Case 2
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Present illness:
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Past history:
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Physical examination:

Vital signs: BT 36.5 ¢ BP 116/75 mmhg PR 74/min RR 16/min

GA: A Thai female , good consciousness

HEENT: not pale, anicteric sclerae, no palpable LN

CVS: PMI at 5™ Lt ICS, regular rhythm , normal $152, no murmur, pulse 2+ all

Chest & lungs: no deformity, clear and equal breath sound both lungs

Abdomen: normoactive bowel sound, soft, no tenderness, liver &spleen not palpable
Extremities: no edema, point of tenderness at both calcaneus

Investigation:

Hb 13.1 g/dL, Hct 41.6%, WBC 6,240 cells/cu.mm, PMN 74.9%, L18.1%, PIt 211,000 cells/cu.mm

Alb 4.0 g/dl, GIb 4.5 g/dl, ALP 190 U/L, AST 16 U/L, ALT 11 U/L, TB 0.47 mg/dl, DB 0.18 mg/dlI



