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PATIENT PREGNANCY VERIFICATION 
 
 
 
 
 
 

DATE:____________________ 
 
 
 
Patient Name: _____________________________ 
 
D.O.B.  ________________ 
 
L.M.P.  ________________ 
 
E.D.C.   ________________ 
 
 
   This is to certify that the patient mentioned above was tested positive for 
pregnancy on this date. 
 

If further information is needed or necessary please do not hesitate to contact 
our offices. 
 
 
 
        _____________________ 


