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Physical examination

V/S: BT 36.3 °C BP 138/82 mmHg RR 18/min PR 78 bpm

GA: A middle-aged Thai man, good consciousness, well-cooperative, no pallor, no jaundice, no stridor
HEENT: No pale conjunctivae, anicteric sclerae, thyroid gland enlargement 50-gram movable, not tender
Lungs: Equal chest expansion and breath sound, no adventitious sound

CVS: Pulses full and regular, normal $S152, no murmur

Ext: No pitting edema

Neuro: Good orientation, Motor grade V all extremities, normal pinprick sensation, DTR 2+ all, pupils 2 mm
RTLBE, Full EOM, no facial palsy

Investigation

CBC: Hb 13.8 g/dL, Hct 43.2%, WBC 7,000/UL (PMN 66.9% L 23.3%), Plt 221,000 /UL
BUN: 8 mg/dL Cr 0.93 mg/dL Na 138.5 mEg/L, K 3.52 mEg/L, Cl 102.9 mEg/L, HCO3 24.8 mEg/L
Ca 9 mg/dL, PO4 3.14 mEg/dL, Mg 2.22 mg/dL, Vitamin D level 28.1 ng/mL



