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Physical Examination:

VIS: T 37.0 C, PR 70 /min BP 112/68 mmHg, RR 20/min



BW 68 kg, Ht 163 cm. BMI 25.6 kg/m2

GA: A young male, hypersthenic built, alert, well cooperate, not pale, no jaundice, no dyspnea, no edema
HEENT: no thyroid gland enlargement

Skin: acanthosis nigricans at neck, axillae and lower abdomen, no purplish striae

CVS: PMI at 5" ICS left mid clavicular line, no heaving, no thrill, normal S1&S2, no murmur

RS: lung clear

Abdomen: no distension, soft, not tender, no hepatosplenomegaly

Neurological examination: E4V5M®6, orientation to time, place, person, pupil 3 mm. BRTL, full EOM, no
nystagmus, no facial palsy, motor power grade V all extremities, DTR upper extremities 2+, lower extremities

4+, wide base gait



