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ASSOCIATED STUDENT BODY
Standing Committee Student Representative Report

Name of standing committee: YYUYUUYUPULLULUEPUIRELLULPEPUIPEILEPEYYY

Name of ASB representative or designee: YYYUYuiPPuuuuPPPEUUYULPLEPPLELY

Date of meeting: YYYUYUUPULYHYYY Time of Meeting: YYylyuyybypbybyy
Date and Time of next meeting: YYYYUUUUPULLULLULLEPULPULULPLYPLYYDYLY

What were the main topics/discussion items for this meeting?

Which of these topics, if any, have the potential for having a significant effect on students or the ASB?

Did the committee chair ask committee members to obtain feedback from constituencies on any agenda
items? If yes, what agenda items? |:| ,Sa |:| b2

Do you have questions about or need further clarification for any part of the agenda or meeting
discussion? If yes, please list: |:| 54 |:| b2

Representative’s signature Date submitted for posting on the ASB website

8/9/2012
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