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Past history: T2D, HT, DLP, asthma

Physical examination:

Vital signs: BT 36.3 ¢, BP 112/74 mmHg, HR 84 bpm, RR 18 /min

BW 63.4 kg, Height 150 cm, BMI 28.1 kg/m?

GA: An adult Thai female, good consciousness

HEENT: No pale conjunctivae, anicteric sclerae

Neck: Palpable neck mass size 3x4 cm, movable, firm consistency, not tender

Heart: JVP 3 cm above sternal angle, full and regular pulses all extremities, normal S1S2, no murmur
RS: Equal breath sounds, no adventitious sounds

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

Ext: No deformity

Investigation:
Hb 14.1 ¢/dl, Hct 41.6%, WBC 5800 cells/ul, PMN 65.3%, Lymp 23.9%, Platelet 251000 cells/ul
BUN 5.1 mg/dL, Cr 0.28 mg/dL, Na 135.2 mmol/L, K 3.69 mmol/L, Cl 104 mmol/L, HCO3 24.2 mmol/L



