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Past history: dyslipidemia

Physical Examination

Vital signs: BT 37 C, BP 129/70 mmHg, PR 61/min, RR 16/min

Weight 80 kg, height 175 cm

GA: A middle-aged male with good consciousness, not pale, no jaundice
HEENT: no thyroid gland enlargement

CVS: normal S1S2 (regular), no murmur

RS: normal breath sound, no adventitious sounds

Abdomen: soft, not tender, no hepatosplenomegaly

Neuro: normal gait, motor grade V all, full EOM, normal VF by confrontation
Lab

CBC: Hb 12.5 g/dL, Hct 39.4%, WBC 5,870 (N 49%, L40%), Platelets 270,000

Blood chemistries: BUN 10 mg/dL, Cr 0.96 mg/dL

Na 149 mmol/L, K 4.92 mmol/L, Cl 109 mmol/L, HCO329 mmol/L



