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FRIENDS of Broomfield 

Travel Registration Packet  

(2026)  
 

 

Today’s Date:____________________ Trip/s: ________________________________________________ 

General Traveler Information  

Traveler’s Legal Name: First: ________________Middle: __________Last: ________________________ 

Preferred Name: ___________________________________ 

Birth Date: _______________________________________  

Sex: _____M _____ F          

Height: _____   Weight: _____ 

Home Mailing Address 

Street Address: 

__________________________________________________________________________________ 

City: __________________________ State: ______________________Zip Code: ________________ 

Traveler’s Primary Phone Number: 

___________________________________________________________________ 

Email Address: 

___________________________________________________________________________________ 

State ID Information 

Name as written on ID: ___________________________ 

State ID Number: _______________________________ 

State of Issuance: _______     Date of Expiration___________________  

Is this a REAL ID? (There will be a star in the upper right corner) Yes____ No____  

Health Insurance Information (Please provide copies of Health Insurance Cards) 

1. Company Name: _________________________________ Group Number:______________________  

ID Number: _______________________________________ 

2.Company Name: _________________________________ Group Number_______________________  

ID Number: _______________________________________ 
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Contact Information 

Contact #1 Name: ___________________________    Relationship: _______________________  

Primary Phone Number: _______________________________  

Secondary Phone Number: ______________________________ 

Email Address: ________________________  

Should this person be called for in an emergency Yes_____ No_______ 

May FRIENDS send you updates about events? Yes / No  

Contact #2 Name: ____________________________    Relationship: _______________________  

Primary Phone Number: _____________________ 

 Secondary Phone Number: ___________________ 

Email Address: ___________________________  

Should this person be called for in an emergency Yes_______ No_______ 

May FRIENDS send you updates about events? Yes / No  

Residential Service Agency Information   

Agency Name: __________________________________________________________________________ 

Agency Address:_________________________________________________________________________ 

Agency Contact Name: ___________________________ 

Residential Agency Nurse Name: ________________________  

Phone Number: ______________________________ 

Caregiver Name: ___________________________________________________________________ 

Address:______________________________ 

Phone Number:________________________ 

Email Address: _________________________________ 

Billing Information 

Billing Agency: ________________________________  

Contact Name: __________________________________ 

Billing Address: 

_________________________________________________________________________________ 

Phone Number: ______________________________  

Email Address: ______________________________ 
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Traveler Care Information 

Staff to Traveler Ratio  

______1:3 ____1:1(additional fees apply)     

Lodging Arrangements    

______I can share a room with another travel peer       ____I need to share a room with a travel chaperone 

______I want my own room (additional fees may apply)   

Ambulation 

____Needs assistant on unstable ground or stairs         ____ Arm in arm assistance when walking  

____ Need extra time when walking                             ____No help, independent on all terrains       

While Traveling I Will Be Using: 

____ Walker ___ Cane    ____Manual wheelchair       

____ Electric wheelchair    Battery type _______________________ Wheelchair Weight_____________                                                                                                       

____Would you like to use a wheelchair for longer distances?  

____Would you like us to provide a wheelchair for your trip? (Additional fees apply) 

If Wheelchair is Used        

____ Can self-transfer 

____ Bears own weight 

____ Needs full assistance transferring (How 

many people?) 

_____ Needs to use a Hoyer lift for transfers 

______Requires a wheelchair accessible van 

(additional fee may apply) 

Daily Routines 

Usual bedtime:____________     Usual wake-up time:___________ 

Bathes/showers in the:   ____AM ____PM 

Preferred Activity Length:_____________  
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Assistance (check all that apply)     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Dressing and Grooming  Toileting  Bathing 

 No assistance Needed  No assistance needed  No assistance needed 

 Assistance needed  Needs assistance in the 

bathroom 

 Assistance needed 

 Brushing teeth, applying 

deodorant, combing hair, 

shaving 

 Wears incontinent 

products 

 Uses a Shower Chair 

 No assistance needed  Needs assistance with 

incontinence products 

 Needs a Roll-in 

Shower 

      

 Vision  Hearing  Speaking 

 No difficulty seeing  No Difficulty hearing  No Difficulty 

Speaking 

 Wears Glasses  Hard of Hearing  Difficult to 

understand 

 Visually Impaired  Wears hearing aids  Nonverbal 

 Blind  Deaf  Uses signs and 

gestures 

      

 Eating  Money  Lifestyle Choices 

 Eats independently  Manages personal money, 

debit or credit cards, and 

receipts 

 Can have one to two 

alcoholic drinks per 

day 

 Needs assistance 

including having food cut 

up 

 Uses a debit or credit card 

independently 

 Smokes Cigarettes 

 Needs to be fed  Chaperones need to hold 

on to person’s money, 

cards, and receipts 

 Vapes 

 Reads Menus  Has restrictions on what 

they can purchase 

 Uses oral tobacco 
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Give a Detailed Description of all Assistance Needed:  
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Medical History            

My Diagnosis is:  

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Specific Medical Needs: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Allergies:  

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Medical Protocols: (Please attach copies of the protocols)  

__________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Dietary Guidelines:  

__________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Eating Guidelines and Food Restrictions:  

__________________________________________________________________________ 

_________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Adaptive Equipment:  

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
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Check All That Apply  

Seizures YES NO   Asthma 

Controlled YES NO   Pulmonary disease 

Protocol YES NO   Headaches 

Diabetes YES NO   Stomach Problems 

Controlled YES NO   High Blood pressure 

Injections YES NO   Uses portable Oxygen (Please 

describe device below) 

Blood Testing YES NO   Catheter (explain below) 

Protocol YES NO   DNR Order 

Sleep Apnea YES NO   Special Diet 

CPAP 

machine 

YES NO  Other:  

Protocol YES NO    

Allergies YES NO    

Epi Pen YES NO    

Protocol YES NO    

 

Please describe severity and any assistance needed below: 
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Medication  

______ I am independent administering my own medication while traveling  

______ I use and am certified on a Medication Reminder Box (MRB)  

______ Staff will need to administer my medication while I am traveling  

______ I can wear sunscreen 

______Staff may help me apply sunscreen 

*Copy of current Medication Administration Record (MAR) is required for traveling 

Medication: Dosage: Route: Time of 

administration:  

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

PRN’s I take: Symptoms  
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Behavior (Check all that Apply) 

 Physically Aggressive  I need line of sight supervision  Vehicle Safety 

 Verbally Aggressive  History of not listening to 

adults 

 Refusal to leave and area 

 Swearing  History of stealing  Throws Objects 

 Inappropriate Sexual 

Behavior 

 Self-injurious  Other: 

 Inappropriate with others  I wander away from the group   

 Registered Sex Offender  Eloping   

 

_____Traveler has no behavior concerns      

Do you have a behavior plan?  NO___ YES ____If yes, please provide us with a copy 

 

Explain all behaviors marked:  
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Additional Medical Information: 

 

 

 

 

 

 

Likes and Interests (Check all that apply) 

 Shopping 

 Swimming 

 Animals 

 Museums 

 Roller Coasters 

 Slow Amusement Park 

Rides 

 Eating at Restaurants 

 Outdoor activities     

 Walking Outside 

 Elevators 

 Escalators 

 Large Group Settings 

 Small Group Setting 

 Loud environments 

 Music 

 Sports 

 

Tell Us About Yourself: 

 

 

 

 

 Tell Us What you want to see and do while you are traveling:  
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RELEASE AND WAIVER 

I hereby release FRIENDS of Broomfield, a Colorado non-profit corporation, its officers, directors, 

affiliates, employees, independent contractors, agents, volunteers, and each of them (collectively and 

individually, the releases are called “FRIENDS”), from any and all claims, damages, demands, rights of action 

or causes of action, present or future, known or unknown, anticipated or unanticipated, including personal 

injury or death, arising out of or in any manner resulting from my attendance and participation, or the 

attendance and participation of any ward under my guardianship, in travel and event activities sponsored, 

managed or conducted by or under the authority of FRIENDS, including without limitation any claims, 

damages, demands, rights of action or causes of action resulting from or arising out of the negligence of 

FRIENDS. 

 Further, I and any ward under my guardianship, hereby agree to waive any and all such claims, 

damages, demands, rights of action or causes of action, indemnify and hold harmless FRIENDS against the 

same, and covenant not to bring or file any lawsuit, claim or demand for damages on account thereof. Further, I 

and any ward under my guardianship hereby agree to release and discharge FRIENDS from any and all liability 

for any loss or theft of, or damage to, personal property. I understand that the specific nature of potential loss or 

injury is not known at this time, but it is my intention that this Release and Waiver apply to any such unknown 

future loss, damage or injury.  

I am fully knowledgeable of the risks and dangers potentially incident to participation in the travel or 

other event sponsored, managed or conducted by FRIENDS, and agree on my behalf, and that of any ward 

under my guardianship, to assume the risk there and to. I understand that FRIENDS will make no evaluation or 

recommendation, and I will not construe any statement or action as an evaluation or recommendation, with 

respect to whether I am physically fit and able to participate in any such travel or event. I agree to consult a 

physician before undertaking any such trip or event and obtain permission to participate in the travel or event. I 

agree to advise FRIENDS of any advice or recommendations made by any health care professional with respect 

to needs or care that may be advisable with respect to participation in such travel or event by me or any ward 

under my guardianship. I, or any ward under my guardianship, will indemnify hold harmless the entitles or 

persons mentioned in the paragraph from any and all liabilities or claims made because of participating in the 

activities.  

I acknowledge that I have carefully read this Waiver and Release and fully understand its terms, and that 

I and any ward under my guardianship, are legally bound by its terms. I am signing this Waiver and Release:  

( ) On my own behalf, and/or  

 

( ) On behalf of the ward under my guardianship, whose name is: _________________________  

 

______________________________ ____________________________________  _____________ 

Signature     Print name                                                        Date  
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Travel Payment, Cancellation and Refund Policy 

Revised 2026  

 

Trip Deposits 

An invoice will be sent via email upon registration for a trip. A deposit in the amount of $500.00 per trip must 

be made upon receipt of this invoice to hold a spot on a trip. In the event of multiple trips, a deposit of $500.00 

per trip must be paid upon receipt of the invoice. FRIENDS of Broomfield reserves the right to remove a 

traveler from a trip if the deposit is not received in a timely manner.  

Payment Deadlines 

All travelers have one year from the date of the first issued trip invoice to pay for the trip in full. If a traveler is 

registered for more than one trip the previous trip must be paid for in full before the next scheduled trip. 

Exceptions will be considered on a case-by-case basis.  

Prepayments  

Prepayments may only be used for a FRIENDS Travel vacation destination of your choosing and may not be 

transferred to other travelers or be used as spending money on any given trip.  

Trips that have been taken need to be paid off before creating a prepayment account.    

Prepayment funds are to be used on a FRIENDS Travel destination within one year of creating the account.      

If the funds are not redeemed for travel by the expiration date (within the year), they will be 

refunded.  Prepayment funds may not exceed a balance over $4000.00. 

For more information about or to set up a prepaid account please call Jen King (303)404-0123 ext. 1061 or 

email Jking@friendsofbroomfield.org 

Trip Cancellation by Traveler  

Non-Medical Cancellations 

Non-medical traveler cancellation requests for a refund must be made two months or more from the date of the 

trip’s departure. FRIENDS reserves the right to keep the deposit in the event of any cancellation. 

If a trip is canceled for non-medical reasons less than two months from departure, FRIENDS reserves the right 

to charge the deposit plus any non-refundable expenses including airfare, lodging and special events.   

Documented Medical Cancellations  

Traveler cancellation with a documented medical reason will be refunded.  The $500.00 deposit fee will be 

kept.  

 

Cancellation and Rescheduling by FRIENDS of Broomfield 

Cancellation by FRIENDS of Broomfield 

FRIENDS of Broomfield requires a minimum of five individuals to run any of our trips. We reserve the right to 

cancel a trip at any time due to a lack of enrollment. Full refunds will be made if a trip is paid for and FRIENDS 

of Broomfield is not able to fill the trip.  

Delays and Rescheduling  
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Delays or rescheduling due to weather or flight cancellations are out of our hands and FRIENDS of Broomfield 

will not be finically responsible for the consequences of those events. For example, if a group must stay an extra 

night due to flight cancellation or inclement weather, individuals will be billed the additional charges incurred 

for meals, lodging, staffing, vehicle rental, etc. 

Trip dates are subject to change based on airline availability. In the event the trip will be longer than originally 

stated in the catalogue, individuals will be billed for additional charges incurred for meals, lodging, staff, 

vehicle rental, etc. 

If a trip departure is delayed due to inclement weather or delayed by the airline, the group will still travel the 

remainder of the days the trip is scheduled. Individuals will have the choice to continue with the shortened trip 

or receive a partial refund.  

Cancellation Due to a Lack of Documentation and Adequate Medication  

If a traveler arrives on the departure day without the documentation and identification required to travel, 

FRIENDS of Broomfield will remove the traveler from the trip, and no refund will be issued.  If a traveler 

arrives for a trip on the departure day without adequate medication and medical supplies, FRIENDS of 

Broomfield will remove the traveler from the trip, and no refund will be issued.  

 

By signing this document, I agree to all terms and conditions regarding FRIENDS of Broomfield Travel 

Payment, cancellation and refund policy  

______________________________________________________________________________________ 

Signature     Print Name                                                        Date 

 

_____________________________________________________________________________________ 

Guardian Signature             Print Name                  Date 
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FRIENDS OF BROOMFIELD 

PARTICIPANT RELEASE  

OF                            

INFORMATION FOR MEDIA/PUBLIC RELATIONS AND MARKETING PURPOSES 

 

FRIENDS of Broomfield is committed to protecting the privacy of our individual’s Protected Health 

information. That’s why we must obtain your written consent before we can photograph you or share Protected 

Heath Information for use in news stories or promotional materials. Only you and your team of caregivers may 

provide details about your case and Protected Health Information to a FRIENDS of Broomfield Staff. Please review 

the following facts and assure your questions are fully answered by a FRIENDS of Broomfield Staff before signing 

this form. You are entitled to receive a signed copy. 

FREQUENTLY ASKED QUESTIONS 

 

Who will use my information? A FRIENDS of Broomfield staff may share your images or information 

[example: your name or program of participation] with journalists or the public for promotional purposes, such 

as advertising, brochures, web pages, publications or news stories. All images used for promotional purposes will 

be respectful and dignified. 

What happens after my photos and information go public? Once stories, photos, audio and videotape enter 

the public domain, it’s important to understand that other outlets are free to use them too. For example, 

photos and stories in the Broomfield Enterprise can be picked up by news wires, reprinted by other websites 

and broadcasted by radio and television stations. 

Before you sign this form, make sure you are comfortable with the amount of public recognition you may 

receive. FRIENDS of Broomfield control  how – or  how  long – news outlets use or distribute your information, 

photos and videotape for future stories. We also cannot guarantee that other organizations will not display your 

publicized images or information on their own websites. 

I’m not sure I want to make my information public. Do I have to sign this form? Absolutely not! Signing 

this form is your choice alone and will have no effect on your care or support from FRIENDS of Broomfield. 

May I withdraw my consent? You may cancel or revoke your authorization at any time by writing to 

FRIENDS of Broomfield, 11851 Saulsbury St, Broomfield CO 80020; however, if we have already used the 

information and disclosed it as provided by the authorization, we will not be able to revoke your 

authorization. 

Do I approve each photo before use? By signing this form and selecting Option #1 you are giving FRIENDS 

permission to use our best judgment on the photo(s) we choose to use of you. Option #2 requires FRIENDS to get 

your signed permission each time a photo of you is used. 
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When does my consent expire? If no date is recorded, your consent expires 12 months after the date of your 

signature. Expiration Date (if less than 12 months)  . 

SIGNATURE 

I have read this form, and all my questions have been answered. My signature confirms that I understand and 

accept all the above conditions and prove the use of my images by FRIENDS of Broomfield. I also understand that if  

FRIENDS features me in a media/public relations and marketing purpose that is not listed above that FRIENDS 

will acquire a specific release of information for that purpose. 

 

Signature (Participant or Guardian) Print (Participant or Guardian Name) 

 

  

Date        Participants Name (if Guardian) 

 

OPTION #1: 

 

I  [Person’s name] agree to participate in an interview, provided 

details about services and/or have photographs, audio or video recordings made 

of myself, for: 

 FRIENDS of Broomfield brochures or publications 

 FRIENDS of Broomfield website(s) 

 FRIENDS of Broomfield Social Media [including but not limited to: Facebook and Twitter] 

 FRIENDS of Broomfield- related stories in the news media, including but not limited 

to newspapers, television, radio, magazines and online publications. 

 Marketing/advertising by FRIENDS of Broomfield, including possible storage in 

a photo or video archive for future promotional purposes. 

PLEASE LIST SPECIFIC INFORMATION YOU DO NOT WANT DISCLOSED: 

OPTION #2: 

I  (Person’s name) would like FRIENDS to get my permission 

each time a photograph, video or interview of me is used by FRIENDS. 


