
 

 

Patron: 
His Excellency Dr Ken Michael AC 

Participant Application Form  

Name: ..............................................................................................................................................  
 (First) (Middle) (Surname) 

Postal Address: ..............................................................................................................................  

 ................................................................................................. Postcode: ......................................  

Phone: .................................. Mobile: ..................................... DOB: ..............................................  

E-mail: ............................................................................................... 

Gender:   Male   Female 

Licensed Operator: ........................................................................................................................  
 (Name of the School or Organisation you are doing Dukes through) 

Level of Entry:   Bronze   Silver   Gold 

 

Registration Fee Enclosed:  $66.00   Yes 

    No 

 

PARTICIPANT DATA: 

This information is collected and used for statistical purposes only, to enable us to collect 
information for the purposes of improving The Duke of Edinburghôs Award in Australiaôs (The 
Award programme) design, evaluation, access delivery and equity. Please tick the appropriate 
boxes: 

Do you identify as being of Aboriginal and/or Torres Strait Islander origin? 

   Yes   No 

The Duke of Edinburghôs Award in Australia 

WA Division 

PO Box 7384, Cloisters Square WA 6850 

p +61 8 9321 4179 

e wa@dukeofed.com.au  

w www.dukeofed.com.au  

ABN 31 6198 327 859 

 

mailto:wa@dukeofed.com.au


 
 
 
 

Do you speak a language other than English at home? 

   Yes   No 

Do you have a long-term health condition, or physical or learning disability that we need 
to know about? (Support can be given and allowances made for these). 

   Yes   No 

 

 

OFFICE USE ONLY       

ENTERED ON 

DATABASE 
 START 

DATE 
 BOOK 

NUMBER 
 

METHOD OF PAYMENT   CASH:      CHQ:      DIRECT DEPOSIT:      INVOICED:              



 
 
 
 

PARENTAL OR GUARDIAN CONSENT  

 

This Section must be completed for Participants Under 18 Years of Age 
 
 
I,  .................................................................................................................................................  

(full name of parent or guardian) 

of .................................................................................................................................................  
 
 ....................................................................................................................................................  

(address) 

Tel:  .............................................................................................................................................  
 
I am the parent/guardian of the participant named on Page 1 (the Participant). I consent to the Participant 
participating in The Duke of Edinburghôs Award in Australia (The Award programme) under the supervision 
of éééééééééééééééééé [insert name of Licensed Operator] and undertaking activities 
to fulfil the requirements of The Award programme.  

 

REQUIREMENTS AND CONDITIONS 

1. I have read and understand the Requirements and Conditions (points 1-12 on page 3) and The 
Award programme Requirements on page 4. 

2. I consent to the Licensed Operator and any other individuals, including volunteers, who are involved in, 
or assist in, organising The Award programme, transporting the Participant for the purpose of 
participating in activities or functions related to The Award programme, as required. I understand that the 
Licensed Operator will notify me in advance of when and where such travel will occur. 

3. I understand that certain activities in the High Risk Activities Schedule set out on Page 6 are not covered 
by the insurance arrangements of the National Award Authority (Excluded Activities). I understand that 
the responsibility for all risks arising from the Participantôs participation in Excluded Activities is placed 
solely upon the Participant. 

4. I authorise the Licensed Operator and any other individuals who participate in, are involved in or assist in 
organising The Award programme, in the event of any accident, injury, illness or loss suffered by the 
Participant whilst participating in, or travelling to and from, any activities or functions related to The 
Award programme, to obtain any necessary medical assistance or treatment including, but not limited to, 
engaging any doctors, nurses or hospital accommodation. 

5. I consent to pay all such doctors, nurses or hospital accommodation fees and expenses incurred on 
behalf of the Participant as a result of any such accident, injury, illness or loss suffered by the Participant 
whilst participating in, or travelling to and from, any activities or functions related to The Award 
programme. 

 

 
Parent or Guardian Signature:  .................................................... Date:  ...................................  

 

 
Participantôs Signature: ................................................................ Date: ....................................  

 

Please ensure all 

signatures are 

present! 


