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OEY DATE: 05/07/2023

ULTRASOUND OBSTETRIC -EARLY

Ntrauterine €mbryo, cry 6-21 mm corresponding with 6 weeks + 4 days +/-
od of Bestation_

Single live j
3 days per;

Fetal Cardiac activity js 118 / bpm, regular
" LMPp.. 03.05.2023

G.Age by Lmp

EDD by Lvp
9 weeks o day 07.02.2024
G.Age by UsG EDD by usg
6 weeks 4 days 24.02.2022

Yolk sac is normal.
No obvioys adnexal mass lesion.
Internal od'iy closed.

Cervix - within normal limit
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Impression:

Singie live intra uterine Pregnancy MGA of weeks 4 days.
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