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CLINICAL PROFILE: MEDICAL CHECK-UP.

Li
i

X-RAY CHEST (PA View). e

o

OBSERVATIONS

Both lungs appear clear with no obvious parenchymal lesions.
Bilateral hila appear unremarkable.

CP angles appear normal.

Cardiac size appears normal.

Domes of diaphragm appear unremarkable.

No free air seen under the domes of diaphragm.

Bony thoracic cage & soft tissues under view appear unremarkable.

IMPRESSION: NORMAL STUDY.

Please correlate cIinichliz and with findings of other relevant investigations.
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CLINICAL PROFILE: MEDICAL CHECK-UP.
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‘Mild fatty changes are noted in the both Tobes of liver (GRADE-I).

e MODERATE SPLENOMEGALY (Spleen measures approx. 16.0 cm

craniocaudally). =
e Normal size & echotexture of bilateral kidneys.
e No evidence of significant renal calculus noted in bilateral kidneys.

o Excessive bowel gas noted with loaded gut. To be correlated with the

history of constipation.

Please correlate cIinicallj; and with findings of other relevant investigations.

p OBSERVATIONS ARE AS BELOW

LIVER: is normal in size, shape, & outline and homogeneous echotexture. Mild fatty changes
are noted in the both lobes of liver. Ir;trahepatlc & extrahepatic billiary radicals are not
dilated. Hepatic veins are normal. S

H N *\_ i
PORTA: Portal vein is normal in calibef No periportal collaterals noted. CBD is normal in course
and calibre in traceable portion.

® GALL BLADDER: is partially distended -and shows no wall thickening. No intraluminal echogenic
foci/ sludge noted. No pericholecystic collection noted. =
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PANCREAS: it is normal in size, shape, outline & echotexturg. No _peripancreatic collection
noted. : ,% = ‘

b
SPLEEN: It is enlarged in size (16.0 cm) & echotexture. No focal !e’sion noted. Splenic vein calibre

-at the hilum is within normal limits. No collaterals observed at thg _splenic hilum.
RETROPERITONEUM: No e/o significant lymphadenopathy noted. Aéna & IVC appears normal. )

RIGHT KIDNEY: is normal in size and measures 10.4 x 4.5 cm, Shépe and echotexture. Cortical
echogenicity is normal. Cortico-medullary differentiation is maintained. No pelvicalyceal system
dilatation noted. No calculus noted. : .

*
LEFT KIDNEY: is normal in size and measures 10.0 x 4.0 cm, shape and echotexture. Cortical

echogenicity is normal. Cortico-medullary differentiation is maintained. No pelvicalyceal system
dilatation noted. No calculus noted. -

'URINARY BLADDER: Well distended. Wall thickness is normal. No calculi /debris noted. No
fluid/fluid level noted.

UTERUS: Postmenopausal changes are noted.

No Adnexal cyst / mass noted. No fluid noted in cul-de-sacs.

No free fluid or obvious abnormality in visualized bowel loops. Gut loops show normal

peristalsis. e
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