Case interhospital conference
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Physical examination

Vital signs: BT 37 C, BP 116/72 mmHg, HR 98 bpm, RR 16 /min

BW 51 kes, Height 160 cm, BMI 19.9 kg/m2

General appearance: A Thai girl, good conscious

HEENT: no pale conjunctiva, anicteric sclerae

Cardiovascular system: normal $152, no murmur, full and regular pulse

Respiratory system: clear and equal breath sound, no adventitious sound

Abdomen: marked tender at epigastrium, no rebound tenderness, no palpable abdominal mass, no hepatosplenomegaly

Others: Within normal limits

Investigations
CBC: Hb 9.5 g7dl, Hct 30.6 %, WBC 9160, platelet 563000cells/m3
Electrolyte: Na 133 mmol/L, K 3.5 mmol/L, Cl 101 mmol/L, CO2 18 mmol/L

Cr 0.4 mg/dL



