
Collections Donation Information Form 
Arab American National Museum 

Collections Offer 
13624 Michigan Avenue 

Dearborn, Michigan 48126 
Donor Contact Information  
Name: ________________________________________________________________________________  
Address: ______________________________________________________________________________  
Day Phone: ______________________________    Evening Phone: _____________________________  
Email Address: _________________________________________________________________________  
Object Information 
Please list the items that you are interested in donating to the Museum with a detailed description. Also include a 
photograph of each object taken alongside a ruler, if possible.  
Name/Kind of Object(s): _________________________________________________________________  
Name of Owner (if different from above): ____________________________________________________  
Date of Object: ______________ Measurements (length x width x height): _________________________  
Condition:     ___ excellent     ___ very good     ___ good     ___ fair     ___ poor  
Historical Background: 
Please provide any historical information about the object. Attach additional pages if necessary. 

• How was this item used and by who?   
• When and where was it used?   
• Is there cultural significance to the object (i.e. ceremonial, traditional, etc)?    

Family History Information:  
Please answer as completely as possible. Attach additional pages if necessary. 

• Where did your family come to the U.S. from? What year?   
• Where did they settle and how did they make their living?   
• Where do the offspring currently reside, and what are their occupations?   
• Are there significant events in your immigration story, or other details you feel are important to share?
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