










 ARIZONA 
DISTRICT RALLY 
“Tucson Memories”  

Host Hotel: Palo Verde Inn 
I-10 X264A (Palo Verde Blvd) Tucson 

Rate: $49 / room;  $64 / suite 
( 520 ) 294-5250   

--------------------------------------------------- 
Beaudry RV Resort will provide 

special rates for RV parking/camping 
Call 888-500-0789 and use code G-30 

REGISTRATION  

   cost   qty     total 

GWRRA Members  

   $15 ____ $      .00 

Non-GWRRA Member 

   $17 ____ $      .00 

 

PRE-REGISTRATION TICKET SPECIALS: 
Grand Prize Tickets  
  $ 5.00 ea _____ $      .00 

[prizes donated by numerous vendors] 

50-25-25 Tickets  

    1 for $1;   _____ $      .00  
    6 for $5;  
 15 for $10;  
 40 for $20        [ $1 each on-site ] 

   cost  qty    total 

POKER RUN …  $ 5/hand   ___ $ __.00 
1st place =$500;  2nd place=$250;  3rd place=$100 

 

TRIKE COURSE…..  $10 ___ $ __.00 
Trike course is Friday, October 19 at 10:00 AM. The $10 
fee is refundable when you complete the course. 

 

* Day Passes ……  $10  ___ $ __.00 
*Day pass allows you into Vendor and meeting areas. 

Seminars, Day Rides,   $       FREE  .   
Sunshine and fun  

…..……………………………………………….... 

 

Total enclosed $                    .00 
……………Make checks payable to ………... 

GWRRA-Arizona District  

MAIL TO: 
Diane Lumpkin 

9366 E. Stella Rd 
Tucson, AZ 85730 

 
RIDER: ________________________________________________   GWRRA# ________________  
 
CO-RIDER: _____________________________________________ GWRRA# ________________ 
 
ADDRESS: _________________________________________________________________________________ 
 
CITY: _____________________________________ STATE: ___________ ZIP: _________________ 
 

Each of the undersigned agrees to hold harmless the GWRRA, cosponsoring organizations and businesses, and property 
owner or owners for any loss or injury to self or property in which the entrant may become involved in by reason of par-
ticipation in the event. Each entrant also agrees to assume responsibility for any property which they knowingly damage. 

 
 
Rider Signature: ___________________________________________  DATE: _________________ 
 
Co-Rider Signature: _________________________________________ DATE: _________________ 

October  
19-21, 2007 



 

EMERGENCY INFORMATION FORM 

[Do Not Remove Helmet Until I am Examined by a Doctor] 

Date:__________________________ 

Name: ________________________________________________________________________________________________ 

Address: __________________________________  City: _________________  State/Prov/Zip: ________________ 

Home Phone: ___________________________________   Work Phone: ___________________________________  

Date of Birth: _______________________   Sex: _________   Social Security #: _________________________ 

Drivers License #: ______________________________________________________   State: __________________ 

Employer/Phone: ___________________________________________________________________________________________________ 

Emergency Contact/Name: ________________________________________________________________________________________ 

Relationship: ________________________  Phone/Home: _______________________  Work: _____________________ 

Address: ___________________________________  City: ______________________  State/Zip: ____________________ 

Blood Type: _________________________________   Wear Contact Lenses:   Yes: ________ No:________ 

Blood Pressure: ______________________________   Wear Dentures:             Yes: ________ No:________ 

Health Insurance: 

Company: ______________________________________________ 

City/State: _____________________________________________ 

Phone: _________________________________________________ 

Policy/Group #: ________________________________________ 

Vehicle Insurance: 

Company: ______________________________________________ 

City/State: _____________________________________________ 

Phone: _________________________________________________ 

Policy/Group #: ________________________________________ 

Do Not leave an emergency message on an answering machine -  

Contact must be made directly to a person 

Local (Home) Police Department: 
 

Address/Phone: ______________________________________________________________________________________________________ 

Allergies To Medications: 

1. ____________________________________________________ 

2. ____________________________________________________ 

3. ____________________________________________________ 

4. ____________________________________________________ 

Medications Now Being Used: 

1. ____________________________________________________ 

2. ____________________________________________________ 

3. ____________________________________________________ 

4. ____________________________________________________ 

Family Doctor: 

Name: _________________________________________________ 

Address: _______________________________________________ 

City/State/Zip: __________________________________________ 

Phone: _________________________________________________ 

[Attach office card if available] 

Special Notes/Health Problems: 

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 

Sign here to authorize emergency medical treatment by a [doctor, hospital, EMT] when direct authorization cannot be given: 




