
VULNERABLE PERSON INFORMATION 
FOR USE BY PUBLIC SAFETY OFFICIALS 
COLUMBIA CITY POLICE DEPARTMENT 

 
 

LAST NAME: ____________________________ FIRST: ___________________________ MIDDLE: ___________________ 
 
DATE OF BIRTH: _________________  NICKNAME: __________________________________________ 
 
ADDRESS: _________________________________________________________________ 
 
CITY: ________________________________________________ PHONE: __________________________________ 
 
HEIGHT: ________________ WEIGHT: _____________ SEX: _______ 
 
HAIR: __________________ EYES: ________________ GLASSES: ____________________ 
 
SCARS/MARKS/TATTOOS: ______________________________________________________________________________ 
 
DESCRIPTION OF VULNERABILITY: ______________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
SPECIAL NEEDS: ______________________________________________________________________________________ 
 
MEDICAL NEEDS: ______________________________________________________________________________________ 
 
COMMENTS: __________________________________________________________________________________________ 
 
PHYSICIAN: __________________________________________ PHONE: ____________________________________ 
 

PARENT/GUARDIAN EMERGENCY CONTACT INFORMATION (Please Print) 
 
LAST NAME: ____________________________ FIRST: ___________________________ MIDDLE: ___________________ 
 
DOB: _______________   RELATIONSHIP: _________________________________________________________ 
 
ADDRESS: _________________________________________________________________ 
 
CITY: ________________________________________________ STATE: _______ ZIP: _______________ 
 
HOME PHONE: ______________________________ WORK PHONE: ____________________________________ 
 
CELL PHONE: _______________________________ OTHER PHONE: ___________________________________ 
 
I UNDERSTAND THE INFORMATION INCLUDED ABOVE IS BEING PROVIDED VOLUNTARILY AND WILL BE 
MAINTAINED BY THE COLUMBIA CITY POLICE DEPARTMENT FOR EMERGENCY SERVICES.  THIS 
INFORMATION MAY BE SUBJECT TO THE PUBLIC RECORDS ACT AND MAY BE RELEASED IN THE EVENT OF A 
PUBLIC RECORDS REQUEST. 
 
________________________________________________ ________________ 
SIGNATURE       DATE 
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