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OB ULTRASOUND WORKSHEET OUTPATIENT 

Name: ______________________________ Date _____/_____/_____ G: ____ P: ____ A: ____ 

Indication for exam: ____________________________________________________________ 

Severity:  _____/10       Duration: ____________________________ 

LMP: _____________per pt/per exam     EDC: _____________per pt/per exam  

Previous surgery _______________________________________________________________ 

Previous Exam/Dates: _____________________________________________________________ 

Cervical Length ____________cm    

Placenta Position ___________________ Grade _________ Length from placental tip to cx: ___________cm 

Fetal Presentation_______________________________________________________________ 

AFI ________________________________   FHT _________bpm    

4 Chambers _____________  RT VOT ________________LT VOT ________________ 

Stomach ______________ Situs _____________  Diaphragm _____________ 

Spine C________________ Spine T___________   Spine L _______________   Spine S ________________ 

Cord Insertion __________    3 Vessels ______________ 

Urinary Bladder_________    Kidneys RT ______________ LT ___________________ 

Choroid Plexus __________ Thalamus _________ Midbrain _______________ CSP ___________________ 

Face/Nose/Lips___________________________________________________________________________ 

MEASUREMENTS (Hadlock w/ Brenner Chart) 

BPD ___________ cm ___________w _________d        HC   __________cm _________w_________d 

AC   ___________cm   ___________w__________d       FL ___________cm     _______w_________d 

CER   __________cm                         Nuchal Fold: __________________________ 

Posterior Fosse/Cisterna Magna: _________        Ventricles: ___________________________ 

HC/AC___________________ FL/AC ______________ FL/BPD_______________ CI_____________ 

AGA: ________weeks ________days    AUA % _____________ EFW _________ g   ± ___________ g                                            

EDC by fetal biometry: __________________  

Additional Comments ____________________________________________________________________ 

______________________________________________________________________________________ 

__________________________________________________________SONOGRAPHER: _______________ 
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