


 

 

KANSAS DEPARTMENT FOR AGING AND DISABILITY SERVICES 

RELEASE OF INFORMATION 

 

I, _____________________________, as a nurse aide, medication aide, or home health aide, 

give permission to Kansas Department for Aging and Disability Services for the release of any 

information concerning myself regarding abuse, neglect and exploitation of anyone served in a 

licensed facility to: 

 

COF TRAINING SERVICES, INC. 
1516 N DAVIS AVENUE 

OTTAWA, KS  66067 
 
 

I understand that all information released will be for the exclusive and confidential use of the 
above named organization or the individual/family that serves as my employer. 
 
 
Maiden name and/or other names known by:  (PLEASE PRINT)  
______________________________________________________________________________
______________________________________________________________________________ 
 
Any other married names:  (PLEASE PRINT)  
______________________________________________________________________________
______________________________________________________________________________ 
 
Date of birth:  ______________________________       Race:  ___________________________ 
 
Social Security Number:  ______________________      Male __________    Female __________ 
 
Signature:  __________________________________    Date:  ___________________________ 
 
 
 

 





 
 

CONSENT FOR HEALTH OCCUPATIONS CREDENTIALING 
 CRIMINAL RECORD CHECKS 

 
In order for COF Training Services, Inc. to be in compliance with the Affordable 
Care Act’s amendment to section 1866(j)(2) of the Social Security Act, our agency 
is required to process a Health Occupations Credentialing background check to 
include a criminal record check through the Kansas Bureau of Investigation.  
These background checks are required for all COF employees and any applicants 
who are being considered for employment, effective July 1, 2016. 
 
BY COMPLETING THIS FORM, I AUTHORIZE COF TRAINING SERVICES, INC. TO 
PROCESS THE REQUIRED BACKGROUND CHECKS.    
 

PLEASE PRINT LEGIBLY: 
 

Name: ____________________________________________________________ 
 
Any other names previously used:  ______________________________________ 
 
___________________________________________________________________ 
 
Address: __________________________________________________________ 
 
___________________________________________________________________ 
 
Social Security number: ____________________________________________ 
 
Date of birth:  _____________________________________________________ 
 
Phone number: ____________________________________________________ 
 
Male   __________ Female ________ 
 
Race:  ONE OF THE FOLLOWING MUST BE SELECTED:   
White _____ 
Asian or Pacific Islander _____ 
Black _____ 
Native American/Alaskan Native  _____ 
 
Signature: ____________________________ Date: ____________________ 
 










