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Past history:
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Current medication: None

Physical examination

Measurement: BW 81 kg Ht. 150 cmn BMI 36 kg/m2

VIS: BT 37.3°C BP 146/80 mmHg RR 20/min PR 80/min

HEENT: no pale conjunctivae, anicteric sclerae, thyroid gland not enlarged, acanthosis nigricans
Heart: normal S1S2, no murmur

Lung: normal breath sound, no adventitious sound

Abdomen: mild distension, soft, normoactive bowel sound. no palpable mass, liver span 10 cm.
spleen dullness negative

Extremities: no edema, pulse full



