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Andras Fenyves, MD 
Primary Care Internal Medicine 

 
Jennifer Allen, ANP-BC 

Primary Care, Women’s Health, 
Adult Holistic 

 
Rossana Dilmanian, MD 

     Primary Care Internal Medicine 
 

Joseph Ferrara, MD 
Primary Care, General Surgery 

 
Issa Jaradeh, MD 

Primary Care Internal Medicine 
 

Eui Kim, FNP-BC 
Primary Care, Women’s Health 

 
Kyu-Han Kim, DO 

Primary Care Internal Medicine 
 

Clark Lopez, MD 
Primary Care Family Medicine 

 
Anahid Nisanian, MD 

Primary Care Internal Medicine 
 

Roberto Robinson, MD, 
CMD 

Primary Care Family Medicine 
 

Yocheved Silk, RPA-C 
Primary Care Internal Medicine  

 
Phillip Sohn, DO 

Primary Care Internal Medicine 
 

Anatoliy Vilnits, MD 
Primary Care Internal Medicine 

 
 
 
 
 
 
 

332 Dekalb Ave 
Brooklyn, NY 11205 

info@prominis.com 
www.prominis.com 

718-852-5252 
Fax: 718-802-1113 

 

Patient Information 

Name ______________________________________________________     Soc.Sec.  _______________________ 
              Last Name                                        First Name                                           Middle Initial 
 
Sex: � M � F Age _________ Birthday: ______________  � Single � Married � Widowed � Separated � Divorced 
                                                                       MM/DD/YYYY 

Address: __________________________________________________  Home Phone # ______________________ 

City __________________________State____________Zip_________  Cell/Work Phone # ___________________ 
Patient Email (for access to the patient portal):____________________________________________________________ 
In case of emergency who should be notified? _______________________________Phone#(____)_____________ 

                                                                       Relation: _______________________________________________________ 

Pharmacy Information 

Name:______________________________________________________ Phone#___________________________ 

Address:____________________________________________________ Fax#______________________________ 

 

Primary Insurance  

Insurance Company _________________________________ID#___________________Group#_______________ 

Policy Holder __________________________________________________________________________________ 
                        Last Name                                                                             First Name                                              Middle Initial  

Birthdate____________     Soc.Sec. # _________________Relation to Patient _____________________________ 
                 MM/DD/YYYY 
Address (if different from the patient) ________________________________________Phone#(___)___________ 

City _____________________________________State__________________________Zip____________________ 

Is patient covered by additional Insurance?      �Yes    � No  

Insurance Company _________________________________ID#__________________Group#________________ 

Policy Holder __________________________________________________________________________________ 
                        Last Name                                                                              First Name                                            Middle Initial  

Birthdate____________    Soc.Sec. # _ _ _ _ _ _ _ _ _        Relation to Patient _______________________________ 
                 MM/DD/YYYY 
Address (if different from the patient) _______________________________________________Phone#(___)____ 

City _____________________________________State__________________________Zip____________________ 

 

Why is this patient being referred for a doctor home visit? 

______________________________________________________________________________________________ 

 

Referral Source 

Name:______________________________________________________ Phone#___________________________ 

Agency:_____________________________________________________ Fax#______________________________ 

	
  


