
 
 

Psoriasis	Biologic	Questionnaire	
	

Name:	_____________	

Weight:	____________	

Date:	____________	

Physician:		Mabry			Martin			Wirges	

Yes	 No	

___	 ___	 Do	you	consume	a lcohol ic	beverages?	

	 	 If	so,	how	much/how	often:	___________________________________	

___	 ___	 Do	you	smoke?	

	 	 If	so,	how	much/how	often:	___________________________________	

___	 ___	 His tory	of	l i ver	problems/hepati ti s?	

___	 ___	 His tory	of	kidney	problems/dia lys is?	

___	 ___	 His tory	of	heart	disease?	

___	 ___	 His tory	of	depress ion?	

___	 ___	 Do	you	have	high	cholesterol?	

___	 ___	 Do	you	have	neurologica l 	problems,	such	as 	multiple	scleros is?	

___	 ___	 Do	you	optic	neuri ti s 	or	loss 	of	vi s ion	in	one/both	eyes?	

___	 ___	 His tory	of	cancer	(skin	or	interna l )?	

	 	 If	yes ,	describe:	______________________________________________	

___	 ___	 Fami ly	his tory	of	cancer	(skin	or	internal )?	

	 	 If	yes ,	describe:	______________________________________________	

___	 ___	 Tuberculos is 	exposure/pos i tive	TB	skin	test?	

___	 ___	 TB	skin	test	within	1	year?	Date:	_______________________________	

___	 ___	 Do	you	have	Crohn’s 	disease	or	ulcerative	col i ti s?	

___	 ___	 His tory	of	T	cel l 	l ymphoma?	

___	 ___	 Are	you	a 	female	of	chi ldbearing	age?	

	 	 If	yes ,	what	method	of	contraception	do	you	use:	________________	

___	 ___	 Do	you	smoke?	



	

Please	mark	any	of	the	following	treatments	that	you	have	used	in	the	past	for	your	psoriasis	and	list	the	
length	of	treatment:	

Yes	 No	

___	 ___	 Light	therapy:	______________________________________________	

___	 ___	 PUVA:	_____________________________________________________	

___	 ___	 Methotrexate:	______________________________________________	

___	 ___	 Ora l/injectable	s teroids :	____________________________________	

___	 ___	 Soriatane:	_________________________________________________	

___	 ___	 Cyclosporine:	_______________________________________________	

___	 ___	 Enbrel :	_____________________________________________________	

___	 ___	 Humira:	____________________________________________________	

___	 ___	 Remicade:	__________________________________________________	

___	 ___	 Stelara:	____________________________________________________	

___	 ___	 Topica l 	s teroids?	Length	of	treatment:	________________________	

	 	 Ci rcle	the	topica l 	s teroids 	below	that	you	have	used:	

Triamcinolone	 	 Clobetasol 	 	 Fluocinonide	 	 Fluocinolone	

Betamethasone	 	 Ha lobetasol 	 	 Desonide	 	 	 Alclometasone	

	

	



	



	


