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Past history:
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Personal history:
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Physical examination:

Vital signs: T 37 °c, P 70 /min, BP 120/80 mmHg, RR 20 /min

GA: A Thai female, alert, well co-operative

BW 100 kg, height 175 cm, BMI 32.6 kg/m”

HEENT: not pale conjunctivae, anicteric sclera, no exophthalmos, no lid lag, no lid

retraction, no thyroid enlargement
CVS: normal S1&S2, regular rhythm, no murmur
RS: normal chest contour, trachea in midline, clear and equal breath sound both lungs

Abdomen: obese abdomen, soft, not tender, no hepatosplenomegaly



EXT: no pitting edema, no deformity

Investigations:

CBC: Hb 13.2 g/dL, Hct 40.5 %, WBC 13,700 cells/uL, N 68.6%, L 23.6%, Mo 6.1%, Eo 1.3%, Ba

0.4%, platelet 412,000 cells/uL

BUN 14.9mg/dl, Cr 0.8 mg/dl

Electrolyte: Na 136 mmol/L, K 3.6 mmol/L, Cl 99 mmol/L, HCO3 25.3 mmol/L
Alb 4.2 gm/dl, Glob 4.5 gm/dl, TB 0.35 mg/dl, DB 0.11 mg/d|

AST 45 U/L, ALT 69U/L, ALP 112 U/L



