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2027 Exit Examination

Pre-Exit Examination Workshop 

for Candidates

Practice Assessment  
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Please also refers to the information in 

the Introductory and Preparatory Workshops
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Candidate needs to 

prepare

Tips on good 

practice for 

Candidate

Examiner will 

assess

Consensus / 

recommendation 

in marking

Information provided 
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HKCFP Exit Examination

Consultation 

Skills 

Assessment

Practice

Assessment

Clinical Audit Research

Candidate can choose to take either Clinical Audit or Research
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Practice Assessment is an assessment of 

• the candidate’s knowledge and understanding of the medical practice 

• the standard of the candidate’s practice 

• the candidate’s practice management skills
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Practice Assessment consists of four Parts
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PA Documents 
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PA Documents submission deadlines
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List of Attachments 1 - 13

to be submitted by candidates for Practice Assessment
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Suggestion on printing & binding your PA Documents

A4 size

Insert header/ footer; indicating: 

• Candidate name / number 

• Attachment no.

• Page number

Double-side printing preferred

For each of the four sets of the documents

use detachable binding e.g.  treasury tags or 

binder clips

⸪ only some (NOT all) of the Attachments will be 

selected and distributed to PA Examiners

If an Attachment has multiple pages → staple
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Random Check (PMP review) 

Part CII of PA

PMP report

Attachment 1 to 11 
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Prepare for PMP review (Random Check, Part C II)
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Part D (Medical Records)

Satisfactory performance in PERMIx, Higher Training

50 patients’ medical records

Attachment 12 



Satisfactory performance in PERMIx, Higher Training
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Satisfactory performance in PERMIx, Higher Training

Submit your PERMIx 3B and 4 reports to BVTS
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Candidate needs to 

prepare

Tips on good 

practice for 

Candidate

Examiner will 

assess

Consensus / 

recommendation 

in marking

Presentation materials of the Introductory & Preparatory Workshops

available in the College website

50 patients’ medical records for Part D
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• The 50 patients were seen by you within a one-week period 

• The one-week period must be within: 

15 September 2026 to 20 November 2026

• To be submitted on or before 21 November 2026

Part D
Case collection period

50 patients’ medical records for Part D
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• The 50 patients

Head counts 

Not the repeated attendances of 

individual patients

• The patients could be seen by you in different clinics

• Health Screening / Medical Assessment excluded 

50 patients’ medical records for Part D
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Attachment 12

• A table of the 50 cases collected

• Standard format

o Serial no. (i.e. 1 – 50)

o Patient record number

o Patient initials

o Sex

o Age 

o Diagnosis

o Date of the consultation (by the candidate)

o Estimated duration of the consultation (by the candidate)

o Date first attended the clinic (by the candidate OR another doctor)

• Confidentiality: do not include patient’s name, HKID

New requirement from 

2027 Exit Exam



Serial 

no.

Patient record 

number

Patient 

initials
sex age diagnosis Date of the consultation

Estimated 

duration of the 

consultation 

Date first attended the 

clinic

1 3216 NFK F 25 URTI 20 SEP 2022 8 min 18 OCT 2010

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

3 292 KPW M 87
DM, HT, 

HYPERLIPIDEMIA
21SEP 2022 18 min 18 SEP 1999

4 6677 CHL F 12
ALLERGIC 

RHINITIS
21 SEP 2022 10 min 12 MAY 2011

5 4454 CHC M 67 HT 21 SEP 2022 8 min 12 JAN 2011

… … …. … … … …. …. ….

50 2323 LKH M 38 URTI 24 OCT 2022 6 min 24 OCT 2011

Sample
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New requirement from 2027 Exit Exam

Attachment 12
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Prepare for Part D (Medical Records)
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Part E (Investigations) 

10 patients’ medical records 

Attachment 13 
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Candidate needs to 

prepare

Tips on good 

practice for 

Candidate

Examiner will 

assess

Consensus / 

recommendation 

in marking

Presentation materials of the Introductory & Preparatory Workshops

available in the College website

10 patients’ medical records in Part E, Attachment 13
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The ten patients 

• were seen and had investigations ordered by you

• had the investigation results followed up by you 

between 15 September 2026 and 31 October 2026

• can be seen by you in different clinics

• cannot be those you submitted for Attachment 12 (Part D)

10 patients’ medical records in Part E

Part E
Case collection period
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10 patients’ medical records in Part E

New requirement from 2027 Exit Exam
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Attachment 13

• Should contain:

o Case summaries of the 10 patients

o A table of the 10 cases collected

• Standard format (please refer to the Introductory Workshop)

• Confidentiality: do not include patient’s name, HKID
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Prepare for Part E (Investigations)
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Exam day 

Exam Date arrangement

When Examiners arrive

Clinic inspection with the candidate 

Random check 

Part C II

Assess Medical Records 

Part D

Part E

When the Exam ends
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Exam Date arrangement
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When Examiners arrive
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Clinic inspection with the candidate 

(Random check and Part C II)

Can have 

notes on hand



Random check
(PMP Review)

32
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Making sheet in the PA rating form

Items and relevant 

Attachment(s) selected from:

1. Parts A or/ and B; AND

2. Part C 

• Selected items from your PMP report , and 

• the relevant Attachment(s) you submitted

Random Check (PMP review): the marking sheets

Marking principle: 

same as in PMP visit
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Random Check (PMP review): result grading 

Marking principle: 

same as in PMP visit



Part C II
(Dangerous drugs management)

35
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Making sheet in the PA rating formPart C II checklist 

in the PMP report

Part C II (Dangerous Drugs management): the marking sheets

Marking principle: 

same as in PMP visit



Part C II (Dangerous drugs management): result grading
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Marking principle: 

same as in PMP visit
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Assess Medical Records

(Part D and Part E)



Part D
(Medical records)

39
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Part D (Medical Records) Rating Form
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Eight cases will be selected from the Attachment 12

the Serial no. of the records i.e. 1 to 50 

of the Attachment 12



42

D1. Legibility

(Tick if okay) √ X

D1 (Legibility): marking 
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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

D2 (Basic Information): marking

Examiners jot down the impression 

of each Case

A global mark on 

D2 (Basic information)
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Marking Scale for 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

Estimated 

duration of the 

consultation 

Date first attended the 

clinic

1 3216 NFK F 25 URTI 20 SEP 2022 8 min 18 OCT 2010

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

3 292 KPW M 87
DM, HT, 

HYPERLIPIDEMIA
21SEP 2022 18 min 18 SEP 1999

4 6677 CHL F 12
ALLERGIC 

RHINITIS
21 SEP 2022 10 min 12 MAY 2011

5 4454 CHC M 67 HT 21 SEP 2022 8 min 12 JAN 2011

… … …. … … … …. …. ….

50 2323 LKH M 38 URTI 24 OCT 2022 6 min 24 OCT 2011

Sample
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D3 (Consultation notes): marking
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D3. Consultation 

notes

Main reason(s) of 

consultation

Clinical findings

Diagnosis/ Working 

diagnosis

Management

Anticipatory care 

advice (as applicable)

D3 (Consultation notes): marking

Examiners jot down the impression 

of each Case

A global mark on 

D2 (Basic information)

NOT “Idea / 

Concern / 

Expectation of 

the patient”! 
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Marking Scale for 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
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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) 
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Part E
(Investigations)

50
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Part E (Investigations) Rating Form (i)
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Part E (Investigations) Rating Form (ii)
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E1 (Investigation indication documentation)

Consultation note
Patient: XXX
M/72
No: GK 123984

1 Sep 2019

Retired seafarer With wife. 
C/O: progressive poor memory 6/12 …..

e.g. confused on date/ events…

…..ADL independent, went out for lunch / market by self…

Quitted smoking / drinking since retired age 60

Exercise: nil regularly 

PE: GC sat, normal gait BP 129/78 P 89 euthyroid….

--- AMT 6/10

Imp: cognitive impairment/ ? Dementia or MCI

Mx:

Brief explain cogn. Impairment with pamphlet

Bld test (CBC, L/RFT, FBS, Lipids, TFT, Vit B12,folate, VDRL)

FU 3/52

Please note: the consultation note content are simulated and not implying a standard of pass or fail in the Exam   

(candidate) Dr. ABC

Clinical information 

Provisional diagnosis / Chief 

condition requiring investigations

Test(s) ordered

Investigation indication 

documentation (E1)

ICPC coded in 

Attachment 13
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E1 (Investigation indication documentation): marking
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E2 (Justification)

Consultation note Patient: XXX
M/72
No: GK 123984

1 Sep 2019

Retired seafarer With wife. 
C/O: progressive poor memory 6/12 …..

e.g. confused on date/ events…

…..ADL independent, went out for lunch / 
market by self…

Quitted smoking / drinking since retired age 60

Exercise: nil regularly 

PE: GC sat, normal gait BP 129/78 P 89 
euthyroid….

--- AMT 6/10

Imp: cognitive impairment/ ? Dementia or MCI

Mx:

Brief explain cogn. Impairment with pamphlet

Bld test (CBC, L/RFT, FBS, Lipids, TFT, Vit 
B12,folate, VDRL)

FU 3/52

Please note: the consultation note content are simulated and not implying a standard of pass or fail in the Exam   

(candidate) Dr. ABC

Marking of E2 (Justification)

is the Examiner’s judgement on the records :

Clinical information 

Provisional diagnosis / Chief 

condition requiring investigations

Test(s) ordered
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Marking Scale for E2 (Justification)

Examiner marks all the eligible medical records

Then give a global mark

E2. Justification score

circle one mark 

ONLY ↓
References:

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
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E3 (Results documentation)

Consultation note Patient: XXX
M/72
No: GK 123984

(candidate) Dr. ABC

Investigation results/ findings

Results documentation (E3)

21 Sep 2019

with wife and daughter today

Consult. 1/9/ 2019 refers; 

Dementia bld work up (4 Sep 2019): 
CBC, L. RFT, TFT, Vit B12, folate: N; VDRL: no-
reactive 

Daughter concerned ….

Imp: cognitive impairment/ likely MCI

Mx:

Suggest SFI CT brain; relatives need time to 
think about

Encourage regular social activities / exercise. 
: e.g. visit nearby elderly community center

Refer:

Occ therapist (assessment and training)

Geri SOPC

FU 12/52

Please note: the consultation note content 
are simulated and not implying a standard of 
pass or fail in the Exam   
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E3 (Results documentation): marking
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E4 (follow up)
Consultation note

Patient: XXX
M/72
No: GK 123984

(candidate) Dr. ABC

21 Sep 2019

with wife and daughter today

Consult. 1/9/ 2019 refers; 

Dementia bld work up (4 Sep 2019): 
CBC, L. RFT, TFT, Vit B12, folate: N; VDRL: no-
reactive 

Daughter concerned ….

Imp: cognitive impairment/ likely MCI

Mx:

Suggest SFI CT brain; relatives need time to 
think about

Encourage regular social activities / exercise. 
: e.g. visit nearby elderly community center

Refer:

Occ therapist (assessment and training)

Geri SOPC

FU 12/52

Marking of E4 (follow up)

is the Examiner’s judgement on the records:

Investigation results/ findings:

Diagnosis

Management

Other clinical information elicited (if any) 

Documented in the 

Medical record &

Please note: the consultation note content are simulated and not implying a standard of pass or fail in the Exam   
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Marking Scale for E4 (follow up)

Examiner marks all the eligible medical records

Then give a global mark

E4. Follow up score

circle one mark 

ONLY ↓
References:

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
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Part E (Investigation): total score

Mark distribution:

E2 (Justification): 50%

E4 (Follow up): 50%

Passing mark Total score ≥ 65%

 Total score (Part E): 

 
E2 score x 5 

+ 

E4 score x 5 

= 

Total Score 

(Part E) 

 

 
   

 

 
     

 

    
 

If E3 pro-rata mark 

deduction applicable, 

please enter the 

adjusted mark 

 If E1 pro-rata mark 

deduction applicable 
 

 

 

     

     
Pro-rata deducted 

score (Part E) 
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When the Exam ends

• The Examiners will call you back 

• Please check with the Examiners 

that all the medical records had 

returned to you

• Confirm by signing on the note 

provided This is to confirm that all the medical 
records used in Practice Assessment 
today had returned to me.
Date
Candidate:
Signature: 



Pass / Fail 

64
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When Pass-fail discrepancy among Examiners’ marking occur in

Random check, Part C II: 

‘Pass’ = two or all the Examiners give passing grade
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Part D, Part E: 

Examiner 1 Examiner 2 Examiner 3

Average of 

the Total 

Score

Pass / Fail

Pass Pass Pass Not applicable Pass

Pass Fail Pass Pass Pass

Pass Fail Fail Pass by 4th Examiner

Pass Pass Fail Fail by 4th Examiner

Pass Fail Fail Fail Fail

Fail Fail Fail Not applicable Fail

When Pass-fail discrepancy among Examiners’ marking occur in

Average of the three Examiners’ Total Score will be considered:
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4th Examiner

• The 4th Examiner may go to your clinic in either Period A or Period B

• 2-working-day notice in advance

• assesses the same set of materials seen by the previous three PA Examiners

• must keep all the examination materials seen by the previous PA Examiners; 

at least until the end of Period B
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QA Examiner

• The QA Examiner may go to your clinic 

• With the other PA Examiners

• OR in a separate date (either in Period A or Period B)

• 2 or more working days notice in advance

• assesses the same set of materials seen by the PA Examiners

• Quality Assurance purpose

• Randomly selected, not based on the performance or the Exam results of 

the Candidates

• Not affect the Candidates’ Exam results 
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From PA to passing the Exit Examination

Random check

Grade 

‘A’ or ‘C’

Part CII

Pass in both 

Knowledge &

Practice

Part D

Score

65 % or above

Part E

Score

65 % or above

Pass in 

Practice 

Assessment

Valid for five years; 

same as other Segments of Exit Examination

Fail in PA:
All the failed Part(s) need to be re-attempted as a whole set
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From PA to passing the Exit Examination

Pass in 

Practice 

Assessment

Pass in 

Consultation 

Skill 

Assessment

Pass in 

Research/ 

Clinical Audit

Pass in Exit 

Examination
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Enquiry

Specialty Board secretary: 

alkyyu@hkcfp.org.hk

Tel: 2528 6618 (Alky or John)

mailto:alkyyu@hkcfp.org.hk

