Australian Council of Stoma Associations Conference (insert year)
Thursday (insert date) to Sunday (insert date)
(insert venue name) 

(insert venue address-line 1)

(insert venue address – line2)
Phone: (insert phone number)
Fax: (insert fax number)


ACCOMMODATION  RESERVATION  REQUEST
Please complete and return with payment by (insert date)
Name:

____________________________________________________________________________
Address:
______________________________________________________ Post Code: _____________
Telephone:
   __________________________________  Fax*:  ____________________________________
Email*:
   ______________________________________________
*Please send my accommodation confirmation by fax/email

Accommodation required:
Queen Room:
(insert) per room per night including 2 full buffet breakfasts

Twin Room:
(insert) per room per night including 2 full buffet breakfasts

Arrival Date: ____________________ Departure Date:____________________
Guest Names:

1. ____________________________________________

2. ____________________________________________

To secure a room at the negotiated conference accommodation rate, bookings are to be submitted by no later than (insert date). Reservations received after this date are not guaranteed. A deposit equal to one night’s accommodation is required at the time of booking. 
Payment of deposit by (please circle):  
CHEQUE
CREDIT CARD

Credit Card Type:
(please circle)
VISA
MASTERCARD
AMEX
DINERS

Cardholder Name:
_______________________________________________
Card Number:  
________________________________________________        Expiry: ________________
Cardholder Signature:
________________________________________________
Please quote “Australian Council of Stoma Associations” when making direct bookings

Booking will not be confirmed until CONFIRMATION FAX/EMAIL RECEIVED
All bookings are subject to availability
