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Past History
No underlying diseases

Current medication: none

Physical Examination

GA: Good consciousness, well-cooperative

V/S BT 36.5 C, BP 147/87 mmHg, PR 95 bpm (full and regular), RR 18/min

Wt 60 kg, Ht 153 cm, BMI 25.63 kg/m2

HEENT: not pale, no icteric sclera

Heart: no JVP engorgement, no heave, no thrill, normal S152, no murmurs

Lung: equal breath sound both lungs

Abdomen: no distension, normoactive bowel sound, no abdominal bruit, soft, not tender,
no hepatosplenomegaly, no palpable mass

Ext: no pitting edema, equal pulse of 4 extremities, no radiofemoral delay

Neuro: E4V5M6, pupil 2 mm RTLBE, full EOM, motor power Gr V all extremities, sensory

intact



