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Physical examination:
GA: A Thai male, alert, well co-operative, no acromegalic face, no truncal obesity

BW 65 kg, Ht 160 cm, BMI 25.39 kg/m®

V/S: BP 119/82 mmHg PR 80/min full and regular, BT 36.4°C, RR 20/min

HEENT: Not pale conjunctivae, anicteric sclera, thyroid gland not enlarged, no thyroid nodule
Chest: equal breath sound, no adventitious sound
CVS: Apical impulse at 5th ICS MCL, no heave, no thrill, normal S1S2, no murmur

Lymph node: No lymphadenopathy
Neurological Examination: Alert, orientation to time place and person
Pupil 4 mm RTLBE, EOM full
VA: Rt eye - 20/20", VA: Rt. = 20/20-1, Lt = finger count at 1 ft.; RAPD positive at left side

VF: right lateral hemianopia with left eye blindness

Lab investigations:

CBC: Hb 14.9 g/dI, Hct 43.5%, WBC 10,450/mm® (PMN 67.7%, L 27.1%) Platelet 357,000/mm’®

PT 11.1/11.3 sec, INR 0.98, aPTT 24/27 sec

Chemistry: FPG 96 mg/dl, BUN 12 mg/dl, Cr 1.0 mg/dl, Na 140 mEq/l, K 3.6 mEq/l, CI 99 mEg/l, HCO, 31

mEg/l



