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Past and personal History:

- Underlying disease: fatty liver, allergic rhinitis
- History of open cholecystectomy 5 years ago
- History of tonsillectomy

- Social alcohol drinking, no smoking, no herbal use
Physical Examination
Vital signs: T 37.7 ¢, BP 140/80 mm Hg, HR 85 bpm, RR 18/min
BW 91 kg, Height 180, BMI 28.1 kg/m®
General appearance: drowsy but still follow to command, not pale, no jaundice
HEENT: no thyroid gland enlargement
CVS: regular HR, normal S1, S2, no murmur
Lungs: normal breath sound, no adventitious sound
Abdomen: soft, no tenderness, no hepatosplenomegaly
Neuro: muscle power gr V all extremities, reflex 2+ all
Ext: no pitting edema
Investigations
CBC: Hb 11.6 g/dL, Hct 33.8%, WBC 18,080 cell/mm’ (PMN 80%, L 5%), platelet 259,000
Na 140, K 3.58, Cl 105. HCO; 25.5 mmol/L, BUN 8, Cr 0.7 mg/dL

FBS 123 mg/dL



