
Welcome to English Melon OET Writing Demo Session. 
Read this page, step after step, and write your letter in 
STEP 6. 

Good! Now, please start reading this document carefully. 
In Step 5 you will get your case notes. In Step 6 please 
write (type) your first letter. You will be asked to write 
down some letters (later) to see your handwriting. 
Generally we will be correcting typed letters because 
that’s more effective than writing down! 

Important! If you already know the format and structure 
of an OET letter, you can proceed to STEP 5, read the 
case notes and then to STEP 6. 

WRITING 

Suppose you are a nurse or doctor who is taking care of 
Mr John. He has been diabetic for many years and his 
condition is worsening. Today, his condition suddenly 
worsened and you need to transfer him to a specialty 
hospital in the same city. How will you write a reference 
letter for Mr John? 

(Just think! There is another case notes in Step 5 for you 
to write the letter) 

STEP 1 - UNDERSTANDING OET LETTER 

The letter has the following parts: 

● Date (of writing the letter) 
● Address (of the recipient, not yours) 
● Salutation (Dear Sir, Madam, Doctor, Nurse) + a 

comma 
● Re or Re or Subject (Subject is less common, 

used for information letters) 
● Paragraph 1 - Purpose 
● Paragraph 2 - Admission 
● Para 3 - Treatment, etc, progress 
● Para 4 - Past history,  
● Para 5 - Social history 

 



● Para 6 - Request (Expand the purpose in 
different words) 

● Para 7 - Encourage the recipient to contact you 
for further information. 

● Ending with, “Yours sincerely” or “Yours 
faithfully,” 

● Close with your name . designation. 

However, you needn’t stick to this flow and format 
completely. Some letters may have a slightly different 
pattern. Now, please read the sample letter and reach 
the bottom. 

STEP 2 - LOOK AT A CORRECTED LETTER  

You can now get an idea about the depth at which a 
letter is corrected, Live! 

13 January, 2011 

Brunswick Family Care Clinic 
44 Decarle Street 
Brunswick 
Vic,3056 

Dear Sir/Madam, 

Re: Mrs Mavis Brampton, 72 years 

I am writing to refer Mrs Brampton who is recovering 
from pleurisy. She requires continuing care and 
monitoring as she will be discharged in two days. 

A widow, Mrs Brampton is the current president of 
PROBUS in her area. She has a habit of smoking since 
the age of 18 and her BMI is 29. 

On the 10th of this month, Mrs Brampton was admitted 
with breathing difficulty and slight fever and her chest 
X-ray confirmed the aforementioned diagnosis. She 
commenced on Amoxicillin and supplementary oxygen. 
On the subsequent days she developed a productive 
cough which was treated with pravastatin 20 mg daily 
and celecoxib 100 mg daily. Deep breathing exercises 
 



and non-smoking regime with the help of nicotine 
patches along with zyban 150mg twice daily was 
thereafter initiated. 

It would be greatly appreciated if you could monitor her 
medication compliance and cessation of smoking. She is 
recommended to continue nicotine patches and zyban 
until smoking addiction has been under control. If side 
effects such as dry mouth and difficulty in sleeping 
occur, stop zyban as soon as possible. She also requires 
assistance from Meals on Wheels for nutritious diet and 
Council Home Help for house-keeping. In addition, 
provide assistance with shopping. 

Please do not hesitate to contact me for further 
information. 

Yours sincerely[,] 
Registered Nurse[.] 

● That’s the end. Score 310 -320 

STEP 3 READ 

MY ADVICE 

When you get the case notes for writing, start reading it 
very fast in the 5 minutes. You should not look at it very 
thoroughly. Just look for: 

○ Name of the patient 
○ Patent’s current medical condition 
○ Name of the recipient 
○ Purpose of the letter. Remember - there can be 

multiple purposes. In such cases mention all 
the purposes in the first paragraph or if one of 
them is most important and the others are not, 
mention only the most important one. 

○ The discharge / admission status of the patient. 
That means, the last sentence of the first para 
should be like: “He is being discharged today” 
or “His discharge is being planned,” or “He is 
under my care…” 

 



○ Also, get an idea about the date of writing the 
letter. 

○ Suppose you are writing on 15th October, 2015 
(5 years ago), you have to go back because at 
some point you can commit a crucial mistake. 

○ Another thing is, COUNT the 20 elements in a 
letter. 

○ You know them? 
1. Date of writing (A student of mine lost last 

exam just because she didn’t write that line) 
2. Address of the recipient 
3. Subject / Re: (Name of the patient; age / DOB) 

a. Many of you do not guess the age of 
the patient when DOB is given. You 
should really get an idea about the 
patient’s age. 

4. Salutation: Dear Sir / Madam + a comma 
5. Paragraph 1 

a. Name of the patient 
i. Do not write like, “I am 

writing this letter to refer Mr 
John, an elderly gentleman of 
79 years….” 

ii. Why? 
iii. Because that is repetition. 

How? 
iv. In the Re: line you wrote Mr 

John Melon, 79 years so, why 
to repeat that? 

v. Mr = Man 
vi. 79 = elderly 

vii. OEt says no repetition! 
viii.  

b. Puprope  - Purpose of writing this 
letter. Do not include any irrelevant 
purpose 

c. Disease condition 
d. Discharge status:  

i. He is being discharged today 
ii. He will be discharged 

tomorrow 
 



iii. R popHe will be discharged 
as per your convenience 

iv. He has been under my care 
at home for the last 7 months 

v. He is being transferred by 
ambulance 

6. Paragraph 2 
a. Start with the admission date (in most 

letters) 
b. Explain his condition when admitted. 

Vitals. 
c. Write diagnosis, tests, medication 
d. Slowly come to the present scenario - 

At present Mr Melon is able to walk 
without assistance” 

e. So, the second paragraph starts in 
past tense “was admitted on” but 
ends in present tense…” 

7. Paragraph 3 
8. Paragraph 4  
9. Paragraph 5 usually Social 
10. Paragraph 6 - usually request in detail. Here 

we will be repeating the purpose in detail, in 
different words… 

11. Should you have any queries, please contact 
me. 

12. Closing 
a. Yours sincerely (if you started with 

Dear Mr Melon) 
b. Yours faithfully (If you started with 

Dear Sir/Madam) 

STEP 4 LEARN 

AVOID THESE ERRORS 

Incorrect: ...who was underwent  
Correct: ...who underwent / who has undergone 
Reason: Passive Voice 

Incorrect: Mrs Marshall was suffered respiratory 
distress. 
 



Correct: Mrs Marshall suffered respiratory distress. 
Reason: Passive Voice 

Incorrect: ...followed by which she shifted to the ICU 
Correct: ...followed by which she was shifted to the ICU 
Reason: Passive Voice 

Incorrect: ...and from the ICU she transferred to the 
ward. 
Correct: ...and from the ICU she was transferred to the 
ward. 

Incorrect: He has undergone colon polypectomy on the 
13th of this month. 
Correct: He underwent colon polypectomy on the 13th 
of this month. 
Reason: Don’t use H forms (Have, has, had) with timed 
events. 

Timed Events: An action / event that happens at a 
particular time. 
Example: “She called up at the reception at 4.30 
yesterday.” 

Incorrect: She was prescribed paracetamol 1 gm IV… 
Correct: Paracetamol 1gm IV was prescribed 
Reason: “She” or “He” are persons, so, we don’t 
prescribe “her” or “him” because they are not 
medicines! 

Incorrect: She had a history of constipation. 
Correct: “She has a history of constipation. 
Reason: Although history indicates a past time period, 
we always “having” the history is correct. 

Incorrect: She smokes 15 sticks per day for the last 35 
years.  
Correct: She smokes around 15 sticks per day for the 
last 35 years. 
Reason: The number can go up or down.  

Incorrect: She smokes around 15 sticks per day for 35 
years. 

 



Correct: She smokes around 15 sticks per day for the 
last 35 years. 
Reason: Doesn’t make sense. Suppose the patient is 70 
now, started smoking at 15 and stopped at 50 years. 
This means the patient has not been smoking for the last 
20 years.   

 

Remember! 

1. Use “the” before “ICU, ward” 
2. Use “the” before body parts, organs 
3. Use “the” if you are referring to an already 

mentioned anything.  
4. Use “a / an” before referring to something that 

is mentioned for the first time. 

Abbreviations 

Always Abbreviate: CT and MRI 
Abbreviate only between med to med: COPD 
Never abbreviate: BD, PRN,  

Most important! If you are not sure, do not correct! Call 
me any time on +91 7510 923 061 

 

 

RECOMMENDED STYLES 

Old Style  New Style 

Mrs Marshall is a widow 
and lives with her son 
who is not able to look 
after her always as he is 
a student.  

A widow, Mrs Marshall 
lives with her son who is 
not able to look after her 
always as he is a student.  

More new styles are accessible to Premium Students 
only. 



Incorrect: She has diabetic mellitus since 2002… 
Correct: She has diabetes mellitus 

STEP 5 - READ AND LEARN 

Below is the question paper (case notes). Read well and 
ask these questions and find out their answers: 

● Who am I writing to? 
● What is the purpose of the letter? 
● Who is the patient? 
● What is the patient’s present condition? 
● Is this a known case? 
● How much should I tell? 
● How much I should not tell? 

CASE NOTES 

OCCUPATIONAL ENGLISH TEST 
WRITING SUB-TEST: Nursing 
TIME ALLOWED: READING TIME: 5 MINUTES | WRITING 
TIME: 40 MINUTES 

Read the case notes below and complete the writing 
task which follows. 

NOTES 

You are a Nurse Practitioner at the Medical Center 
Brisbane. 

 

TAKE ANYONE 

CORRECT  CORRECT 

She was advised  She was given advice 

Since March, 2010  For the last one year 

She is diabetic  She has diabetes 

More “take anyone” styles will be accessible to 
Premium Students only. 



Patient Details: 

● Name: Sydney Loten 
● DOB: August 14, 1946 
● Address: 5 Peanut Hedge, Carina Heights QLD 
● Phone: 07 86734214 
● Next of kin: Eby Simmons (adopted son) 

Social History: 

● Retired Professor; widow, an adopted son 
24-year-old student; husband died 2014. 

● Lives with her son in a one-storey house, son is 
often unavailable to care for patient due to 
school and work. 

● Oxygen readily accessible at home via nasal 
cannula at 2-4L as needed. 

Medical History: 

● Height: 160 cm Wt. 65 kg 
● Occasional alcoholic beverage drinker. 1-2 

bottles of beer/week (till 2019, Jan; 1 bottle of 
beer/week (now) 

● Smoker, 10-15 sticks/day for 35 years (till 
ķDiagnosed with COPD in 2010, 

● Maintained on Ipratropium bromide inhaler, 1 
puff, 

● Budesonide + Formoterol, 2 puffs BID and 
● Prednisone 40 mg taken as a single daily dose 

for acute attacks 
● Diabetic since 2007, 
● Metformin 500mg BID, Glipizide 5mg OD 
● Hypertensive since 2008, 
● Losartan 40mg OD 
● Patient underwent routine colonoscopy, 

multiple polyps found. 

Admitted at Medical Center Brisbane on April 11, 2020. 

● Colon polypectomy on April 13, 2020 

 



● Post-op complications at the recovery room, 
experienced respiratory distress, Arterial Blood 
Gas revealed. Covid19 test negative. 

● Metabolic acidosis. Transferred to ICU and 
moved to regular ward on April 15, 2020 

● Hooked to oxygen support at 3-5L NP as 
needed. 

● Patient uncooperative at times and requires 
encouragement to take medications. 

● Difficulty in sitting and cannot walk around the 
room. 

● Pain meds given as prn: 
● Paracetamol 1g IV 
● Endone 2.5 mg PRN for intolerable pain 
● On laxative, 
● Senna, OD at bedtime. 
● Was on folly catheter now with adult diaper 

due to incontinence. 
● Stable vital signs at regular ward 
● O2 sat at 96-97% at 2-3L.Wean if able to 

tolerate 1L. 
● Moderate post op pain, wound with no exudates 

Medical Records 

April 17, 2020 

Patient hesitant to ambulate around her room. Prefers 
to walk with assistance. Unable to tolerate O2 at 1L. O2 
sat at 98% at 2L. Anxious during wound dressing. 

Minimal pain at the incision site. Encouraged sitting, 
standing and walking inside her room. Poor appetite. 
Constipation, resolves with laxative. 

April 19, 2020 

Patient walks around her room with walker. Can walk 
along the hospital corridors but requires increase to 3L 
O2 after walking. O2 sat at 98% at rest. Less uneasy 
during dressing change. Improved appetite. 

April 22, 2020 
 



Patient can walk with a cane. Can tolerate O2 at 1L, O2 
sat 98%. Minimal pain at incision site. Regular bowel 
movement. Still requires adult diapers for incontinence. 
Eager to go home. Discharge will be facilitated once O2 
availability at home is confirmed. 

April 23, 2020 

Patient is ready for discharge. Home medications and 
instructions given in the presence of her son. Need for 
transition care program explained. Continue dressing 
change at home.  

Advised to monitor O2 consumption. Follow up check-up 
scheduled on April 30. 2020. 

WRITING TASK 

Given the patient’s current situation, you need to write a 
formal letter to the Nursing Director, Jane Hall of 
Southern Valley Community Transition Care Program, 64 
Gladstone Road, Highgate Hill Qld 4101. Discuss the 
need of the patient’s continuity of care at home. 

In your answer: 

● Expand the relevant notes into complete 
sentences 

● Do not use note form 
● Use letter format 
● The body of the letter should be approximately 

180–200 words. 

Now, proceed to the questions below and see your score: 

STEP 6 WRITE  

 

 

 


