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ADNIW. WIZWINHLIAN
Past history:Ufjiaslsntszdan laiflUszi@sudsemusndudszd

Physical examination:

Vital signs: BT 37 °C, PR 90/min, BP 124/80, RR 16/min

BW 89 kg, Height 175 cm

Heart: normal S,S,, no murmur

Lung: clear, no adventitious sound

Abdomen: normoactive bowel sound, soft, not tender, no guarding and rebound tenderness

Extremities: no pitting edema

Investigation:
CBC: Hb 10 g/dL, Hct 34.2%, MCV 64.7 fl, RDW18.6%, WBC 9.000/ul (N 70%, L15%), Platelet 193,000/ul
Blood chemistry: BUN 13.4 mg/dL, Cr 0.8 mg/dL, Na 141 mEq/L, K 4.3 mEg/L, Cl 109 mEqg/L, HCO,; 24 mEq/L



