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Physical Examination:

V/S: BT 37 C, BP 102/66 mmHg, PR 92 bpm, RR 18/min
BW 46 kg, Height 163 cm

GA: A young woman, alert and well-cooperative

HEENT: no pale conjunctivae, anicteric sclerae, 4-cm mass at right side of the neck and 2-cm mass at left side of the neck, smooth

surface, rubbery consistency, no tenderness

Lung: equal breath sound, no adventitious sound

Heart: normal S1S2, no murmur

Abdomen: soft, not tender, no palpable mass, liver and spleen can’t be palpated
Ext: no pitting edema

Neuro: good orientation to time, place and person, pupils 2 mm RTLBE, motor power gr. V all

Investigations:
CBC: Hb 10.9 g/dL, Hct 34.5%, MCV 70.3 fL, WBC 6,530 cells/mm® (N 53%, L 32%, M 10%), platelet 498,000 cells/ mm®

BUN 7 mg/dL, Cr 0.65 mg/dL; Electrolyte: Na 139, K 4.4, Cl 106, HCO; 23, AG 10



