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Physical examination

Vital signs: BT 36.6 °C,PR 80 /min,BP140/90 mmHg, RR 12 /min

GA: Good consciousness,co-operative.

HEENT: Not pale conjunctivae. Anicteric sclerae. No thyroid gland enlargement.
CVS: Full and regular pulse, normal S;S,. no murmur.

Lungs: Clear, and equal breath sound at both sides.

Abdomen: Soft, not tender, no palpable mass.

Skin: No ecchymosis.

Ext: No pitting edema.

Neurological examination: Grossly intact.

Investigations

Hb 14 ¢/dL, Hct 43.3%, WBC 6,600 /uL(N 62%, L24.3%), Plt 239000 /pL
BUN 9.5 mg/dL, Cr 0.6 mg/dL

Na 137mEg/L, K 3.9mEq/L, Cl 97mEg/L, HCO; 24.8mEg/L

FPG 125 mg/dL, HbA- 6.4%



