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Interhospital Endocrine Conference A599 3/2566 Case 1
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Family history
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Physical examination

Vital signs: BT 36.7 C, BP 119/70 mmHg, HR 72 bpm, RR 18 /min

Height 183 cm body weight 72 Kg BMI 21.5 kg/m?

General appearance: alert

HEENT: not pale conjunctiva, anicteric sclerae, no thyroid gland enlargement

Cardiovascular system: normal S152, no murmur, full and regular pulse

Respiratory system: clear and equal breath sound both lungs

Abdomen: no surgical scar, soft, no palpable abdominal or inguinal mass, no hepatosplenomegaly, kidneys
can’t be palpated

Neurological system: well co-operative, normal motor power and sensation

Investigation

CBC: Hb 14.4 g/dl, Hct 43.1%, WBC 6,840 cells/cumm, PMN 34.1%, LYM 56.7%, platelet 310,000
cells/cumm

Electrolyte: Na 136 mmol/L, K 3.81 mmol/L, Cl 102 mmol/L, CO2 24 mmol/L, Cr 0.6 mg/dL

AST 16 U/L, ALT 15 U/L, ALP 94 U/L, albumin 4.9 g/dL, Total bilirubin 0.44 mg/dL

Cholesterol 253 mg/dL, TG 177 mg/dL, HDL-C 88 mg/dL , LDL-C 157 mg/dL

Glucose 86 mg/dL



