
 

Child Identification 

 

Date This Is Completed: ___________________ Child’s Birth Date: ____________________ 
 
Child’s Name: ___________________________ Nickname: __________________________ 
 

 
Height: ____________  Weight: ___________
   
Eye Color: __________ Hair Color: _________       
 
Medications: _____________________________ 
 
________________________________________ 
 
Chronic Allergies/Illnesses: _________________ 
 
________________________________________ 
 
My child wears:  

 glasses    contact lenses   braces on teeth 
 
Others: ________________________________ 
 

 

 
Identifying marks (Birthmarks, scars, etc.) 

 
Features and Characteristics: ______________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 

Photo Fingerprints 

 
 
 
 
 
 
 
 
 
 
 
 
Date of Picture: ________ 
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