
	
	
	
	
	
Psoriasis	Biologic	Questionnaire		 	 	 	 	 	 Patient	Name: _______________	

Weight: _______________	
Date: _______________	

	
Yes   No 
 
___  ___  Do you consume alcoholic beverages? If so, how much/how often: _________________________  
___  ___  Do you smoke? If so, how much/how often: ___________________________________ 
___  ___  History of liver problems /hepatitis?  
___  ___  History of kidney problems /dialysis? 
___  ___  History of heart disease?  
___  ___  History of depression? 
___  ___  Do you have high cholesterol?  
___  ___  Do you have neurological problems, such as multiple sclerosis?  
___  ___  Do you optic neuritis or loss of vision in one/both eyes?  
___  ___  History of cancer (skin or internal)? If yes, describe: ___________________________________________  
___  ___  Family history of cancer (skin or internal)? If yes, describe: _____________________________________ 
___  ___  Tuberculosis exposure/positive TB skin test? 
___  ___  TB skin test within 1 year? Date: _______________________________  
___  ___  Do you have Crohn’s disease or ulcerative colitis? 
___ ___   History of T cell lymphoma?  
___  ___  Are you a female of childbearing 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 with dates:  
 
Yes   No  
___  ___   Light therapy: ______________________________________________________________ 
___  ___   PUVA: ___________________________________________________________________ 
___  ___   Methotrexate: ______________________________________________________________ 
___  ___   Oral /injectable steroids: ______________________________________________________ 
___  ___   Soriatane: __________________________________________________________________  
___  ___   Cyclosporine: _______________________________________________________________  
___  ___   Enbrel: ____________________________________________________________________  
___  ___   Humira: ____________________________________________________________________  
___  ___   Remicade: __________________________________________________________________  
___  ___   Stelara: ______________________________________________________________________  
___  ___   Topical steroids? Length of treatment: _____________________________________________ 
Circle the topical steroids below that you have used:  
Triamcinolone   Clobetasol   Fluocinonide   Fluocinolone  
Betamethasone   Halobetasol   Desonide   Alclometasone 
	
Other treatments tried: _____________________________________________________________________ 
	
	
	
	
	



   


