
_____ 

 

_____ 
_____ 
_____ 

Cancella�on/Refund 
Policy  

• More than 6 weeks prior 

to the 1st day of class, you 

will receive a refund minus 

a $25 administra0ve fee 

• 4 - 6 weeks refund minus 

$50 administra0ve fee 

• 4 weeks prior to 1st day of 

class, NO REFUND 

• Refund request must be 

received in wri0ng. 
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Class Date EARLY Registra0on 
            Deadline  

July 28, 2015 

Dec. 14, 2015 

April 28, 2016 

Aug. 1, 2016

 

Sept. 8, 2015  

Jan. 25, 2016 

May 9, 2016 

Sept. 12, 2016 

 

EARLY Fee    Regular Fee 
     $75             $100 
  _____ 

_____ 
_____ 
_____ 

_____ 
_____ 
_____ 
_____ 
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Class Date EARLY Registra0on 
            Deadline  

July 28, 2015 

Dec. 14, 2015 

April 28, 2016 

Aug. 1, 2016

 

EARLY Fee    Regular Fee 
     $83                $110 
  _____ 

_____ 
_____ 
_____ 

_____ 
_____ 
_____ 
_____ 

Sept. 9, 2015 

Jan. 26, 2016 

May 10, 2016 

Sept. 13, 2016 
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Class Dates EARLY Registra0on 
            Deadline  

July 28, 2015 

Dec. 14, 2015 

April 28, 2016 

Aug. 1, 2016

 

EARLY Fee    Regular Fee 
     $465             $620 
  _____ 

_____ 

CANCELLED_____ 
_____ 

_____ 
_____ 
_____ 
_____ 

Sept. 10-13 2015 

Jan. 27-30, 2016 

May 11-14, 2016 

Sept. 14-17, 2016 
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Class Dates EARLY Registra0on 
            Deadline  

Aug. 18, 2015 

 

 

Dec. 14, 2015 

April 28, 2016 

Aug. 1, 2016

 

EARLY Fee    Regular Fee 
     $248             $330 
  _____ 

 

_____ 
_____ 
_____ 

Oct. 1-2, 2015 

 

 

Jan. 25-26, 2016 

May 9-10, 2016 

Sept. 12-13, 2016 

1.  Par�cipant Informa�on 

Name _______________________________________________________  Job Title_______________________________________________ 

Home Address   ________________________________________________________________________________________________________              

       s t r e e t                      /                          c i t y                          /           s t a t e      /       z i p  

Employer/Organiza0on _________________________________________________________________________________________________ 

Work Address   ________________________________________________________________________________________________________               

       s t r e e t                      /                          c i t y                          /           s t a t e      /       z i p  

Home Phone _________________________   Work Phone _________________________________  Cell Phone _________________________   

Email _______________________________   Fax _________________________________________ Birthday ___________________________ 

Emergency Contact Name/Phone _________________________________________________________________________________________ 

3. Payment                                                        

Total SECTION 2.  ________________ 

�  Cash/Check Enclosed                                                                              

�  Invoice my organiza0on; to the a2en0on of:  

______________________________________________                     

�  Visa      �   Mastercard     �   Discover                                      

Card Number:___________________________________ 

Exp. Date:  _______________  CID Code: _____________ 

Name on Card: __________________________________ 

Card Billing Address/ZIP: 

_______________________________________________

_______________________________________________ 

Signature: ______________________________________ 

 

 2.  Class Choices  
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�  Check here if you have 

a condi0on or need which 

may require an accommo-

da0on and send a wri2en 

descrip0on of your needs 

to Pam Allen (address 

above) at least 2 weeks 

prior to your class. 

I request:  

�   Vegetarian Meals  

�   Gluten Free Meals  
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Registra�on Instruc�ons: 

Online at www.coaw.org                     

Fax THIS FORM to: 303-984-5962 

Mail THIS FORM to: 

Consor0um for Older Adult Wellness 

2575 S. Wadsworth Blvd. 

Lakewood, CO  80227 

Class Dates EARLY Registra0on 
            Deadline  

EARLY Fee    Regular Fee 
     $263             $350 


