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Chief complaint:ladu 18 ieudaussn.

Present illness:
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Past history:

- Ufjaslsmuszang

Personal history:
- UfjvasusyiRunen wiemng
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- Ufaseniu emde erayulng

Physical examination
Vital signs: BT 36.5°C, BP 118/70 mmHg, PR 118 bpm, RR 16 /min
BW 47 kg, Height 160 cm, BMI 18.75 kg/m?

GA: A young Thai woman, good consciousness

HEENT: Not pale conjunctivae, anicteric sclerae, thyroid gland size 20 g
Heart: Regular pulse, normal S;S,, No murmur, PMI 5% 1CS/ MCL
Lung: Clear both lungs

Abdomen: Normoactive bowel sounds, soft, not tender, liver span 8 cm
Extremities: No pitting edema

Neuro: Grossly intact

CBCHb 12.9 ¢/dL Hct 39 % WBC 6,200 /UL(N 62%,L.26%)MCV 89fLRDW 13.7% Platelet 163,000 /L
BUN 12 mg/dL, Cr 0.66 mg/dL, Na 138 mEa/L, K 4.8 mEg/L, Cl 103 mEg/L, HCO3 24.8 mEg/L

Alb 4.8 g/dL, Globulin 3.4 g/dL, TB 0.54 mg/dL, DB 0.23 mg/dL, AST 13.8 U/L, ALT 10.6 U/L, ALP 90 U/L
FPG 106 mg/dL, HbA1C 5.3%



