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Past history: §ilagatendnaaangniile 30 dreunii wasaniulimglafunisndnanias

Physical examination

V/S: BT 37°C, PR 110/min, RR 28/min, BP 115/81 mmHg, SpO, 96% (on HFNC, FiO, 0.4)

BW 35 Ht 156 cm BMI 14.4 kg/m’

General appearance: A middle aged woman, alert, cooperative, cachexic features, moderately pale, no jaundice,
no edema

Skin: No ecchymoses, no rash

HEENT: No thyroid gland enlargement

CVS: PMI at 5" ICS midclavicular line, regular pulse, normal S1 and S2, no murmur

RS: Normal breath sound both lungs, no adventitious sound

Abdomen: No abdominal distension, soft, mild tenderness at RUQ without guarding or rebound tenderness, no
hepatosplenomegaly, bimanual palpation negative

Nervous system: Good consciousness, motor power at least grade IV all extremities

Lymph node: no superficial lymphadenopathy

Investigation
- CBC:Hb 8.8 g/dL, Hct 24.4% MCV 80.8 fL, WBC 20,730 /uL (PMN97.4%, L1%), PIt 128,000/uL

- Blood chemistry: BUN 11.2 mg/dL, Cr 0.46 mg/dL, Na 131 mmol/L, K 3.9 mmol/L, Cl 92 mmol/L, HCO3
21 mmol/L

- Liver function test: TB 0.68 mg/dL, DB 0.64 mg/dL, AST 119 U/L, ALT 35 U/L, ALP 149 U/L, Glob 3.3
g/dL, Alb 1.8 g/dL



