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Physical Examination:

V/S: BT 36.7 BP 132/81 PR 83 RR 18 SpO2 98%(RA) BW 47 kg Height 152 BMI 20.3 kg/m2
HEENT: no pale conjunctiva, no icteric sclera, no thyroid gland enlargement

Heart: no active precordium, PMI at 5" ICS MCL, regular rhythm, no murmur

Lung: pectus excavatum, clear and equal breath sound on both lungs

Abdomen: normoactive bowel sound, soft, no tenderness, no hepatosplenomegaly, shifting dullness negative
Extremities: no tremor, kyphosis, stepping at lumbar spine, no point of tenderness

Neuro: E4V5M6, pupil 2 mm RTLBE, motor grade 4+ all, sensory intact, CN intact

Lymph node: no cervical/axillary/inguinal lymphadenopathy

Skin: no hyper/hypopigmented skin lesion, no moist skin

Investigation:

CBC: Hb 14.0 Hct 42.0 WBC 8,800 (N 83.0 L 11.9) platelet 202,000

BUN 9 Cr 0.55 Na 141 K 3.6 Cl 100 CO2 23
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