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FMOH Ver 02/02

Federal Ministry of  Health

Terms of  Use of  MRs:

All Medical Records that will be taken from the MR Unit will have a destination (department name and/or healthcare 
provider’s name) and a date. This form should be completed prior to any kind of  withdrawal of  MRs. Loss, miss use, or 
failure to return the MR will be responsibility of  the receiver.


