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Personal and past history
-20 1 fpdnauen

- liifnueaneaediidaguymis, Uwsenymiuilutlszan, Tdineeiisin

Physical examination
BT 37 C RR 16/min PR 70 bpm BP 135/96 mmHg BW 65 kg Height 174 cm
HEENT: No pale conjunctiva, an icteric sclera
RS: equal clear breath sound both lungs
CVS: regular full pulse normal s1s2 no murmurs
Abdomen: soft, not tender, normoactive bowel sound
Neuro: alert good consciousness, pupil 2 MMRTL BE, full EOM all direction

Motor V all extremities sensory intact BBK absent both sides

Lab CBC: Hb 14 g/dl HCT 41 % WBC 4990 cell/mm® (N 76% L 18%) Platelet 254000 cell/mm®
Blood chemistry BUN 10 mg/dl Cr 1.13 mg/dl GFR 85
Na 141 mEg/L K4.57 mEg/L Cl 101 mEg/L HCO 29 mEg/L



