________________________ Date of Birth:  ____MMM / DD / YYYY ______ 

Mailing Address: __________________________________________________________________________________ 

City: ___________________________________ Province: __________________ Postal Code: ___________________ 

Marital Status:   Single    Married   Common-law  Widowed  Separated  Divorced

If status changed last year, date: ________________ Province of Residence on December 31st: ___________________
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First time visiting Axe the Taxes Accounting?

’

[

’
[

’

[

’

[

’

[

’


	Checkbox_1: Off
	Checkbox_2: Off
	Checkbox_3: Off
	Checkbox_4: Off
	Text_2: 
	Text_3: 
	Text_4: 
	Number_1: 
	Number_2: 
	Date_1: 
	Text_5: 
	Text_6: 
	Text_7: 
	Text_8: 
	Checkbox_5: Off
	Checkbox_6: Off
	Checkbox_7: Off
	Checkbox_8: Off
	Checkbox_9: Off
	Checkbox_10: Off
	Date_2: 
	Text_9: 
	Text_10: 
	Text_11: 
	Checkbox_11: Off
	Checkbox_12: Off
	Text_12: 
	Text_13: 
	Text_14: 
	Number_3: 
	Date_3: 
	Text_15: 
	Text_16: 
	Text_17: 
	Checkbox_13: Off
	Checkbox_14: Off
	Text_18: 
	Text_19: 
	Text_20: 
	Text_21: 
	Text_22: 
	Text_23: 
	Text_24: 
	Text_25: 
	Text_26: 
	Text_27: 
	Text_28: 
	Text_29: 
	Text_30: 
	Text_31: 
	Date_4: 
	Date_5: 
	Date_6: 
	Date_7: 
	Date_8: 
	Date_9: 
	Date_10: 
	Text_32: 
	Text_33: 
	Text_34: 
	Text_35: 
	Text_36: 
	Text_37: 
	Text_38: 
	Text_39: 
	Text_40: 
	Text_41: 
	Text_42: 
	Text_43: 
	Text_44: 
	Text_45: 
	Checkbox_15: Off
	Checkbox_16: Off
	Checkbox_17: Off
	Checkbox_18: Off
	Checkbox_19: Off
	Checkbox_20: Off
	Checkbox_21: Off
	Checkbox_22: Off
	Checkbox_23: Off
	Checkbox_24: Off
	Checkbox_25: Off
	Checkbox_26: Off
	Checkbox_27: Off
	Checkbox_28: Off


