Case 2

Hihemalnee o1y 84 T inBaueng QA LUBHIINIANTUNANRIUAS
Chief complaint: 3 8ufisse 2 §UaH

Present illness: 10 iaunauiiisudsee iuzauan Asuznszunn liunaas a1 15ane1una wuldan
aan ludiaduanas lasun1ssnualsnisgeainis Llilaran

2 §UaNY ans suFAsEELaLAUE UNINTY NaN AsuenTsunn 3 Asa 1w 3 1 1y
nuaah lainwdou Sandaunas Jeun Tsananuna

Family history: Ufjias [san19Wugnssy, Uiias lsaneszuudszam

Past history : T2D (3ﬁ%€3’ﬂmaung 57 1l),hypertension, dyslipidemia, severe aortic stenosis s/p
transcatheter aortic valve implantation (TAVI), ischemic heart disease, old CVA

Physical examination

Vital signs: BT 36.8 C, BP 141/77 mmHg, HR 92 bpm, RR 16 /min

BW 50.2 kgs, Height 162 cm, BMI 19.1 kg/m?

General appearance: An elderly Thai male, good consciousness, co-operative

HEENT: not pale conjunctiva, anicteric sclerae, no thyroid gland enlargement, loss of temporal fat pad

Foot examination: No ulcer, callous at left foot, Ipswich test- intact both feet, 10-g monofilament-
impaired both feet

Neurological examination: E4AM6VS5, Cranial nerves - pupil 3 mm RTLBE full EOM, no nystagmus, no facial
weakness, Motor grade V all, no fasciculation, DTR 1+ all, Cerebellar -finger to nose intact

Investigations

CBC: Hb 12.8 g/dl, Hct 36.4%, MCV 93.5 fL, RDW 13.5%, WBC 4,250, platelet 126,000cells/m3
Electrolyte: Na 133 mmol/L, K 3.3 mmol/L, Cl 95 mmol/L, CO2 26 mmol/L, Cr 0.91 mg/dL

AST 26 U/L, ALT 14 U/L, ALP 57 U/L, albumin 4.0 g/dL

A1C5.7%



