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Welcome to Main Gastroenterology,

Thank you for choosing Main Gastroenterology to assist with your healthcare needs. We are dedicated to giving you our best care and attention to improve your health. Our records indicated that you have an upcoming scheduled appointment with Dr. Mannone on _______________________at _______________.
In order to care for your needs and treat you efficiently, we request that prior to your office visit you complete the proceeding forms and send them back to us. If you have any questions or difficulty with any of these forms you may contact our office at 716-632-3577 Monday through Thursday from 9:00am to 5:00pm. 
Please bring your insurance card, some method of payment for copays if one is indicated, and a photo ID to your appointment. We appreciate your participation in being proactive in your healthcare and look forward to meeting you soon. 

Sincerely, 
Main Gastroenterology Care Team

Print Name: ______________________________ Date of birth: ___/___/______
Address: __________________________________________________________
City: _______________________________ State: _______ Zip: ______________
Home number:  (____) ____-_______ Cell number: (_____) ______-____________
Work number:  (____) _______-_______________
E-mail address: _____________________________________________________
Occupation & Employer: ______________________________________________
__________________________________________________________________
Emergency Contact Information
Name: _____________________________________ Relation: ____________
Phone number: (_____) ______-________________
Physicians
Primary Physician name: ___________________________________________
Phone number: (_____) ______-________________
Referring Physician name: ___________________________________________
Phone number: (_____) ______-________________
Pharmacy Name: __________________________________________________
Phone number: (_____) ______-________________
Insurance Information
Insurance ID #:________________________________ Group #: ____________
Prescription drug plan & ID #: __________________________________________



Personal History: (Please circle any that may apply)
	General
· Weight loss or gain
· Weakness
· Fatigue
· Fever or chills
· Night sweats
· Poor appetite
	Oral
· Difficulty swallowing
· Hoarseness
· Metallic taste
· Frequent acidic or sour taste 
	Neck
· Pain
· Stiffness
· Mass or lump
· Enlargement of thyroid gland

	Cardio/Respiratory
· Chest pain or discomfort
· Cough
· Excess Sputum
· Coughing up blood
· Wheezing
· Shortness of breath
· Leg edema

	Gastrointestinal
· Abdominal pain
· Nausea
· Vomiting
· Rectal bleeding
· Constipation
· Diarrhea
· Hemorrhoids
	Central Nervous System
· Loss of consciousness 
· Stroke
· Change in sleep pattern
· Tremors
· Paralysis
· Loss of sensation




Personal History: (Please circle any that may apply)
	Blood
· Anemia
· Blood transfusions
· Prolonged or unusual bleeding
· Bruise easily
	Endocrine
· Increased thirst
· Increased volume of urination
· Change in sex drive or potency
· Voice changes in speaking or singing



Please List all allergies: ___________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Do you currently or have you ever smoked or used tobacco products?     __Yes   __ No
	If yes and currently using tobacco products, how often? _____________________
Do you drink alcohol?   __Yes   __ No                 If yes how often? ___________________

Please list all past surgeries and dates if possible: _______________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Please List current medications (including supplements and over the counter): 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current medical conditions: 
· Diabetes 
· Hypertension
· Hypercholesterolemia
· Heart disease
· Asthma
· Kidney failure
· Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Family Medical History: (Please list any medical conditions and status of life for the following)
Mother: _________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Father:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Siblings:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Grandparents:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Aunts/Uncles:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Please bring these papers with you to your appointment for the medical assistant to add to your chart. 
