
Verification Form for Psychiatric Disabilities 
Calvin College 

 
STUDENT NAME: ___________________________________________________________________ Page 1 

 
 

 
Services to students with disabilities, as part of the Center for Student Success, strives to ensure 
that qualified students with psychiatric disabilities are accommodated and if possible that these 
accommodations do not jeopardize successful therapeutic interventions.  The office does not 
modify requirements that are essential to the program of instruction or provide accommodations 
for persons whose impairments do not substantially limit one or more major life function. 
 
Calvin College is required by Section 504 of the Rehabilitation Act and the Americans with 
Disabilities Act to provide effective services for qualified students with documented disabilities if 
such accommodations are needed to provide equitable access to the College programs and 
servLFHV���)HGHUDO�ODZ�GHILQHV�D�GLVDELOLW\�DV�³D�SK\VLFDO�RU�PHQWDO�LPSDLUPHQW�WKDW�VXEVWDQWLDOO\�
OLPLWV�RQH�RU�PRUH�PDMRU�OLIH�DFWLYLWLHV�´�0DMRU�OLIH�DFWLYLWLHV�DUH�GHILQHG�DV�WKH�DELOLW\�WR�SHUIRUP�
functions such as walking, seeing, hearing, speaking, breathing, learning, working, or taking 
care of oneself.  It is important to note that a mental disorder in and of itself does not necessarily 
FRQVWLWXWH�D�GLVDELOLW\���7KH�GHJUHH�RI�LPSDLUPHQW�PXVW�EH�VLJQLILFDQW�HQRXJK�WR�³VXEVWDQWLDOO\�
OLPLW´�RQH�RU�PRUH�PDjor life activities. 
 
This form is designed to allow us to achieve these goals.  Students who wish to receive 
academic adjustments due to a psychiatric disability need to have this form filled out by a 

psychiatrist, licensed psychologist, certified social worker (CSW or ACSW) or licensed 

professional counselor.  The professional completing this form must have first hand 
NQRZOHGJH�RI�WKH�VWXGHQW¶V�FRQGLWLRQ��DQG�PXVW�EH�DQ�LPSDUWLDO�SURIHVVLRQDO�ZKR�LV�QRW�UHODWHG�WR�

the student.  If the student has had a psychological evaluation, please provide a copy of 

that as well. 

 
Release of Information 
 
I,          , hereby authorize the exchange and 
release of the following confidential information to the Center for Student Success and Calvin 
College for the purpose of de
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City         State     Zip Code    




