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Esophageal Manometry Test 
 
This test of your esophagus is called an Esophageal Motility or Esophageal Manometry Test.  
The procedure will be done in the GI Procedure suite on the 16th floor of the Lavin 
Family Pavilion, 259 E Erie St. If you have questions please call 312-926-2425 Monday – 
Friday, 8:00 am – 4:00 pm. If you need to cancel, please call with at least 72 hours notice. 
 
This test may help to find out why you are having pain or difficulty swallowing. The test 
measures the strength and coordination of the muscles in your esophagus, and the location and 
function of the Lower Esophageal Sphincter (LES). This sphincter is the barrier between your 
esophagus and stomach, which controls the reflux of stomach acids. 
 
During this test a thin, flexible, soft catheter (small tube) is passed through your nose into 
your stomach, while you are given sips of water to swallow. The catheter is connected to a 
computer that shows the pressure in your esophagus. The test takes about 30 minutes to 
complete. 
 
Prior to the test, the nurse will ask you questions about what medications you are taking and 
your medical history. Please complete the patient questionnaires which are attached to this 
packet and bring them with you to the GI lab on the day of your test. Please do not have 
anything to eat or drink 6 hours prior to the test. If you are on diabetes medication you 
will need to check with your physician to determine if you should take these the morning of 
the exam. 
 
The test will take approximately 90 minutes from checking in to the end of the test. The 
procedure will be explained to you and questions that you have will be answered. Once the 
test results become available, your doctor will review the results and call to discuss them with 
you. 
 







GI LABORATORY
At-Home Medications List

Dear Patient, 
Please complete the Allergies and Medication sections. A staff member will review this list with you if there are any questions.  
If you have questions about medications NOT prescribed during today's visit, please contact your primary care physician.

Source Reaction Source Reaction
Example:  Penicillin Hives 3.
1. 4.
2. 5.

ALLERGIES: None (check the box if you do not have any allergies)

MEDICATIONS:        None (check the box if you do not take any medications, vitamins, herbals, etc) Physician/Staff Use
DRUG
List the 

medications you are
taking, include all
over-the-counter

medicines, vitamins,
herbals, minerals,

and those you may
have held for today's

visit.

STRENGTH
List the

strength of
each tablet,
capsule, etc.

DOSE/ 
DOSE FORM

How many
tablets, units,
capsules, are
you taking at

one time?

FREQUENCY
How often do
you take the
medication?
(once a day,
twice a day,

etc.)

ROUTE
How are you 

taking this 
medication?

(by
mouth,injection,

patch, etc.)

LAST DOSE
TAKEN

Indicate the
date and time
you last took

the 
medication

Physician:
Please check if 

prescribing 
additions or changes to

chronic 
medications

Staff:
If checked, refer to

Instructions below. If
not checked, file list

Ex. Cardizem CD 180 mg 1 capsule once a day by mouth 9 pm last night

Date:

Do not write below this line - Hospital Staff ONLY

INSTRUCTIONS:
Staff: If, during this visit, the patient was prescribed a new medication for a chronic disease/condition or a change was made to the
at-home medication regimen for a chronic disease/condition, complete the patient instructions portion below, instruct the patient
regarding additions and/or changes, and provide the patient with a photocopy of this document. After completion, check box below,
and file. 

Medication instructions were reviewed with the patient. The patient received a photocopy of this medication list.

Condition Medication
is prescribed 

for: 

Take this
Medication at
this Strength:

At this 
Dose/Dose

Form:

How often:
(Frequency)

Route: Start taking this
Medication on:

Date, if any, you should stop
taking this medication:

___/____/____
___/____/____

Patient: STOP taking this at-home medication:

Patient: START/RE-START taking this at-home medication(s):

420610 (02/09)

STOP taking this Medication at this Strength, Dose/Dose Form, and Frequency:
STOP taking this Medication on: / /
Additional Comments:
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