Federation of

STATEESN
MEDICAL

B OARD S AUTHORIZATION TO SPEAK TO FORM

PLEASE COMPLETE THE REQUESTED INFORMATION AND EMAIL THE COMPLETED FORM

TO fevs@fsmb.org. THIS EMAIL MUST BE RECEIVED FROM THE EMAIL ADDRESS YOU HAVE
ON FILE.

Date:

Packet ID Number: Name on File:

I authorize the following additional person/company to inquire about the progress
of my FCVS application.

Individual Name:
Company Name: [] Any representative of the company listed

Telephone: Ext: Fax:

Email 1:

I no longer authorize the following petson/company to inquire about the progress of
my FCVS application

Individual Name:

Company Name: [] Any representative of the company listed

Telephone: Ext: Fax:

Email 1:

Signature



