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)

Registration Form
Please complete and return with payment by (insert date)
Surname:
___________________________________   Given Name: _______________________________
Address:
______________________________________________________   Post Code: _____________
Telephone:
   ___________________________________    Fax:  _____________________________________
Email:
   ______________________________________________
Association:
 _______________________________________________
Position:
Delegate (     )          Observer (     )         Other (      ) Please specify ____________________
Accompanying Person: Surname: ____________________ Given Name: ______________________
FULL CONFERENCE REGISTRATION*: 2 DAYS @ $(insert) per person


$________
DAY CONFERENCE REGISTRATION* : FRI/SAT (please circle) @ $(insert) p/day

$________
* Conference registration includes Morning tea/lunch/afternoon tea











Subtotal
$ ________

PLUS CONFERENCE SOCIAL FUNCTIONS


CONFERENCE WELCOME FUNCTION – THURSDAY EVENING*

* No additional charge for registrants and partners, $(insert)  each per  non registrants
PLEASE INDICATE ATTENDANCE:



Registrant (     )
  Partner (     )
Non registrant x ______ @ $(insert) per person


$ ________

CONFERENCE DINNER DANCE – SATURDAY EVENING  @ $(insert) per person x _____
$ ________

Please indicate special dietary requirements:

Vegetarian (    )
    Fish (    )    Gluten Free (    )    Lactose Free (    )    Diabetic (    )

Other: ____________________________________________________________
SUNDAY OUTING- (INSERT DETAILS) @ $(insert) per person x _________


$ ________

TOTAL PAYMENT ATTACHED:
$ __________

Please make cheques payable to (insert)

All correspondence to: (insert)
