
 

REQUEST FOR TAX RETURN COPIES 
 

NAME:  ____________________________  Phone Number: ____________________________ 

ADDRESS:  ________________________________________________________ 

CITY:   ____________________________ State: ______________   Zip: ______________   

 LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER:    _________________________________    

REQUESTED TAX YEARS:  ______________ ______________     

    ______________ ______________     

 

COPIES TO BE SENT BY: 

  Email Address  ________________________________________  or 

  Mailing address ________________________________________ or 

  Office pick up ______________  Date/Time   ______________  

    

 

Taxpayer Signature: ________________________________________________________   

          Date:  ________________________________________________________    

 

 

 

Please return this form via fax to 224-944-0620 or 

Email: support@arcitaxes.com  or 

Contact us for instructions 224-628-4437 

 
 

mailto:support@arcitaxes.com

