Case 3

%WUVLY]EJ@; a1 34 g nﬂﬁﬁnm NIUNWNRIUAT
Chief complaint: ﬁadmiﬁ‘.l_ql@l‘i

Present illness:
19 LL@iamuﬁ'umsmmq 321 LLa:ﬁaamiﬁqm
A a aa =1 a Aa K ' =1
6 LAan "l,ﬂmmﬂuﬂauﬂuqmmﬂ ATIANLANNAALUNE F989UTnBN
2ILILNALTIAINWTUNG anudasmImanalna

Past history: Ufjiaslsntszdren lifivszi@sudsznmusndudsed

Physical examination:

Vital signs: BT 36.5 °C, BP 111/74 mmHg, PR 68 /min, RR 16 /min
Heart: normal S1S2, no murmur

Lungs: normal breath sound, no adventitious sounds
Abdomen: soft, not tender, no palpable liver and spleen

Neuro: motor power grave V all extremities

Investigations:

CBC: Hb 13.8 g/dL, Hct 41.6%, WBC 5790/mm? (neutrophil 62.9%, lymphocyte 27.8%), platelet 275,000
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Blood chemistries: Na 142 mmol/L, K 4.1 mmol/L, Cl 104 mmol/L, HCO3; 26 mmol/L, BUN/Cr 12/0.75 mg/dL
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