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Physical examination
V/S: T 36.5°C, BP 156/106 mmHg, PR 86 bpm, RR 14/min
Body weight 67 kg, Height 165 cm, BMI 24.6 kg/m2
GA: A middle-aged woman, not pale, no jaundice, no cyanosis, no clubbing of finger, no

sign of chronic liver disease

HEENT: No thyroid gland enlargement, no thyroid nodules

CVS PMI at 5" ICS/Lt. mid clavicular line, normal S$1, $2, no murmurs

RS Normal and equal breath sounds, no adventitious sounds

Abdomen Mild distended abdomen, normoactive bowel sounds, soft, not tender, no

guarding, liver and spleen are not palpable
Extremities Edema 1+ both legs
NS Alert, well co-operative, oriented to time, place, and person
No aphasia, no apraxia
No dysarthria, no facial palsy, complete ptosis left eye
Motor: gr V all
Sensation: intact all
Reflex 2+ all, Babinski sign absent
Cerebellar sign negative
Investigations
CBC: Hb 14.2 g/dl, Hct 46.9 %
WBC 12,480 /mm’ (N 78.8%, L 15%, 5.5%, 0.2%, 0.5%)
PIt 297,000 /mm’
Blood chemistry: BUN 18.1, Cr 0.75 mg/dL, Na 144, K 3.5, Cl 103, HCO3 31 mmol/L
FBS 149 mg/dL, HbA1C 7.8%
CHL 274, TG 138, HDL 60, c-LDL 186.4 mg/dL



