
AMYLOID PATHOLOGY CONSULTATION FORM FOR PROVIDERS 
 
 

 
 
 
 
 
 

EXCEPTIONAL CARE. WITHOUT EXCEPTION. 
 
Boston Medical Center 
Department of Anatomic Pathology  
670 Albany Street, 6th Floor, Admins 
Boston, MA 02118 
Phone: 617-638-5310 

 
 
Referring Provider Name (Required): __________________________________________      Date: _______________ 

Patient Name (Last, First, MI): ________________________________________________      Sex:  M   F                         

Patient Date of Birth: _______________                           Patient Phone Number: _____________________________ 

Patient Address (Please include City, State, Zip Code): ___________________________________________________ 

__________________________________________________________________________________________________ 

 

SEND REPORT TO: 

Name: ______________________________________  Phone: ___________________ Fax: ______________________  

Address: __________________________________________________________________________________________ 

 

SPECIMEN TYPE: ________________________________________________________________________________  

TESTING REQUESTED: ___________________________________________________________________________ 

DATE OF SPECIMEN COLLECTION: _______________________ 

CLINICAL DIAGNOSIS/HISTORY: ________________________________________________________________ 

 

INSURANCE COVERAGE 

  Carrier: ___________________________________________________     Policy Number: _____________________ 

  Group Name: ______________________________________________     Group Number: _____________________ 

  Subscriber: ________________________________________________     Relationship: _______________________ 

The primary teaching affiliate of the 
Boston University School of Medicine 

 


