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Dr M Jones 

Psychiatrist 

23 Sandy Road 

South Seatown 

25/07/2015 

 

Dear Dr. Jones, 

Re: Mrs. Katherine Walter                                                         DOB: 26/11/1975 

Thank you for seeing Mrs. Walter who is presenting with symptoms and signs suggestive of severe depression 

with a possibility of bipolar disorder. Your urgent management is highly appreciated. 

Mrs. Walter is a married women with two children. Regarding her medical history, she has been suffering from 

asthma since her childhood during which she has been taking budesonide inhaler. Her family history revealed 

that moderate depression was diagnosed among four members. Please note that the patient has no hobbies 

or playing sports as she is busy with her home duties. 

On 19/11/2014, Mrs. Walter presented tiredness and was overweight; therefore, she was advised to change 

her lifestyle and increase exercises in order to lose some weight. On the next visit, she was reported with a 

decrease of 13 kilograms of her weight as a result of daily training in the gym. Besides, she became the 

president of the parents’ association in her children’s school. 

Today, the patient complained of loss of energy to the extend that she couldn’t complete her household tasks 

as she has been overwhelmed with her responsibilities. Moreover, she suffered from insomnia and poor 

appetite along with a feeling of not coping and a desire to die. 

In view of the above, I am referring Mrs. Walter for urgent management of her condition including suicidal 

thoughts. Please, contact her husband to discuss the issues of child care and household maintenance. For any 

queries, please contact me 

Yours sincerely, 

Doctor 

 

  Report 

Word length 239 

Comments The letter is a bit long and contains mistakes 

pertaining to word choice and spelling. Some case 

notes could be written in a better way. Overall, the 

letter requires further improvements.  

Grade   C+ 

Advice 1.  Avoid writing more than 200 words.  
2. Try to write information in brief wherever 

possible.  
3. Be careful of spelling.  
4. Always proofread your letter after finishing it.  

 

Comment [bnchmrk1]: woman 

Comment [bnchmrk2]: , and  

Comment [bnchmrk3]: She has a family history of 
moderate depression.  

Comment [bnchmrk4]: with the complaints of  

Comment [bnchmrk5]: her condition improved and she 
reported weight loss along with participation in social 
activities.  

Comment [bnchmrk6]: extent  

Comment [bnchmrk7]: could not (avoid contractions) 

Comment [bnchmrk8]: childcare  
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Admitting Officer 

Emergency Department 

Children‘s Hospital 

Newtown 

 

18/01/2014 

 

Dear Sir, 

Re: Joshua Vance                                                                                   DOB: 17/11/2013 

 

I am writing to refer Joshua, a 2-month-old male infant who is presenting with constipation 

and symptoms suggestive of mild dehydration. Your further assessment and management 

including rehydration would be appreciated. 

 

Joshua was delivered vaginally at 38 weeks’ gestation with no complications. Kindly note, 

his birth weight was 3250g.  

At the age of six weeks, Joshua was presented with his mother who was concerned that 

despite Joshua being well breast-fed, his bowel action was infrequent and his stools were 

hard. His examination was unremarkable. Therefore, the mother was reassured and advised 

to express her milk from one feed a day and give it in a bottle with some water. However, 2 

weeks later, Joshua‘s condition was worsening as his sleep pattern was disturbed. The prior 

advice of milk expression was modified to be at a rate of twice instead of once daily. In 

addition, Coloxyl drops were prescribed. 

 

Today, Joshua‘s constipation got more severe; moreover, he was irritated, vomited once and 

had anuria. On examination, he had dry mucous membranes; nevertheless, his tissue turgor 

and capillary return time were normal. Please note, he is refusing feeds and lost 100g in the 

last five days. 

 

In view of the above, my provisional diagnosis is constipation and mild dehydration. I believe 

Joshua needs further assessment regarding his constipation in addition to being reviewed at 

the Emergency Department for rehydration. Please do not hesitate to contact me for any 

further queries. 

 

Yours sincerely, 

Doctor 

  Report 

Word length 221 

Comments There are only a few minor inaccuracies. However, 

some important information is missing. The letter 

is good! 

Grade   B+ 

Advice 1.  Revise grammar. 
2. Always proofread your letter after finishing it. 

 

Comment [teacher1]: with satisfactory weight gain. 

Comment [teacher2]: was much  

Comment [teacher3]: was  

Comment [teacher4]: repetitive of introduction  
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Associate Professor Simon Anderson 

Surgeon 

Suite 65 

City Hospital 

25-29 Main Road 

Centreville 

 

22/02/2014 

 

Dear Dr Anderson, 

 

Re: Mr Daniel McCrae, DOB: 17/10/1962 

 

Thank you for seeing Mr McCrae, a 51-year-old barrister, who has features consistent with 

colon cancer. Your further assessment as early as possible would be highly appreciated. 

 

Mr McCrae is an overweight smoker patient who is married with four children. He has no 

family history of colorectal carcinoma, colonic polyps or inflammatory bowel disease. 

 

On 08/02/2014, Mr McCrae presented complaining of fatigue, gaseous abdominal discomfort, 

and diarrhoea alternating with constipation. He also did not experience a full recovery from 

the last viral infection that he had had since September, 2013. On examination, his abdomen 

was soft, lax, and masses were noticed. 

 

On today’s review, Mr McCrae is still feeling unwell. CBC test results have been within normal 

values apart from low Hb (91) and high Hct (34%) beside positive FOBT. Colonoscopy has 

revealed an ascending colon malignance; moreover, histopathological examination of the 

biopsy has confirmed the diagnosis of adenocarcinoma. 

 

In light of the above, I would be grateful if you could evaluate Mr McCrae’s condition 

urgently. Should there be any more queries, kindly do not hesitate to contact me. 

 

Yours sincerely, 

 

Doctor 

 

  Report 

Word length 179 

Comments Other than a few minor inaccuracies, the letter is 

meritorious. 

Grade   A 

Advice 1.  Revise grammar. 
2. Always proofread your letter after finishing it. 
3. Keep up the good work! 

 

Comment [teacher1]: and has  

Comment [teacher2]: in  
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Dr Malcom Still 

Rheumatologist. 

5 Grant St 

Fairmont 

 

03 May 2014 

 

Dear Dr Still, 

 

Re: Mr James Seymour, DOB: 19/09/1953 

 

Thank you for seeing Mr Seymour, a 60-year-old retired academic, who is presenting with 

very painful left first toe consistent with gout. Your valuable assessment would be highly 

appreciated. 

 

Mr Seymour is a heavy drinker who has been suffering from recurrent first toe inflammation 

since 2010. He is non-compliant with his regular medications including colchicine, 

indomethacin, and allopurinol. His family history is notable for RA related to his father. 

 

On 25/04/2014, Mr Seymour presented with a four-week history of gouty bout despite diet 

modification. His left first toe appeared red and moderately inflamed with no evidence of 

other joints involvement. Accordingly, in addition to paracetamol and oxycodone, compliance 

with his regular medications was recommended. Moreover, lifestyle modifications regarding 

diet and alcohol intake were discussed. 

 

On today’s review, Mr Seymour’s gout episode is subsiding. X-ray result has shown mild 

degenerative changes of the left first metatarsophalangeal joint. Furthermore, pathology 

tests results have revealed high CRP (6.0mg/L) beside mildly elevated MCH and urate levels 

(32.3pg and 0.48mmol/L, respectively). In addition to previous visit’s advice, I have 

recommended urgent synovial fluid sample in the next episode. 

 

However, the patient suspects that he has RA and wants a referral to a rheumatologist.  

 

In light of the above, I am referring Mr Seymour for further treatment and investigations. 

Should there be any queries, kindly do not hesitate to contact me. 

 

Yours sincerely, 

 

Doctor 

  Report 

Word length 210 

Comments Other than the missing piece of important 

information, the letter is meritorious. 

Grade   A 

Advice 1. Always proofread your letter after finishing it.  

 

Comment [teacher1]: and  
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Dr B White  

Neurosurgeon  

City Hospital  

Newtown  

 

04/8/2018 

 

Dear Dr White, 

Re: Mr George Poulos              Aged 45 years old  

 

I am writing to refer Mr. Poulos, a 45-year-old patient who is presenting with features 

suggestive of lumbar disc prolapse and requiring urgent urgent medical attention. 

Comment [teacher1]: ,  

Comment [teacher2]: requires  
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Mr. Poulos is married and has 3 children. He is a smoker and he drinks alcohol frequently. 

Pleased note, he is allergic to pethidine and radioactive contrasts agents. 

 

He has been seen me on several occasion after he has suffered from a low back pain followed 

lifting a heavy object at work. During which time ,his pain was progressing and started to 

radiate along his calf into the foot. Examination findings revealed painful limited flexion and 

extension. However, analgesics were prescribed and he had medical leave from his work. 

 

Today, Mr. Poulos reported that his pain became severe and there was tingling in his calf. 

Moreover, he became immobile. Examination revealed light sensation loss and ankle reflexes 

were absent .In addition, straight leg raise test was positive. 

 

My provisional diagnosis is lumbar disc prolapse compounded by radiculopathy. However, I 

would be appropriated if you could arrange a consultation to order an MRI and assesses his 

suitability for surgery. 

 

Yours Sincerely, 

Doctor  

 

  Report 

Word length 184 

Comments The letter has inaccuracies pertaining to articles, 

tenses, punctuation, word choice and sentence 

formation. Information could be written in a better 

way. Overall, the letter does not meet the 

expectations.  

Grade   C 

Advice 1.  Revise grammar. 
2. Improve choice of words.  
3. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher3]: , penicillin and a  

Comment [teacher4]: contrast agent  

Comment [teacher5]: presented on 20/01/14 

Comment [teacher6]: that  

Comment [teacher7]: of  

Comment [teacher8]: This pain tended  

Comment [teacher9]: Thus  

Comment [teacher10]: was  

Comment [teacher11]: had become  

Comment [teacher12]: and I would appreciate  
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Dr Jack Thomas 

Department of Gastroenterology 

City Hospital 

Main Road 

Stillwater 

 

21/02/15 

 

Dear Dr Thomas, 

Re: Mr Patrick Newtown 

 

I am writing to refer Mr Newtown, a 22_year-old single accountant, whose features are 

suggestive of a chronic inflammatory bowel disease . Your further assessment would be 

highly appreciated. 

 

Mr Newtown has a habit of smoking and lives with his parents. Please note, his uncle has had 

Crohn's disease. 

 

Regarding his past medical history, the patient reported mild on and off pain in the right and 

left wrist joints. 

 

Today, Mr Newtown has been complianing of chronic mild diarrhoea associated with low- 

grade intermittent pain in the right lower quadrant abdominal side since 10/14. Moreover, he 

has had lethergy, weight loss and poor appetite. Althought he has not sought medical advice, 

he has tried ibuprofen and diet modification. 

His examination is unremarkable a part from generlized abdominal tenderness. His blood test 

as follow: positive faecal occult blood test , mildly elevated CRP and ESR along with anaemia 

and a high WBC count. He has been advised to quit smoking. 

 

Based on the above, Mr Newtown is referred to you to be diagnosed and advised to cease 

smoking in addition to information about IBD and relevant investigation. 

 

Please do not hesitate to contact me if you require any futher details. 

 

Yours sincerely, 

Doctor X 

 

  Report 

Word length 192 

Comments An effort to accomplish the task is visible. 

However, the letter has several inaccuracies. These 

pertain to word choice, grammar and spelling. 

Overall, the letter does not meet the expectations. 

Grade  C  

Advice 1.  Revise grammar. 
2. Be careful with spelling. 
3. Improve choice of words.  
4. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: Newton, a 22-year 

Comment [teacher2]: 6 months ago. 

Comment [teacher3]: Newton presented complaining  

Comment [teacher4]: suffers from lethargy 

Comment [teacher5]: He  

Comment [teacher6]: but got no relief. 

Comment [teacher7]: came as follows 

Comment [teacher8]: Newton 

Comment [teacher9]: for IBD. 

Comment [teacher10]: further  



    
                                                                                
Dr. Tanya Williams 
Respiratory Specialist  
Bayview Private Hospital  
81 Canyon Road  
Bayview 
  
18/10/2014 

Dear Dr. Williams,  

RE: Mr. Zach Foster                                                        DOB: 25/10/1991 

I am writing to refer Mr. Foster, a 22-years-old man who is suffering from bronchial asthma. 

Your further assessment and management would be highly appreciated. 

Mr. Foster has been smoking for 4 years. Regarding his medical history, he is allergic to cats 
and hay fever. He suffers from eczema. Furthermore, he was admitted in hospital 2 times. It 
is worth mentioning that his sister is asthmatic. 

On 11/10/2014, Mr. Foster presented with dyspnea, wheezing, cough and heartburn. He was 
non-compliant with medications. I advised him to comply with pulmicort and stop smoking. 
Pantoprazole was prescribed for gastro-esophageal reflux disease. CXR and FRE were 
ordered. 

On examination of Mr. Foster today, he is still suffering from the same symptoms because he 
does not cessate smoking and does not take pulmicort regularly. Tests results were normal. 
He was advised to take pulmicort erratically and he forget it, he should take it as soon as 
possible but do not duplicate the dose. Some strategies regarding smoking cessation were 
discussed with him namely, nicotine patch, information brochures and involvement with 
supporting groups. An appointment was made within 7 weeks. 

In view of the above, diagnosis with bronchial asthma was established. Therefore, I am 
referring Mr. Foster for further assessment, lung function, and management. 

If you have any queries, please do not hesitate to contact me. 

Yours sincerely,  

  Report 

Word length 221 
Comments There are only minor grammatical inaccuracies 

Also, the length is more than desired; however, the 
case notes have been covered well and explained 
coherently. Overall, the letter meets the 
expectations.   

Grade   B 
Advice 1. Pay a little more attention to grammatical range 

and accuracy. 
2. Try to finish your letter in 200 words.    

 

 

 

Comment [benchmark1]: year 

Comment [benchmark2]: quit 

Comment [benchmark3]: but 

Comment [benchmark4]: forgets 

Comment [benchmark5]: . He 

Comment [benchmark6]: must 

Comment [benchmark7]: of 
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Doctor  
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John McLennan 
Psychiatrist 
Royal Mental Health Clinic 
Newtown 
 
29/11/2014 
 
Dear Dr McLennan, 
Re: Ms Dolores Hoffman     D.O.B: 22/6/1986 
 
I am writing to refer Ms Hoffman, a 27-year-old patient, who presented with signs and 
symptoms of reactive depression and anxiety. Your further assessment and management 
would be appreciated. 
 
Ms Hoffman is single; however, she was in a long-term relationship with a single male partner 
before splitting-up last week. She has no family members in Australia and she works as a sales 
assistant in a department store. She is a smoker and a drinker. 
 
On 11/12/2013, she visited me after having fainted and lost her consciousness for 5-10 
minutes in the preceeding night. That happened after drinking 2 glasses of wine and several 
cocktails at a pub. She visited me several visits after that for other issues and she had been 
always anxious in all the visits. 
 
A week ago, she complained that she is experiencing a heavy workload and stress. She 
reported having signs and symptoms of repression such as disturbed sleep, loss of appetite, 
low libido along with other symptoms of disturbed cognitive functions. I recommended a 
referral to a psychiatrist; however, she refused. Temazepam was prescribed for her with a 1 
week review scheduled for her. 
 
On review today, the patient informed me that she did not take her medicine and preferred 
to avoid drug therapy. Additionally, she agreed to be referred to a psychiatrist. 
 
In view of the above, I am referring Ms Hoffman for further assessment and management. 
Please do not hesitate to contact me for any queries. 
 
Yours sincerely, 
 
Doctor  
  Report 

Word length 243 
Comments There are several minor inaccuracies related to 

grammar and word choice. Also, the length is more 
than desired, thereby showing lack of effort in 
writing information in brief/summary form. 
Nevertheless, the letter meets the expectations.   

Grade   B 
Advice 1. Pay a little more attention to grammar and 

improve sentences. 
2. Be careful of word choice. 
3. Try to finish your letter in 200 words.    

 

 

Comment [benchmark1]: previous 

Comment [benchmark2]: It 

Comment [benchmark3]: times 

Comment [benchmark4]: always been 

Comment [benchmark5]: was 

Comment [benchmark6]: 1-week 

Comment [benchmark7]: Upon today’s review, 

Comment [benchmark8]: if you have 

 
296 Henley Beach Rd, Underdale, 5032 
http://www.benchmarkedu.com.au/oet-writing-correction 
www.benchmarkedu.com.au/pteoetielts 

http://www.benchmarkedu.com.au/oet-writing-correction
http://www.benchmarkedu.com.au/


    
                                                                                

 
296 Henley Beach Rd, Underdale, 5032 
http://www.benchmarkedu.com.au/oet-writing-correction 
www.benchmarkedu.com.au/pteoetielts 

Dr Lorna  Bradbury 

General Practitioner 

Stillwater Medical Clinic 

12 Main Street ,Stillwater 

Stillwater 

23/05/2015 

 

Dear Dr Bradbury 

Re: Ms Isabel Garcia                                   D.O.B 01/01/1995  

  

I am writing to refer Ms Garcia to be under your care after being successively treated from 

bacterial meningitis .your further follow up is highly appreciated . 

Ms Garcia was referred with suspected meningitis, she complained of  headache, stiff joints, 

photophobia, ,neck stiffness and multiple bruises .On examination, she was afebrile and was 

unable to touch her chin with chest while lying supine in addition to petechial  rash all over  

her abdomen and legs. multiple Blood tests , FBC , CRP ,lumber puncture as well as blood 

culture were done . investigations results confirmed Neisseria meningitidis. Subsequently , 

empirical ceftriaxone , dexamethasone  and benzylpenicillin course  of treatment were given 

to the patient  as well as Human Services had been notified . 

 Ms Garcia responded well for treatment, moreover, her family members were immunized. 

In lieu of the above, I am discharging Ms Grace, and referring her to you for close follow up 

during her recovery. Furthermore I would appreciate your arrangement of chemoprophylaxis 

for friends and people who were in recent contact with her along with advice of reporting 

unexplained illness and seek the medical care ASAP. 

For any queries please contact me.  

Your sincerely, 

Doctor........ 

 

  Report 

Word length 189 

Comments It appears the candidate did not understand the 

case notes well. Other inaccuracies pertain to 

grammar, capitalisation and word choice. Overall, 

the letter does not meet the expectations.   

Grade   C 

Advice 1.  Revise grammar. 
2. Be careful with capitalization. 
3. Improve choice of words.  
4. Read case notes carefully. 
5. Try to write more complex sentences by 

combining two smaller sentences. 
6. Always proofread the letter after finishing 

writing it. 

Comment [teacher1]: update you regarding  

Comment [teacher2]: who is now confirmed to be 
suffering 

Comment [teacher3]: and presented with  

Comment [teacher4]: M 

Comment [teacher5]: b 

Comment [teacher6]: , the  

Comment [teacher7]: was  

Comment [teacher8]: wrong interpretation of case 
notes  

Comment [teacher9]: In view of above,  

Comment [teacher10]: any  

Comment [teacher11]: seeking  

Comment [teacher12]: Yours  
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Admitting Officer 

Emergency Department 

Children’s Hospital 

Newtown 

 

18/01/2014 

Dear Sir/Madam, 

Re: Joshua Vance            D.O.B: 17/11/2013 

Thanks you for seeing Joshua, first child aged 8-1/2 week old. Joshua was born at 38 weeks 

gestation by normal vaginal delivery. There was no perinatal or neonatal complications, birth 

weight 3250 gm. The patient has demonstrated features consistent with constipation and 

mild dehydration. 

Upon first visit, Joshua came accompanied by his mother for 6-week routine baby check. At 

that time, his mother was worried as he opened his bowel once every 3 days. Apart from this, 

Joshua is breastfed and wetting his nappies. On examination, no significant findings have 

noticed, gaining weight by 650 gm. Therefore, she was reassured and advised to express milk, 

to be given in a bottle with some water. 

5 days ago, Joshua was presented with signs and symptoms suggestive of colic; he started to 

pull away from breast. However, he still gaining weight. Abdominal examination revealed 

hard faeces. Coloxyl drops daily was prescribed, in addition to milk expression two feeds a 

day. 

On review today, the baby has not opened his bowel for 5 days. Moreover, he refusing feeds, 

no wet nappies and vomits once. Let me inform you that he looked irritable with dry mucous 

membrane and tissue turgor, vital data are normal and finally mild generalised abdominal 

tenderness with no guarding or rebound tenderness.  

Would you kindly review Joshua for dehydration and if any further investigations needed for 

his constipation? 

Yours sincerely 

Dr 

  Report 

Word length 228 

Comments An effort to accomplish the task is visible. 

Information has been written in logical 

paragraphing. However, the letter is longer than 

200 words and the effort to write in brief is 

missing. Also many mistakes pertaining to 

punctuations, tenses, sentence structures and 

word choice are visible. Overall, the letter requires 

further improvements. 

Grade   C 

Advice 1.  Revise grammar. 
2. Improve choice of words.  
3. Try to finish the letter in 200 words by writing 

information in brief wherever possible. 
4. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: Thank  

Comment [bnchmrk2]: an 8-1/2-week-old baby boy who  

Comment [teacher3]: were  

Comment [teacher4]: and 

Comment [teacher5]: was 

Comment [teacher6]: When 

Comment [teacher7]: , she 

Comment [teacher8]: were 

Comment [teacher9]: he had increased his  

Comment [teacher10]: had 

Comment [teacher11]: for  

Comment [teacher12]: is  

Comment [teacher13]: has  

Comment [teacher14]: even vomited  

Comment [teacher15]: looks  

Comment [teacher16]: there is  
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Dr Granthy Cross 

Consultant Endocrinologist 

City Hospital 

Suite 32 

55 Main Road 

Newtown 

 

24/01/2015 

 

Dear Dr Cross, 

Re: Mr. Brett Collister, D.O.B.: 20/11/1970 

 

Thank you for seeing Mr. Collister who has features consistent with type 2 DM. 

 

Mr. Collister is married and working as a foreman. His hobbies do not include any regular exercises.  

 

Regarding the patient’s past history; he was suffering from repeated infections, pain and sore throat, therefore 

analgesics and antibiotics were prescribed. The patient had been referred to the physio twice last year. Firstly, 

he complained of sore L shoulder due to playing darts on which he received treatment. Secondly, he presented 

with sore R knee and there was query osteoarthritis. The patient’s BMI was 30, accordingly he was advised to 

practice more sports and to reduce weight.  

 

 3 months later, Mr. Collister developed sore eye, tiredness, dizziness and may be orthostatic hypotension. He 

was still overweight with 29.7 BMI, unfit and he did not follow the previous recommendations. Laboratory 

investigations were requested including cholesterol and blood sugars.  

 

On today review, the patient is in the same condition, however there is mild improvement in his BMI (28.4). 

The laboratory results have revealed high random glucose, high fasting glucose, increased HDL/LDL and 8.4% 

HgA1C. 

 

I would very much appreciate your further assessment and management regarding this patient. 

 

Yours sincerely, 

Doctor 
 

  Report 

Word length 196 

Comments An effort to accomplish the task is visible. Flow of 

information in logical. However, mistakes 

pertaining to word choice, word order, articles and 

prepositions is visible. Sentence formation and 

paraphrasing of case notes could be better. 

Overall, the letter requires further improvements.  

Grade   C+ 

Advice 1. Improve sentence structures and revise 
grammar.  

2. Learn more vocabulary and word choice.  
3. It is better to give dates than writing firstly, 

secondly etc.  
4. Always proofread your letter after finishing it.   

 

Comment [bnchmrk1]: , 

Comment [bnchmrk2]: left  

Comment [bnchmrk3]: His recent medical history 
includes an episode of tonsillitis and sore left shoulder which 
were cured successfully . 

Comment [bnchmrk4]: Upon his visit on 26/10/2014,  

Comment [bnchmrk5]: right 

Comment [bnchmrk6]: with intermittent pain 

Comment [bnchmrk7]: of 

Comment [bnchmrk8]: ibuprofen for pain 

Comment [bnchmrk9]: On his subsequent visit  

Comment [bnchmrk10]: a 

Comment [bnchmrk11]: and complained of  

Comment [bnchmrk12]: possible  

Comment [bnchmrk13]: review today 
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Dr Lisa Smith 
Endocrinologist 
City Hospital 
Newtown 
 
10/02/2014 
 
Dear Dr Smith, 
Re: Mrs. Priya Sharma, D.O.B.: 08/05/1954 
 
Thank you for seeing Mrs. Sharma who is 60 years old and married 40 years ago. She has 
features consistent with uncontrolled level of blood sugar. 
 
Regarding the patient’s family history; many family members suffer from NIDDM. Mrs. 
Sharma has been diagnosed with NIDDM since 1994. Furthermore, she is known allergic to 
penicillin. She is on metformin 500mg 2 nocte and glipizide 5mg 2 mane. 
 
Mrs. Sharma visited me on 29/12/2013 complaining of uncontrolled blood sugar level, which 
was ranging between 6-18. However her examination was normal, blood pressure was found 
to be high. Therefore, I prescribed candesartan tab 4mg 1 mane to her. FBE, U&Es, creatinine, 
LFTs, full lipid profile and HBA1C were requested. The patient would be reviewed within 2 
weeks. 
 
Two weeks later, I discussed the pathology report with the patient which revealed GFR > 
60ml/min, HBA1C 10% and high lipid profile. Accordingly, metformin had changed to 1 b.d., 
while glipizide to be continued as before. Atrovastatin 20mg 1 mane was added as new drug. 
 
After regular follow up and investigations, however there was improvement in her pathology 
report, her fasting sugar is still high around 16+. 
 
I would very much appreciate your further management regarding this patient. 
 
Yours sincerely 
Doctor 
  Report 

Word length 201 
Comments There are a few inaccuracies of grammar and word 

choice. Nevertheless, the letter meets the 
expectations. 

Grade   B 
Advice 1.  Revise grammar. 

2. Improve choice of words.  
3. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: repetitive/not required in the 
introduction 

Comment [teacher2]: was 

Comment [teacher3]: in  

Comment [teacher4]: Though  

Comment [teacher5]: was to  

Comment [teacher6]: was  

Comment [teacher7]: was 

Comment [teacher8]: however, 
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28/03/2014 

Dr Susan Clayton  

Endocrinologist  

Women’s Health Centre  

11-13 Bell Street  

Newtown  

Dear Dr Clayton,  

Re: Ms Tracy Bowen, DOB: 22/07/1988 

Thank you for seeing Ms Bowen, who is presenting with symptoms suggestive of PCOS. Your 

further management is highly recommended.  

Ms Bowen is a 30-year-old women, who has an abnormal menarche . It was irregular, 

infrequent and associated with dysmenorrheal. She uses OCP for this disturbed menstruation 

along with inhaler for asthma.  

On 21/09/2015, Ms Bowen presented with severe facial, shoulder, neck and back acne. Her 

acnes were infected, inflamed and filled with pus, more over multiple scars were noted at 

their sites. Therefore, topical and systemic tetracycline were started. A review on 24/11/2014 

was done which revealed no improvement of her condition. Therefore, I referred her to a 

dermatologist for further management.  

On today’s visit, Ms Bowen discontinue her OCP as she got married. Her examination 

revealed high BMI and hair sutism. Her investigation were abnormal. LH, GTT and free 

androgen index were high. Her Vit D and FSH were on lower side, more over her prolactin 

level were very high. The patient was depressed and asked for endocrinologist opinion.  

In view of the above, I suspect she has polycystic ovaries. A report of her pelvic U/S was 

attached along. I would appreciate if you could offer your expert opinion and management of 

her condition.  

Please contact me for any questions.  

Yours sincerely, 

Doctor  

  Report 

Word length 206 

Comments Mistakes pertain to spelling, word choice, 

punctuation and sentence formation. However, 

relevant case notes have been covered in a logical 

order. Overall, the letter meets the expectations.  

Grade   B 

Advice 1. Revise grammar and sentence formation.  
2.  Improve word choice.  
3. Always proofread your letter after finishing it.  

 

Comment [bnchmrk1]: polycystic ovary syndrome 

Comment [bnchmrk2]: woman 

Comment [bnchmrk3]: as her intermenstrual interval 
stayed up to 90 days 

Comment [bnchmrk4]: acne was  

Comment [bnchmrk5]: . Moreover,  

Comment [bnchmrk6]: in 

Comment [bnchmrk7]: discontinued  

Comment [bnchmrk8]: after getting married  

Comment [bnchmrk9]: hirsutism  

Comment [bnchmrk10]: and 

Comment [bnchmrk11]: whereas her  

Comment [bnchmrk12]: was 
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Dr Malcolm Still 

Rheumatologist 

5 Grant St 

Fairmont 

 

03/05/2014 

 

Dear Dr Malcolm, 

Re: Mr James Seymour, 60-year-old 

 

Thank you for seeing Mr James, who has demonstrated features consistent with gout. 

 

Regarding the patient social history; his alcohol consumption is exceeding the recommended 

limit. Mr James’s father was diagnosed with RA. 

 

The patient has had regular episodes of inflammation in his 1st toe since 2010. He is on 

colchicine 500 mcg 2 tablets to be reduced to 1 tablet each 2/24 until pain is relieved (total 

dose less than 6 mg in 4 days) and indomethacin 25 mg 2 tablets twice daily. Mr James had 

taken allopurinol after his last acute attack, however, he stopped it two months ago before 

the current episode. 

 

On 25/04/2014, he presented with 4 weeks into current attack of gout, there was poor 

compliance to his medications and he was completely convinced that he has RA. By 

examination, 1st left toe was red and inflamed. I recommended him to continue on his 

medications, taking regular paracetamol and oxycodone 5 mg if he is in pain with decrease 

alcohol intake. Some investigations were ordered. 

 

Today Mr James is in remission state, I informed him about synovial fluid sample stat next 

episode, also he must commence allopurinol now and for long time. 

 

Would you kindly review Mr James? I attached a copy of his pathology results.  

 

Yours sincerely 

Doctor 

  Report 

Word length 211 

Comments Mistakes pertaining to grammar and word choice 

are visible. Some case notes can be covered in a 

better way. The letter does not meet the 

expectations. 

Grade   C+ 

Advice 1.  Revise grammar. 
2. Improve choice of words.  
3. Try to finish the letter in 200 words by writing 

information in brief wherever possible. 
4. Always proofread the letter after finishing 

writing it. 

 

Comment [bnchmrk1]: 60 years old 

Comment [teacher2]: Seymour  

Comment [teacher3]: patient’s family and  

Comment [teacher4]: and his  

Comment [teacher5]: He  

Comment [teacher6]: had  

Comment [teacher7]: On 

Comment [teacher8]: found to be  

Comment [teacher9]: plus  

Comment [teacher10]: . he was also asked to  

Comment [teacher11]: , Mr. Seymour  

Comment [teacher12]: while the x-ray has revealed 
degenerative changes of the left first metatarsophalangeal 
joint. Therefore, he has been asked to take allopurinol. 

Comment [teacher13]: Seymour? I have  

Comment [teacher14]: faithfully 
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Dr Charles White 
Bayview Private Hospital 
81 Canyon Road 
Bayview 
 
01/06/2014 
 
Dear Dr White, 
Re: Ms. Lola Duval, D.O.B. :27/05/1990 
 
 Thank you for seeing this pleasant 24 years old lady, she has demonstrated features 
suggestive of hyperthyroidism most likely, Grave’s disease. 
 
Ms. Duval is a student of engineering at Bayview University. 
 
Regarding the patient’s medical and family history; she has insomnia and anxiety, therefore, 
she is occasionally taking sleeping pills. Her mother has been diagnosed with depression. 
 
She visited our clinic yesterday complaining of sudden weight loss of 10 Kg over the last 2 
months in spite of eating well. There were symptoms of tremors, palpitations, sweating, heat 
intolerance and fatigue. Examination revealed normal vital data and slightly enlarged non-
tender thyroid gland. Exophthalmose with lid lag had seen in her eyes. Routine blood tests, 
ECG and thyroid function tests were requested. 
 
Today the results came back showing sinus tachycardia in the ECG, low TSH; less than 0.05 
mU/L and elevated T4 and T3. The results have been explained to the patient with the most 
likely diagnosis. Furthermore, I have requested thyroid auto-antibody tests and thyroid scan. 
 
Understandably she is anxious, I would very much appreciate your early attention to the 
patient. 
 
Please contact me if you have any queries. 
 
Yours faithfully 
Doctor 
  Report 

Word length 171 
Comments An effort to accomplish the task is visible. 

Information has been written in logical 
paragraphing. However, the letter is shorter than 
180 words and many mistakes pertaining to 
punctuations, spelling, sentence structures, tenses 
and word choice are visible. Some pieces of 
information are missing as well. Overall, the letter 
requires further improvements. 

Grade   C 
Advice 1. Revise grammar. 

2. Be careful with spelling. 
3. Improve choice of words.  
4. Try to write at least 180 words. 
5. Always proofread the letter after finishing 

writing it. 

Comment [teacher1]: I am writing to request an urgent 
review for this  

Comment [teacher2]: who 

Comment [teacher3]: suffers from  

Comment [teacher4]: Ms Duval  

Comment [teacher5]: but  

Comment [teacher6]: Exophthalmos 

Comment [teacher7]: in  

Comment [teacher8]: and would like to be seen by you 
at the earliest. 
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Ms Jane Graham 
Newtown Occupational Therapy 
10 Johnston St 
Newtown 
 
20/06/2015 
 
Dear Ms. Graham, 
Re: Mr. Barry Jones, D.O.B.: 01/04/1972 
 
I am writing to you regarding Mr. Jones who presented to the clinic asking for returning to his work after back 
injury incident 3 months ago. 
 
Regarding the patient’s family and social history; he is married and working as forklift driver in a huge 
warehouse. Moreover, his job requires prolonged sitting and sometimes heavy lifting. Mr. Jones is on 
naproxen and carisoprodol (muscle relaxant). 
 
Back to 21/03/2015, Mr. Jones was diagnosed with severe lower back strain due to lifting heavy box off floor at work. His 
X-ray showed no disc problems. As a result, the patient was advised to walking daily with gradual increase to 
time/distance. He was prescribed naproxen and carisoprodol. He also referred to physiotherapist furthermore, I gave him 
certificate with 30 days off work to be given to the employer. 

 
After regular visits and follow up over the last 3 months, Mr. Jones was attending his physiotherapist 
appointments regularly and was exercising. However On review today, he is still in pain and stiff on movement, 
he is recovering well. He is walking 30 minutes per day but feel tired after that. Pain is increasing after nearly 
30 minutes of sitting or lying down. But, he is bored and disheartened and wants to return to work. 
 
I would very much appreciate your assessment of his workplace. Baring in mind he should take regular breaks 
during work and does not lift any heavy objects. 
 
Yours sincerely, 
Doctor 
 

  Report 

Word length 217 

Comments The letter has many inaccuracies pertaining to 

articles, tenses, word choice and sentence 

formation. Some important information is missing 

while some has been repeated. Overall, the letter 

does not meet the expectations.  

 

Grade   C 

Advice 1. Revise grammar. 
2. Improve choice of words.  
3. Try to finish the letter in 200 words by writing 

information in brief wherever possible. 
4. Repetitions of information are visible. 
5. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: is  

Comment [teacher2]: a 

Comment [teacher3]: a 

Comment [teacher4]: On 

Comment [teacher5]: a 

Comment [teacher6]: walk  

Comment [teacher7]: in  

Comment [teacher8]: was  

Comment [teacher9]: for  

Comment [teacher10]: Over  

Comment [teacher11]: has been  

Comment [teacher12]: and followup 

Comment [teacher13]: , on  

Comment [teacher14]: bearing  

Comment [teacher15]: that  
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Dr Penny Clifton 

Thoracic Surgeon 

Department Of Cardiothoracic Surgery 

Central Hospital 

Main Street 

Stillwater 

 

22/08/2015 

 

Dear Dr. Clifton. 

Re: Mrs. Mary Clarke, D.O.B.: 17/09/1960 

 

I am writing to refer Mrs. Clarke who has demonstrated features suggestive of bronchogenic 

carcinoma. Your help would be highly appreciated. 

 

Mrs. Clarke is an office clerk and married. She is a heavy smoker for more than 30 years with 

consumption of 30-35 cigarettes per day. Moreover, she has no allergies and her mother died 

from laryngeal carcinoma. She presented once with sore throat upon which she was 

prescribed Augmantin. 

 

On review today, Mrs. Clarke has been suffering from dry non-productive cough with no 

haemoptysis for the last 7 weeks. Associated with chest pain (heaviness) and shortness of 

breath which is more noticeable during night, however she can exercise well, do her shopping 

and walking. Respiratory examination revealed right mid-zone consolidation accompanied 

with monophonic wheeze. Other systems’ examination were normal; no cyanosis, no cervical 

lymphadenopathy and no hoarseness of voice. Chest X-ray and CT scan showed right middle 

lobe atelectasis with enlarged right hilum. 

 

In view of the above, my provisional diagnosis is bronchogenic carcinoma. I am referring her 

for further investigations (bronchoscopy with biopsy) and assessment. If you have any query, 

please contact me. 

 

Yours sincerely, 

Doctor 

 

  Report 

Word length 185 

Comments Some issues pertaining to sentence formation and 

word choice are visible. There are mistakes of 

tenses and punctuation as well. Overall, the letter 

requires further improvements.  

Grade   C+ 

Advice 1. Revise grammar and sentence formation.  
2. Improve word choice.  
3. Always proofread your letter after finishing it.   

Comment [bnchmrk1]: has been  

Comment [bnchmrk2]: associated  

Comment [bnchmrk3]: systemic and respiratory 
examinations  

Comment [bnchmrk4]: , and there was  

Comment [bnchmrk5]: or  
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Dr David Smith 

Cardiologist 

Emergency Department 

Main Hospital 

Coast City 

 

20/09/2015 

 

Dear Dr. Smith, 

Re: Mrs. Lucy Clarke, D.O.B.: 11/03/1951 

 

I am referring Mrs. Clarke urgently as her features are highly suggestive of an unstable 

angina.  

 

Mrs. Clarke is a retired office clerk. She is non- smoker and drinks occasionally. She has been 

suffering from DM for 14 years now, in addition to, hyperlipidemia and hypertension since 

2005. Her mother was diagnosed with MI and died at age of 59 from ischemic stroke. Mrs. 

Clarke is on sitagliptin 100mg (p.o) mane, insulin 25 units (s.c) b.d., atrovastatin 40mg (p.o) 

mane and irbesartan 75mg (p.o) mane. 

 

On review today, she has been complaining of a chest pain on exertion for the last week. The 

pain was presented 3 times with less than 15 minutes duration each. Moreover, it was 

radiated to the left arm and was relieved by rest. The patient developed dyspnea, however 

there were no palpitation, no orthopnea and no paroxysmal nocturnal dyspnea. Mrs. Clarke is 

worried and convinced that she had a heart attack. On examination, her vital data were 

normal with normal resting ECG. 

 

In view of the above, my provisional diagnosis is unstable angina. She needs a hospital 

admission for your further management. Would you kindly advise the patient on the risks of 

MI?  

 

Yours sincerely, 

Doctor 

 

  Report 

Word length 198 

Comments There are only minor inaccuracies of grammar and 

sentence formation. The letter meets the 

expectations. 

Grade   B+ 

Advice 1. Revise grammar.  
2. Keep up the good work! 

Comment [teacher1]: a 

Comment [teacher2]: complained of  

Comment [teacher3]: of  

Comment [teacher4]: in the past week. 
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Dr John McLennan 
Psychiatrist 
Royal Mental Health Clinic 
177 Park Avenue 
Newtown 
 
29/11/2014 
 
Dear Dr McLennan, 
Re: Ms Dolores Hoffmann, D.O.B:22/06/1986 
 
Thank you for seeing Ms Hoffman, a 28-year-old sales assistant , whose features are 
consistent with reactive depression and anxiety .Your co-operation would be greatly 
appreciated . 
 
Ms Hoffmann is single and lives alone in Australia. 
 
On25/04/2014, initially, Ms Hoffmann complained of wooziness and stress at work. additionally 
,last night, she fainted at pub after taking several cocktails. Nine-months later, she presented 
with features which are consistent with upper respiratory tract infection, upon which, 
erythromycin was prescribed. she was anxious about having Epstein bar virus as her colleague. 
one -month later, she presented with depressed mood, nightmares, insomnia, loss of appetite 
and poor libido. moreover, she had poor memory, poor concentration, loss of pleasure ,loss of 
confidence. Unfortunately ,she split up with her boy-friend. In addition, she had intent to 
quitting her job. consequently, temazepam was prescribed . 
 
Today,Ms Hoffmann reported poor compliance on temazepam regime. In addition she accepted 
to be seen by psychiatrist. · 
 
In view of the above, I am referring her for further assessment and management. For any 
queries, please feel free to contact me. 
 
Yours sincerely, 
Doctor 

  Report 

Word length 178 

Comments An effort to accomplish the task is visible. 

However, the letter has inaccuracies pertaining to 

punctuation, capitalisation and word choice. 

Overall, the letter does not meet the expectations. 

Grade  C 

Advice 1. Revise grammar. 
2. Be careful with capitalization. 
3. Improve choice of words.  
4. Unnecessary pieces of information are visible. 
5. Always proofread the letter after finishing 

writing it. 
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Comment [teacher3]: the earlier  

Comment [teacher4]: a 

Comment [teacher5]: were  

Comment [teacher6]: S 
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Admitting  Officer  

Emergency  Department 

Children’s Hospital 

Newtown 

18/01/2014 

Dear Sir/Madam, 

RE: Joshua Vance                                                                                                                       DOB: 17/11/2013 

I am referring  Joshua  Vance, a 2-month-old infant , who has recently developed constipation with mild 

dehydration. Further assessment would be highly appreciated. 

Joshua is the first baby of his parents. He was delivered vagnially after a full-term pregnancy with normal  

weight and there were neither perinatal nor neonatal compilations. 

On 31/12/2013, Joshua's mother attended, for a routine baby check, concerning about her baby's bowel 

actions. He had only one bowel action every three days with hard stools. Examination revealed normal findings 

with a normal weight gain. Consequently, his mother was reassured and was advised to give him some water 

along with breast feeding. Next visit, the mother was worried about her baby because he was waking up crying 

every half hour throughout the night with no improvement of his symptoms. Examination revealed normal 

hydration; therefore, Coloxyl drops was prescribed and increasing water intake for the baby was 

recommended. 

Today, Joshua's mother reported that he has not passed stool for the last five days; besides, refusing feeds, 

vomiting once and there were no wet nappies. Examination showed that the baby is irritable and mildly 

dehydrated. 

In view of the above, my provisional diagnosis is constipation with mild dehydration. I am therefore referring 

this patient for further management. For any queries, please do not hesitate to contact me. 

 Yours faithfully, 

 Doctor 

 

  Report 

Word length 217 

Comments There are mistakes pertaining to sentence 

formation, punctuation, spelling and word 

choice. Nevertheless, the letter meets the 

expectations. 

Grade   B 

Advice 1. Revise grammar. 
2. Be careful with spelling. 
3. Improve choice of words.  
4. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: vaginally  

Comment [teacher2]: complications 

Comment [teacher3]: and expressed concerns  

Comment [teacher4]: including  

Comment [teacher5]: On the  

Comment [teacher6]: still  

Comment [teacher7]: previous  

Comment [teacher8]: were 
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Dr M McLaren 

Neurologist 

Suite 3 

67 The Crescent 

Newtown 

Dear Dr McLaren, 

Re : Mr Michael Weir, 44 years of age 

Thank you for seeing Mr Weir, whose symptoms and signs are indicative of multiple sclerosis. 

Your further management would be highly appreciated. 

Mr  Weir is a married real estate agent and has three children. Regarding his medical history, 

he has been taking Zoloft for depression since 2012. Please note, he is a smoker. 

In 29/06/2014, Mr Weir complained of tiredness and stress. Her examination reveled nothing 

abnormal except for high body mass index; therefore, laboratory tests were ordered. On the 

next review visit, he reported that he was still tired in addition to a weakness in his left leg. 

High level of cholesterol with low Hb was noticed in the tests' results. Consequently, the 

patient was advised on lifestyle changes such as increasing exercise, decreasing saturated fats 

intake and smoking cessation. Besides, a review visit was scheduled in one month. 

Today, Mr Weir reported two recent blackouts with dizziness. Moreover, he complained of 

mood swinging, stress, loss of energy beside tingling in his both hands. The examination 

revealed loss of sensation in his both hands with a diminished left patellar reflex. 

Consequently, head and neck CT scan was ordered. 

In view of the above, I am referring the patient for MRI and your full neurological assessment. 

For any queries, please dont hesitate to contact me. 

Yours sincerely, 

Doctor 

  Report 

Word length 214 

Comments An effort to finish the task is visible. Flow of information is 

logical and relevant case notes have been covered well. 

However, there are minor inaccuracies related to spelling, 

word choice and sentence formation. Nevertheless, the letter 

meets the expectations.  

Grade   B 

Advice 1.  Pay a little more attention to grammar and word choice. 
2. Be careful of spelling and avoid contractions such as don’t. 

 

Comment [benchmark1]: a 44-year-old real estate 
agent 

Comment [benchmark2]: the patient’s 

Comment [benchmark3]: revealed  

Comment [benchmark4]: test 

Comment [benchmark5]: swing 

Comment [benchmark6]: besides 

Comment [benchmark7]: do not 
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Ms Jane Graham 

Occupational Therapist 

Newtown Occupational Therapy  

10 Johnson Street 

Newtown  

 

20/06/2015 

Dear Ms Graham, 

Re: Mr. Barry Jones                                                                             D.O.B 01/04/1972 

Thank you for seeing Mr. Jones, a 44-year-old forklift who desires for returning to work. Your assessment 

would be highly appreciated. 

On 21/03/2015, Mr. Jones presented with a 4-day history of back pain, after he had lifted a heavy box off 

floor at his work. The x-ray revealed no disc problems. Therefore, he was diagnosed with a severe low back 

strain, for which he was prescribed naproxen and carisoprodol. In addition, he was referred to a 

physiotherapist and was given a medical certificate of a 30-day duration off work. On the next visit, the 

patient was still in pain and complained of movement stiffness. Although he was complaint to 

physiotherapy, he was concerned about the painful exercises. His sick-leave was extended another month. 

One month later, Mr. Jones attended complaining of severe movement stiffness and pain during walking. 

Therefore, he was advised on increasing naproxen dose with an extension of his sick-leave duration. 

Today, Mr. Jones reported that he was still in pain, however; the range of movement was improving. He 

was very bored and wanted to return to his work. Therefore, he was advised to return to work with no 

lifting and to take breaks regularly. 

In view of the above, I am referring the patient for assessment of his workplace and your advice. Should 

there be any queries, please do not hesitate to contact me. 

Yours sincerely, 

Doctor 

 

  Report 

Word length 228 

Comments Wording needs improving to enhance coherence 

and reduce the length of the letter. Order of 

content is good. Revision on grammar and 

capitalisation would be useful. 

Estimated Grade   B- 

Advice 1. Revise grammar and vocabulary. 
2. Try to finish the letter in 200 words by writing 

information in brief wherever possible. 
3. Always proofread the letter after finishing 

writing it. 
 

Commented [AH1]: driver, 

Commented [AH2]: would like to return 

Commented [AH3]: the 

Commented [AH4]: for 30 days 
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Commented [AH6]: pain during his 
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Commented [AH8]: to increase his 
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Dr M McLaren 

Neurologist  

Suit 3 

67 The Cresent 

Newtown 

09/08/2014 

 Dear Dr MClarent 

Re: Mr Michael Weir,  D.O.B.: 20/09/1970 

Thank you for seeing Mr Weir, whose features are suggestive of multiple sclerosis. Your 

further assessment and management are highly appreciated.  

Mr Weir, who is an overweight real estate agent, has been suffered from depression for 2 

years for which takes Zolof.  

Initially, the patient presented to me for his regular check-up on 29/06/2014. At that time, he 

reported weakness in his general health and his blood pressure was low. On the review visit 

one week later, he reported weakness in the left leg. His blood tests showed 

hypercholesterolemia and anaemia. Therefore, he was advised to modify his lifestyle and to 

stop smoking.  

Today, Mr Weir presented with complaints of dizziness, two recent blackouts and a tingling 

sensation in his both hands. Besides, the weakness in the left leg has been persistent. His 

neurological examination revealed loss of both sharp and blunt sensations on both hands in 

addition to a diminution in the left Pallar reflex. For those reasons, I have ordered a CT for the 

head and Lumar spine to rule out either spinal pathological conditions or central causes.  

In view of the above, my provisional diagnosis is possible multiple sclerosis. Thus, I am 

referring this patient to you for further assessment and possible MRI imaging. Please contact 

me, for further information.  

Yours sincerely,  

Doctor 

  Report 

Word length 213 

Comments Apart from minor inaccuracies, the letter meets 

the expectations.  

Grade   B+ 

Advice 1. Always try to write information in brief form 
(comment 3). 

2. Use synonyms.  
3. Keep up the good work!  

 

Comment [bnchmrk1]: will/would be highly  

Comment [bnchmrk2]: suffering  

Comment [bnchmrk3]: During initial visit on 
29/06/2014, the patient  

Comment [bnchmrk4]: came (use synonyms wherever 
possible) 
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Dr Hazem Gouda  

Psychiatrist  

Royal mental health clinic  

177 Park Avenue  

Newtown  

 

29 11 2017 

 

Dear Dr Gouda, 

Re: Ms Hannah Modi D.O.B.: 22/ 06 /1987 

 

I am writing to refer Ms Modi, a 30-year-old sales assistant lady, who presented with 

symptoms and signs suggestive of depression. Your further management is appreciated. 

 

Ms Modi is a single lady who lives with a boyfriend only. Unfortunately, she is a smoker and 

alcohol drinker. Moreover, she experiences a lot of stress during her busy work. 

 

On 11/10/2016, Ms Modi came with history of loss of consciousness (5-10 minutes) and one 

attack of vomiting following heavy drinking on the previous night. Her examination was 

unremarkable together with normal routine blood tests after that she was reassured. 

 

On 07/06/2017, Ms Modi presented with several moles on both sides of her neck to which 

only observation was advised. 4 weeks later, she presented again with a picture of chest 

infection. In addition, she was concerned about being avoided by her colleague and about 

having EBV infection. Reassurance was offered and Erythromycin was prescribed for 

nonspecific mild elevation of neutrophils. 

 

After about 2 months, she presented with clear symptoms of depression and anxiety due to 

the increasing work load. Moreover, she has splitted up with her boyfriend and considering 

leaving the job aiming to have rest. Unfortunately, she doesn't accept to be seen by 

psychiatric; moreover, she was uncompliant to the prescribed temazepam. 

 

Today, Ms Modi has accepted my recommendation; therefore, I am referring her with 

provisional diagnosis of depression and anxiety. I will be glad if you manage her condition. 

 

Yours sincerely, 

Doctor 

 

  Report 

Word length 239 

Comments The letter ably addresses the case notes. Flow of 

information is logical and paragraphing is relevant. 

Sentence formation is broadly fine. However, 

mistakes pertaining to spelling, articles, word 

choice and tenses are visible. Also, the letter is 

longer than recommended 200 words.  

Grade   C+ 

Advice 1. Since this is a letter to a psychiatrist, 
unimportant medical issues can be written in 
summary form to reduce the length.  

2. Be careful of spelling and punctuation marks.  
3. Learn more vocabulary and word choice.  
4. Revise grammar.   

 

Comment [bnchmrk1]: her boyfriend  

Comment [bnchmrk2]: S (there is nothing unfortunate 
about it) 

Comment [bnchmrk3]: work-related stress 

Comment [bnchmrk4]: the  

Comment [bnchmrk5]: instance  

Comment [bnchmrk6]: During subsequent visits, she 
complained of moles on both sides of the neck and  

Comment [bnchmrk7]: split  

Comment [bnchmrk8]: is 

Comment [bnchmrk9]: does not  

Comment [bnchmrk10]: a 

Comment [bnchmrk11]: she is not complaint with her 
temazepam and refused to be seen by a psychiatrist  

Comment [bnchmrk12]: Your assessment and 
management of this patient’s condition will be highly 
appreciated.  
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Dr. Hazem Gouda  

Suit 3 

67 The Crescent 

Newtown  

 

09/ 11/ 2016 

 

Dear Dr. Gouda, 

Re: Mr. Tamer Sultan      D.O.B.: 20/ 09 /1974 

 

I am writing to refer Mr. Sultan, a 42-year-old real estate agent, who presented by symptoms 

and signs suggestive of multiple sclerosis. Your further assessment is highly appreciated. 

 

Mr. Sultan is married with three children. He is a smoker and has no time for exercise which 

resulted in being overweight. Besides, he takes zoloft for depression since 2012. 

 

During subsequent visits, he presented by his regular complaint of tiredness, feeling 

depressed and stressed. However, on 7 /10/ 2016, he reported left leg weakness. At that 

time, his examination was unremarkable along with being anaemic with high cholesterol 

level. Consequently, he was advised to change his lifestyle and to continue same medication. 

 

Today, Mr. Sultan came with a history of 2 recent blackouts that were associated with 

dizziness and mood changes. Moreover, he reported the same weakness of the left leg 

together with tingling in his hands. Although he has started exercise, he is still overweight. His 

examination showed loss of sensation on both hands and diminished left patellar reflex. Our 

next step is to do CT on his head and lumbar spine. 

 

Based on the above information, I am suspecting multiple sclerosis. Therefore, I am referring 

this patient for your further assessments including an MRI study. 

 

Yours sincerely, 

Doctor 

  Report 

Word length 206 

Comments The letter ably covers the case notes and there is a 

logical flow of information. Some mistakes 

pertaining to grammar are visible, but these do not 

reduce communication.  

Grade   B 

Advice 1.  Revise grammar.  
2. Improve word choice.  
3. Always proofread your letter after finishing it.  
4. Keep up the good work! 

Comment [bnchmrk1]: with signs and symptoms  

Comment [bnchmrk2]: him 

Comment [bnchmrk3]: has been taking 

Comment [bnchmrk4]: with 

Comment [bnchmrk5]: complaints  

Comment [bnchmrk6]: apart from  

Comment [bnchmrk7]: the 

Comment [bnchmrk8]: the recent history of 2  
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Dr. O Shawki 

Neurosurgeon 

City Hospital 

Newton  

25/01/2018 

Dear Dr. Shawki  

Re: Mr Anees Ford, 45 Years of age 

Thank you for seeing Mr Ford, a 45-year-old stock brocker, who has presented with a 

discogenic low back pain. For your kind care.  

Mr. Ford is married with three children. He is a smoker and he drinks alcohol daily. He is 

mildly overweight. Of note to mention that he is allergic to Pethidime, penicillin and a 

radiographic contrast. Otherwise, he is medically free.  

On 11/01/2018, the patient has visited the clinic complaining  of severe low back pain which 

was not radiating to thighs then after lifting a heavy object. On examination, he was vitally 

stable. He had loss of lumbar lordosis as well as painful limitation of spinal flexion & 

extension. However, he maintained full range of lateral flexion. At that time, his SLR test was 

90° bilaterally. Mr Ford was advised to have a sick leave and to continue oral analgesics. He 

was given a follow-up appointment one week later. Unfortunately, he showed no 

improvement. In addition, the pain has radiated to his right thigh and leg. 

Today, and after another week of rest and pain killers, Mr Ford has been almost immobile 

because of the agonizing low back pain and right sciatica. His examination shows more 

restricted spinal movements in all direction. While SLR test is only 50° on the right side.  

I am referring Mr Ford to you as my provisional diagnosis is discogenic radiculopathy for 

performing MRI and your opinion regarding possibility of surgery accordingly.  

Yours sincerely, 

Doctor  

  Report 

Word length 239 

Comments The letter is quite long. Also, mistakes pertaining 

to grammar and word choice are visible. Effort to 

write information in brief is missing as well. 

Overall, the letter requires further improvements.  

Grade   C+ 

Advice 1. Avoid writing more than 200 words.  
2. Pay attention to tenses.  
3. Improve word choice.   

 

Comment [bnchmrk1]: a 45-year-old stock broker 

Comment [bnchmrk2]: Please note that  

Comment [bnchmrk3]: and 

Comment [bnchmrk4]: , and  

Comment [bnchmrk5]: rest  

Comment [bnchmrk6]: Upon his following visit,  

Comment [bnchmrk7]: and his  

Comment [bnchmrk8]: with 

Comment [bnchmrk9]: of 

Comment [bnchmrk10]: He requires 
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Admitting Officer 

Emergency Department 

Newtown Hospital 

 

13/09/2014 

 

Dear Sir/Madam, 

Re: Ms Sara Adams 

 

Thank you for seeing Ms Adams, who is having an acute exacerbation of asthma and 

pneumonia. Your urgent management is highly appreciated. 

 

Ms Adams is a 38-year-old administrator who is known to be asthmatic and hypertensive. For 

both conditions she is receiving ramipril, fluticasone and ventolin. 

 

On 10/09/2014, the patient presented with runny nose, productive cough as well as wheezy 

chest. At that time, she had no shortness of breath. On examination, she showed nasal 

congestion, red throat, in addition to scattered chest wheezes. Ventolin dose was augmented 

and she was advised of rest. Unfortunately, Ms Adams came back 2 days later as her chest 

condition became worse. She complained of shortness of breath and fever. Therefore, 

Amoxicillin and oral prednisone were prescribed. 

 

Today, Ms Adams, in spite of receiving the antibiotic and the prednisone, appeared very 

unwell. Her fever has not settled; her shortness of breath has become more significant. When 

examining her chest, a generalized wheeze as well as bibasal crepitations were found. 

 

Showing no improvement on Ventolin Nebules, Ms Adams is most propably having an 

exacerbating attack of asthma on top of pneumonia. Thus, I am referring her to you for your 

urgent management. Should u have any queries, please do not hesitate to contact me. 

 

Yours sincerely, 

Doctor 

 

  Report 

Word length 209 

Comments Mistakes pertain to articles, conjunctions and 

punctuation. On the bright, paragraphing is logical 

and relevant case notes have been covered 

adequately. Overall, the letter meets the 

expectations. 

Grade   B 

Advice 1. Try to write information in brief wherever 
possible.  

2. Revise grammar.  
3. Keep up the good work!   

 

Comment [teacher1]: , Peroxitine  

Comment [teacher2]: V 

Comment [teacher3]: two days later, her  

Comment [bnchmrk4]: Her condition has still not 
improved and she appeared unwell today.  

Comment [teacher5]: and  

Comment [teacher6]: was (simply write and in place of 
as well as to avoid confusion) 

Comment [teacher7]: The dosage were increased 
accordingly. 

Comment [teacher8]: With her condition worsening, I 
suspect  

Comment [teacher9]: you 
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Dr Malcolm Still 

Rheumatologist 

5 Grant st 

Fairmont 

03/05/2014 

Dear Dr Still,  

Re: Mr James Seymour  D.O.B.: 19/09/1953 

Thank you for seeing Mr Seymour, a 60-year-old retired academic, whose his features are 

suggestive of gout. Your further management is greatly appreciated.  

Mr Seymour, who lives alone as he is divorced with no children, has been an ex-smoker for 

the post 20years. However, he is a heavy drinker. His father had suffered from rheumatoid 

arthritis for about 50 years till his death. The patient’s past history shows recurrent attacks of 

possible gout affecting his large toe over the last 4 years. Regarding medications, he takes 

lengout, indocind and allopurinal on occasions.  

One week ago, the patient presented with a complaint of a swollen left large tow. He 

reported that it had been the third bout of gout over the last 8 months for which he had been 

taking a low dose of colchicin and irregular doses of Indocid. At that time he was not taking 

allopuranal; nevertheless, he modified his diet. His examination showed an inflamed left big 

toe with no other joint affection. Therefore, I ordered an x-ray and some blood tests and 

advised him on taking proper doses of gout medications along with regular analgesics. 

Moreover, oxycodone 5mg was prescribed only when required.  

Today, the gout attack has been improving with good compliance to his medication. The x-ray 

indicated some degeneration at the left metatarsophalangeal joint as well as an elevation of 

CRP level was noted. Unfortunately, the patient is very concerned about the possibility of 

rheumatoid arthritis and requested a referral to a rheumatologist. Please note, synovial fluid 

sampling was discussed with the patient as well as the importance of diet control and alcohol 

reduction. 

In view of the above, I am referring this patient to you upon his insistence for your further 

management. Please contact me if you require further information.  

Yours sincerely  

Doctor  

  Report 

Word length 297 

Comments This is an excessively long letter with no effort to 

write information in brief. Also, mistakes 

pertaining to word choice and grammar are visible. 

Overall, the letter requires further improvements.  

Grade   C+ 

Advice 1. Try to finish your letters in 200 to 220 words.  
2. Improve word choice.  
3. Revise grammar.  

 

 

Comment [bnchmrk1]: will/would be  

Comment [bnchmrk2]: and  

Comment [bnchmrk3]: He has a family history of 
arthritis  

Comment [bnchmrk4]: a  

Comment [bnchmrk5]: N 

Comment [bnchmrk6]: The patient’s  

Comment [bnchmrk7]: Therefore, the patient has 
requested  

Comment [bnchmrk8]: along with  
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Admitting Officer 

Emergency Department  

Newtown Hospital 

13/9/2014 

Dear Sir/Madam,  

Re: Ms Sally McConville 

Thank you for urgently seeing this 38-year-old lady, whose features are suggestive of 
pneumonia. Your urgent management would be highly appreciated.  

Ms McConville, who is a non-smoker administrator, has a history of asthma, hypertension 
and depression for which she takes regular medications. She has no known allergies.  

She presented on 10th of this month with acute asthmatic symptoms, and on 12th of this 
month, was diagnosed with infective exacerbation of asthma. She was commenced on 
amoxicillin 500mg three times a day in addition to Ventolin. 

This patient presented today, after being seen twice in the previous 3 days, with obvious 
respiratory distress, fever and the feel of unwellness. She has a diffue wheeze and basal 
cripitations over both lung fields. Moreover, her temperature is 37.7, Pulse 112 and Blood 
Pressure is 100/65. Although she was given salbutamol 5mg, she is still suffering of 
respiratory distress.  

It is worth mentionoing that this patient was diagnosed with an infective exacerbation of 
asthma yesterday; for this reason, she was commenced on Amoxicillin 500ng three times a 
day. Those were added to her regular does of Ventolin which had been prescribed since 
10/9/2014. 

In view of the above, my provisional diagnosis is acute asthmatic attack with possible 
pneumonia. Therefore, it would be highly appreciated if you could urgently manage her 
condition as you feel appropriate.  

Yours sincerely,  

Doctor  

  Report 

Word length 183 
Comments Inaccuracies pertaining to word choice, grammar, 

capitalization and spelling have been made.  The 
order of information needs to be improved. 
Nevertheless, the letter meets the expectations. 

Grade  B 
Advice 1. Revise grammar. 

2. Be careful with spelling and capitalization. 
3. Improve choice of words.  
4. Always proofread the letter after finishing 

writing it. 
 

Comment [teacher1]: this information is not really 
important for emergency doctor I suppose! 

Comment [teacher2]: worsening  

Comment [teacher3]: feeling unwell  

Comment [teacher4]: diffused wheezing  

Comment [teacher5]: crepitations 

Comment [teacher6]: p 

Comment [teacher7]: b 

Comment [teacher8]: p 

Comment [teacher9]: mentioning  

Comment [teacher10]: a 

Comment [teacher11]: mg 

Comment [teacher12]: dose 
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