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My Final Revising Checklist

Name:                                                                                                           Date:                                                       

I read my writing out loud.

	 1.   Do the ideas make sense to me? 

	 2.   Do I need to add ideas? 

	 3.   Do I need to take out some ideas? 

	 4.   Do I need to change some words to make my ideas clearer? 

	 5.   Do I need to make some words more interesting? 

	 6.   Do I need to change the order of my ideas?

	 7.   Do I need to join any sentences to make my ideas flow better?

	 8.   Do I need to make some sentences more interesting?

	 9.   Do I need to separate my ideas into paragraphs? 

	 10.  Do I need to add pictures? 

	
What do I think I need to change?
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