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Voting Proxy Form 

 

FSMA Voting Member:  __________________________________________ 

Title/Position:  __________________________________________ 

Chapter:   __________________________________________ 

 

I give ____________________________________ authority to vote on my behalf on all 
   Name/Credential 

issues put to vote by the FSMA Executive Council during the _____________________ 
           Date/Year 

meeting. 

 

__________________________________________ ______________________ 
FSMA Voting Member Signature     Date 




