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Past history: No diabetic retinopathy, NNAnAABALAT e 23 Trew
Family history: Fanaunmny
Physical examination:
Vital signs: BT 36.8°C, PR 89 beats/min, RR 18 breaths/min, BP 107/72 mmHg
Body weight 40 kg, Height 151 cm, BMI 17.7 kg/m2
General appearance: A middle aged woman, alert, not obese
Skin: No ecchymosis, no rash, no acanthosis nigricans
HEENT: Not pale, no jaundice, no hyperpigmentation of oral mucosa, no thyroid enlargement
Lymph node: No superficial lymphadenopathy
Lungs: Normal breath sound both lungs, no adventitious sounds
Heart: Regular pulse, PMI at 5" ICS, left MCL, no heaving, no thrill, normal S;S,, no murmur
Abd: Soft, not tender, no abdominal mass, no hepatosplenomegaly, bimanual palpation neg

Nervous system: Good consciousness, follow to command, motor power grade V all extremities,

normal pinprick sensation
CBC: Hb 12.6 g/dL, Hct 38.4%, MCV 81.9 fL, WBC 7,400/uL (PMN 69%, L 20%), PIt 386,000 /uL
Blood chemistries: BUN 13 mg/dL, Cr 0.36 mg/dL, eGFR 132.1

Na 143, K4.14, Cl 105, HCO; 27.0 mmol/L, FBS 94 mg/dL, HbA1c 16.52 %



