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OAK STREET MEDICAL, P.C. c ﬂw
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(01321)-BRITO PABLO

Date of Birth - 12/26/1997 Sex - Male Marital Status - Single

Address: 1231 SHERIDAN AVE #27,The Bronx,NY,10456
Phone #: (347) 490-0014

Social Security# -

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

Date of Accident - 1/13/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Phone: Fax:
Claimi -
Policy Effective Date - i
Policy# -
Policy holder -
WCB# -
Carrier case # -

Attorney - Bruce Newborough  Firm Name - Bruce Newborough, PC
Attorney Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Attorney Phone - 718-701-8826 Fax - 718-332-7334

Cantact Person -

Other Insurance -
Medicare -

e e e




OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
QAKSTREETMED@GMAIL .COM

Initial Evaluafidn / Follow-Up

Patient’s Name:  [ov'1 470 t ?C\.b 1S
Date of Birth: \'}‘! Ho ! 977

Date of Accident:_(O1 | \ | FO(,
DateofSewice:J)l'{ IQO!! 202

The pati hatRefshe was in a @C related accident and was a
driver { passengef (front/rear)

After theaccident he went fo > hospital / Urgent

Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patientisa 2&— years-old @ / female who presented in my office with following

\Uﬁs&;{;wer\yack?ain.
Shoulders pain (Right / Left / Both)
Knee pain (Right/ Left / Both)
Elbow pain (Right / Left/ Both)
Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is 00 significant past med
surgery. The patient denies drug addiction and alcoholism,

ical history of MVA or any major _

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL A RSONAL HISTORY:
known allergy to any medicine

Allergies:

Head e facial muscles were intact and there were no masses, tenderness, laceration,
or abrasions.

Thorax : No deformities were noted,

Eyes: Pupils were round, regular and equal. They reacted normally to light.
Extraocular movements were full in all fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: e

Appearance -Good, Patient is cooperative. Height: 5-46 , Weight: 230 Lbs.,
HEENT: Normal

Abdomen: No complaints of masses, tendemness or rigidity and noted.
Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.



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

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

Glaim Number:
<
1 (-)O\b‘ J O) V) (}.0 , {"Assignor”} hereby assign-to DYNAMIC MOBILE XRAY SVCS , ("Assignee”}
(Frint patient’s name)- {Frint hospiial-orhealth care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which.l.am
entltled under Asticle 51 {the No-Fault statute) of the Insurance l.aw

- The Assignee hereby-certifies that they have notreceived any paymient from.or on-behalf of the Assignor and
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained
due to the métor vehicle accident which.occurred on , not withstanding any other agreement
{Print accident date)

{o.the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon. the assignor's:lack
of coverage andlor viclation-of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS GR 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 THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

Coably @it

{Prinf name of Patient}

Signature of Patient).

0 //Zz//’z:é

{Date of signature}

(Address of Patient}

DYNAMIC MOBILE XRAY SERVICES
{Print name of Provider)

3412 BLUESTONE LANE A7/ / Z- / Dé

(0716 of signhature}”

(__{§lghature of Provider) )

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
Tel: (570) 243-1888

X-Ray Consent Form

Payént 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 point | know of no other condition which the taking of x-rays

would further complicate. / {
Signed: m/% Q(\X/g pate: O 7z / (=
VA o 2N

Consent To X-Ray:

p—

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 Dactor has requested the x-rays for further diagnostic purposes. At this point |

know of no other condition which the taking of x-rays would further complicate.
oXi LL/L’Q
[ 7

Signed: M 9’6 P}’Ul/é 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. I am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child.
o//1 'Z~/ 26

Signed: /ﬂfm/{ﬂ’é (J_)/Ml/é Date:




(01322)-L EONARDO MIKI

Date of Birth - 5/26/1977 Sex - Male Marital Status - Single

Address: 1231 SHERIDAN AVE #29,The Bronx,NY,10456
Phone #: (646) 575-6682

Social Security# - 088-82-8972

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

Date of Accident - 1/13/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.

Address:
th:z’e: Fax:
Claimi -
Policy Effective Date -
Policy# -
Pollcy holder -
WCB# -
Carrier case # -

Attorney - Bruce Newborough ~ Firm Name - Bruce Newborough, PC
Attorney Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Atiorney Phone - 718-701-8826 Fax - 718-332-7334

Contact Person -

Cther Insurance -
Medicare -




OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
OAKSTREETMED@GMAIL.COM

Initial Evaluation / Follow-Up

Patient's Name: | 00OV 1Ow d«") L MIK)
Date of Birth: D512 {4977

Date of Accident: p)] | ’{’) [ 2021,

Date of Service: _ Ol }/ /}O!f lﬁO/}(J

The-patient states that he/she was in C related accident and was a
driver /passenger (front/rear)
a hospital / Urgent

er the accident he went to
Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patient is a _ 489 vyears-old— male /@o presented in my office with following
complaints: q4a

eck pain,

Upper / Lowagtack pain.

\/Sfcﬁflders pain Left/ Both)
Knee pain (Right / Left / Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

Any other

PREVIOUS HISTORY: There is o significant pastmedicalhimoﬁ&ﬂlé_cmp;_.

surgery. The patient denies drug addiction and alcoholism,

FAMILY HISTORY:
Family history is non-contributory. _,

SOCIAL ANP-RERSONAL HISTORY:
Allergies: @ own allergy to any medicine
Head The facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light,

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: 17 120
Appearance -Good, Patient is cooperative. Height: 4 —/] , Weight: Lbs.,

HEENT: Normal
Abdomen: No complaints of masses, tenderness or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not
eniarged.




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

{FOR ACGIDENTS OCCURRING ON AND AFTER 3/1/02)
Claim Number:

, {"Assignor”} hereby assignto DYNAMIC MOBILE XRAY SVCS , (“Assignee™}
(Frint patient's name)- {Print-hespilal-or health care provider name)
all rights: privileges and remedies to payment for health care services provided by assignee to which.lam
entitled under Art;cle 51 (the No-Fauilt statute} of the Insurance !.aw

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 provided by said Assignee for injuries sustained

due to the motor vehicle accident which. occurred on s not wuhstandmg any other agreement
(Print accident date)

fo.the contrary.

This.agreement may be revoked by the assignee whan benefits are not payable based upon the assignor’s. lack
of coverage and/or violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERJALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,

IN CONNECTION WITH SUCH APPLICATION OR GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
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 1S 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.

VAL ) L e newc el /}/%UVOU (\277/(/@1/\10/3

(Pﬂnt rame of Patient) {Signaﬁ]’re of Patient}

", //7,'2//7,6

{Date of signalure)

(Address of Patlent}

DYNAMIC MOBILE XRAY SERVICES
{Print name of Provider}

3412 BLUESTONE LANE ¢ / 7T / %(;J

{D7ﬁe of slgnature]”

pa) >
(_i¥fifnature of Provider) ®

EAST STROUDSBURG PA 18301
(Address:.of Provider)

NYS FORM NF-ADB (Rev 1/2004)




DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301
Tel: (570) 243-1888

X-Ray Consent Form

pafent 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 point | know of no other condition which the taking of x-rays

would further cor{apﬁca

Signed:/?//! s A/fl,dtﬁ/m/\o@ pate:__ D ( / 7/2"/ ?"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 point |

know 0%127 c6hdition whigh the taking of x-rays would further complic7e.
M/ . OA@ Date: 0 4 / z"L//Z:é

Signed: : LA~ '

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 diagrjostic x-rays. | am aware that taking x-rays, particularly those

involving the pelvis, can bgf hazardous to an unborn child.
\ o//t 'L/ 26

MJ ,/UL{) .’ Date:

Signed: _

v



(01328)-CEPEDA MARIA

Date of Birth - 7/29/1980 Sex - Male  Marital Status - Single

Address: 450 W 163RD ST APT1B,New York,NY,10032
Phone #: (917) 891-0288

Social Security# - 066-80-2870

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

Date of Accident - 12/19/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

PhOI:I’e: Fax:

Claim# - 8808435450000001

Claim Address - GEICO NY PIP
P.O BOX 95086
FREDERICKSBURG,VA 22403-9506

NF-2 - Yes Sending Date - 01/20/2026

Policy Effective Date -

Policy# -

Policy holder -

WCBH# -

Carriet case # -

To Attorney - RAYTSIN LAW FIRM  Firm Name - BAYTSIN LAW FIRM
Attorney Address -
Altorney Phone - 718-355-9797 Fax - 718-223-5953
Contact Person -

Other Insurance -
Medicare -




. OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

Patient's Name: [ £, da- | Pouria
Date of Birth:_() 1| 291980

Date of Accident; HB’I Iﬂ \'.709' S
Date of Service: O! |']6I %%

ent states that he‘/she was in @ WC related accident and was a

passenger (front/rear)
After the accident he went to hospital / Urgent
Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patientisa__ 4% vears-old- mﬁ@o presented in my office with following

complaints:
eck pain,

%ﬁtl Lowaptiack pai

ders pain (Right /(LeR)/ Both)

ee pain (R.ightl)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

Any other

PREVIOUS HISTORY: There is no significant past medical histo
surgery. The patient denies drug addiction and alcoholism.

ry of MVA or any major

FAMILY HISTORY:
Family history is non-contributory.

—

SOCIAL ANSONAL HISTORY:

Allergies: known allergy to any medicine
Head e facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light.

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: i
Appearance ~Good, Patient is cooperative. Height: 5-& , Weight: 35 Lbs.,
HBEENT: Normal

Abdomen: No complaints of masses, tendemness or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.



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

(FOR AGCIDENTS OCCURRING ON AND AFTER 3/1/02)
Glaim Number:

I, w Y\Q_W@(“Asmgnor"} hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignea”}
{Print patient's name)- {Print-hospital or health care prowder name)
all rights privileges and remedies to payment for health care services provided by assignee to. which lam

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

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

shall not pursue payment directly from the. Assignur for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on -1 , nat withstanding any other agréement
Print accident\date

to.the contrary.

This agreement may be revoked by the assignee.when benefits are not payable based upon the assignor’s lack
of coverage and/or violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 SUCH APPLICATION OR GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCGTION, 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 GRIME, 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 EAGH VIOLATION.

Mang | |

(Print name atignt

290 _ousN o Iy VB 0//27//16
NMevvl, Wy w3z

ure of Patient}

{Date of signature)

(Address-of Paltlent}
DYNAMIC MOBILE XRAY SERVICES ya) _
{Print name of Provider) L,(%’a’namre of Provider}
3412 BLUESTONE LANE /]2 / ?/ 2 é
{D7ie of signature}

EAST STROUDSBURG PA 18301
(Address:of Provider)

NYS FORM NF-ADB (Rev 1/2004)



DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301
Tel: (570) 243-1888

X-Ray Consent Form

Payént 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 point | know of no other condition which the taking of x-rays

would further complicate. {
Signed}M Date: @ /1/7/2'/?’

fae

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 point |

know of no Wn which the taking of x-rays would further complic?e.
P Date: 0 (, L%’/L’é

Signed:
/

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 peluvis; can be hazardous to an unborn child.
/_% o / 1T / 26
: Date:

Signe




(01305)-EALEY DOMINIQUE K

Date of Birth - 6/8/1996  Sex - Female  Marital Status - Single

Address: 1290 RODMAN PLACE,The Bronx,NY,10460
Phone #: (347) 408-5912

Social Security# - 061-86-9389

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

Date of Accident - 12/21/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : MVAIC
Address: 110 William Street
New York,NY,10038
Phone: 212-791-1280 Fax:

Claimi -
Claim Address - 100 William St,
New York, NY 10038
NF-2 - Yes Sending Date - 01/21/2026
Policy Effective Date -
Palicyi# -
Policy holder -
WCBIt -
Carrier case # -

Attorney - RAYTSIN LAW FIRM, P.C. Firm Name - RAYTSIN LAW FIRM, P.C.
Attorney Address - 221-10 JAMAICA AVE #106, QUEENS, NY 11428
Attorney Phone - 718-355-9797 Fax - Contact Person -

Other Insurance -
Medicare -




OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM

__ _ (fiitial Evaluatidn / Follow-Up
Patient's Name: _w / ey DOm injg L€
Date of Birth: __ ) (p // 0¥3/1996 r

Date of Accident: l?‘/ [9‘” [7(’;) %_/ﬂ |
Date of Service: _Of [ [ #) (EJ/ [ ?\(2)9;@_

s that chhyas ina WC related accident and was a
driver / fassengér (front/fear
After the accident he wenffo }7\ M*stm hospital / Urgent

Due to the accident the patient is working / not working in regular job.

PRESENT COMP TS:
The patientisa 2 ears-old— male ho presented in my office with following

complaints:

:/é}p‘d%lecr%again.

houlders pain (Righf// Left / Both)
Knee pain (Right7 Left / Both)
Elbow pain (Right / Left / Bath)
Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medical hi

surgery. The patient denies drug addiction and alcoholism,

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL A RSONAL BISTORY:
known allergy to any medicine

story of MVA orany major

Allergies:

Head e facial muscles were intact and there were no masses, tenderness, laceration,
or abrasions.

Thorax : No deformities were noted.

Eyes: Pupils were round, regular and equal. They reacted normally to light,
Extraocular movements were full in all fields gaze with no nystagmus apparent,

GENBRAL EXAMINATION: Y

Appearance -Good, Patient is cooperative, Height: > —¢ Weight: / 40 Lbs.,
HEENT; Normal

Abdomen: No complaints of masses, tenderness or rigidity and noted.
Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.



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

{FOR AGCIDENTS OCCURRING ON AND AFTER 3/1/02)
Clalm Number:

{rAssignnr")— hereby assign to DYNAMIC MOBHLE XRAY SVCS | ("Assignee”)
Print patient's name) {Print hospltal or hiealth care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which.lam
entitled under Asticle 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
shal} not pursue payment directly from the Assignor for services pravided by. sald Assignee for injuries sustained
due to the motor vehicle accident which occurred on , not withstanding any other agreement

{(Print accident date)
to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s. lack
of coverage and/or violation of a policy condition due to the actions or conduct of the assignar.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TC DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 SUCH APFLICATION 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 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 THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

\ latee% ’c_ﬁiep! b fm@_/

{Print name of Patlent] {Signature df Patient)

0 //27//7;6

§Date of signature)

{Address-of Patient}

DYNAMIC MOBILE XRAY SERVICES ‘
(PrInt name of Provider} (%"ature of Provider) *

3412 BLUESTONE LANE Vi // 7-Z / 2~ é

(Date of signature}

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent 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 point | know of no other condition which the taking of x-rays

would her complicate. / : ‘é
Signed: }.__ ?QKL/! Date: 8// 7/2—'/'?/

Consent To X-Ray:

g

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 point |

know oﬁher condition which the taking of x-rays would further compiic7&.
o, 00/ 22/ 2€

Signed: 4. . ‘

Females: Regarding Possibility of Pregnancy

The doctor has
particularly those

This is to certify that, to the best of my knowledge, | am NOT pregnant.
permission to perform diagnostic x-rays. 1 am aware that taking x-rays,

involving the pelvis, can be hazardous to an unborn child. :
o//1 “L/ 26
Date:

Sighed: - 84_£/L/'I




(01323)-LUCIO GONZALEZ ARTURO

Date of Birth - 5/10/1980 Sex-Male Marital Status - Single

Address: 2294 BELMONT AVE,The Bronx,NY,10457
Phone #: (347) 858-3942

Social Security# - XXX-XX-XXX

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

Date of Accident - 1/15/2026
Time/Place Accident -
Date of Visit -

Insurance Company : Esurance Property and Casualty Insurance Company
Address:

Phoﬁ’e: Fax:

Claimi -

Policy Effective Date -

Policyit - PANY-009276685

Palicy holder - LUCIO GONZALEZ ARTURO
WCB# -

Carrier case # -

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

Other Insurance -
Medicare -




_ OAK STREET 'DICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #; 917-451-1447
OAKSTREETMED@GMAIL.CO

Initial Evahuation Follow-Up

Patient's Name: Z_UCA O CZ;OY\Z C(Jez { A‘Y‘TU(O

Date of Birth: 057// c/iASO
Date of Accident: O\ | ]5[ BOHp

1 2012020

Date of Service; (O} i ]

ent states that he/she was in@/’%\’c related accident and was a
drivep/ passenger (front/rear)

er the accident he went to hospital / Urgent
Due to the 2 accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patient is a ears-oldfemale who presented in my office with following

v%xﬁplaints: _
eck pain, &/
Upper / Lowarback pain,

‘/%aulders pain (Right / {287 Both)
-]

e pain (Right / Cef) Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medi
surgery. The patient denies drug addiction and alcoholism.

cal history of MVA or any major

FAMILY BISTORY:
Family history is non-contributory. -

SOCIAL AND-RERSONAL HISTORY:

Allergies: known allergy to any medicine
The facial muscles were intact and there were no masses, tenderness, laceration,

Head

or abrasions.
Thorax :  No deformities were noted.
Pupils were round, regular and equal. They reacted normally to fight.

Eyes:
Extraocular movements were full in all fields gaze with no nystagmus apparent,

4

GENERAL EXAMINATION:
Appearance -Good, Patient is cooperative. Height: 5-% Weight: 7S~ Lbs.,
HEENT: Normal

Abdomen: No complaints of masses, tendemess or rigidity and noted.
Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.



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

{FOR AGCIDENTS OCCURRING ON AND AFTER 311/02)
Claim Number:

L , {"Assignor”) hereby assigfto DYNAMIC MORILE XRAY SVCS , ("Assignee")
{Print patent’s namej- {Printhospital-orhealth care provider name)

all rights privileges and ramedies to payment for health care services provided by assignee to which.lam

entitled under Article 51 (the No-Fault statute) of the Insurance Law:

The Assignee hereby-cerilfies that they have not received any payment from.or on behalf of the Assignorand
shall not pursue payment directly from the Assignor for services provided by. sald Asslgnee for injuries sustained
due to the motor vehicle accident which occurred on , ot withstanding any other agreement

{Print accident date)
to the contrary.

This.agreement may be revoked by the assignee when benefits are not payable based -upon-the assignor's-fack
of coverage andlor violation-of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TG DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 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 OF ANY MOTOR VEHICLE. TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT 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 MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,
(\‘\wwo \ucto loUzAleZ /2 %

{Print name of Patient) v (Slgnature of Patient),

0//‘&2//’&,6

{Date of signature)

(Address of Patient)

DYNAMIC MOBILE XRAY SERVICES ‘
{Print name of Frovider) %nature of Provider)

3412 BLUESTONE LANE () // 7T / 2 é

(Dﬁle of signature}”

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent 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 point | know of no other condition which the taking of x-rays
would furtlz:om %&. / {
v _//?’ pate: () /,/ 7/?’/?’

Signed:
=4 T 174

Consent Ta 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 Dactor has requested the x-rays for further diagnostic purposes. At this point |

know of no other condition which the taking of x-rays would further complic?e.
Pate: 0 (I LH’/Z;Q

Signed:

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. 1 am aware that taking x-rays, particularly those

involving the pelvis, can be hazardous to an unborn child.
o//1 ’L/ 26
Date:

Signed:



(01313)-RODRIGUEZ LUIS DAVID

Date of Birth - 8/31/1981 Sex - Male Marital Status - Single

Address: 363 E 180TH,The Bronx,NY,10457
Phone #: (929) 442-5266

Social Security# -

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

Date of Accident - 1/5/2026

Time/Place Accident - FAILE ST AND SENECA
Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Phor’;e: Fax:

Claim# - 8811402940000001
Claim Address - GEICO NY PIP
PO Box 95086
Fredericksburg, VA 22403-9508
Policy Adjuster - Morgan Ottaiano
Policy Effective Date -
Policy# -
Policy holder -
WCB# -
Carrier case # -

To Attorney - Bruce Newborough  Firm Name - Bruce Newborough, PC
Attorney Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Attorney Phone - 718-701-8826 Fax - 718-332-7334

Contact Person -

Other Insurance -
Medicare -




OAK STREET MEDICAL, PC

1355 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
OAKSTREETMED@GMAIL COM

In / Follow-Up

Patient's Name: ROC\r‘ Qlel Lvis, DM '
Dateof Birth: 0% [ 3] | Psl’%f

Date of Accident: d{ 03\42'0)' e
Date of Service: O r / ’{5/ 2’0 9{0

The patient states that he he was in a@C related accident and was a

driver / fassenge ‘@ 2ar) 044\

After the-a i went to Ol hospital / Urgent

Due ta the accident the patient is working / not working in regular job.
‘-.-_'_—__—--__.

PRESENT COMPLAINTS:
i 44 years-old@emale who presented in my office with following

The patientis a
laints:
ec!c pain,
Upper / Lower kacK pain.
‘/%oulders pain (Right/ Left / Both)
ee pain (Right / Left {Both)
Elbow pain (Right / Left /Both)
Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: Therg%mﬂmsmmdmmmm@wr
surgery. The patient denies drugaddiction and alcoholism.

—_—

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL ASONAL HISTORY:

Allergies: own allergy to any medicine
Head The facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normaily to light.

Extraccular movements were furll in all fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: "
Appearance -Good, Patient is cooperative. Height: 5 & , Weight: ' /Y 'TO Lbs.,

HEENT: Nornal
Abdomen: No complaints of masses, tenderness or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

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

, {"Assignor"} hereby assigi to DYNAMIC MOBILE XRAY SVCS , ("Assignee™}
(Frint patient's name)- ‘ {Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assighee to.which l.am
entitled under Adticle 51 (the No-Fauilt statute) of the Insurance Law;

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

shall not pursue payment ditectly from the Assignor for services provided by. sald. Assignee for injuries sustained

due to the motor vehicls-accident which occurred on , not withstanding any other agreement
{Print accident date)

to.the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's:lack
of coverage and/or violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 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 OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANGE 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.

Z.Ur'( @4}/// /(?Q a/rg.c‘('ue_ 2 zd %/——
Print name of Patient) (Signatur€ of Patient).
O/ / 'Z/Z/ 4

{Date of signature}

(Address of Patlent)
DYNAMIC MOBILE XRAY SERVICES _
(Print name of Provider} (%nature of Pravider) *
3412 BLUESTONE LANE ¢/ / 7T / Z— é
/ {Dite of signaturej

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent 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 point | know of no other condition which the taking of x-rays

would furth;%ﬁcate. _é
Signed: _ /7za /7/%:)/’— Date: O // 7/2',/ [

Consent To X-Ray:

—t

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 point |

know of no other condition which the taking of x-rays would further complic?e.
pate: (D¢ ’ Z’I#L’é

Signed:

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.
o//1 'L/ 26
Date:

Signed:




(01314)-AGOSTO WILLIAM F

Date of Birth - 1/18/1966 Sex - Male  Marital Status - Single

Address: 363 E 180TH,The Bronx,NY,10457
Phone #: (332) 400-6226

Social Security# - 088-56-3412

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

Date of Accident - 1/5/2026

Time/Place Accident - FAILE ST AND SENECA
Date of Visit -

Condition Related 1o : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Phor'{e: Fax:

Claim# - 8811402940000001
Claim Address - GEICO NY PIP
PO Box 9506
Fredericksburg, VA 22403-9506
Policy Adjuster - Morgan Ottaiano
Policy Effective Date -
Policy# -
Policy holder -
WCBH# -
Carriercase # -

Attorney - Bruce Newborough  Firm Name - Bruce Newborough, PC
Attornsy Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Attorney Phone - 718-701-8826 Fax - 718-332-7334

Contact Person -

Other Insurance -
Medicare -




OAK STREET MEDICAL, PC

1355 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
OAKSTREET MED@GMAIL.COM

on / Follow-Up

Patient's Name: ﬁ%@ JAYS] I’\ 1 QAT

Date of Birth: 1 | |Cﬁ(lq b &
Date of Accident: b{ OS‘/’)O/C;'CO

Date of Service: { 5/7(/ 20 cha

tient states that he/she was in @8 MVA_/WC related accident and was a
‘w / passenger (front/rear)
KTter the accident he went to M hospital / Urgent

Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS: .
female who presented in my office with following

The patientisa_S9 _ years-old-
corgplaints:
eck pain.

Upper / LoweY#ack pain,
ﬁders pain (R.i/ Both)
ee pain (Right/ Left’7Both)

pain (Right / Left / Both)
Ankle pain (Right /@/Bo:h)
Any other

PREVIOUS HISTORY: There is no significant past medical history of MVA or any major
surgery. T The patient denies drug addiction and alcoholism.

FAMILY HISTORY:
Family history is non-contributory. _

SOCIAL ANDARERSONAL HISTORY:
Allergies: @ own allergy to any medicine
Head e facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions,
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light.

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: 1 190
Appearance -Good, Patient is cooperative, Height: 5-10 , Weight: J  Lbs,

HEENT: Normal
Abdomen: No complaints of masses, tenderness or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

{FOR ACCIDENTS OCCURRING ON AND AFTER 311102)
Claim Number:

» ("Assignor”} hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
{Print patient's name): _ {Frint-hospltal -ar health care provider hame)
all rights privileges and remedies to payment for health cars services provided by assignee to which.l.am
entitied under Artlcle 51 {the No-Fault statute) of the Insurance Law.

m.or on.behalf of the Assignor and
by said Assignee for injurles sustained
, not withstanding any other agreement

The Assignee hereby certifias that they have not received any payment fro
shall not pursue payment directly from the Assignor for services provided
due to the motor vehicla accident which occutred on

(Print accident date)
to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s:lack
of coverage andlor violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANGE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 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 OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANGE 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.

oS e praes™ T

(Print name of Patient) {Signature of Patient).

0 //7,-2//7.,6

§Date of signature)

(Address-of Patient)

DYNAMIC MOBILE XRAY SERVICES
{Frint name of Provider} %namre of Provider) *

3412 BLUESTONE LANE @ // 2T / }é l

(DTe of signature)

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent 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 point | know of no other condition which the taking of x-rays

would further complicate. ,é
Signed: d/&‘/ﬂ/ M pate: D // 7/2"/ [

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 point |

know of no other condition which the taking of x-rays would further complic7&.
Signed: Date: O ( y Lﬁ/z"é

Females: Regarding Possibility of Pregnancy

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

involving the pelvis, can be hazardous to an unborn child.
o//1 ’1~/ 26
Date:

Signed:




(01315)-FAGAN DENESIA S

Date of Birth - 4/21/1995 Sex - Female Marital Status - Married

Address: 100 E 182ND ST,The Bronx,NY,10453
Phone #: (646) 425-7089

Social Sectrity# - XXX-XX-4831

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

Date of Accident - 1/3/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : American Transit Insurance Co.
Address: 275 7-Ave 2FL
New York,NY,10001
Phone: 800-683-2842 Fax: 2128578248

Claim# -

Claim Address - PROCESSING CENTER 5 BROADWAY
FREEPORT NY 11520

Policy Effective Date -

Policyi# -

Policy holder -

WCB# -

Carrier case # -

Attorney - RAYTSIN LAW FIRM, P.C. Firm Name - RAYTSIN LAW FIRM, P.C.
Attorney Address - 221-10 JAMAICA AVE #1086, QUEENS, NY 11428
Attorney Phone - 718-355-9797 Fax - 718-223-5953

Contact Person -

Other Insurance -
Medicare -




. OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND Fi,, BRONX, NY 10460
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM

. Ion / Follow-Up
Patient's Name: _%%{)M[L
Date of Birth: __{ | 1la95

Date of Accident{)) f {‘)93 l o Db
Date of Service: D[ { 1% \ 902{’

driver / ; frontffear) Lol o
accident he wert choifer hos%;ltal / Urgent

Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:

The patientisa__3()  years-old— maleho presented in my office with following
V%mplaints: '

eck pain.

Upper / Lowdt back pain.
vSI%Julders pain (Right/Left/

Knee pain (Right / Left / Both)

Elbow pain (Right / Left / Both)

Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medical history of MVA or any major
surgery, The patient denies drug addiction and alcoholism.

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL AND-RERSONAL HISTORY:

Allergies: @ own allergy to any medicine
Head The facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions,
Thorax :  No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light.

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: f
Appearance -Good, Patient is cooperative. Height: 2~ 9 >~ ‘f , Weight: ' /%~ 70 Lbs.,

HEENT: Normal
Abdomen: No complaints of masses, tendemess or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

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

Gt .ﬂ:qﬁ{ o~ , ["Assignor”} hereby assign fo DYNAMIC MOBILE XRAY SVCS , (“Assignee”}
{Print patient’s nawni)- {Print hospital or health care provider name)
Il rights privileges and remedies to payment for health care services provided by assignee to which f.am
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 Asslgnorand
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained
due to the mdtor vehicle accident which occurred on , not withstanding any other agreement

{Print accident date)
to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's fack
of coverage andlor violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAMNING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
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 THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

/
[ Dewesron @ef G / an~
ﬁ\ {Frint naime of Patient) {Signatare'of Patient}.
0 / / 'L'z// 'Z.:‘é
{Dafe of signature)
(Address of Patient}
DYNAMIC MOBILE XRAY SERVICES ‘
{Print name of Provider) &ﬁnamm of Provider) *

3412 BLUESTONE LANE @ // 7 / - A

{D7te of signature)

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
Tel: (570) 243-1888

X-Ray Consent Form

Pafént éonsent To X-Ray:

rays. The Doctor has requested the x-rays for

| hereby authorize the performance of diagnostic x-
r condition which the taking of x-rays

further diagnostic purposes. At this point | know of no othe

would further complicate. / {
igned: %W pate: DL -z / [
= [} J ¢

Consent To X-Ray:

S

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 point 1

know of no other condition which the taking of x-rays would further complic7.
Date: O { y LL,/Z:é

Sighed:

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.
o//1 'L/ 26

ﬁd: L fe an~ Date:
[




(01235)-PEREZ ROSARIO JUNIOR P

Date of Birth - 10/23/1997 Sex - Male Marital Status - Single

Address: 1278 GRANT CONCOURSE,BRONX,NY, 10456
Phone #: (929) 583-9431

Social Security# - 268-55-7912

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

Date of Accident - 11/17/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : Allstate Fire and Casualty insurance Company
Address:

Phoﬁ’e: Fax:

Claim# - 0811891092

Claim Address - ALLSTATE INS CLAIMS
P.O. BOX 660636
DALLAS, TX 75266

NF-2 -Yes Sending Date - 12/17/2025

Puolicy Effective Date -

Policy# - 933337689

Policy holder - NUNEZ, PEDRO

WCBH# -

Carrier case # -

To Attorney - RAYTSIN LAW FIRM, P.C. Firm Name - RAYTSIN LAW FIRM, P.C.
Attorney Address - 221-10 JAMAICA AVE #106, QUEENS, NY 11428
Attorney Phone - 718-355-9797 Fax - Contact Person -

Other Insurance -
Medicare -




OAK STREET ME EDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
OAKSTREETMED @ GMAIL.COM

/ Follow-Up

Patient’s Name: O@"—C’ W -3 O
Date of Birth: \O ‘ 9%] \QO\’7

Date of Accident: _ \\\ \ 7 , a0 9‘6

Date of Service; _\ \\ 3*0 } X5

The patient states th / he was in @ WC related accident and was a

driver / pé fear)
After the accxdent he went to i hospital / Urgent

Due to the accident the patient is workmg / not working in reguiar job.

PRESENT COMPLAINTS:
The patientisa_ 26— years-old female who presented in my office with following

Vugpﬁmts.
eck pain.
Upper/ Lowavb@in.
VK%au-lders pain (Righ @ Both)
e pain (Right/ {8} Hoth)
Elbow pain (Right / Left / Both)

Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medical history of MVA or any major

surgery. The patient denies drig addiction and aIcoEoI:sm__

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL AND-PERSONAL HISTORY:
Allergies: @ own allergy to any medicine
Head he facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light.

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION:
Appearance -Good, Patient is cooperative. Height: i ,Wetght / 7 rL_Lbs,

HEENT: Normal
Abdomen: No complaints of masses, tendemess or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

(FOR AGCIDENTS OCCURRING ©ON AND AFTER 31/02)
Claim Nurmber:

{"Assignor") hereby assigi to DYNAMIC MOBILE XRAY SVCS | ("Assignes"}
Print patient's narie)- _ {Print nospiial-or healih care provider name}
all rights: privileges and remedies to payment for health cars services provided by assignee to. which l.am

entitled undar Article 51 {the No-Fault statute) of the [nsurance Law.

eived any payment from or on behalf of the Assignor-and
for services provided by said Assignee for injuries sustained
, not withstanding any other agreement

The Assignee hereby certifies that they have not rec
shall not pursue payment directly from the Assignor
due to the mator vehicle accident which.occurred on

(Print accident date)
to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's lack
of coverage andior violation of 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 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 CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,

SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, PAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANGE 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 MOTOR VEHICLE OR STATED €LAIM FOR EACH VIOLATION.

<
v 7 {Print name of Patient) ¥ (Bgnature of Patient).
ol ?;z// 6
{Date of signature)
(Address-of Patient) i

DYNAMIC MOBILE XRAY SERVICES ‘
{Print name of Provider) %awre of Provider)

3412 BLUESTONE LANE @ // 17 / 2 é

{DT& of signature)

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent (fonsent To X-Ray:

rays. The Dactor has requested the x-rays for

| hereby authorize the performance of diagnostic x-
ndition which the taking of x-rays

further diagnostic purposes. At this point | know of no other co

would further complicate. / {
Signed: &7— a’% pate: DL . 7/2’/ [

Consent To X-Ray:

S

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

said minor. The Dactor has requested the x-rays for further diagnostic purposes. At this point |
know of no other condition which the taking of x-rays would further complicate.
L/ r Y
7

Signed: \/- M%—/ Date: O ( y s

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.
o//1 'L/ 26

Signed: \]M"’ Date:

~r




(01215)-RAMOS WILFREDO

| Date of Birth - 3/15/1996 Sex - Male Marital Status - Single

Address: 550 W 125 ST,New York,NY,10027
Phone #: (646) 941-0493

Social Security# - XXX-XX-XXX

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

Date of Accident - 11/6/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : Integon National Insurance Co.
Address: P.0.Box 22086
Burlington,NJ,27215
Phone: 518--431-6410 Fax:

Claim# - 250954571

NF-2 - Yes Sending Date - 12/05/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Attorney - KANDKHOROV & ASSOCIATES PLLC  Firm Name - KANDKHOROQV & ASSOCIATES PLLC
Attorney Address - 215-15 NORTHERN BOULEVARD 3RD FL BAYSIDE, NY 11361
Attorney Phone - 212-888-8899 Fax - Contact Person -

Other Insurance -
Medicare -




- OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
QAKSTREETMED@GMAIL.COM

Irfitial Evaluation / Follow-Up

.Paﬁent's Name: QO\/Y) Y \AJ 'TQT—QQLO

Date of Birth; 03/"6/ IO('Ot b
Date of Accident: \ \ \‘ blol [ 2\99’?
Date of Service: I\ { [ ’{ m%

ent States that he/she was i@)ﬁm related accident and was a
C@ passenger (front/rear)

After the accident he went to hospital@

Due to the accident the patient is working / not working in regular job. .

PRESENT COMPLAINTS:
Thepatientisa_2%  years-old-/male M4emale who presented in my office with following

w%gmplaigts:

%ﬁw&\b&@
Shoulders pain (Right / Both)

vﬁ: pain Left/ Both)

Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

Any other

PREVIOUS HISTORY: There is no significant past medical histo
surgery. The patient denies drug addiction and alcoholism,

ty of MVA or any major

FAMILY HISTORY:
FaE_ily history is non-contributory.

SOCIAL AND¥F -.'." SONAL HISTORY:
Allergies: @ own allergy to any medicine
Head e facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions,
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light.

Extraocular movements were full in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: [y i )
Appearance -Good, Patient is cooperative, Height: 9 , Weight: N Lbs.,

HEENT: Normal
Abdomen: No complaints of masses, tendemess or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not
enlarged.




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

{FOR ACCIDENTS OCCURRING ©N AND AFTER 3/1/02)
Clalm Number:

, ("Assigunor”) hereby assign to DYNAMIC MOBILE XRAY SVCS |, ("Assignee™)
{Print patient's name)- {Print fiospitai or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to. which.| am
entitled under Acticle 51 (the No-Fault statute) of the Insurance Law:

k

t from or on bshalf of the Assignor and
by safd Assignee for injuries sitstalned
, not withstanding any other agreement

‘The Assignee hereby certifies that they have not received any paymen
shali not pursue payment directly from the Assignor for sefvices provided
due to the motor vehlcls accident which oceurred on

{Print accident date)
to.the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage andlor violation of a policy condition due to the actions or conduct of the asslgnor.

ANY PERSGN WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANGE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 CONGERNING 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, DESTRUGTION, 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 1S 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,

\itfedo  Qoust I
{Print name of Patient) {Signature of Patient).
0/ / 'Z/'?// 6

{Date of signature)

(Address of Patient)

DYNAMIC MOBILE XRAY SERVICES
(Print name of Provider)

3412 BLUESTONE LANE i) // 17 / 2~ /ﬁ

(Dite of signature}

nature of Provider,

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
Tel: (570) 243-1888

X-Ray Consent Form

Pafent Consent To X-Ray:

rays. The Doctor has requested the x-rays for

| hereby authorize the performance of diagnostic x-
her condition which the taking of x-rays

further diagnostic purposes. At this point | know of no ot

wouild further comjic] . {
Signed: _4 Uﬁ Date: O ; L.Z'l/ &

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 point |

know of no other conw the taking of x-rays would further complic7e.
/ f Date: 0 ( y Lﬁ/L—é

Signed:

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. r
% o//1 ‘L/ 26
Date:

Signed:

¥




{01326)-GONZAGA VILMA MARITZA

Date of Birth - 3/3/1957 Sex - Female Marital Status - Married

Address: 1662 VYSE AVE,The Bronx,NY,10460
Phone #: (347) 968-7908

Social Security# - XXX-XX-8243

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

Date of Accident - 1/12/2026
Time/Place Accident -

Date of Visit -

Condition Related o : Auto Accident

Insurance Company : STATE FARM
Address:

Phor’{e: Fax:

Claimi# -

Claim Address - P.O. BOX 106170
ATLANTA G.A. 30348-6170

Policy Effective Dale -

Policy# - 2750867-D14-52D

Policy holder - GONZAGA VILMA MARITZA

WCB# -

Carrier case # -

Attorney - Bruce Newborough  Firm Name - Bruce Newborough, PC
Attorney Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Attorney Phone - 718-701-8826 Fax - 718-332-7334

Contact Person -

Other Insurance -
Medicare -




.. OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
QAKSTREETMED@GMAIL.COM

Patient’s Narne: &Qﬂ%&mﬂ/ / ULZGL Vimac
Dateof Birth: __ 0 | OS5 957

Date of Accident: &/ , I/ 2= / 'KO%’?
Date of Service; 6//’/ !‘/i_/ %Mj

e tient states that he/she wasin a @NC related accident and was a

@ / passenger (front/rear)
Afer the accident he went to > hospital / Urgent
Due to the accident the patient is working / not working in regular job, .

PRESENT COMPLAINTS:
£ & Vears-old—male / ho presented in my office with following

The patignt is a
‘/;o}pla/i;:tns:
eck pain,
Uppst / Lowenbsck paippen -
v Shoulderspain (i k@
ee pain (Right/(Ceft JBoth)
Elbow pain (Right /' LEft / Both)
Ankle pain (Right / Left / Both)
Any other
FREVIOUS HISTORY: There is no significant past medical history of MVA or any major

surgery. The patient denies drug addiction and alcoholism.

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL RSONAL HISTORY:
Allergies: own allergy to any medicine
Head The facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions,
Thorax : No deformities were noted.
Eyes: Pupils were round, regular and equal. They reacted normally to light,

Extraocular movements were full in 2l fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: I
5 -3, weight:_ 240 Lbs,

Appearance -Good, Patient is cooperative. Height:

HEENT" Normal
Abdomen: No complaints of masses, tendemess or rigidity and noted.

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

(FOR ACCIDENTS OCGURRING ON AND AFTER 3/1/02}
Glalm Number:

, {"Asslgnor} hereby assigh to DYNAMIC MOBILE XRAY SVCS , ("Assignae”}
Print nts A {Print Bospital or health care provider name)

all rights privileges‘and remedies to payment for health care services provided by assignee o which.l.am
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

shal} not pursue payment directly from the Assignor for services provided by said. Assignee for injuries sustained

due to the motor vehicle-accident which occurred on , not.withstanding any other agreement
{Print accident date) .

to the contrary.

This agreement may be sevoked by the assignee when benefits are not payable based upon the assignor’s fack
of coverage and/or violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERGIAL OR
PERSONAL INSURANCE SENEFITS 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 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 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 THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

/A Yz

Sighature of Patient).

0 //Z'Z/’Lé

1Dale of signalure)

{Address of Patient}

DYNAMIC MOBILE XRAY SERVICES ]
TPrint iame of Provider} &d fature of Provider) *

3412 BLUESTONE LANE 0, // 1.7 / Z— {j

(Dale of signature)

EAST STROUDSBURG PA 18301
(Address-of Provider)

NYS FORM NF-AOB {Rev 1/2004) -




DYNAMIC MOBILE XRAY SERVICES L1C
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301
Tel: (570) 243-1888

X-Ray Consent Form

pafent 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 point | know of no other condition which the taking of x-rays

would further complicate. / .é
)@ned: pate: O ( ; 7/2’/ &

V7K

Consent To X-Ray:

S

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 point |

know of no other condition which the taking of x-rays would further complic7p.
Date: 0 4 4 2,77/2,{

Signed:

Females: Regarding Possibility of Pregnancy

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

involving the pelvis, can be hazardous to an unborn child.
/]t ‘L/ 26

Signed: U glhﬂ-ﬁ . M o/ ZA Al Date:




(01300)-ORTIZ JENNIFER A

Date of Birth - 12/3/1986 Sex - Female Marital Status - Single

Address: 753 FOX ST #2F The Bronx,NY,10455
Phone #: 1929) 922-1270

Social Security# -

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

Date of Accident - 12/14/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Phor';e: Fax:

Claim# - 882852965000000
Claim Address - GEICO NY PIP
PO Box 9506
Fredericksburg, VA 22403-9506
NF-2 - Yes Sending Date - 01/15/2026
Policy Effective Date -
Policy# -
Policy holder - ORTIZ JENNIFER
WCB# -
Carrier case # -

Attorney - KOVAL & ASSOGIATES, P.C  Firm Name - KOVAL & ASSOCIATES, P.C
Attorney Address - 1010 Northern Blvd Suite 232 Great Neck, New York 11021
Attorney Phone - 718-281-4200 Fax - 718-281-2600

Contact Person -

Other Insurance -
Medicare -




OAK STREET .DICAL, PC

1955 SOUTHERN BLYD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
TREETMED GMAIL.COM

) Init
Patient's Name: Or/h 2 T?ﬂ r\\-@@"
Date of Birth: | 9’/ 0 5 9 % ((3

Date of Accident; )_’jf) lj’} l W%—
Date of Service: ]9” 390 9\’0&65

\
The-patient states that he/she was in @!C related accident and was a
passenger (front/rear)

After the accident he went to >0 hospital / Urgent

Due to the accident the patient is working / not working in regular job,

-

PRESENT COMPLAINTS:
The patient is 2 32 years-old— male /@ho presented in my office with following

\/comﬂaints:
Neck pain,
Upper/ Lowe
houlders pain Left/ Both)
Knee pain (Right7Left / Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

Any other
PREVIOUS HISTORY: There is no significant past medical history of MVA or any major
—'__—_—__——'————____J-.

surgery. The patient denies drug adHiction and alcoholism,

FAMILY HISTORY:

Family history is non-contributory.

SOCIAL ANB-PERSONAL HISTORY:
Allergies: m own allergy to any medicine
Head : he facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.

Thorax :  No deformities were noted.

Eyes: Pupils were round, regular and equal. They reacted normally to light,
Extraocular movements were full in all fields gaze with no nystagmus apparent,
GENERAL EXAMINATION: 4
Appearance -Good, Patient is cooperative, Height: F ~% Weight: (S j\ Lbs.,
HEENT: Normal

Abdomen: No complaints of masses, tenderness or rigidity and noted.
Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

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

, {"Assignor”) hereby assigh to DYNAMIC MOBILE XRAY SVCS , (“Assignee™}
(Print patient's name}- (P{lnt‘hqsplt_al-or-heaﬁh care provider name)
all rights-privileges and remedies to payment for health care services provided by assignee to which.l am
entitled under Aiticle 51 (the No-Fauilt statute} of the Insurante Law,;

The Assignee hereby-certifies that they have not received any payment from or on behalf of the Asslgnor and
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained
due to the motor vehicls accident which oceurred on , not withstanding any other agreement

{Print accident-date)
to the contrary.

This agresment may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHC KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSCN
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERGIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
BPURPOSE 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 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 THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

E-Zﬂfn&ﬁh/ M7/

{Pfint name of Patienf) ~ y {Signature of Patl@)_

0 // 7,2«/ 6

{Date of signature)

{Address of Patient)

DYNAMIC MOBILE XRAY SERVICES

M\ :
{Frint name of Provider) {Ci¥jgnatiire of Provider) ¥

3412 BLUESTONE LANE () // 1T / Z— é

(D7te of signature}

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
Tel: (570) 243-1888

X-Ray Consent Form

Pafént 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 point | know of no other condition which the taking of x-rays

would further complicate.
/
Signed: W _/QL/)/ Date: 0/ / 7/.2"'/ ‘L‘€
J ) d ’

Consent To X-Ray:

—

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

who is a minor,
tic purposes. At this point [

said minor. The Doctor has requested the x-rays for further diagnos

know of no other condition which the taking of x-rays would further complic7e.
Signed: )/m,.ﬂ J// A / Date: O/ ?’?//Z’:é
- C7 D [} 7

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.
o//1 '1’~/ 26

Signed: M L//- Q\u / Date:
vy J




(01301)-CARABALLO MICHELLE

Date of Birth - 1/7/1978 Sex - Female Marital Status - Single

Address: 753 FOX ST 2F,BRONX,NY,10455
FPhone #: (917) 246-3612

Social Security# - 000-00-0000

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

Date of Accident - 12/14/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Ph0|:1’e: Fax:

Claimi# - 882852965000000
Claim Address - GEICO NY PIP
PO Box 9506
Fredericksburg, VA 22403-2506
NF-2 - Yes Sending Date - 01/14/2026
Policy Effective Date -
Policy# - 6179055949
Policy holder - JENNIFER ORTIZ
WCB# -
Carrier case # -

Attorney - KOVAL & ASSOCIATES, P.C  Firm Name - KOVAL & ASSQCIATES, P.C
Attorney Address - 1010 Northern Blvd Suite 232 Great Neck, New York 11021
Attorney Phone - 718-281-4200 Fax - 718-281-2600

Contact Person -

Other Insurance -
Medicare -




. OAK STREET MEDICAL, PC

1555 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447
OAKSIBEETMED@GMAIL.COM

nitial Evaluation/Follow-Up

Patient's Name; G_\\”é ballp ;. M ; Che [le
Date of Birth: __ O] | () 7‘/ fq 18 \\h
Date of Accident: \j‘ l \Ll }_@O 25"

"Date of Service: | P~ { '%O ” 20N

The patient states that he/she was in a C related accident and was a
driver/ @ (front/fear
0 xC

After the'gccident he we hospital / Urgent
Due to the accident the patient is working / not working in regular job,

PRESENT COMPLAINTS:

The patient is a ears-old- male / @w presented in my office with following
W&i{:ts: '

ecle-pain,

\/UE;ZPI Lowér.bm.

Shoulders pain (Right / Left / Both)

Knes pain (Right / Left / Both)

Eibow pain (Right / Left / Both)

Ankle pain (Right / Left/ Both)
Any other

PREVIOUS HISTORY: There is no significant past medical history of MVA or any major
surgery. The patient denies drug addiction and alcoholism.

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL AND PERSONAL HISTORY:

Allergies:  No khown allergy to any medicine

Head e facial muscles were intact and there were no masses, tenderness, {aceration,
or abrasions.

Thorax :  No deformities were noted.

Eyes: Pupils were round, regular and equal. They reacted normally to light.
Extraocular movements were full in all fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: v IS
Appearance -Good, Patient is cooperative, Height: S' 4 Weight: Lbs.,
HEENT: Normal

Abdomen; No complaints of masses, tendemess or rigidity and noted.
Lymph nodes: The cervica!, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

(FOR AGCIDENTS OCCURRING ON AND AFTER 3/1/02)
Glalm Number:

, ("Assignor") hereby assigii to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
{Print hospital or healih care provider hame)
nee to which lam

L

{Print patient's name})- .
all rights privileges and remedies to payment for health care services provided by assig

entitled under Article 51 {the No-Fauilt 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 providad by said.Assignee for infuries sustained
due to the motor vehicle accident which occurred on , not withstanding any other agreement

{Print accident date)
to.the contrary.

This.agreement may be revoked by the assignee when benefits are not payable based upon the assignor’'s lack
of coverage and/or violation of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 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 OF ANY MOTOR VEHICLE. TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANGE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH 15 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 VIGLATION.

licholl, Cards ol

{Print name of Patient)

Signature of Patient).

", // Z?// 746

{Date-of signature)

(Address-of Patient)

DYNAMIC MOBILE XRAY SERVICES .
{Frint name of Provider) %ﬂamm of Provider}

3412 BLUESTONE LANE ¢ // 1T / - é

(D7¢e of signature}

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
Tel: (570) 243-1888

X-Ray Consent Form

PaFent éunsent To X-Ray:

| hereby authorize the performance of diagnostic x-rays. The Doctor has requested the x-rays for

further diagnostic purposes. At this point | know of no other condition which the taking of x-rays

wauld r copnplica
AP I 2

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 point |

know of no other condition which the taking of x-rays would further complic7e.
Signed: Date: O [ ’ ?’LI/Z’:é

Females: Regarding Possibility of Pregnancy

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

invn% can be hazardous to an unborn child. 6
o//1 1«/ Z
Signed; _M b//{_dj,{_a_/pzi/() Date: /




(01330)-BAEZ MESHELL V

Date of Birth - 1/18/1997 Sex - Male  Marital Status - Single

Address: 230 W 126TH;New York,NY,10027
Phone #: (929) 702-9192

Social Security# - 084-86-4390

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

Date of Accident - 1/16/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : State Farm Insurance
Address:

Phor';e: Fax:

Claim# -
Claim Address - STATE FARM INSURANGE
P.O BOX 2358
BLOOMINGTON IL 61702 - 2358
Policy Effective Date -
Policyi# - 374 6349 - C08-52
Policy holder - BAEZ MICHAEL ,RODRIGUEZ CRISTINA
WCB# -
Carrier case # -

Attorney - KOVAL & ASSOCIATES, P.C  Firm Name - KOVAL & ASSOCIATES, P.C
Attorney Address - 1010 Northern Blvd Suite 232 Great Neck, New York 11021
Attorney Phone - 718-281-4200 Fax - 718-281-2600

Contact Person -

Other Insurance -
Medicare -




. OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM

. Follow-Up
Patient's Name: MSN’I ‘

Date of Birth: O} !f‘(‘{! 19977
Date of Accident: O\ \‘ \ \o'{ ’310%
Date of Service; (O ! 20 / AT e L;

@t'fnt states that he/she was in @}/&JC related acc'ideut and was a

river /passenger (front/rear)
€t the accident he went to hospital / ‘@
Due to the accident the patient is working / not working in

—

PRESENT COMPLAINTS:
gﬁ years-old— male who presented in my office with following

regular job.

The patient is a
complaints:
oot 1/
er / Lbwer bacX pain.
Shouldors pain @Leﬁlsom
Knee pain (Right7Teft / Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)
Any other

of MVA or any major

PREVIOUS HISTORY: There is no significant past medical history
surgery. The patient denies drug addittion and alcoholism. .

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL ANDi RSONAL HISTORY:

known allergy to any medicine

Allergies:

Head Ttie facial muscles were intact and there were no masses, tenderness, laceration,
or abrasions,

Thorax : No deformities were noted,

Eyes: Pupils were round, regular and equal. They reacted normally to light.
Extraocular movements were full in all fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: h

Appearance -Good, Patient is cooperative, Height: 5 -& Weight: 2486 Lbs.,
HEENT: Normal

Abdomen: No complaints of masses, tenderness or rigidity and noted.
Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal lymph nodes are not

enlarged.




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

(FOR AGCIDENTS OCGURRING GN AND AFTER 3/1/02)
Claim Number:

1, MZ/ , ("Assignor"} hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
Prnt patient's name). {Print hiospital or health care provider name}

all rights privileges and remedies to payment for health cars services provided hy assignee to which l.am
entitled under Article 51 (the No-Fault statute) of the Insurance Law.

The Assignee hereby certifies that they have not recelved any payment from of on.behalf of the Assignor-and

shall not pursue payment directly from the Assignor for services provided by sald Assignee for injurles sustalned

due to the métor vehicle accident which occurred an . . , not withstanding any other agreement
Print accident date

to the contrary.

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

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANGE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERGIAL 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 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 OF ANY MOTOR VEHICLE. TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT 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 MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

\
_Méshedl Bacg,
Print name of Patient)

220 uest 1206 Shreed Aot 6B 0 // / 26
{Date-of sighalure)

VY NY 10077

i (Address of Patient)

DYNAMIC MOBILE XRAY SERVICES

{Print name of Provider}

3412 BLUESTONE LANE ¢ // 7T / - é

(D7ie of signature}

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
Tel: (570) 243-1888

X-Ray Consent Form

Payent 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 point | know of no other condition which the taking of x-rays

would further complicate. 6
: foz/
Signed: ﬁggﬂgﬁéé!a._—‘ : Date: 0 { ; 7/2—‘ -

Consent To X-Ray:

r

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 point |

know of no other condition which the taking of x-rays would further complim?e.
Signed: Date: [¥) 4 I :”'L’/Z’:é

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 haz;irdous to an unborn child.
o//1 ‘L/ 26

-4“__-____‘__-/




(01331)-VASQUEZ ESGARE S

Date of Birth - 9/7/1984 Sex-Male Marital Status - Single

Address: 418 E 182 ST,New York,NY,10457
Phone #: (347) 951-3042

Social Security# - 052-76-3382

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

Date of Accident - 1/13/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO INSURANCE COMPANY
Address:

PhoFl’e: Fax:

Claimi -

Claim Address - 100 WILLIAM STREET 14TH,FLOOR
NEWYORK,NY 10038

Policy Effective Date -

Palicyd# - 4621423682

Palicy holder - NUNEZ PEREZ MANUEL

WCB# -

Carrier case # -

Attorney - Bruce Newborough  Firm Name - Bruce Newborough, PC
Attorney Address - 2104 Flatbush Avenue Brooklyn, NY 11234
Attorney Phone - 718-701-8826 Fax - 718-332-7334

Contact Person -

Other Insurance -
Medicare -




< OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM

=
/ Follow-Up

Patient's Narme: Vﬁgaﬂéz ). EZ.SO\CM"Q .
Date of Birth:_ 09| 07 [ \A1%H v

Date of Accident: O\i | '\QL)“ 2A971%)

Date of Service: O\ \: ?\Q‘ } 209(0

The-patient states that he/she was in @A}’WC related accident and was a
driver#fassenger (front/rear)
Afer the accident he went to Pl hospital / Urgent

Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patientis a fﬁ(l. years-old female who presented in my office with following

complaints:

eck pain,
Upper / Lowegack pain.
\/Sﬁ%zelders pain (Right/Left/ @
Knee pain (Right/ Left/ Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

Any other

PREVIOUS HISTORY: Thereis 1o significant past medical histo
surgery. The patient denies drug addiction and aleoholism. -

ty of MVA or any major

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL AND 4% ONAL HISTORY:
Allergies: hown allergy to any medicine
Head Tii€ facial muscles were intact and there were no masses, tenderness, laceration,

or abrasions.
Thorax : No deformities were noted.
Pupils were round, regular and equal. They reacted normally to light.

Eyes:
Extraocular movements were fulll in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION: Y 0.9
Appearance -Good, Patient is cooperative. Height: £-0 , Weight: 7_Lbs.,

HEENT: Normal
Abdomen: No complaints of masses, tendemness or rigidity and noted,

Lymph nodes: The cervical, auxiliary, supra clavicular, and inguinal Iymph nodes are not

enlarged.




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

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

L » ("Assignor} hereby assigrito DYNAMIC MOBILE XRAY SVCS , ("Assignes")
(Pant patient's name) {Print hosplial or nealth care provider name}

all rights privileges and remedies to paymaent for health care services provided by assignee to which l.am

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

The Assignee hereby certifias that thay have not received any payment from or on behalf of the Assignorand

shalt not pursue payment diréctly from the Assignor for services pravided by sald Assignee for injuries sustained

due to the motor vehlcle accident which occurred en » ot withstanding any other agreement
{Print accident date) -

to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's lack
of coverage andfor violatlon of 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 PERSON
FILES AN APPLICATION FOR COMMERCIAL 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 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 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 THOUSAND DOLLARS AND THE VALUE oF
THE SUBJECT MOTOR VEHICLE OR STATED-CLAIM FOR EACH VIOLATION.

as ~2 | %(
Print name af Fatient) Signature of Patienf).

O/ ‘L?//'Z,:é

Date-of sidnature)

{Address of Patient) _
DYNAMIC MOBILE XRAY SERVICES
{Print name of Provider} (%nature of Provider)
3412 BLUESTONE LANE ¢ / / 1.z %(

{'D?e of signaiure}

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
Tel: (570) 243-1888

X-Ray Consent Form

Payént 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 point | know of no other condition which the taking of x-rays

would further complicate.
Date: O [ // LZ—/ ?"é

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 Dactor has requested the x-rays for further diagnostic purposes. At this point

know of no other condition which the taking of x-rays would further comp[ic7e.
Signed: Date: , 0 4 4 ‘Z’LI/Z’é

Females: Regarding Possibility of Pregnancy

This s 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.
o//1 -,_,/ 26

Sighed: Date:




