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Past history: No underlying disease

Physical examination:

Vital signs: BT 36.2c, BP 128/89 mmHg, HR 84 bpm, RR 18 /min

BW 53 kg, Height 160 cm, BMI 20.7 kg/m?”

GA: An adult Burmese female, good consciousness, well co-operative

HEENT: No pale conjunctivae, anicteric sclerae

Heart: No neck vein engorgement, full and regular pulse all extremities, normal S152, no murmur
RS: Equal breath sound, no adventitious sound

Abdomen: No distention, normoactive bowel sound, soft, not tender, no guarding

Ext: No deformity

Investigation:
Hb 13.5 ¢/d\, Hct 41.2%, WBC 6200 cells/ul, PMN 619%, Lymp 32.2%, Platelet 241000 cells/ul
BUN 4.5 mg/dL, Cr 0.34 mg/dL, Na 136.7 mmol/L, K 4.43 mmol/L, Cl 108 mmol/L, HCO3 17.2 mmol/L



