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DateX
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Plaque Psoriasis 

Psoriasis Vulgaris 

Psoriasis Unspecified

HEIGHT ft in

FAX: 203-724-4838 

249 Danbury Road, Wilton, CT 06897249 Danbury Road, Wilton, CT 06897249 Danbury Road, Wilton, CT 06897   

400400400   Columbus AveColumbus AveColumbus Ave, , , ValhallaValhallaValhalla, , , NYNYNY   105951059510595  

127 Washington Ave, North Haven, CT 06473

QuantiFERON Test ResultsTB/ QuantiFERON Test Date

100mg SQ - Dose at 0, 4, then every 12 weeks

100 mg SQ - Maintenance Dose every 12 weeks

Please fax patient's clinical notes, TB test results, and demographics with this 
completed form. 
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