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Signature
SPECIMEN TYPE: TESTING REQUESTED:
DATE OF SPECIMEN COLLECTION:
CLINICAL DIAGNOSIS/HISTORY:
INSURANCE COVERAGE
Carrier: Policy Number:
Group Name: Group Number:
Subscriber: Relationship:

FOR OFFICE USE ONLY

O 1. There is NO amyloid detected with a Congo red stain.
O 2. There is POSITIVE Congo red stain consistent with amyloid ( )

Attending: Dr. John Berk  Specimen Rec’d Date:
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