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Past history: No underlying disease

Physical examination:

Vital signs: BT 37c, BP 116/77 mmHg, HR 64 bpm, RR 18 /min

BW 50 kg, Height 153 cm, BMI 21.3 kg/m?”

GA: An adult Thai female, good consciousness, well co-operative, normosthenic build
HEENT: Not pale conjunctivae, anicteric sclerae

Heart: Full and regular pulse, normal S152, no murmur

RS: Equal breath sound both lungs, no adventitious sound

Abdomen: Soft, not tender, no guarding

Ext: No deformity, no pitting edema

Investigation:
Hb 12.6 ¢/d\, Hct 39.2%, WBC 4,600 cells/ul, PMN 50.9%, Lymp 38.9%, Platelet 146,000 cells/ul
BUN 9.9 mg/dL, Cr 0.58 mg/dL, Na 140.5 mmol/L, K 3.77 mmol/L, Cl 106 mmol/L, HCO3 25.7 mmol/L



