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Present illness:
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Past and personal history:
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Physical examination:

Vital signs: BT 36.5 °C, BP 147/97 mmHg, PR 68 /min, RR 18 /min
Height 173 Weight 173 cm BMI 30.7 kg/m2

HEENT: not pale conjunctivae, anicteric sclerae

Heart: normal S1S2, no murmur

Lungs: clear both lungs, no adventitious sound

Abdomen: soft, not tender, no palpable liver and spleen

Back: no kyphosis

Ext: no edema, limited ROM in both hips due to thigh pain

Investigations:

CBC: Hb 14 g/dL, Hct 45%, WBC 7,550 /mm?® (neutrophil 71%, lymphocyte 21%), platelet 299,000 /mm°
Blood chemistries: Na 137 mmol/L, K 3.98 mmol/L, Cl 106 mmol/L, HCO3; 21.4 mmol/L

BUN 23 mg/dL, Cr 0.71 mg/dL
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