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1/12/2026
(01140)-Cardenas Joselyn

Date of Birth - 11/15/1987 Sex-Female Marital Status - Single

Address; 830 Magenta Street #2C,Bronx,NY,10467
Phone #: (347) 873-3536

Social Security# - - -0317

Employer or Company Name:
Address;
Emergency Name:
Work Phone #:

Date of Accident - 10/16/2025

Time/Place Accident - Bruckner / Hunts Point
Policy Report - Yes

Date of Visit - 10/22/2025

Condition Related to : Auto Accident

Insurance Company : State Farm Mutual Automobile Insurance Co.
Address: P.O. Box 106170
Atlanta,GA,30348-6170
Phone: 800-258-9884 Fax:

Claim# - 52-91R6-34X

NF-2 -Yes Sending Date - 10/25/2025
Policy Adjuster - Toni Helms

Policy Effective Date -

Policy# - 369 3145-C05-52

Policy holder - Cardenas-Matias, Joselyn, §
WCB# -

Carrier case # -

Attorney - Adam Oremland, ESQ. Firm Name - Oremland Law Group PC
Attorney Address - 2426 Eastchester Rd, Suite 203, Bronx, NY. 10469
Attorney Phone - 718-367-1700 Fax - 718-367-1701

Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT QF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/4/02)
Cizim Nimber:

- ——e
Lils v e S ("Assignb;") hereby assign fo DYNAMIC MOBILE XRAY SVCS ., {"Assignee™)
(Frift paflent's ndme} {Print hespital or health care provider name) .

all rights privileges and remedies to payment for haalth care sarvices provided by assignee to which 1 am
entitled under Article 51 (the No-Fault statute} of the Insuwance Law,

The Assignee hereby certifies that they have not received any payment from o ot behalf of the Assignor and

shall not pursue payment diractiy from the Assignor for ser}ices pravidad by said Assignee for injuries sustained

due to the motar vehicls aceident which occusred on |D o 25 . notwithstanding ary other agreemet
{Prnt accidgnt date}

to the contrary,

This agreement may be revoked by the assignee when benefits are not payable based upen the assignor’s lack
of coverage and/or violation of 3 policy condition dug to the actions or conduct of the assignor. -

~

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERGIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERGCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONGEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ARETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THQUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

_I-Oﬂe\qw qu(q}e nes

J {Print name of Patiant)

{Sign of Patiant}

K 0!/et/6{

Late oftsignaturs)

{Address of Patient) y - ;
DYNAMIC MOBILE XRAY SERVICES Y A v
(Print name of Provider) . ) Lﬁguﬂure of Provider)
3412 BLUESTONE LANE (_9 [ /I Z/O Q
(Datt of sighaiure)

EAST STROUDSBURG PA 18301
{Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

| hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time 1 know of no other condition‘which the taking of x-rays

would furthér compllcate

Signed Qﬂw«iaw‘\"/‘/ Date: _ ¢/ L/ (2'/ 6’()

Consent To X-Ray:

A Minor | am a parent or legal guardian of
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of

said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

or @/@Q

Signed: : Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving-the pelvis, can be hazardous te an unborn child.
& F/ ~/) o6
Date:

sing b o




_1/12/2026
(01156)-Sookra Neel

Date of Birth - 9/7/1989 Sex-Male Marital Status - Single

Address: 220 Saint Johns Avenue,Yonkers,NY, 10704
Phaone #: (914) 507-2755

Social Security# - - -0056

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 12/16/2025
Time/Place Accident -

Date of Visit - 12/31/2025

Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.Q. Box 9507
Fredericksbhurg ,VA,22403
Phone: (516) 496-5214 Fax: (856) 294-5154

Claim# - 8875118780000001
Paolicy Effective Date -
Policy# -

Policy holder -

WCB# -

Carrier case # -

Attorney -  Firm Name -
Attorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM .

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)
Claim Nimber:

v AEE 04K/, ("Assignor) hereby assign to DYNAMIC MOBILE XRAY SVCS ., ("Assignee")
(Print patlenf's name) {Prnt hespltal or healin care provider name)

all fighfs privileges and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 {the No-Fautt statute) of the Insurance Law.,

The Assignee hereby certifies that they have not received any pzyment from or on behalf af the Assignar and

shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustalned

due fo'the motor vehicle aceident whith oceured on té/r2 /2 « ot withstanding atiy other agreement
{Pnnt acdident date)

fo the cantrary,

This agreement may"be revoked by the assignee when bensfits are not payahle based npon the assignor’s lack
of coverage aadfor violation af a policy condition dus o the actions or conduct of the assignor.

. MEZ:.Z 8 FHéiu &}

{Print name of FPatiant) of Patiznt}
) fez/eg
. Late of'signature}
229 Sanli JOINE [ frerr ycn,, Lres
] (Address of Paflent) ¢ A ©r
- /% {- ‘z’VL 4\..—-' * )
DYNAMIC MOBILE XRAY SERVICES ~ A
(Print name of Provider) R ' L}ﬁgnaﬁ:ure of Provider)
3412 BLUESTONE LANE gr / [ 7// ® Q
(Date of sighature)

EAST STROUDSBURG PA 18301 ’
{Address of Provider) !
|

NYS FORM NF-AQB (Rev 1/2004)



DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Docter has requested the x-rays for
further diagnostic purposes:At this time | know of no other condition'which the taking of x-rays
would further complicate.

Signed: MJ gm/ﬁ“ Date: O/l/(z /Gr(

Consent To X-Ray:

A Minor | am a parent or legal guardian of
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
-said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time !
know of no other condition which the taking of x-rays would further complicate.

Signed: ACQLO gﬂ\d% Date: of {/ (&2‘/ o Q

Females: Regarding Possibility of Pregnancy

This Is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child. '
3 1} =/ o6
Date:

Signed: /Lp &,0 g”OéZf’ﬂ




1/12/2026
(01157)-Rivera Andrew

Date of Birth - 3/31/1988 Sex-Male Marital Status - Single

Address: 4728 Bronx Blvd #1,Bronx,NY,10470
Phone #: (347) 899-5512

Social Security# - - -27468

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 12/16/2025
Time/Place Accident -

Date of Visit - 12/31/2025

Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.O. Box 9507
Fredericksburg ,VA,22403
Phone: (516) 496-5214 Fax; (856) 294-5154

Claim# - 887118780000Q001
Policy Effective Date -
Policy# -

Policy holder -

WCB# -

Carrier case # -

Altorney -  Firm Name -
Attorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM .

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)
Claim Number:

IAT\»VP/U 118 ;mfc;("Assign'oi-'") heraby assign ta DYNAMIC MOBILE XRAY SVCS., {"Assignea")
' (Prrt paflents name} {Print hospital of hieallh care provider name)

all rights privileges and remedies to payment for health care sarvices provided by assignee to which | am
entitled under Article 54 {the No-Fault statute) of the Insurance Law,

The Assignes hereby certifies that they have not received any payment from or on behalf of the Assignar and

shall not pursus payment directly from the Assignor for services pravided by said Assignee for.injuries sustalned

due to the motar vehicle aceldant which oecurred on » not withstanding ariy othier agreement
{Print acoident dats)

to the cantrary.

This agreement may be revokead by the assignee when henefits are not bayable based npon the assignor's lack
of coverage and/or violation af a Policy condition due to the actions or conduct of the assignor.

-

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER FERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
FPERSONAL INSURANGE RENEFT S CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE

hiodree. & ivers N
J< 0! fez/ed

(Date oflsignaturs)

{Address of Pauent) A o
o ./;—‘4; ) { % 2
DYNAMIC MOBILE XRAY SERVICES Y i
{Print name of Provider) - ) Lﬁgnaﬁurs of Pravider)
3412 BLUESTONE LANE G ! / [ 7// 0 Q
(Date of sighature)

EAST STROUDSBURG FA 18304
{Address of Provider)

NYS FORM NF-AQB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purpeses. At this time | know of no other conditionwhich the taking of x-rays
would further complicate.

Signed:jgi& ' Date: _ ¢/ l/(?- /Of[

N

Consent To X-Ray:

A Minor I am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
-said minor, The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

oJf‘/(%"/G G

Sighed: ) Date:

Femnales: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child.
d l} (=2 A
Date

Sighed:




1/12/2026
(01147)-Daley Jhanielle

Date of Birth - 3/19/1883 Sex-Female Marital Status - Single

Address: 488 Warburton Ave #3,Yonkers,NY,10701
Phone #; (914) 513-1840

Social Security# - - -8098

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 10/17/2025

Time/Place Accident - Boston Rd / Conner Street
Policy Report - Yes

Date of Visit - 11/17/2025

Insurance Company : GEICO General Insurance Co.
Address:

Phoﬁ,e: Fax:

Claimdé# - 8832684550000003

NF-2 -Yes Sending Date - 11/17/2025
Poiicy Effective Date -

Policy# - 4300951029

Policy holder - Daley, Jhanielle, C
WCB# -

Carrier case # -

Attorney - Klafter Law Group  Firm Name - Klafter Law Group
Attorney Address - 36-36 33rd Street, Suite 307, Long Island City, NY. 11106
Attorney Phone - 718-465-1160 Fax - 646-273-2500
Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM -

(FOR ACCIDENTS OCCURRING ON AND AFTER 34/02)
Clzim Nimber:

I, %“&\ﬁe__\&, Date ', ("Assignor™) hereby assign to DYNAMIC MOBILE XRAY SVCS., (“Assignee™)
VU {Frint patlent's name) “(Print hospiial or health care provider name)

all rights privileges and remedies fo payment for health care services provided by assignes to which | am
entitied under Article 51 {the No-Fault statute) of the Insurance Law.,

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and

shall not pursue payment directly from the Assignor for services pravided by sald Assignes for injuries sustained
due fo the mofor vehicle accident which oecurred on /DZ I7F Q@ 3’1, not withstanding ariy othier 2greement

{Print accidant date}
fo thz contrary,

This agreement may be revoked by the assigne when benefits ara not payable based upan the assignor's lack
of soverage andfor viclation of a policy condition due fo the actions or conduct of the assignar, -

-~

ANY FERS(_JH WHO KNOWINGLY AND WITH INTENT TG DEFRAUD ANY INSURAMCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANGE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE

CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJEGT TO A GIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VAL UE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIN FOR EACH VIOLATION,

é}{‘v‘i’%it& E;mgiii% A/\ y (Sign‘ature nf.Pa:iant)
A< atfez/ed

{Date ofisignature)

(Address of Patient) i M
DYNAMIC MOBILE XRAY SERVICES rah i
{Print name of Provider] ] ’ uﬁgnature of Provider)
3412 BLUESTONE LANE @jl 2/ C Q
{Date of sighature)

EAST STROUDSBURG FA 18301
{Address of Provider)

NYS FORM NF-AQB {Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition‘which the taking of X-rays

would further complicate.

Signed: Q’r\/"&/-—-) Date: _ ¢/ /(Z/M
- U"/’” ‘ .

Consent To X-Ray:

A Minor | am a parent or legal guardian of
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
-said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |

know of no other Wt/hf‘taking of x-rays would further complicate.
Signed: y Date: o ff/r%l/é Q

/

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particulariy those

involving the pelvis, cag be hazardous to an unborn child.
597/)9\ ’ [} ~/ 26
Signed: Date:

/e




d

(01149)-Marshall-Harris Janet

141212026

Date of Birth - 11/6/1962 Sex - Female Marital Status - Married

Address: 248 Summit Ave 2nd floor,Mount Vernon,NY, 10552
Phone # (347) 583-3888

Social Security# - - -4330

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 11/18/2025
Time/Place Accident -

Date of Visit - 11/19/2025

Condition Related to : Auto Accident

Insurance Company : New York Municipal Ins. Reciprocal
Address: 900 Stewart Ave, Ste 600
Garden City,NY,11530
Phone: 800-345-0311 Fax:

Claim# - WEST20251720001

Claim Address - New York Municipal Ins. Reciprocal
¢/o Wright Risk Management
900 Stewart Ave, Suite 600
Garden City, NY. 11530

NF-2 -Yes Sending Date - 12/03/2025

Policy Adjuster - Terry Barrett

(518)-292-0064 F:516-222-5392

Policy Effective Date -

Policy# - MCA-WEST-0000003-25

Policy holder - Westchester County

WCB# -

Carrier case # -

Aftorney -  Firm Name -
Attorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM -

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1102)
Claim Number:

I Y , I  ("Assignor") hersby assign fo DYNAMIC MOBILE XRAY SVCS ., {Assignee")
{Print palienfs name) {Print hospital or heallh care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which 1 am

entitled undar Article 51 {the No-Fault statute} of the Insurance Law.,

The Assignee hereby cartifies that they have not received any payment from or on behalf of the Assignor and

shall not pursus payment directly from the Assignor for sarvices providad by said Assignee for injuries sustained

dute fo the motor vehicle accident which occurred on « ot withstanding ary other Jgreement
{nnt accident datg}

fo the cantrary.

This agreement may be revokad by the assignez when benefits are not payable based epon the assignor's lack
of coverage andfar violation of 2 policy condition due to the actions or conduct of the assignor, -

e

VEHICLES OR AN INSURANCE CONPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

. B"@mg{ignl\n&%@\i%\%\ﬁ%mm- Y ﬁ@“%@%éwé@
K\ /sl

Dats ofisignats)

{Address of Patient) S -

DYNAMIC MOBILE XRAY SERVICES A ST

(Print name of Provider) ] ) L_’ﬁgna‘ture of Provider)
3412 BLUESTONE LANE (_9 ( /Z Z/O Q
(Date of sighature)
EAST STROUDSBURG PA 18301
{Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condmon'whlch the taking of x-rays
would further compilcate

Signed: TD\V\QQ( Mm\f\m\\ \V\%&N"l—? Date: ¢/ / (2 / C),-(‘

Consent To X-Ray:

A Minor | am a parent or legal guardian of ;
who is a minor, years of age. I hereby authorize the performance of diagnostic x-rays of
said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

o)f‘/ﬁ?‘/@ Q

Signed: ' Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unbormn child.
J {'} == A
Date

Signed: #ﬁ-ﬁdﬁ@@ﬂ%«




1/12/2028
(01130)-Jara Joanna

Date of Birth - 8/18/1888 Sex - Female Marital Status - Mairied

Address: 647 East 219th Street #{FL,Bronx,NY, 10467
Phaone #: (917) 355-9308

Sacial Security# - - -1314

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 8/30/2025
Time/Place Accident -

Policy Report - Yes

Date of Visit - 9/3/2025

Condition Related to ;: Auto Accident

Insurance Company : Goverment Employees Insurance Co.
Address:

PhoHe: Fax:

Claim# - 0619029490101031

NF-2 - Yes Sending Date - 09/16/2025
Policy Effective Date -

Palicy# - 4526800570

Policy helder - Miguel Jara

WCB# -

Carrier case # -

Attorney - Oremiand Law Group PC  Firm Name - Oremland Law Group PC
Aftorney Address - 2426 Eastchester Rd, Suite 203, Bronx, NY. 10469
Attorney Phone -718-367-1700 Fax -718-367-1701

Contact Person -

Other Insurance -
Medicare -




3

NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/102)
Claim N&mber:

(€ . ("Assignor™) hereby assign to DYNAMIC MOBILE XRAY SVCS., {"Assignee")

L Y\
. |Prnt patient's nagme} {Print hospltal or healih care provider name)
all rights privileges and remedies to paymant for health care services provided by assignee to which | s

entitled under Article 51 (the No-Fault statute} of the Insurance Law,

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and

shall not pursus payment directly from the Assignar for sen| ices rov‘d%d by said Assignee for injuries sustainey
due o the motar vehicle accident which oceowred on 230 g?ﬁ’é » Rot withstanding ary otfier greement

{rint acoident date)
fo the contrary,

This agreement may be revoked by the assignes when benafits are nat payahle based npon the assignor's lack
of coverage and/or violation of a policy condition dus to the actions or conduct of the assignaor.

>

SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

Saonrs. Ty,

{Print name of Fatiznt) !/)\ V ignature of Patizng

I o 9] - 1% a ﬂ/”/%
eI

) {Address of Pafient) A
- .«/7’ ‘ .u”&'4"__ *

DYNAMIC MOBILE XRAY SERVICES A

{Print name of Provider) nature of Provider)

3412 BLUESTONE LANE Al / { 2/ 8 Q

{Datk of sighafure)

EAST STROUDSBURG PA 18301
{Address of Providar)

NYS FORM NF-AOB (Rav 1/20D4)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition‘which the taking of X-rays

would further com'p[i ate.
Signed: % Date: ¢/ [/ (2 / C)f(

Consent To X-Ray:

A Minor [ am a parent or legal guardian of ,
who Is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of

-said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

cpf/('"z‘/a Q

Signed: : Date:

Females: Regarding Possibility of Pregnancy

This is o certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking X-rays, particuiarly those

involving the pelvis, can be ha#rrdous to an unborn child. y _
g/\/gz & l} = / YA
Signed: ﬂ“’ V Date:




1/12/2026
{01131)-Maurer Bennet J.

Date of Birth - 4/20/1968 Sex-Male Marital Status - Single

Address: 130 East 177th Si,Bronx,NY,10483
Phone #: (817) 895-1736

Social Security# - - -9407

Employer or Company Name:
Address:
Emergency Name:
Work Phone #

Date of Accident - 8/25/2025

Time/Place Accident - 8th Street / Jacob Street  (Troy)
Policy Report - Yes

Date of Visit - 9/2/2025

Condition Related to : Aufo Accident

Insurance Company : Progressive Casualty Insurance Company
Address: PO Box 22031
Albany,NY, 12201
Phone: Fax:

Claim# - 25-263963475

NF-2 - Yes Sending Date - 09/16/2025
Policy Effective Date -

Policy# -

Policy holder - Weisberg, Dominick J
WCB# -

Carrier case # -

Aftorney - Oremland Law Group PC  Firm Name - Oremland Law Group PC
Attorney Address - 2426 Eastchester Rd Suite 203, Bronx, NY. 10469
Attorney Phone - 718-367-1700 Fax - 718-367-1701

Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE RO-FAULT INSURANCE LAW
ASSIGNMENT OF BEENEFITS FORM -

(FOR ACCIBENTS OCCURRING ON AND AFTER 3/1/02)
Claim Number:

Lﬁ@ ﬂ V’ P’IL Wﬂ[’l/i[”/Assignb;"] hersby assign to DYNAMIC MOBILE XRAY SVCS., ("Assignea™)

. (Print pifienf’s name) {Prmt hespital or health care provider name)
ali {lghts privi!eges and remedies to payment for health care services provided by assignee to which ] am
entitled under Article 51 {the No-Fault statute) of the Josurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignar and
shall not pursua payment directly from the Assignor for services prayided y said Assignae for injuries sustaineg ~
due fo the motar vehicle accident which oceurrad on 4&1 g 2 éd Z E 2 Zé. not withstanding any other agreement
ini accident date)
fo the cantrary,

This agreemeat may be revoked by the assignes when henefits are not payable based vpan the assignor's lack
of coverage andfor viclation of a palicy condition dus to the actions ar conduct of the assignar,

~

ANY PERSON WHO XNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCLIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE

IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,

SQLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR

-

A g Al Z o ——

{Print name of Patiant] {Signature of Patien)

K\ (‘7//(!2- 6(

Fi

AR

(Date of'signaturs)

(Address of Patient)

- / i
- .’/}?ﬂ:lﬁfé : :

DYNAMIC MOBILE XRAY SERVICES N // }yx;" L
(Printi@ame of Frovider) ] : L/ﬁgnature of Provider)
3412 BLUESTONE LANE (91 / ! 2/ e, Q

(Date of sighature)

EAST STROUDSBURG PA 18301
1Address of Provider)

NYS FORM NF-ACB {Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
~further diagnostic purposes. At this time | know of no cther condition‘which the ta king of x-rays

would further complicate.
Signed@(&hjf Date: ¢/ :/(2 /6/-(’

,

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
-said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

@f‘/("zt/a C

Signed: : ' Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child.
& f') ~) o5
Date:

Sighed:




1/12/2026
(01154)-Rawlings Dale

Date of Birth - 4/23/1974 Sex-Male Marital Status - Single

Address: 2769 Matthews Avenue #6D,Bronx,NY, 10467
Phone #: (917) 853-5939

Social Security# - - -0998

Employer or Company Name;
Address:
Emergency Name:
Work Phone #

Date of Accident - 12/29/2025

Time/Place Accident - Cruge Avenue [ Boston Road
Policy Report - Yes

Date of Visit - 12/30/2025

Condition Related to : Auto Accident

Insurance Company : Allstate Fire And Casualty Insurance Company
Address: PO BOX 2874
Clinton ,IA,52733-2874
Phone: Fax:

Claim# -

Policy Effective Date -
Policy# -

Policy holder -

WCB# -

Carrier case # -

Aftorney -  Firm Name -
Aftorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT iNSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)
Clalm Ndmber:
l ¢ -
L D !¢ qu W 'W{%“Assignor"} hersby assign to DYNAMIC MOBILE XRAY SVCS ., ("Assignee”)
(Print pafient’s namey .+ {Print hespital or heallh care provider nama)
all rights privileges and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 (the No-Fault statute) of the Insucance Law.

The Assignee hereby certifies that they have nat recelved any payment from or ont behalf of the Assignor and

shall nat pursue payment directly from the Assignor for services providad by sald Assignes for injuties sustained -

due to the mofor vehicle aceident which occurred or » not withstanding ariy ather agreement
{Prini accident date)

to the cantrary.

This agreement may be revokad by the assignea when benefits are not payahle basad upon the assignor's lack
of coverage and/or vicktion of a policy condifion dus to the actions or conduct of the assignor.

~

ANY PERSON WHO KNOWINGLY AND WITH INTENT TG DEFRAUED ANY INSURANCE COMPANY OR UTHER PERSON
FILES AN ARPLICATION FOR COMMERGCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE

IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WiTH ANOTHER 7O MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION GF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR

(Drlefenbaze p U0 b
A< !/ 2/e¢

{Date of'signature)
{Address of Pailen) - A S S
ot /6?’ Far -0‘-4\.-7 : ‘
/i
DYNAMIC MOBILE XRAY SERVICES ~ A
{Print name of Frovider) ) ' L’ﬁgnature of Pravider}
3412 BLUESTONE LANE G / { 2/ O Q
(Dat= of sighature)

EAST STROUDSBURG FPA 18301
{Address of Providar)

NYS FORM NF-ACB {Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition’which the taking of X-rays
would further complicate.

Signed: ; Date: __(9/ t/‘(?’ /G,.()

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, _years of age. | hereby authorize the performance of diagnostic x-rays of
.said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

@f[/f%l/a C

Signed: : Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unbormn child. ’
¢ f} ~/] ok
Date:

Signed:




1/12/2026
(01139)-Apata lbilola

Date of Birth - 11/9/1966 Sex - Female Marital Status - Single

Address: 915 Burke Avenue,Bronx,NY, 10462
Phane #: (347) 549-2673

Sacial Security# - - -7185

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 10/10/2025
Time/Place Accident -

Date of Visit - 10/20/2025

Condition Related to : Auto Accident

Insurance Company : Progressive Advanced Insurance Company
Address:

Phor'{e: Fax:

Claim# - 25-216067660

NF-2 - Yes Sending Date - 10/30/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Attorney -  Firm Name -
Altorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM -

(FOR ACCIDENTS OCCURRING ON AND AFTER 3Nmz)
Claim Nimber:

L »("Assignor”) hereby assign to DYNAMIC MOBILE XRAY 8VCS., ("Assignee™)
{Print patient's name) {Print hosphtar or eI care provider name)

all rights privileges and remedies o payment for health care sarvices provided by assignee ta which I am

entitled under Articls 51 {the No-Fault statute) of the Insurance Law,

Tfl:el;tssignee hereby certifies that they have not received any payment from or en behalf of the Assignar and
shall nat

9t pursus payment directly from the Assignar for services pravided By said Assignee for injuries sustaineq
due fo the motor vehicle aceident which cccurred on + ot withstanding ariy othier greement

{Frnt accident dalej
to the cantrary,

This agreement may be revoked by the assignes when henefits arz nat payable based npan the assignors lack

of covetage aad/or violation of a policy candiion dus to the actions or conduct af the assignor,

SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION GOF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENEY, THE DEPARTMENT OF MOTOR

VEHICLES OR AN INSURANCE CORPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND

SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

[bilota  APakx &/I

{Print name of Patient] {Signature of Patiznf]

o 2

Date of'signature}

qr5 BurKa_ Ave, Pronx s K

{Address of Patien) A :
-7 ./?/" ;/ .:,‘Vé{_
DYNAMIC MOBILE XRAY SERVICES P / a
{Print name of Provider) - : @gnature of Provider)
3412 BLUESTONE LANE g / [ 2/ s Q
. {Pate of sighature)

EAST STROUDSBURG PA 18301
Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)



DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition‘which the taking of X-rays

would further complicate.

Signed: C@M Date: _ ¢ t/(?’ /6,—(’

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

Signed: Oé&ﬂﬂfﬂ/ Date: @f/ﬁz‘/@ C

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, [ am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child. 7
o l') == / YA
Date:

Signed: /)@%}:&6/




1/12/2028

(01153)-Cammack Tamara G.

Date of Birth - 12/7/1965 Sex-Female Marital Status - Single

Address: 1550 Townsend Avenue #3D,Bronx, NY,10452
Phone #: (917) 379-7102

Social Security# - - -8921

Employer or Company Name:
Address:
Emergency Name:
Wark Phone #:

Date of Accident - 12/18/2025
Time/Place Accident -

Policy Report - Yes

Date of Visit - 12/24/2025

Condition Related to : Auto Accident

Insurance Company : Progressive Advanced Insurance Company
Address:

Phoﬁ'e: Fax:

Claim# - 25-519524341
Policy Effective Date -
Policy# -

Palicy holder -

WCB# -

Carrier case # -

Aftorney - Adam Oremland, ESQ. Firm Name - Oremland l.aw Group PC

Aftorney Address - 2426 Eastchester Rd, Suite 203, Bronx, NY. 10469
Attorney Phone - 718-367-1700 Fax - 718-387-1701
Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM .

{FOR ACCIDENTS DCCURRING ON AND AFTER 3/102)
Claim Ndmbar:

("Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS ., {“Assignes")
{Print patianfs'wame) “{Print hospital or heallh cars provider name)

all rights privileges and remedies to payment for health care sarvices provided by assignee to which | am
entitled tunder Articls 54 {the No-Fault statute) of the Insurance Law,

The Assignee hereby cartifies that they have not received any payment from or an behalf of the Assignor and

shall not pursus payment directly from the Assignor for services provided by sald Assignes for injuries sustaineg

due to the motor vehicle accident which occurrad on » ot withstanding ary ather agreemens
{Print acodent date)

fo the contrary,

This agreement may he revoked by the assignez when benefits ars not payable based npan the assignor's lack
of coverage andfor vickation of a palicy condition dus to the astions or conduct of the assignar,

CONVERSION GF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANGE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH !S A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXC OUSAND DOLLAR 0 THE VALUE OF

QYT

{Print name of Batiant

{Signature of Patient)

K 2

{Cate of'signaturs)

{(Acdress of Pafiznf)

“ L -
W /M s «
DYNAMIC MOBILE XRAY SERVICES /?Jy

{Print vame of Froviden) . ) %gnature of Provider)

3412 BLUESTONE LANE 7 F/ { 2/ O Q

{Date of sighature}

EAST STROUDSBURG PA 18301
{Address of Provider)

NYS FORM NF-AQS (Rev 1/2004)



DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
is\time 1 know of no other condition‘which the taking of x-rays

Wc% Date: ___\ ( { 7-'\ = (o
N

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time I.
know of no other condition which the taking of x-rays would further complicate.

Signed: Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has

permissio rform dizgfidgtic x-rays. | am aware that taking x-rays, particularly those

i rdous {o an unborn child.

involvirig tl\e pelvis, cay be M
&é’;e : Date: \ \‘2"\ ‘L@"
TS e




1/12/2026
(01121)-Cervantes Hernandez Elizabeth_

Date of Birth - 2/11/1988 Sex - Female Marital Status - Single

Address: 1954 Gleason Avenue #1B,Bronx,NY,10472
Phane #: (347) 495-7296

Social Security# - - -7181

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 8/11/2025

Time/Place Accident - Pelham Parkway South Entrance / Adjacent BLDG 8
Policy Report - Yes

Date of Visit - 8/18/2025

Condition Related to : Auto Accident

Insurance Company : Progressive Casualty Insurance Company
Address; PO Box 22031
Albany,NY, 12201
Phone: Fax:

Claim# - 25-886789667

NF-2 -Yes Sending Date - 09/04/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Attorney - Klafter Law Group  Firm Name - Klafter Law Group
Aftorney Address - 36-36 33rd Street, Suite 307, Long Island City, NY. 11108
Attorney Phone - 718-465-1160 Fax - 646-273-2500
Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM .

{FOR ACCIDENTS OCGURRING ON AND AFTER 3/1/02)

. Clzirn Nimber:
7 Covenbs —

L Nn. , ("Assignor") hersby assiga fo DYNAMIC MOBILE XRAY SVCS., {"Assignea™)
nnt patienf's name) {Print espital or health care provider name)

all rights privilzges and remedies fo paymani for health care sarvices provided by assignee to which | am
entitled under Article 54 {the No-Fault statuts} of tha Insurance Law.

The Assignee hereby cartifies that they have not received any payment from or on behalf of the Assignar and

shall not pursus payment directly from the Assignor for services provided by said Assignes for injuries sustainey

due to the mofor vehicle accidant which ocourred on . ot withstanding any othér 3greement
{Print accident datz)

fo the cantrary,

This agreement may be revoked by the assignes when bensfits are not payable based upon the assignor's lack
of coverage and/or viclation af a poiicy condition due £o the actions or conduct of the assignar,

-

-~

ANY PEESQH WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION EOR COMAMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUGCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SCLICITS OR CONSPIRES WITH ANGTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION GF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE CONPANY, COMMITS A FRAUDLRENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE oF
. THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

KE \ \ megggaggﬁ )FC.S A{\ ;{s ignature of Fatient)

A< 0! /o2 /el

{Date of'signature)

.
~

—
{Address of Paiient) h L S
a _,/,:f, {/14/4{, ’ ‘
DYNAMIC MOBILE XRAY SERVICES ) ,J,’;‘j 7
{Print iame of Provider) . ' u‘ﬁgnature of Provider)
"
3412 BLUESTONE LANE 3r/iz/ 6 Q)
) (Date of sighature)

EAST STROUDSBURG PA 18301
{Address of Providen)

NYS FORM NF-AOB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

| hereby authorize.the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. Atfhis time I know of no other condition‘which the taking of x-rays

. 0l | 12] 2026

would further complicate.

Signed:

Consent To X-Ray:

A Minor | am a parent or legal guardian of ;
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of

said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time 1
know of no other condition which the taking of x-rays would further complicate.

Signed: Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child.
Date: O’ , ‘ Z / ZOZé

Signed:




1/12/2026
{01141)-Pellecier Virginia

Date of Birth - 10/6/1967 Sex - Female Marital Status - Married

Address: 3422 Knox Place #4B,Bronx,NY, 10467
Phone #: (347) 754-1276

Saocial Security# - - -5914

Employer or Company Name:
Address:
Emergency Name:
Work Phaone #

Date of Accident - 10/4/2025
Time/Place Accident -

Date of Visit - 10/23/2025

Condition Related to : Auto Accident

Insurance Company : State Farm Mufual Automobile Insurance Co.
Address: P.O. Box 106170
Atlanta,GA,30348-6170
Phone: 800-258-9884 Fax:

Claim# - 32-91F3-263
NF-2 - No

Puolicy Effective Date -
Policy# -

Policy holder -

WCB# -

Carrier case # -

Attorney -  Firmi Name -
Attorney Address -
Attorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




-

NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

{FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

Clalm Nimbar:
¥ - "————__-
I lvl %\ DIG Q:l CCier , ("Assignor") heraby assign o DYNAMIC MOBILE XRAY SVCS., (“Assignee™)
{Prigl pafient’s name) {Print hospital or heallh care provider hame) .

all 1:igl'rts privileges and remedies to payment for health care services provided by assignee to which 1 am
sntitied under Articls 51 {the No-Fault statuts) of the Instrance Law,

The Assignee hereby certifies that they have not recaived any pzyment from of on behalf of the Assignor and

shall not pursus payment directly from the Assignor for services provided by said Aesignee for injuries sustaineg

due to the mofar vehicle aceident which occousted on « not withstanding ardy other Sgreement
{Print accident date]

to the contrary,

This agreement may be revoked by the assignee when benefits zre not payahle based upon the assignor's lack
of coverage and/or viclation of a palicy condifion due to the acfions ar conduct of the assignar,

-

-

ANY FERSQH WHO KNOWINGLY AND WITH INTENT TG DEFRAUD ANY INSURAMCE COMPANY OR OTHER PERSON
FILES AN APFLICATION EOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BRENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONGEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY €ACT IRATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH AFPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSBISTS, ABETS,
SCLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF TRE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDUL ENT INSURANCE ACT, WHICH 1S A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MQTOR VERICLE OR STATED CLAIM FOR EACH VIOLATION,

AN

P {Signatura of Patlant)

{ate of'signaturs)

1% 2

{Address of Fatient) A = r
ot . £ ’ R
DYNAMIC MOBILE XRAY SERVICES S YF
{Print name of Frovider) ) ' Lﬁ{ﬁgnature of Pravider)
: "
3412 BLUESTONE LANE Gr/12/ 0 Q;,
{Date of sighature)
EAST STROUDSBURG FA 18301
{Address af Provider)

NYS FORM NF-AQB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

I hereby authorize-the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition‘which the taking of x-rays

would further comp[icate /
Signed: 4@@ Date: /A‘? ’?6

Consent To X-Ray:

! A Minor | am a parent or legal guardian of ,
who is a2 minor, years of age. | hereby authorize the performance of diagnostic x-rays of
said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time !
know of no other condition which the taking of x-rays would further complicate.

Signed: Date:

Females: Regarding Possibility of Pregnancy

2 This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those
involving the pelvis, can be hazérdous to an unborn child.

S

Date: _:/ /oféé




1/12/2026
{01152)-Campbell Brianna

Date of Birth - 2/18/1998 Sex-Female Marital Status - Single

Address: 141 S. Prince Street,Lancaster,NY,17603
Phone #: (917) 794-5755

Social Security#-- -

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 12/22/2025

Time/Place Accident - W 184th Street / Woodycrest Avenue
Policy Report - Yes

Date of Visit - 12/23/2025

Condition Related to : Auto Accident

Insurance Company : Hugo Insurance
Address:

Phor'{e: Fax:

Clalm# - 0372506611
Palicy Adjuster -
800-468-3466
Palicy Effective Date -
Policy# - HUGO-3831500
Palicy halder - Brianna Campbell
WCB# -
Carrier case # -

Attomey -  Firm Name -
Attorney Address -
Aftorney Phone- Fax- Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM .

{FOR ACCIDENTS OCGURRING OR AND AFTER 3/1/02)
Cizlm Nimber:

L%I’L Qunnou W?!'!Assignb;"j hersby assign o DYNAMIC MOBILE XRAY SVCS ., {"Assignee")

. [Pont pafients name) (Print hospital or health crg provider name)
all rights privileges and remedies fo paymant for health care sorvices provided by assignee to which | am
entitied under Article 51 {the No-Fault statute} of the Insurance Law.

The Assignee hereby cartifies that they have not received any payment from or on behalf of the Assignor and

shall not pursus payment directly from tha Assigner for sarvices provided by said Assignee for injuries sustained

due fo the mofar vehicle aceidant which oecured oR » not withstanding ariy othier agreeman:
{PAnt accident date)

to the cantrary.

This agreement may be revokad by the assignae when bensfits are not payable hased npon the assignors lack
of covamge andlor violation of a palicy condition due to the actions ar conduct of the assignor,

-

ANY FESQH WHOC KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERGIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIA! OR
PERSONAL INSURANCE RENEFITS CONTAINING ANY BMATERIALLY FALSE INFORMATION, OR CONGEALS FOR THE
. PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION GOF ANY MOTOR VEHICLE TQ A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSC BE SUSJECT TC A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATICN.,

tPrint name of BPag {Signature of Patientj

%n‘ U C)%%‘MN | &} (t% : CJO y

121q 5 229 8P K\ p)/aagz %

te oftsignaturs)
aru nJ ~ N

{(Address of Patien) P A -
DYNAMIC MOBILE XRAY SERVICES SN
{Print name of Frovider) ] ' _ nature of Provider)
(2 i
3412 BLUESTONE LANE Gr/1e/ o g
X {Date of sighature)

EAST STROUDSBURG PA 18301
{Address cf Provider)

NYS FORM NF-AOB {Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

| hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time [ know of no other condition‘which the taking of x-rays

would further complicate.

Signed: % ) Q)(u"}lf\ : Date: bll’?-lw

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of

said minor, The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

Signed: __ % : CJ@M"}I Date: Llll lLG

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, | am NOT pregnant. The doctor has
permission to perform diagnostic x-rays, | am aware that taking x-rays, particularly those
involving the pelvis, can be hazardous to an unbormn child.

Signed: % . OJOU'I))‘ Date: l l szl 26




111212026
(01142)-Wise Sean C.

Date of Birth - 5/2/1974 Sex -Male Marital Status - Single

Address: 3784 10th Avenue,New York,NY,10034
Phone #: (347) 329-7340

Social Security# - - -3502

Employer or Company Name:
Address:
Emergency Name:
Work Phone #:

Date of Accident - 10/18/2025

Time/Place Accident - Lexington Avenue / East 128th Street
Policy Report - Yes

Date of Visit - 10/30/2025

Condition Related to : Auto Accident

Insurance Company : State Farm Mutual Automobile Insurance Co.
Address: P.O. Box 108170
Atlanta,GA,30348-6170
Phone: 800-258-8884 Fax:

Claim# - 5292V681M
NF-2 - Yes Sending Date - 11/13/2025
| Policy Effective Date -
; Palicy# - 352 9661-D20-52C
Policy holder - Rosa Eva
WCB# -
Carrier case # -

Attorney - Adam Oremland, ESQ. Firm Name - Oremland Law Group PC
Attorney Address - 2426 Eastchester Rd, Suite 203, Bronx, NY. 10468
Attorney Phone - 718-367-1700 Fax - 718-367-1701

Contact Person -

Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE HO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM -

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

i - Cizlrn Ntmber:
I S@Q,/‘\ U)\ S;C ', {"Assignor) hereby assign ta DYNAMIC MOBILE XRAY SVCS ., {"Assignes™}
(Print pafienfs name} {Print hospital or health care provider name)

all r ights privileges and remedies to payment for health care services provided by assignee fo which | am
entitled under Article 54 {the No-Fault statute) of the Insurance Law,

The Assignee hereby cerfifies that they have not received any payment from or on behalf of the Assignor and .

shall nat pursees payment directly from the Assignar for sarvices providad by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on . not withstanding any ather agreement
{Prnt accident daie}

to the canirary,

This agreement may be revoked by the assignes when benefits are not payahle basad upon the assignor's lack
of coverage andlor vickation af a policy conditian duz to the actfons or conduct of the assignaor,

-

-

ANY FEESQN WHO KNOWINGLY AND WITH INTENT TG DEFRAUD ANY INSURAMECE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERGIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONGEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH AFPLICATION OR CLAM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ARETS,
SCLICITS OR CONSFIRES WITH ANOTHER TO MAKE A FALSE REPORT OF TRE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION GF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

. THE SUBJECT MOTOR VERICLE OR STATED CLAIM FOR EACH VIOLATION.
- . o~
. Seo~n Y o3 / O,%Q
/ ¢Print name of Patng / 7 (Signatures of Patient)
\ 3 " N
- ! /o/e
{Dats ofsignatine)
{Address of Patient) P A - :
-t At s
DYNAMIC MOBILE XRAY SERVICES Y.t
{Print name of Provider) - ) Uﬁgnaﬁure of Provider)
)
3412 BLUESTONE LANE Gr/1z/ o é,
{Date of sighature)

EAST STROUDSBURG FA 18301
{Address of Provider)

NYS FORM NF-AQB (Rev 1/2004)
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DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301

X-Ray Consent Form

Patient Consent To X-Ray:

| hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for
further diagnostic purposes. At this time | know of no other condition‘which the taking of x-rays

would furthey complicate. *
Signed: j‘w/\ ())46 Date: (/ [Q/f Z’é

Consent To X-Ray:

A Minor | am a parent or legal guardian of ,
who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of

said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this time |
know of no other condition which the taking of x-rays would further complicate.

Signed: Date:

Females: Regarding Possibility of Pregnancy ~ -

This is to certify that, to the best of my kiiowledge; | am NOT pregnant. The doctor has

A
permission to perform diagnostic x-rays. | am aware thatiaking x-rays, particularly those
involving the pelvis, can be hazardous™to an unborn child.

Signed: Date:




