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Present illness
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Past history
Lsruszddatulsamladiuindune waglvduludeng
enldUsyan bisoprolol (5) 1x1 PO pc, atorvastatin (40) 1x1 PO hs, amiodarone (200) 1x2 PO pc
Physical examination
Vital signs: BP 138/62 mmHg, PR 80 bpm, BT 36.5°C, RR 18/min
General appearance: An old Thai woman with good consciousness,
no Cushingoid appearance
HEENT: not pale conjunctivae, anicteric sclerae,
Heart: PMI at 5™ ICS and MCL, no heaving, no thrill, normal S152, no murmur
Lungs: equal chest expansion, normal breath sounds, no adventitious sounds
Abdomen: no distension, active bowel sound, soft, not tender

Extremities: tender at left hip, limit ROM due to pain,



Investigation

CBC: Hb 12.7 g/dL, Hct 38.0%, WBC 10,000/ul, PMN 74.8%, lymphocyte 15.9%, plt. 504,000/ul
Electrolytes: Na 133 mEg/L, K 4.58 mEqg/L, Cl 95.9 mEg/L, HCO3 24 mEg/L

BUN 13.8 mg/dL, Cr 0.53 mg/dL

LFT: Alb 3.19 ¢/dL, TP 7.58 ¢/dL, TB 0.78 mg/dL, DB 0.36 me/dL, AST 174 U/L, ALT 193 U/L, ALP 227 U/L

Plasma glucose 96 meg/dL



