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Prenatal Care Verification 
Patient Name: _____________________________
The above patient is authorized to obtain a limited diagnostic ultrasound provided by First Glance Ultrasound. The limited diagnostic ultrasound does not replace a full diagnostic ultrasound.  The patient has received a diagnostic ultrasound and the results were: 
__________Normal 

__________Abnormal

If results are abnormal please explain:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physician Information
Name: ________________________________________ Phone: _____________________
Address: _______________________________________

         _______________________________________

Signature: ________________________________ Date: ______________
Please bring to your appointment.
