REGISTRATION – ADULT PROGRAMS
Ski Lift Inc., d.b.a. Showdown Montana, PO Box 92, Neihart, MT  59465  (406)236-5522  

Fax (406)236-5523  Town Office (406)727-5553  www.showdownmontana.com

One Form for Each Participant, FRONT & BACK!
Participant Name:  __________________________________________ Age:  ___________

Mailing Address:  ____________________________________________________________

Street/PO


City 



State
 
 Zip

Telephone:  __________________________  Cell:  _________________________________
Email:  _____________________________________________________________________

A minimum of 6 individuals required for each discipline to continue.
All fees are for programs only.  See our Season pass deals.
___ Alpine Skis
___ Telemark Skis

___ Snowboard       

Please indicate the program you plan to participate in:
______  Peak Performance   Jan. 14,21, 28, and Feb. 4, 11

Fine tuning skills and overcoming mental blocks.
Before Oct. 1 $115    Oct. 2-29 $120    Oct. 30-Dec. 31 $140
The reason for staggered prices this season is to assist us in planning for the best camp possible. It becomes very hard to plan as registrants enter closer to the start of programs Saturday, January 14.

Call 1-800-433-0022 to discuss other possibilities for adults to enhance their skiing or riding.
Office Use Only                                                                                                                          

Total Due:  ____________
Date Paid:  ______________   
  Invoice #:  __________

OVER, PLEASE…
IN CASE OF EMERGENCY, CONTACT:

________________________________________________  Relationship:  ______________

Address:  _______________________________________  Phone:  ___________________

PLEASE INDICATE IF YOU HAVE ANY OF THE FOLLOWING CONDITIONS AND EXPLAIN:

____ Allergies
____ Learning Disability   ____ Hearing Impairment     ____ Diabetic

____ Visual Impairment
____ Medications
____  Epileptic 
____Other (please describe)

LIABILITY RELEASE – PLEASE READ CAREFULLY

The undersigned hereby represents that he or she desires to take part in the programs offered by SHOWDOWN MONTANA.  Further, the undersigned warrants and represents that he/she is in good health and that there are no special conditions that have not been listed on the registration form.  

I understand and accept the fact that Alpine Skiing in its various forms is a hazardous sport that has many dangers and risks.  I realize that injuries are a common and ordinary occurrence of this sport.  

I agree, as a condition of being allowed to use the ski area facilities, premises, and to take part in this program, that I freely accept and voluntarily assume all risks of personal injury or death or property damage, and release SHOWDOWN MONTANA and its agents, employees, directors, officers and shareholders from any and all liability for personal injury or property damage which results in any way from conditions on or about the premises and facilities, the operations of the ski area including, but not limited to grooming, snow making, ski lift operations, notions or omissions of employees or agents of the area, or my participation in skiing or other activities at the area, accepting myself the full responsibility for any and all such damage or injury of any kind which may result.  

I, the undersigned, have read and understand the terms of the above Multi-day Adult Programs and the release agreement which is an essential part of it, I am signing freely and of my own accord, realizing it is binding upon myself, my heirs and assigns, and in the event that I am signing it on behalf of any minors, that I have full authority to do so, realizing its binding effect on them as well as myself.

Participant Signature:  ___________________________________  Date:  _________

AUTHORIZATION FOR MEDICAL TREATMENT

This is to authorize any employee of SHOWDOWN MONTANA to seek medical attention in the event of sickness or accident.  I accept full responsibility in the event of such treatment.  I would prefer to be treated by 

Dr. __________________, but understand that if he/she cannot be reached any available physician has my permission to take necessary steps.

Insurance Plan:  _______________________________  Policy #:  ____________________

Participant Signature:  ______________________________________  Date:  __________

Updated 12/16/11
