
McLaren Medical Group 
Obstetrical Ultrasound 

 
Patient Name: __________________________ Date of Birth: _______ Date: __________ 
Ordering Physician: _______________________________________________________ 
_____Complete OB (76805) Diagnosis: __________________ 
_____Limited OB (76815) Diagnosis: __________________ 
_____Follow Up OB (76816) Diagnosis: __________________ 
_____Multiple Gest. (76810) Diagnosis: __________________ 
_____Transvaginal (76817) Diagnosis: __________________ 
 
Age_______G_____P_____LMP____________________ 
Measurements:  Ratios:   # of Fetuses______________    
CRLmm/wks_______ CI______ (70-86)      Presentation__________ 
BPDmm/wks_______ FL/BPD_____ (   -   )    Cardiac Motion 
OFDmm/wks_______ FL/AC______ (   -   ) ____Yes ____ No 
HC cm ________  HC/AC______ (   -   ) Amniotic Fluid 
AC cm_______  EFW gms______      ____ Normal____Increased 
FL cm______  % ____________      ____ Decreased 
 

Fetal Anatomy Identified Not Identified Comments 
Ventricles    

Spine    
4 Chamber Heart    

Stomach    
Kidneys    
Bladder    

3 Vessel Cord    
Cord Insertion    

 
Placental Location__________Grade__________Previa_____Yes_____No 
Comments_______________________________________________________________ 
EDC by LMP__________________ EDC by SONO_____________________________ 
Performed by: ______________________________Date/Time:_____________________ 
Physician Comments: ______________________________________________________ 
Physician Signature: __________________________Date/Time:_____________________ 
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McLaren Medical Group 
Gynecological Ultrasound 

 
 

Patient Name: _______________________________Date: ________________________ 
 
Ordering Physician: _______________________________________________________ 
 
_____ Complete Pelvic  (76856) Diagnosis: ___________________________ 
_____ Transvaginal  (76830) Diagnosis: __________________________ 
_____ Limited/Follow-up  (76857) Diagnosis: __________________________ 
_____ Sonohysterogram  (58340) Diagnosis: __________________________ 
 
 
AGE: __________LMP:__________G__________P___________ 
 
Previous Surgery: _________________________________________________________ 
 
 

MEASUREMENTS 
 

Uterus: _________________________________________________________________ 
 
Endometrial Canal: _______________________________________________________ 
 
Right Ovary: _____________________________________________________________ 
 
Left Ovary: ______________________________________________________________ 
 
Comments: ______________________________________________________________ 
 
________________________________________________________________________ 
 
____________________Abdominal _____________________ Vaginal Probe 
 
Performed By: ________________________________ Date: ______________________ 
 
Physician Comments: ______________________________________________________ 
 
________________________________________________________________________ 
 
Physician Signature: __________________________________ Date/Time: _______________ 


