
OB Ultrasound Worksheet 

Patient Name: _________________________________________ 

LMP: ________________________________________________   

Prior U/S: ____________________________________________ 

 MRN/DOB: __________________  

Provider: ________________

Fetal number: _______________ 

History/Symptoms: __________________________________________________________

___________________________________________________________________________

 Gest. Age by LMP: _____weeks   _____days       AUA: ______weeks   ______days 

 Fetal Number:    Single  Multiple ________ 

A  B  C 

BPD     cm=     cm=     cm= 

HC     cm=     cm=     cm= 

AC     cm=     cm=     cm= 

FL     cm=     cm=     cm= 

FHR   + +    + 

EFBW grams grams grams 

EFWG (%) % % % 

Fetal 
Presentation 

Cephalic Breech     Transverse 

 Fetal Anatomy   Visualized? 

Intracranial structures Y   N 

Facial structures Y   N 

Thoracic/ Cardiac structures Y   N 

Abdominal structures Y   N 

Umbilical cord/ Cord insertion Y   N 

Spine Y   N 

Sonographer Name:

Placenta location: 
  Anterior  Posterior  Fundal  Maternal right  Maternal left 

Placenta grade:   0  1    2    3 

Previa:   Free of OS    Marginal    Partial   Complete  

Cervix closed?      Y    N 

 ______cm 

Amniotic Fluid:  Normal     Increased  Decreased 
AFI: cm 

Largest Pocket: cm 

Right ovary: ______x______x______cm 

Right adnexa: 

Left ovary: ______x______x______cm 

Left adnexa: 
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Cephalic Breech     Transverse Cephalic Breech     Transverse 

Comments:

Phone: 


	Patient Name: 
	MRNDOB: 
	LMP: 
	Sonographer: 
	Prior US: 
	Fetal number: 
	HistorySymptoms 1: 
	HistorySymptoms 2: 
	Gest Age by LMP: 
	weeks: 
	AUA: 
	weeks_2: 
	Multiple: 
	HC: 
	AC: 
	FL: 
	fill_28: 
	fill_29: 
	fill_30: 
	EFBW: 
	cm: 
	AFI: 
	Right ovary: 
	x: 
	x_2: 
	Right adnexa: 
	Left adnexa: 
	Left ovary: 
	x_3: 
	x_4: 
	Comments 1: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	BPD: 
	Text6: 
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Group36: Off
	Text37: 
	Text38: 
	Text39: 
	Text11: 
	Text112: 
	Text116: 
	Text108: 
	Text65: 
	Text102: 
	Text67: 
	Text103: 
	Text69: 
	Text105: 
	Text70: 
	Text1010: 
	Text71: 
	Text1012: 
	Text74: 
	Text1015: 
	Text80: 
	Text10123: 
	Text81: 
	Text10135: 
	Text90: 
	Text1012345: 
	Group37: Off
	Group39: Off
	Group40: Off
	Group41: Off
	Group42: Off
	Group43: Off
	Group44: Off
	Group45: Off
	Group46: Off
	Group47: Off
	Group48: Off
	Check Box40: Off
	BPD b: 
	BPD c: 
	HC b: 
	HC c: 
	AC b: 
	AC c: 
	FL b: 
	FL c: 


