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MANUAL HANDLING 2009 

APPLICATION FOR ENROLMENT FORM 

Instructions:  

Please fill in all sections clearly and carefully by writing in block letters.  Information requested on this form is 
also for national database and tracking purposes and assists in qualification issuance.  

1. PERSONAL DETAILS 

Title: (Please tick) Mr  Ms  Mrs  Miss       Other  _______  

Family Name:    __________________________________________________________________  

Given Names:    __________________________________________________________________  

Residential Address:    _____________________________________________  Post Code:   _________  

Postal Address:    _____________________________________________  Post Code:   _________  

Phone Numbers:  Home  ___________________  Work __________________  Mobile _________________  

Email:  __________________________________________  

Date of Birth    ________________________   Gender: Male   Female:  

Emergency/Next of Kin Contact Details: Name ___________________________ Phone: _______________  

 

2. MANUAL HANDLING 2009 COURSE DETAILS 

Please note all places are allocated on a ‘first in’ basis. There is a maximum of 12 places in each course. If 
your preferences are not available you will be allocated a place in the next available course. You will receive 
a confirmation notice to confirm your enrolment details. 

Please select the course below by placing a tick in the selection box of the program required. 

 
 

 

Code North – Location Advanced Life Care Launceston 

 Program Date Time Selection Box 
√ 

MHN5 Full day accreditation 15th June 9.00am to 4.00pm  

MHN6 Full day accreditation 3rd August 9.00am to 4.00pm  

MHN7 Full day accreditation 31st August 9.00am to 4.00pm  

MHN8 Full day accreditation 12th October 9.00am to 4.00pm  

MHN9 Full day accreditation 16th November 9.00am to 4.00pm  
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4. EMPLOYMENT DETAILS (IF APPLICABLE) 

Name of Employer: _______________________________________________________________________  

Address:  _______________________________________________________________________________  

Town/Suburb: _______________________________________  Postcode:  __________________________  

Telephone:  __________________________  Fax: ________________________  

Workplace Supervisor:   _________________________________  Phone:  ___________________________  

 

5. PAYMENT 

Employer Funded  (proceed to section seven)                         Self Funded - Fee for Service  (see below)  

If you have selected self funded-fee for service above please complete one of the following payment options: 
 
i) Full day accredited program cost $ 250: $______  OR     Half day program cost $154 (incl.GST): $________    

 
    Please Charge the above payment to my credit card details as follows: 

Visa           MasterCard        Exp Date:   /   
 
Card No:  
     
Cardholder Name:   ________________________________  
 
Cardholder Signature:  ________________________________  

 

  Cheque attached: please make payable to State Enterprise Training  
 

6. CANCELLATION POLICY 

 

State enterprise training cancellation 
If in the unlikely event any program is cancelled by state enterprise training then a full refund of all fees paid 
up until that point will be refunded. 
 
Participant cancellation 
Cancellation notice for all enrolments will be accepted up until 5.00pm on the Wednesday before course 
commencement day. A cancellation fee of $35.00 will be charged. 
 
Once the first day of a course commences then all enrolled participants will be charged. There are no 
refunds after the commencement day of each course. 
A self-funded participant or service organisation can receive a credit note to attend a future course based on 
availability of places, including the $35.00 cancellation fee. 

Code South – Location Calvary Hospital Lenah Valley 

 Program Date Time Selection Box 
√ 

MHS5 Full day accreditation 10th August 9.00am to 4.00pm  

MHS6 Full day accreditation 7th September 9.00am to 4.00pm  
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7. DISABILITY 

Do you consider that you have a disability, impairment or long-term condition that may affect your 

participation or learning in this program? (You may indicate more than one area)  No 

 Vision  Hearing/Deaf   Physical condition   Medical Condition  

 

 Intellectual  Mental Illness  Learning difficulty  Acquired Brain Impairment  

 

 Other _____________________________________________________ 

 
 

8. CONSENT 

Further, I authorise State Enterprise Training deleted to seek information about any aspect of the 
course/qualification I am undertaking for the purpose of properly managing the qualification 
processes.  This may include obtaining copies of relevant forms and documents, progress 
reports and quality checks.  Such information may also be gathered by State and 
Commonwealth funding & training authorities, other Registered Training Organisations, and the 
Australian Apprenticeship Centre. I understand that information contained in these forms may be 
provided to State and Commonwealth agencies and I consent to that occurring. Personal 
information will be managed in accordance with the Personal Information Protection Act 2004.  I 
understand that State Enterprise Training will not pass this information to any other unauthorised 
party without my written permission 

 

9. WAIVER 

I understand that State Enterprise Training take no responsibility for any injuries that may occur 
during manual handling sessions. All tasks completed during the sessions are simulated normal 
work practices conducted by experienced manual handling trainers. It is expected that you are of 
reasonable fitness and for any medical condition you may have, you have sought medical advice 
from your medical practioner before attending the session. The information provided in the 
sessions is not advice. The content is educational material. It is expected you would follow the 
policies & procedures in force at your workplace at all times. 

 

10. DECLARATION 

I have read and understood all details in this form and I certify that all information provided by me on this 
form is correct to the best of my knowledge. 
 

Signed:   __________________________________________________ Date:  _______________________  
 

 
 
 
 
 

Administration only: State Enterprise Training representative 

Name:  ________________________________________________  Position:  ____________________________________________  

 

 Signed: _______________________________________________   Date:  ______________________________________________  

 


