
SCH A WORKSHEET 
 

 
 
Client Name:  

  
 
tax Year:  

 
  

MEDICAL EXPENSE 
 

  
VISION EXPENSE 

DOCTOR VISIT (copay)   

Prescriptions Drugs 
 

 Glasses  

Long-Term Care Ins.  
 

 Contact Lenses  

Thmtrs & Bandages   VISION (Copay) 
 

 

OPERATIONS   Other:  
 

 

Lab & X-Ray    
 

Orthopedic Shoes  
 

 DENTAL EXPENSE 

Therapy session COST  
 

 Dental Insurance (copay)  

physical therapy  
 

 oral surgery  

Canes/Crutches/Braces  
 

 Dentures/ Braces  

Wheelchairs  
 

 Dental implants   

Vaporizers  
 

 TOOTH EXTRACTIONS   

Medical Miles Driven  
 

 Other:   

Other:  
 

 
 

 Other:   

Other:  
 

 
 

 Other:  
 

 

 
 

 



Sch A Expense Worksheet  
 

 

 

 
 
 
 

 

Taxes you paid 
 

contributions 
Real Estate Tax  

 
 Gifts by Cash  

DMV FEES   
 

Gifts by Check  

Prepaid property tax  
(purchase of home) 

  
 

 Other than Check/Cash   

  CHARITY 
  
 

Unreimbursed employee expense (W2 Employee only) 
 NAME:  

Clothing & Uniforms  
 

 NAME:  

Work-Related Education   
 

 NAME:  

Travel   
 

 NAME:  

Union Dues  
 

 NAME:  

Licenses  
 

 NAME:  

Other:  
 

 Name:   

Other:  
 

 Name:  

OTHER EXPENSES  Name: 
 

 

 Job Search Expenses  
 

 Name:  

Last Year's Tax Preparation 
Fee  

 
 

 Name:  



Sch A Expense Worksheet  
 

 

 
 

Can you provide documentation BELOW to substantiate your expenses? 
 

 
 

                                               
Medical bills 
Medical receipts 
Dental bills 
Mileage receipts 
charity Receipts  

 
Mortgage statement 
Property tax statement 
Insurance statement 
Investment statement 
Miscellaneous deduction receipts 

 
 

 
 
 
By signing this form, I confirm that I have provided MJS & Associate with accurate information, supported by  
the necessary documents. I have ensured that I retain all the documents and other data that form the basis  
of my expenses on this return. This includes receipts, invoices, bank statements, and other relevant documents. 
 
 

 
 "I declare under penalty of perjury that the information provided, whether written or verbal, is true and accurate.  

        This means that I am legally bound to ensure that the provided information is truthful and correct.  
        Falsifying or misrepresenting information could result in civil or criminal penalties." 

 
 
 

 
This document executed on   _________________________________________________________    
 
 
 
Print Name: _____________________________________________ 
 
 
 
  Signature: ____________________________________         Date: _________________ 
 
 

As per the IRS, it is mandatory to report all income you receive, regardless of the source. You must also keep and maintain records to support  
all the items mentioned on your return. For claiming deductions related to charitable contributions, travel, auto mileage, computer use, etc.,  
specific written records are necessary. At MJS & Associates, we are your advisors and preparers, but you are ultimately responsible for your 
 return accuracy and overall correctness. 
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