[image: image1.jpg]P Y
PEMOLAY



Colorado DeMolay

Individual Conclave Registration

(If you are registering with your Chapter 
please return to Chapter Advisor)

June 25 – 28, 2009

The Winter Park Mountain Lodge
81699 U.S. Highway 40, Winter Park, Colorado 80482

· Registration includes 3 nights stay, all meals, activities, and a yearbook.
· Deadline for registration is May 1, 2009. Any registrations received after this date will be subject to a $25 late fee and will not be guaranteed.

· Conclave Fees

· Youth $165, 4 per room

· Adults $200, 2 per room

· Make checks payable to “Colorado DeMolay”

· Mail to: Debra Reiter, Conclave Coordinator, 8320 Chipita Park Road, Cascade, CO 80809

· You are not registered for Conclave until all of the following are received;
· Signed youth or adult medical release form

· Signed Colorado DeMolay Conclave guidelines agreement

· Appropriate fees

· Registration form
Name: ________________________________ Age (if under 21) ______________
Address: ___________________________________________________________

City, State, Zip: ______________________________________________________
Phone: ____________________________ Email ___________________________

Chapter: _____________________ Position in Chapter ______________________

Diet Restrictions: ____________________________________________________
	
	
	Qty
	Amount

	Youth Registration , 4 per room
	$165.00 each
	
	

	Adult Registration, 2 per room
	$200.00 each
	
	

	Extra Friday Banquet Tickets
	$ 25.00 each
	
	

	Extra Saturday Banquet Tickets
	$ 25.00 each
	
	

	
	
	Total Due
	


Colorado DeMolay Conclave Guidelines
1. Enjoy yourself.

2. Only members and those who have signed the required forms will be allowed at each DeMolay event.
3. Youth will respect the authority of each Advisor involved in the Program. In the event that this respect is not given, parents will be immediately informed.
4. Excessive and foul language and behavior will not be tolerated.

5. Use trash containers provided. Please don’t throw trash anywhere other than the containers provided.

6. For your safety, NO youth will be allowed to leave the Hotel premise unless escorted by a Parent or TWO Advisors. (Parents will be notified for infractions of this rule.)

7. No tobacco products, alcohol, or other controlled substances.  Colorado DeMolay maintains a ZERO TOLERANCE POLICY with regards to the use of alcohol, illegal drugs, or hazing of any kind at any DeMolay function. This policy applies to both active DeMolays and adult volunteers.

8. If a discipline problem is deemed serious enough, the Parents will be notified and the Youth will be sent home.

9. For the protection and safety of all Conclave participants, Colorado DeMolay reserves the right to search all rooms and personal luggage for any and all contraband.
10. At checkout rooms need to be orderly; trash picked up, towels in bathroom, bedding on bed, so as not to embarrass yourself or Colorado DeMolay. 
I have read and agree to follow these guidelines.

__________________________________________________  ________________________

Signature







Date

__________________________________________________  ________________________

Parent  Signature if under 21





Date

Colorado DeMolay

Youth Permission/Medical Release Form

Name _________________________________________________ Chapter_______________________

Address ___________________________________________________________ Zip _______________

Phone ________________________________________  Age _____________ Grade _______________

Parent/Guardian’s Name ________________________________________________________________

I give permission for my child to join the DeMolay of Colorado, in the activities sponsored by the State Organization, its staff, and sponsors. I hereby release them from responsibility and liability for any illness or injury that my child may sustain during this activity. In the event of an emergency, I hereby authorize an adult leader of this activity as agent for me, to consent to any x-ray examination, medical, dental, or surgical diagnosis, treatment, and hospital care advised and supervised by a physician, surgeon, dentist (as appropriate), licensed to practice under the laws of the state where services are rendered, either at a doctor’s office or in any hospital. I expect to be contacted as soon as possible. 

___________________________________________________  ________________________________

Parents Signature





Date

Emergency Phone Numbers 1) ____________________________ 2) ____________________________

Medical Information (Required for all activities)

Allergies ____________________________________________________________________________

Medications being taken _______________________________________________________________

Physical Handicaps ____________________________________________________________________

Medical Insurance Company ____________________________________________________________

Name of Policy Holder ___________________________________ Policy # _______________________

You will not be allowed to participate without a permission slip signed by your parent/guardian on file.

Colorado DeMolay

Adult Medical Release Form

Name _________________________________________________ Chapter_______________________

Address ___________________________________________________________ Zip _______________

Phone ________________________________________  

I hereby release Colorado DeMolay  from responsibility and liability for any illness or injury that I may sustain during this activity. In the event of an emergency, I hereby authorize an adult leader of this activity as agent for me, to consent to any x-ray examination, medical, dental, or surgical diagnosis, treatment, and hospital care advised and supervised by a physician, surgeon, dentist (as appropriate), licensed to practice under the laws of the state where services are rendered, either at a doctor’s office or in any hospital.

___________________________________________________  ________________________________

Signature






Date

Emergency Phone Numbers 1) ____________________________ 2) ____________________________

Medical Information (Required for all activities)

Allergies ____________________________________________________________________________

Medications being taken _______________________________________________________________

Physical Handicaps ____________________________________________________________________

Medical Insurance Company ____________________________________________________________

Name of Policy Holder ___________________________________ Policy # _______________________

You will not be allowed to participate without a permission slip signed and on file.

