
Preparatory workshop
Practice assessment



PMP report



PMP

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Practice%20Management%20Package%20%28PMP%29%20report%20for%20PA%2C%202026%20Exit.pdf

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Practice%20Management%20Package%20%28PMP%29%20report%20for%20PA%2C%202026%20Exit.pdf


PMP Rating Form

https://www.hkcfp.org.hk/upload/Documents/EXIT/Practice%20Management%20Package%20Rating%20Form%20%28Feb%202025%29.pdf

Please use the latest version of PMP Rating Form

(Feb 2025)

• Practice setting (Part A)

• Clinic management (Part B)

• Pharmacy (Part C) 

• Dangerous drug management (Part CII)

https://www.hkcfp.org.hk/upload/Documents/EXIT/Practice%20Management%20Package%20Rating%20Form%20%28Feb%202025%29.pdf


Attachment 1 to 11

https://www.hkcfp.org.hk/upload/Documents/EXIT/List%20of%20Attachments%20to%20be%20submitted%20by
%20candidates%20for%20Practice%20Assessment%20%28Feb%202025%29.pdf

https://www.hkcfp.org.hk/upload/Documents/EXIT/List%20of%20Attachments%20to%20be%20submitted%20by%20candidates%20for%20Practice%20Assessment%20%28Feb%202025%29.pdf


PMP Appendixes

The latest version of PMP Appendixes

(April 2025)

References in your PMP report preparation



Appendix N (Expired Medication disposal)

The list of ‘Further reading’ is updated 

The latest version of PMP Appendixes

(April 2025)

PMP Appendixes

References in your PMP report preparation



Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

2025

Exit Exam 

application

• Attachment 1 to 11

• PMP Visit on any day

2026

PMP Report preparation

Exit Exam 

starts

1 May to 31 October 2025

PMP Report and 4 copies of Attachment 1 to 11: 

to be submitted with Exit Examination Application 

(deadline: 1 November 2025)

PMP 

report 

x 1 copy

Attachment 

1 to 11

x 4 copies

On the day of PA:

• Random Check on Part A, B, C

• Part  CII



Part D



Prepare for Part D

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Part%20D%20%28Medical%20Records%29%20for%20PA%2C%202026%20Exit.pdf

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Part%20D%20%28Medical%20Records%29%20for%20PA%2C%202026%20Exit.pdf


Prepare for Part D

Satisfactory (or above) performance in PERMIx 3A and 3B in BVTS Higher Training

Cases collection / Attachment 12 preparation:

• Collect 50 Cases in a one-week-period period

• The one-week can be between 20 September to 20 November 2025 (tentative)

• Paper / print-out based

• The 50 Case-log = Attachment 12 , 

to be submitted on or before 21 November 2025 (tentative)

Assessment format in Part D (Medical Records) of PA

• The same assessment format as in the previous year (i.e. 2025 Exit Exam)

• D2 (Basic Information) and D3 (Consultation notes)

Updates:



Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

Higher FM Training: 1st year

PERMIx 

1A

PERMIx 

4B
PERMIx 

3B

PERMIx

3A

PERMIx 

2B

PERMIx

2A

PERMIx 

1B

Higher FM Training: 2nd year

2024

2025

PERMIx

4A

2025

2026

Satisfactory (or above) performance in PERMIx 3A and 3B in BVTS Higher Training



Satisfactory (or above) performance in PERMIx 3A and 3B in BVTS Higher Training



Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

2025

Exit Exam 

application

Any ‘One week’:

• The medical records of 50 Patients consulted the Candidate

• Attachment 12 (the Case-1og)

2026

Cases collection / Attachment 12 preparation

Exit Exam 

starts

20 Sep to 20 Nov 

2025

Attachment 12 

to be submitted on OR before 21 November 2025

On the day of PA:

Examiners select 8 cases for 

Part D assessment 

Timeline

(tentative)

(tentative)



Cases collection / Attachment 12 preparation

Same as 2025 Exit Exam

Required format



16

Attachment 12

A list of the 

the 50 patients consulted you 

during the cases collection period 

The patients can source from more than one clinic that you 

are working 



Serial 
no.

Patient record 
number

Patient 
initials

sex age diagnosis Date of the 
consultation

Date of first attended 
the clinic

1 3216 NFK F 25 URTI 20 SEP 2022 18 OCT 2010

2 8839 LKF F 46 DEPRESSION 20 SEP 2022 25 JUL 2011

3 292 KPW M 87 DM, HT, 
HYPERLIPIDEMIA

21SEP 2022 18 SEP 1999

4 6677 CHL F 12 ALLERGIC 
RHINITIS

21 SEP 2022 12 MAY 2011

5 4454 CHC M 67 HT 21 SEP 2022 12 JAN 2011

… … …. … … … …. ….

50 2323 LKH M 38 URTI 24 OCT 2022 24 OCT 2011

Confidentiality: Do not include patient’s name, HKID

Attachment 12: format

Standard format



Sample layout of Attachment 12



The format

paper

or / with 

Print-out from 

computer system 

Handwritten 

records 

The medical records in Part D (i)

on the computer 

screen



The content of  each medical record for assessment should at least include:

Basic information

Consultation note
Dr. Candidate 
Consultation note

Dr. Candidate 
date: DD/MM/YYYY  

Basic information

Consultation notes

The medical records in Part D (ii)



Basic information

Basic information
On following areas 

as appropriate and as applicable

• Allergy / Adverse drug reactions

• Current medication list 

• Problem list (Current / Past health)

• Family history (with genogram as appropriate)

• Social history, occupation

• Height, weight, BMI/ growth chart, blood pressure  

• Immunization 

• Tobacco & alcohol use; physical activity

Please note:

It is not mandatory to have full documentation 

on all the areas in every record

The medical records in Part D (iii)



Basic information in PERMIx and Part D of PA

• There are differences in the format of assessment in PERMIx and Part D of 

PA

• Conventionally, the Part D (Medical Records) assessment is paper / print-

out based

• For clinics that using computer based medical record system, suggest:

o Make use of the existing system to fulfil the documentation of basic 

information as much as possible

o Create template / tables to supplement the documentation of basic 

information if necessary

o Not suggest to create a brand-new template to enter all the “Basic 

Information” for PA



Make use of the existing system 
to fulfil the documentation of basic information as much as possible



Draw genogram here
Prefers type-in the 

information  as much as 

possible, 

instead of all hand-

written



Print-out



Print-out



Create a template in the for 

Active problem

Inactive problem, etc.







Create template / tables to supplement the documentation of 
basic information, if necessary, e.g.



Not necessary to list the 

dates of dosage adjustment



Consultation note
Dr. Candidate 
Consultation note

Dr. Candidate 
date: DD/MM/YYYY  

Consultation notes
On following areas 

as appropriate and as applicable

• Main reason(s) of consultation 

• Clinical findings

• Diagnosis / working diagnosis

• Management

• Anticipatory care advice

Date of  the consultation: to be stated in the Attachment 12

Please note:

• As appropriate and as applicable

• Not mandatory in every consultation

The medical records in Part D (iv)



Consultation note
Dr. Candidate 
Consultation note

Dr. Candidate 
date: DD/MM/YYYY  

Also include the following whenever applicable:

Lab report

Referral letter

Consultation note
Dr. Colleague B

Consultation note
Candidate 

Consultation note
Dr. Colleague A 

date: DD/MM/YYYY  

the previous consultations’ 

notes --- up to five

issued in this 

consultation

followed up in 

this consultation

• Information in the previous consultation notes e.g. Blood pressure, BMI;

chronic medications usage, control of medical condition(s) under your clinic’s

attention can help the Assessors to understand your consultation note

• Will not be marked directly

The medical records in Part D (v)



Suggest paper-flag the pages for Examiners  

The medical records in Part D (vi)



The medical records in Part D (vii)

• Keep in your clinic

• To be assessed by PA examiner on the Examination Day



Readily retrievable and 

available upon the 

Examiners’ request

May be required to verify 

the genuineness e.g. 

through the clinic 

computer record system/ 

relevant persons  

The medical records in Part D (viii)

http://www.google.com.hk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi62sP2tqfOAhUILpQKHSBrDI0QjRwIBw&url=http://irmcdocs.org/patient-information-2/medical-records-request/&psig=AFQjCNEOR8tOxRTGHS58sQLHNXF4lzelSQ&ust=1470388700704871


Assessment format in Part D (Medical Records) of PA

Same as 2025 Exit Exam



Part D (Medical Records) Rating Form



Part D (Medical Records) Rating Form



Part D (Medical Records) Rating Form



D1 (Legibility): marking 

Please enter the Serial no. of the records 

i.e. 1 to 50 of the Attachment 12

Enter the serial number of the 
records (i.e., 1 – 100) chosen 
from the 100-Case log →

1 2 3 4 5 6 7 8

8 12 23 25 35 39 41 48



D1 (Legibility): marking 

D1. Legibility
(Tick if okay) √ X

Examiners proceed to assess 

the medical record

the whole case will not be marked

pro-rata mark deduction in Part D 

total score



D2 (Basic Information): marking

D2. Basic 

Information
• Allergy / Adverse drug 

reactions

• Current medication list

• Problem list (Current / 

Past health)

• Family history (with 

genogram as 

appropriate)

• Social history, 

occupation

• Height, weight, BMI/ 

growth chart; blood 

pressure

• Immunization

• Tobacco & alcohol use; 

physical activity

Examiner would jot down the impression 

of each of the eight selected cases



Marking Scale for D2 (Basic information)

Examiner marks all the eligible medical records

Then give a global mark in Part D2 (basic information)

D2. Basic Information score (circle one only)

9

8.5 Accurate and legible with precise and concise details

8

7.5 Accurate and legible with sufficient details

7

6.5
Accurate and legible with adequate information for realizing the basic information without 

major omissions

6

5.5 Legible but missing some major details

5

4.5
Contain illegible information i.e. information overload, redundant or irrelevant information 

breakdown effective communication between medical professionals.

OR some major findings were wrongly recorded

4



Serial 
no.

Patient record 
number

Patient 
initials

sex age diagnosis Date of the 
consultation

Date of first attended 
the clinic

1 3216 NFK F 25 URTI 20 May 2022 18 OCT 2010

2 8839 LKF F 46 DEPRESSION 20 May 2022 25 JUL 2011

3 292 KPW M 87 DM, HT, 
HYPERLIPIDEMIA

21 May 2022 18 SEP 1999

4 9932 STKM F 1 URTI 21 May 2022 6 AUG 2011

5 6677 CHL F 12 ALLERGIC RHINITIS 21 May 2022 12 MAY 2011

6 4454 CHC M 67 HT 21 May 2022 12 JAN 2011

… … …. … … … …. ….

100 2323 LKH M 38 URTI 29 June 2022 24 OCT 2011

This consultation notes would 

be selected for assessment

If  the assessor choose 

to assess this record

D3 (Consultation notes)
Date of the consultation

Attachment 12 



D3 (Consultation notes): marking

D3. Consultation 

notes

Main reason(s) of 

consultation

Clinical findings

Diagnosis/ Working 

diagnosis

Management

Anticipatory care advice 

(as applicable)

Examiner would jot down the impression of 

each of the eight selected cases



D3 (Consultation notes): marking

D3. Consultation 

notes

Main reason(s) of 

consultation

Clinical findings

Diagnosis/ Working 

diagnosis

Management

Anticipatory care advice 

(as applicable)

NOT “Idea / Concern / Expectation of the patient”! 



Marking Scale for D3 (Consultation notes)

Examiner marks all the eligible medical records

Then give a global mark in Part D3 (Consultation notes)

D3. Consultation notes score (circle one only)

9

8.5
Accurate and legible with precise and concise details, with a relevant past medical / 

social history of an appropriate length

8

7.5 Accurate and legible with sufficient details, with a relevant past medical / social history

7

6.5
Accurate and legible with adequate information for realizing the whole consultations 

without major omissions

6

5.5 Legible for the consultations but missing some major details

5

4.5
Contain illegible information i.e. information overload, redundant or irrelevant 

information breakdown effective communication between medical professionals.

OR some major findings were wrongly recorded

4



Part D (Medical Records): total score

Mark distribution:

D2 (Basic information): 35%

D3 (Consultation notes): 65%

Passing mark: Total score ≥ 65%

 Total score (Part D): 

 
D2 score x 3.5 

+ 

D3 score x 6.5 

= 

Total Score 

(Part D) 

 

 
   

 

 
     

 

     
If D1 pro-rata mark 

deduction applicable  

       

     
Pro-rata deducted 

Total Score (Part D) 
 

       

       

 





Part E



Prepare for Part E

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Part%20E%20%28Investigations%29%20for%20PA%2C%202026%20Exit.pdf

https://www.hkcfp.org.hk/upload/Documents/EXIT/Prepare%20Part%20E%20%28Investigations%29%20for%20PA%2C%202026%20Exit.pdf


Prepare for Part E

1. Everyday practice:

a. rational use of investigations (justification)

b. appropriate follow up on the investigation results & patients

2. Familiarize with ICPC-2 coding 

3. Practice write up short cases summaries

4. Look for Cases that have the potential to submit for PA (Part E)

a. Have investigations initiated, ordered by  the candidate

b. Follow up of the investigation results expected to occur within the 

‘Case Collection’ period



Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

2025

Exit Exam 

application

• 10 Patients had investigations ordered 

and followed up by the Candidate  

• Attachment 13 

2026

Part E (Investigation) preparation

Exit Exam 

starts

Six-week

Attachment 13 

to be submitted with Exit Examination Application 

(deadline: 1 November 2025)

On the day of PA:

Examiners assess all the 

10 Cases 

‘Case Collection’ period



E2. Justification (circle one only)

9

8.5
The investigations were targeted to the clinical findings, performed at appropriate time, the 

medical record was precise; provided effective patient care  

8

7.5 The investigations were targeted to the clinical findings, performed at appropriate time

7

6.5 The investigations were in line with the clinical findings, likely solving the presenting problem

6
The investigations were not in line with the clinical findings, not likely solving the presenting 

problem

5.5 The investigations did not consider significant clinical findings appropriately

5

4.5
The investigations OR the management of clinical condition(s) did not consider red flags 

appropriately 

4
The medical record was disorganized, impairing the communication with other health care 

workers 

Performance 



E4. Follow up (circle one only)

9

8.5
The follow up was targeted to the clinical findings and the investigation results, performed at 

appropriate time, the medical record was precise; provided effective patient care 

8

7.5
The follow up was targeted to the clinical findings and the investigation results, performed at 

appropriate time

7

6.5 The follow up was in-line with the clinical findings and the investigation results

6 The follow up was not in line with the clinical findings OR the investigation results

5.5 The follow up did not consider significant investigation results appropriately 

5

4.5
The follow up of investigation results OR the management of clinical condition(s) did not 

consider red flags appropriately 

4
The medical record was disorganized, impairing the communication with other health care 

workers 

Performance 



Thanks


