
Information Collection Sheet
A Program of Masonic Children’s Foundation

Providing any of the below information is voluntary, however the more information you provide, the better this resource will work
for you if it is needed. Remember the Masonic Children’s Foundation retains none of this information. 

Personal Information

First Name: Last Name:Middle Initial:

Home Phone Number: Alternate Phone

Nickname: Date of Birth: (MM/DD/YYYY e.g. 04/16/2008)

Place of Birth: Home Street Address:(e.g. Independence, MO)

State: Zip Code: City:

MaleGender: Female

feet inchesHeight: 

Weight: pounds

Race: May Select
More than One

Asian

Native Hawaiian or Pacific Islander

American Indian/Alaskan NativeBlack/African American White

Gray HazelEye Color: Blue Green Brown

Hair Color: Black Bald Blonde/StrawberryBrown Red/Auburn

Hispanic/Latino

Emergency Contact: 
We recommend using someone other than a parent, grandparent, aunt, uncle, friend, etc. 

Name: Phone #:

Distinguishing Marks: (e.g. scars, moles, birthmarks, etc.)
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The information provided by the parent/guardian on this form is for the sole purpose of creating a personal MoCHIP Child
Identification Packet for the stated child. This completed Child Information Data form will be returned to the parent/guardian along

with the MoCHIP Packet. No information about the child will be retained by MoCHIP or the Masonic Children’s Foundation. 

Medical and Dental Information

Child’s Medical Provider: Medical Provider Phone #:

Medical Needs: Yes No

Specific Medical Needs: 

Medical Conditions: 

(e.g. wheelchair, inhaler, etc.) 

(e.g. cerebral palsy, asthma, etc.) 

Medications:

Known Clubs & Associations: (e.g. Cub Scouts, Soccer, etc.)

Other Information

Information Collection Sheet
A Program of Masonic Children’s Foundation

Zip Code: City: State: 

Name of Parent, Legal Guardian, Custodial Parent, or Relative Caretaker:

Address:

Parent Phone #: Parent Cell #: Parent Work #: 
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Zip Code: City: State: 

Address:

Parent Phone #: Parent Cell #: Parent Work #: 

Child’s Dentist: 

Zip Code: City: State: 

Address:

Dentist Phone #:

Zip Code: City: State: 

Address:

Name of Parent, Legal Guardian, Custodial Parent, or Relative Caretaker:
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