Protocol case 1

Case fUlendalnes 91y 74 U glianngaunnumuas lildusenevendn
Chief complaint: Uaagzlnnain 6 v noulIsn.

Present illness: 6 Y. VUEMABAY B4 AATINFUA Usegurudewinauiiauni eusnUalaus
AU3e vlAnnTse warauanszunniy Uanusnaaslnninueinviuil bileinisuinusnaeu Ll

Aswenszunn Fuvanisalla ifluiausalionsenaiguen
Past History: underlying T2DM, HT, DLP

Personal History:
- Uasendu emisle engnnasu enayulng
- Ufasguyms viseRuweanased

- UfasUseiandnusnaane

Physical examination

V/S: BT 36.8 C, PR 74 bpm, RR 16/min, BP 140/68 mmHg

GA: An elderly Thai female, alert, well-cooperated

CVS: normal S152, no murmur

RS: lung clear and equal breath sound both lungs

Abd: no distension, soft, not tender

Extremities: Ext: swelling and tender of Rt. Hip area, External rotated and shortened of Rt. leg,

limited passive and active ROM

Investigation

BUN 21.5 meg/dL, Cr 0.7 mg/dL

Na 134 mEg/L, K 4.37 mEg/L, Cl 101 mEg/L, HCO3 22 mEg/L

CBC: Hb 12.2 ¢/dl, Hct 40.3 %, WBC 4000/ul, PMN 49%, L 44%, Platelet. 142,000/ul, MCV 84



