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2/812026

(01373)-RAMIREZ PAULINO ANEUDY J

Date of Birth - 3/23/1983 Sex - Male Marital Status - Single

Address: 1883 SOUTHERN BLVD APT 2,The Bronx,NY,10460
Phone #: (829) 783-0681

Social Security# - 781-66-4801

Employer or Company Name:
Address:
Emergency Name:
Work Phone #: 2

Date of Accident - 2/4/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : PROGRESIVE
Address: :

Pho:::e: Fax:

Claim# -% |

Policy Effective Date -
Policy# - -

Policy holder -

WCB# -

Carrier case # -

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

Cther insurance -
Medicare -




. OAK STREET MEDICAL, PC

i 1355 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

Qfﬂmw
Initial Evaluationt / Follow-Up

.Pahent's Name: W\WJZ; QCWUY\O P\Y\e)ldu\
Date of Birth: Dg }O) ,0’8 O)

Date of Accident: Dg’ I bl“ f 70 Q(J
Date of Service: f )2’1 [ Og/_ / @O%

The patiept states thathe/she was in @lc related accident and was a
Gronrear)

driver o
After the accident he went to X hospital / Urgent
Due to the accident the patient is working / not working in regular job,
PRESENT COMPLAINTS:
The patientis a 43 years-ol@ [ female who presented i in my office with following
laints:
ack pain.

Upper / Lowen bdck pain,

ulders pain (Right/ Left /B
v&e pain (Right / Left /Bothy
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medicat history of MVA or any major
surgery, The pahent denies drug addiétion and alcoholism,

FAMILY HISTORY:
Family history is nop-contributory.

SOCIAL ANPPERSONAL 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 fisll in all fields gaze with no nystagmus apparent.

GENERAL EXAMINATION:

Appearance -Good, Patient is cooperative. Height: 5 - 2 . Weight: ﬁ) 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 VEH!CLE NO-FAULT INSURANCELAW
ASSIGNMENT OF BENEFITS. FORM

[

(FOR AGCIDENTS QCCURRING. ON-AND AETER 3/1/02)
Claim Number:
1 Ig KO‘““ {“ASSIQI‘IOI"} hereby assign to DYNAMIC MOBILE XRAY SVCS , ("ASSIgIIBB")

~ {Prnt paﬂeh?s name)- {Print fiospat or healih care provider name)
ail rights-privileges and remedies {o payment for health eare services provided by assignee towhichlam
entitled:under Article 51 (the No-Fauilt statute) of the, lnsurance Law. .

The Assignea heraby-certifies that they have not receivedany payment from:.or on behalf of: the Assignorand

shall not pursue payment.directly from thie. Assignor for senricas pmwded ‘by:said; Assignee for infuries sustained

dire to the motnr\rehicle accldant which.ototirredion yriot wuthsf.andlng any-other agreament
{Frint accident date)

to\the':contrary.

This. agreernent may be revaked: by the-assignee when benefits are not. payablé hased. upomthe assignor’slack
of- coverage.and/or vlo!atlon ofa policy condition.due to’ the act:ons 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: GONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE,
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY. PERSGN WHO,
iN CONNEGTION WITH SUGH APPLICATION. OR. CLAIN, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH-ANOTHER TO MAKEA 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 GRIVE, AND:
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND' DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATEDCLAIM FOR EACH wbumou,

rS

a

B ~

{Print name of Patient) ’ —— {Signatare of Patient)
03/ ok
{Date of signature)

‘(Address:of Patlent}:

DYNAMIC MOBILE XRAY SERVICES

{Print Hiame of Provider) (_Rignature of Providery

£

3412 BLUESTONE LANE O 7/( ' J :

{Date: of slgnatie)

EAST STROUDSBURG PA 18301

{Address:of Provider)

NYS FORM NF-ACB (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 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‘.

Signed: Wp Ao ~ D,ateM‘/ Z 02,(0
- J - /-

Consent To X-Ray:
A Minor | am a parent or legal guardian of . L
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 i
know of no other condition which the taking of x-rays would further complicate.

Signed: Wy/ M"? Date%_%l / Z@EQD

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. k
Signed: ﬁ/\«e-r{\(/f ﬂ@k/‘"“k\ Date: z /// 0 ZC/




2/5/2026
(01374)-SURIEL ROSARIO VICTOR

Date of Birth - 8/6/1969 Sex-Male Marital Status - Single

Address: 1002 CLLEGE AVE APT 1,The Bronx,NY,10456
Phone #: (646) 305-2384

Social Security# - B03-65-2538

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

Date of Accident - 2/4/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Instirance Company : PROGRESIVE
Address:

Phor:t'e: Fax:

Claim# -

Policy Effective Date -
Policyi -

Policy holder -

WCB# -

Carrier case # -

Attorney -  Firm Name -
Attorney Address -
Aitorney Phone- Fax- Gaontact Person -

Other Insurance -
Medicare -




<x. OAK STREET MEDICAL, PC

n 1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10450
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM
=~ )
Ixjtial Evaluation/ Follow-Up

Patient's Name: 6\>r\€/\ NSV ALY N iChor”
Date of Birth: ()% {Db l lo\(Dq

Date of Accident: Oj’ OL\ k wm
Date of Service: O’b’\ OS‘/ 909 60

{

he-pgtient states that he/she was in a@ / WC related accident and was a
?f 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_ 5, years-old @ female who presented in my office with following

“r?npiaints:
eck pain,
vggperl Loweg back pain.
houlders pain (Right /CeBY Both)
\/ml; pain (Right/ Left

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 icti d alcoholism.

FAMILY HISTORY:

Family history is non-contributory.

SOCIAL AN@RS ONAL HISTORY:

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

Head

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: 5 —& Weight: !38' Lbs.,,
HEENT: Normal

Abdomen: No complaints of masses, tenderness 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 GF BENEFITS FORM

(FOR ACCIDENTS QCCURRING ONAND AFTER 3/1/02)
Claim Number

( - T

ﬂ // *A3signor”) fereby assign to DYNAMIC MOBILE XRAY SVCS |, ("Assignee™)
" : (Print hospilel-or healih care provider. name)

all rights prmteges and remedies to payment for health care: services provided hy asslgnee te which1am
entttled under Article 51 (the | No-Fault stdtute} of the Insurance Law.

‘The: Asslgnea hereby-certifies that they have not receivedany payment from-or on behalfof the Assignor-and

shall not pursue payment. directly from the- Ass!gnor for services provided by said; Asslgnee for injuiies sustained

dite ta the moto¥ Vehicle atcident which oceuirred:on yhat w:thstandmg any other agreement
(Print accident date)

tothe contrary.

‘This.agreement may b revoked:by the-assignee. when benefits are not payable based. upomtha assignor's.lack
of coverage andfor violatlon of a poilcy candition due- to' the actzons 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 GLAIM FOR:-ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS: CONTAINING ANY' MATERIALLY FALSE INFORMATION, OR. CONCEALS FOR: THE,
PURPOSE OF M!SLEADING INFORMATION CONCERNIMG" ANY FACT MATERIAL THERETO ANB ANY PERSQN WHO

IN CONNECTION WITH SUCH APPLIGATION: OR. CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASS{STS ABETS,
SOLICITS'OR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION GOF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR'

- VEH[CLES OR BN IMSURANCE COMPANY CoMmMITS AFRAUDULENT INSURANCE ACT) WH]CH IS A CRIME, AND:

SHALL ALSO BE SUBJECT TO A’ cIvIL PENALTY. NOT TO EXCEED FWE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECTMOTOR! VEHICLE OR'STATED'CLAIM FOR EACH VIOLATION. Lo ;e

{Print-name of Patient)

4, J~/ /(/'P,C

{ (Dalp of signature} -

(Address:of Patlent)-

DYNAMIC MOBILE XRAY SERVICES

&Eﬂatum of Provider}

{Fiint name of Provider)

£
Tz~
3412 BLUESTONE LANE O 7/( ('l J (sl

{Date: of signaiure)

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 poln l-k ow of no other condition which the taking of x-rays

would further complicate / ) //
i AL - Date: 7 { 4 / 7/6

Signed:

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 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.

Signed: Date:




| (01261)-LADSON STORM O

Date of Birth - 9/8/1987 Sex - Male Marital Status - Single

Address: 1230 WEBSTER AVE,The Bronx;NY,10456
Fhone #: (347) 572-1018

Social Security# - XXX-XX-XX

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

Date of Accident - 11/26/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

Phor';e: Fax:

Claim# - 8827839050000002
Claim Address - GEICO NY PIP
PO Box 9506
Frederickshurg, VA 22403-9506
NF-2 - Yes Sending Date - 12/24/2025
Policy Effective Date -
Policy# -
Policy holder -
WCB# -
Carrier case # -

To Attorney - BAYTSIN 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

I / Follow-Up

Patient's Name: j/ﬁ,dSDﬂ ;S’h)l" 48]

Date of Birth: _( [0 [ 9 51
Date of Accident: | |' | H, (205
Date of Service: _/ %{/09/ 025

€ patient states that he/she was in @IC related accident and was a
@i{assenger (front/rear) N _
er the accident he went to Lﬂfﬁ‘&w ‘E hospital / Urgent
Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patient is a ears-old-inale ) female who presented in my office with following

V%qmplai?ts:

pain,

VG;;I;I Lowarback pain.
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 no significant past medical h
surgery. The patient denies drug addicfion and alcohiolism,

istory of MVA or any major _

FAMILY HISTORY:
Family Iﬁgfory is non-contributory.

SOCIAL ANDPERSONAL HISTORY:

Allergies: ga 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.
Pupils were round, regular and equal. They reacted normally to light.

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

GENERAL EXAMINATION: t/
Appearance -Good, Patient is cooperative, Height: 5- 6 , Weight: (70 Lbs,,

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

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

e —— .

enlarged.




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

(FOR ACCIDENTS QCCURRING ON'AND AFTER 3/1/02)
Clalm Number

r . {"Assignor’} hereby assignto DYNAMIC MOBILE XRAY SVCS , ("Assignee®}
Phintpatient's name)- {Print hospital-or health care provider. nama)

all rights-privileges and remedies to payment for health care services provided by assignee towhich1am
entitled:under Article 51 (the | No-Fault statute) of the Insurance Law.

The: Assngnee hereby-certifias that they have not recelved-any payment from.or on bhehalf.of. the Assignorand

shali not pursue payment directly from. the. Assignor for services pravided by said; Assignee for injurties sustained

dite to fhe maétor vehicle-acdidént which. otctirred:on ’ . notmthstandmg any other agreement
{Print accident date)

to.the contrary.

This.agreement: may be révoked:by the-assignee.when benefits are not payablé based uponithe assignor's: lack
of coverage andfar vio]ation of a policy condition due to’ tha actions or-conduct of the, assignnr.

ANY PERSON WHO. KNOWINGLY AND WITH INTENT 7O DEFRAUD ANY INSURANCE COMPANY-OR OTHER PERSON
FILES AN APPLICATION FOR :COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR-ANY COMMEREIAL OR
PERSONAL INSURANCE BENEFITS, GONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONGEAES FOR THE.
PURPOSE OF MISLEADING, INFORMATION CONGERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,

IN CONNECTION WiTH SUGH APPLICATION OR. GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,

SOLIGITS 'OR CONSPIRES WITH ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT RGENCY, THE DEPARTMENT OF MOTOR'
VEHICLES OR.AN INSURANCE COMPANY, COMMITS A: FRAUDULENT INSURANGE ACT; WHICH IS ‘A GRINE, AND:
SHALL ALSO BE: SUBJECT TO ACIVIL PENALTY NOT TO EXCEED. FIVE. THOUSAND DOLLARS: AND THE VALUE OF
THE SUBJECT MOTOR VEH[CLE OR-STATED CLAIM FOR EACH VIOLATION.

&

Storm La dfon

(Print name of Patient) ' {Signature of Patienilji_

) 2~/ 1[/O/°¢,C

{ (Dae of signature)

(Address:of Patient): i

DYNAMIC MOBILE XRAY SERVICES i . »
{Print iame of Provider) (%ﬁature af. vaideg:/‘é
—_
3412 BLUESTONE LANE O y{ (f J :
: {Date:of slgnatire)

EAST STROUDSBURG PA 18301
{Address:of Provider)

NYS FORNM NF-AGB (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.

Signed: % ‘ Date: RN /'! l /}'0 AYZ,

Consent To X-Ray:

. - e

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

Sighed: Date:

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
involving the pelvis, can be hazardous to an unborn child.

Signed: Date:




(01282)-PERALTA JOSE A

Date of Birth - 8/5/1976  Sex - Male  Marital Status - Single

Address: 1115 WOODYCREST AVE APT BB, The Bronx,NY,10452
Phone #: (551) 342-0076

Social Security# » XXX-XX-XXXX

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 : Foremost Instrance Co.
Address: 8558223139

Phone: Fax: 8558223139

Claim# - 26982534946
Claim Address - P.O.BOX 2450
GRAND RAPIDS, MICHIGAN 49501-2450
NF-2 - Yes Sending Date - 01/16/2026
Policy Effective Date -
Policy# -
Policy holder - PASCAL ESTEVEZ, FREDDY
WCBi# -
Carrier case # -

Attorney - Bruce Newborough  Firm Narne - 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

-
0 1355 SOUTHERN BLVD 2ND FL, BRONX, NY 10460
Office #: 917-451-1447

IMED@GMAIL.COM

Initial Evaluation Follow-Up

Patient’s Name: L =2/ 1 JOSE
Date ofBirth:QgY ;ngfq 7 (9

Date of Accident:’ i 2"[ ; Gi / x4S
Date of Service: lg'l 3 / 902 <

I/
The patig she was in a Mated accident and was 2

driver /assenge %jgear)
After the accident he went to x hospital / Urgent
Due to the accident the patient is working / not working in regular job.

PRESENT COMPLAINTS:
The patient is a Aﬂ_yem-old—@ﬁ}m[e who presented in my office with following
complaints: - )

Neck pain.
r/ Lowerb@in.

U _

ﬁﬁdﬂﬂ pain (Right / LefY Both)

ee pain (Right ALefty Both)
Elbow pain (Right /Left / Both)

Ankle pain (Right / Left / Both)
Any other

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

dical history of MVA or any major

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL ANDLPERSONAL HISTORY:

Allergies: xniown allergy to any medicine

Head fie facial muscles were intact and there were no masses, fendemess, 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

Appearance -Good, Patient is cooperative, Height: 5 — 6 , Weight: K g Lbs.,

HEENT: Normal

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

Lymph nodes: The cervical, auxili
enlarged.

ary, supra clavicular, and inguinal lymph nodes are not




NEW YORK. MOTOR VEHlCLE NO FAULT INSURANCE'LAW
ASSIGNMENT QF BENEFITS FORM

E&‘:»
>

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/ 102)

Clalm Number:
J Offﬁ?ﬂ 2 }’_Q-Assmnor") hereby assign-to DYNAMIC MOBILE XRAY SVCS , ("Ass[gnee")
{(Print patien’s name}- (Print Fospital-or heallh care provider. name)

all rights-privileges and remedies to payment for health eare services provided by asslgnee to whicit] am
antlﬂad 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-behalfof. the Assignorand

shall not pursue payment.directly from the. Asstgnor for services provided by said; :Assignee fot injuries sustained

dite- to.fhe motot vehicle accident which otctirred:on yniat w:thstandmg anyother agreament
{Print accident date)

to.the contrary.

This.agreement: may be févoked:by the'assignee when benefits are not payable based uponthe assignos’s.lack
of coverage andlor via]ation ofa pnlicy condition due to'the acﬂons orconduct of the, assignor:

ANY PERSON WHO. KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY.OR.OTHER PERSON

FILES AN: APPLICATION FOR :COMMERCIAL JNSURANCE OR A STATEMENT OF CLAIM FOR-ANY COMMERCIAL OR
PERSONAL INSURANCE: BENEFITS: GCONTAINING ANY MATERIALLY FALSE INFORMATION, OR- CONCEALS FOR THE.
PURPOSE GF MISLEADING iNFORMATIDN CONCERNING ANY FACT MATERIAL THERETO ANB ANY PERSON WHQ

iN CONNECTION WITH SUCH APPLIGATION: OR. GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS'OR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUGTION, DAMAGE OR-

- CONVERSION OF ANY' MOTOR. VEHICLE. TO -A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR:

VEH]CLES OR_AN lNSURANcE COMPANY;, CONMMITS A: FRAUBULENT INSURANGE ACT; WHICH ISA CRIME, AND:
SHALL ALSG 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. .

To-3r _Joq, :@M

{Print name of Patient) gnature of Patient);

' 19, 2-/ ///0/0 ~ L

[ (Dste of signatue)

(Address:of Patlent]-

DYNAMIC MOBILE XRAY SERVICES

{Print name of Provider) (%ﬂatura of Provider)

£
o7
3412 BLUESTONE LANE ) 7/{ (l J ke

{Date: of signaliire)

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: /70 <’E=' /Q T /LP G’-] 76\ Date:

Consent To X-Ray: )
A Minor 1 am a parent or legal guardian of . e .
who is a minor, years of age. | hereby authorize the performance of d:agnostlc X- ravs 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 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.

Signed: Date:




(01333)-MENDEZ MERCEDES

Date of Birth - 9/26/1966 Sex - Female Marital Status - Single

Address: 1139 NELSON AVE #4C,The Bronx,NY,10452
Fhone #: (347) 403-3484

Social Security# - 082-80-7870

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 : CURE AUTO INSURANCE
Address:

Phor,l’e: Fax:

Claimi# - CLM600069922

Claim Address - 214 CARNEGIE CENTER DRIVE
PRINCETON NEW JERSEY 08540

NF-2 - Yes Sending Date - 02/06/2026

Policy Effective Date -

Policy# - PANJ168896

Policy holder -

WCBH -

Carrier case # -

Attorney - KANDKHOROV & ASSOCIATES PLLC  Firm Name - KANDKHOROV & ASSOGIATES 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 ‘DICAL, PC

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

OAKSTREETMED@GMAIL.COM

Initial Evaluation.V Follow-Up

Patient's Name: YY\QMCZ wercedeS
Date of Birth: Q9 l‘ Ho 1A 6

Date of Accident: O] | Lo { a
Date of Service: O\ \] 3‘0{\ AYPaV,

The patient stateg that he/she was in @VG related accident and was a

driver/ péissenget (front/fe
pa hospital / Urgent

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

PRESENT COMPLAINTS:
The patientisa_ >° 2 years-old- malaho presented in my office with following
complaints: '

eck pain,
Up owekback pain
ders pain (Right /| Both)
ee pain gh{/ Left/ Both)
V;E%W pain (Kight / Left/ Both)
e pain@gﬁ / Left / Both)
Any other

PREVIOUS HISTORY: There is no WMWMM

surgery. The patient denies drug addiction and alcoholism,

FAMILY HISTORY:
Family history is non-contributory,

SOCIAL AND-PBRSONAL 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: I/

Appearance -Good, Patient is cooperative, Height: S~ , Weight: / 7O Lbs.,
HEENT: Normal

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

enlarged.




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

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

{"Assignor'} hereby assigrito DYNAMIC MOBILE XRAY SVCS , ("Assignee"}
i _ <2 (PrInt hospital or iealih care previder name}

ail rights. pnvsteges and remedles to payment for kealth eare services provided by assignee ta whichiam
entitled:under Articla 51 {the No-Fault statute) of the, Iusurance Law. .

The: Assignen hereby certifies that they have not received:any payment fram-or on behalfof. the Assignorand

shall not pursue payiment directly from the. Assignor for services provided by-said.Asslgnee for injuries sustained

die- to the moto?“vehicls accident which occurradion ‘ ot w:thstanding any: ather agrasment
(Print accident-date)

to.the contrary.

This.agreement.may be revoked:by the'assignee. when benef‘ts are not payable hased uporithe assignor's:lack
of coverage andfor vlo!ation of a policy condition due to'the actions.or-conduct of the. assignor.

_ANY FERSON WHO KROWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY.OR.OFHER PERSON
FILES AN APPLICATION FOR :COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR:ANY COMMERCIAL OR
PERSONAL INSURANCE: BENEFITS GONTAINING 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. GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,.
SOLICITS'OR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION OF ANY MOTOR "VEHICLE, TO A LAW ENFORCEMENT AGENCY, THE: DEPARTMENT OF MOTOR:
VEHICLES QR AN INSURANCE COMPANY, COMMITS A-FRAUDULENT INSURANGE 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 EACH VIOLATION.

]

opCodos Frerdsz YN

{Print.name of Patient) {Signatdre of Patient)

0/ yjro L

{ (Dsle of signature)

{Address.of Patient)-

DYNAMIC MOBILE XRAY SERVICES
(Print tame of Provider)

(%nature of Prouider)

£
6",
3412 BLUESTONE LANE o 7/( (! J i

{Date:of signatifre)

EAST STROUDSBURG PA 18301
{Address:oi-Provider)

NYS FORN NF-AGB {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

ould further complicate
) , Wg Date: 2/// ;/?O 26

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 point |
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,
SigneW )%Wg Date: Z/// fd / 2& %




(01233)-FRAGUADA JOSE M

Date of Birth - 10/12/1980 Sex - Male Marital Status - Married

Address: 1510 ROSEDALE AVE,The Bronx,NY,10460
Phone #: (646) 377-3453

Social Security# - 118-64-3951

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

Date of Accident - 11/9/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General! Insurance Co.
Address:

Phoﬁ'e: Fax:

Claim# - 8756839020000006
Claim Address - GEICO NY PIP
PO Box 9506
Fredericksburg, VA 22403-9506
NF-2 - Yes Sending Date - 12/09/2025
Policy Adjuster - Kyle Anderson
Policy Effective Date -
Policys# - 6100304259
Palicy holder - FRAGUADA, JOSE
WCB# -
Carrier case # -

To Attorney - SANDERS LAW  Firmn Name - SANDERS LAW
Attorney Address - 1019 AVE P SUITE 201 BROOKLYN, NY 11223
Attorney Phone - 718-874-8869 Fax - 718-928-6886

Contact Person -

Other Insurance -
Medicare -




. OAK STREET MEDICAL, PC

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

ieh / Follow-Up

Patient's Name: F{'OLQUQ.dOL ) ‘SOSS

Date of Birth: {0 | \’3\'! QY0
Date of Accident: ‘\ ek I 2025

Date of Service: \\ P\% {l MO

>-pationt states that he/she was in @Q’C related accident and was a

After the accident he went to “X___hospital / Urgent
Due to the accident the patient is workifig / not working in regular job.

PRESENT COMPLAINTS:
The patientis a _ ﬁ 5__years-old< male/ female who presented in my office with following

v%romﬁlaiuts:

eck pain. '

ﬁr/ Lowes‘ba(pai

houlders pain (Right / ’ Both)

Knee pain (Right / Left / Both)
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.

SOCJAL AND-RERSONAL HISTORY:
Allergies: own allergy to any medicine
e facial muscles were intact and there were no masses, tenderness, laceration,

Head
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

6— Weight: 2) 7 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

snlarmad




NEW YORK. MOTOR VEHlCLE NO-FAULT INSURANCE'LAW
ASSIGNMENT E)F BENEFITS FORM

(FOR AGGIDENTS QCCURRING ON'AND AFTER 311102)

Glaim Number:
Ay é
L (p5e ,\—rac\u\a +{"Assignor”) hereby assigirto DYNAMIC MOBILE XRAY SVCS , (“Assignee’ ")
i {Print patients name) (Prtnt hospital-or health care provider. name)

all rights-privileges and remedies to payment for health care services provided by assignee to which 1 am
entitled: under Article 51 (the No-Fault statute) of the, Insurance Law,

The Assignee hereby-certifies that they have not récelvediany payment from.or on behalf of. the Assignorand

shall not pursue payment.directiy from the. Asstgnar for services provided by said; iAssignee for infuiies sustained

dite-ta.fhe tnotof vehicla-accident which. otclirred:on - yyiof w:thstanding any-other agreement
{Print accident date}

to.the contrary.

This.agreément.may, bt revoked:by the:assignee when benefits are not payahle based: npnnl the assignor’s:lack
of coverage. andor wiolatton ‘of a policy condition due-to !he acﬁons or-conduct of the assignor.

_ANY PERSON WHO. KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY.OR.OTHER PERSON
FILES AN ABPLICATION:FOR :COMMERGIAL INSURANCE OR A STATEMENT OF CLAIM FOR:-ANY COMMERGIAL OR
PERSONAL INSURANCE BENEFITS: CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE,
PURPOSE OF MISLEAD!NG INFORMATION coNCERmNG ANY FACT MATERIAL "THERETO, AND ANY 'PERSON WHO,

N CONNEGTION WiTh SUCH APPLICATION. OR. CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH-ANOTHER TO MAKEA 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 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 EACH VIOLATION.

e, A

—~ :(Prin@am,e- of Patient) 7 {Signaturg of Patiently”

ﬁ}/” oL

( {Pate of signature)

{Address;of Patient)-

DYNAMIC MOBILE XRAY SERVICES
{Print name of. Frovider)

3412 BLUESTONE LANE

{Date-of signatite)

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

would furﬁcomplicate. )
Signed: [ sl AL O - Date:__ - [/;A
VAR S A

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 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.

Signed: ’ Date:




(01243)-CHERY FRANTO

Date of Birth - 4/3/1984 Sex - Male Marital Status - Single

Address: 22 E 119TH ST 420,New York,NY,10035
Phone #: (929) 274-9696

Social Security# - 592-26-0336

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

Date of Accident - 11/12/2025

Time/Place Accident - MADISON AVE,NEW YORK,NEW YORK
Policy Report - Yes

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEIGQ General Insurance Co.
Address:

Phor’;e: Fax:

Claim# - 0684270450000009

Claim Address - P.O.BOX 8507
FREDERICKSBURG,VA 22403

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

Policy Effective Date -

Policy# -

Policy holder - SCOTT MOORE

WCB# -

Carrier case # -

Attorney - Law Office of Barry Richard Feldman  Firm Name - Law Office of Barry Richard Feldman
Attorney Address - 26 Court St, Brooklyn, NY 11242
Attorney Phone - (347) 702-4867 Fax - Contact Person -

Other Insurance -
Medicare -




OAK STREET MEDICAL, PC

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

OAKSTREETMED@GMAIL.CO

@ / Follow-Up

Patient's Name; CA@f é/ ) F It M#D
Date of Birth: __ 04/, 05// [asy

Date of Accident: ) \/l P llao%‘

Date of Service: |} |"30 ;/ gos

The patient states that he/she was i:@WC related accident and was a
driver / passenger (front/rear)

After the accident he went to hospital / Urgent P
Due to the accident the patient is working / ggtw’_m'king_in_reggla:jgb_,_, _ L\M

PRESENT COMPLAINTS:
The patientisa_ 4| years-old female who presented in my office with following

complaints:

eck pain.
Vghgper / Lowex\.b{pain.
ng%ders pain (Right/Ceff)/ Both)
ee pain (Right/ Left/ Bo
)

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

Any other

PREVIOUS HISTORY: There is no significant past medical history
surgery. The patient denies drug addiction and alcoholisnz, _

of MVA or any majo_r_

FAMILY HISTORY:

Family history is non-contributory,

SOCIAL ANDRERSONAL HISTORY:
Allergies: nown 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: v
Appearance -Good, Patient is cooperath/_e: Height: S~ Q , Weight: / &7~ 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

entarged.




NEW YORK MOTOR VEHICLE NO-FAULT iNSURANCE LAW
s ASSIGNMENT GF BENEFTTS FORM

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

Glaim Number:
/’7’4470 /‘ AV }/ s {“Assignor”} hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Asmgnae"}
' {Prntpatient's name)’ (Prmt hospital or heain care provider name}

all rights.privileges and.remedies to payment for health care services provided by assignee towhich1am
entitled:undar Article 51 {the | No-Fauilt statute} of the, Insuranc.‘e Law.

The Assignea heraby-certifies that they have not réceivediany payment from.or on behalf-of: the Assignorand

shall nat pursueé payingnt directly from tiie. Assfgnor for services provided by said, Assignee for injuties stistained

dite-to the motnr\rehicle acdident which. otcuirred:on ' ¥ notw:thstanding any-otheyr agreement
(Print accident date)

to.the contrary.

This.agreément. may be révoked:by the:assigneawhen benefits are not payable based. uponithe assignors:lack
of coverage and/or vio!atlon ofa policy condition due to’ the actions or-conduct of the assignor

_ANY FERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD . ANY INSURANCE COMPANY-OR OFHER PERSON

FILES AN APPLICATION FOR :COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR-ANY COMMERCIAL OR
PERSONAL INSURANCE  BENEFITS: CONTAINING ANY MATERIALLY FAESE INFORMATION, OR CONCEALS FOR THE,
PURPOSE OF MISLEADING INFORMAT]ON CBNCERN[MG ANY FAGT MATERIAL THERETO ANIJ AHY PERSON WHO

4 CONNECTION WITH SUGH APPLIGATION. OR. CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITSOR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION OF ‘ANY MOTOR "VEHICLE, TO A LAW ENFORGEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEH[CLES OR AN INSURANCE COMPANY COMMITS A FRAUDULENT INSURANCE ACT; WH]CH IS A CRIME, AND:
SHALL ALSG) BE: SUBJECT TOA CIV]L PENALTY. NOT TO EXCEED I-'IVE THOUSAND DOLLARS AND THE VALUE OF

THE SUBJ EC‘I“MOTOR VEHICLE ORSTATED CLAIM FOR EACH VIOLATION.
[Zﬂd ﬂ/h ‘/ /

(Print'rame of Patient) 7 {Signatare of Batient),

03/ jror L

{ {Dale of signature)

{Address.of Patient):

DYNAMIC MOBILE XRAY SERVICES

3412 BLUESTONE LANE

DV(”JV-}

atura of PrOvide{;:):

£

[Print itanie of Provider)

{Dale: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

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

Signed: T //L{/"/

' Date:
Cansent To X-Ray:
A Minor | am a parent or legal guardian of, : o
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 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.

Signed: Date:




(01366)-POPE RAMEL S

Date of Birth - 8/15/2002 Sex - Male Marital Status - Single

Address: 600 BERGEN AVE APT 1208, The Bronx,NY,10455
Phone #: (829} 219-9201

Social Security# - 077-92-5126

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

Date of Accident - 1/29/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

insurance Company : Travelers Auto Insurance
Address:

th'{e: Fax:

Claimi - FRD0959

Claim Address - ONE TOWER SQUARE
HARTFORD, CT 06183

Policy Effective Date -

Policyi# -

Policy holder -

WCB# -

Carrier case # -

Attorney -  Firm Name -
Attorney Address -
Attorney Phone - 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

on / Follow-Up

Patient's Name: @DQ", y QOU’Y\Q_/\
\ (]

Date of Birth: 6'}5\ 9002
Date of Accident: O ‘/2\@ / A
Date of Service: D‘j*/ Oé / a:)%

[/
The paw that he/she was inC related accident and was a
X

driver /Qassen nirear)
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_ 2.2 years-old female who presented in my office with following

complaints:

Neck pain,

pper/ Lowerlbeﬁ@in.
Shoulders pain (Right / Left / Both)
Knee pain (Right / Left / Both)
Elbow pain (Right / Left / Both)
Ankle pain (Right / Left / Both)

y-Afy other ‘13 B la ﬂ(\_
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 A ! ! ‘! SONAL HISTORY:

Allergies: known allergy to any medicine
Head : The 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: o, 'f '
Appearance -Good, Patient is cooperative, Height: , Weight: 30 Lbs.,
HEENT: Notfnal |

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



NEW YORK. MOTOB. VEH[CLE NG-FAULT INSURANCE LAW
ASSIGNMENT QF BENEFITS FORM

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

+{"Assignor') iereby assigr-to DYNAMIC MOBILE XRAY SVCS |, (“Assignee”)
" {Printhospitat orheallh care pravider. name)

all rights pnvsleges and,remedxes to,payment for health care gservices provided by assignee ta which1am
entitlediunder Article 51 (the No-Fault stitute) of the lnsurance Law. .

The Ass[gne- hereby:certifies that they have notreceivedany payment from or on-behalf-of. the Assignor and

shall not pursue payment directly from. thie. Assignar for servicas pmvided by said; Assignee for injitries sustained

dile-ta thie métor Vehlcle accident. which occumed:on ’ ot w:thstandmg any other agresment
- {(Print accident date)

to.thecontrary.

This.agreement. may be révoked:by the-assignee.when benefits are not. payable based npowtha assignor's:lack
of coverage andfor violation of a pol:cy 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 CONNEGTION WITH SUCH APPLICATION. OR. CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR GONSPIRES WITH ANOTHER TO MAKEA 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 GLAIM FOR EACH VIOLATION.

) }//(/O/D“L,C

{ (Date of signature)

\\N c 5

(Address -af Patient)- ——————

DYNAMIC MOBILE XRAY SERVICES ; . )
{Print name of Provider) (%natur  of Providery }
—
3412 BLUESTONE LANE O V( ' J 2
kK “ {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

PafFént 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: Date;

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 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.

Signed: Date:




(01358)-SAMBA JACOB B

Date of Birth - 7/14/1975 Sex-Male Marital Status - Single

Address: 3330 BAYCHESTER, The Bronx,NY,10475
Phone #: (347) 567-0331

Social Security# - 077-94-3253

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

Date of Accident - 1/26/2026

Time/Place Accident - CROSS BX EXPWY & GUNHILL ROAD CROSSING
Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

PhorTe: Fax:

Claimi# -

Claim Address - ONE GEICO PLAZA
WASHINGTON,DC 20076-0001

Puolicy Effective Date - 8/6/2025

Policy# - 4449922758

Policy holder - SAMBA, JACOB

WCBH -

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

!E,%. 1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10450
% Office #: 917-451-1447
OAKSTREETMED@GMAIL.COM

Ifitial Evaluation /)Follow-Up

Patient's Name: SO\Jm}O(lJ ) AYele Oh
Date of Birth: (7] l V“l { \6{’]?

Date of Accident: ’D\ [ !a\b« / 2'03-(0

Date of Service: D}/l ( 90)/ ‘;3’0%

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

passenger (front/rear)
After the accident he went to X hospital / Urgent

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

PRESENT COMPLAINTS:

Thepatientisa __ 57 years-old female who presented in my office with following
chgmplaints:
\Uyk pain.

pper / Lowq;b{ck pain.

Shoulders pain (Right / Left / Both)

Knee pain (Right / Left / Both)

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 addicti coholism. —

FAMILY HISTORY:
Family history is non-contributory.

SOCIAL AND PERSONAL HISTORY: \ c
é*\r\«.hl-%

Allergies: No known allergy to any medicine
Head : The 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 170
Appearance -Good, Patient is cooperative. Height: 5 -S Weight: Lbs.,

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

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




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCELAW
A ASSIGNMENT OF BENEFITS FORM

{FOR ACCIDENTS QCCURRING. ON'AND AFTER 3/1f02)

Glaim Number:
I J acoB gam BYX |, (~Assignor'} hereby assigr to DYNAMIC MOBILE XRAY SVCS , {"Assighee”)
{Print patient's name)- (Pnnt hospital or health care provider, name)

all rights-privileges and remedies to payment for health care services pravided by assignee to which lam
entitled: under Article 51 {the No-Fauilt statute) of the, Insurance Law.

The Assignee.hereby-certifies that they have notreceived:any payment fram.or on behalf of. the Assignorand

shali not pursue payment directly from tiie. Ass!gncr for services provided by =said Assignee for injudies stistained

dite to:the motor vehlicls accideént vhich occuredion ’ yHiot w:thstandmg any-other agreement
: {Print accident date)

o thecontrary.

This.agreement may, be.revoked-by the- assignee.when benefits are not payable based uponlthe assignor's:lack
of coverags andfor violatton ofa po!icy condition due ta’ the acttons arconduct 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 E)F MISLEADING lNFORMATION CONCERN!NG ANY FACT MATERIAL THERETO AND ANY PERSON WHO

iN CONNECTION WITH SUCH APPLICATION OR. GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLIGITS OR CONSPIRES WITH ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, BAMAGE OR-
CONVERSION OF ANY MGTOR "VEHICLE, TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR:
VEHICLES OR AN INSURANCE COMPANY. COMMITS A: FRAUDULENT INSURANCE ACT; WHICH ISA GRIME, AND:
SHALL ALSO BE: SUBJECT TOA CIVIL PENALTY NOT TO EXCEED FIVE. THOUSAND' DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR'STATED'CLAIM FOR EACH VIOLATION.

jﬂ—&% Sﬂmﬂ;ﬂ

(Print name of Patient) ‘ L/ _{S[g‘nature of Patient);

07 ufoorL

[ {Date of signature)

(Address:of Patlent):

DYNAMIC MOBILE XRAY SERVICES

{Print iame of Provider) (%n

£
-
3412 BLUESTONE LANE O V{ (' J Ll

{Date:of signalure)

ature of Provider)

EAST STROUDSBURG PA 18301
{Address of Provider)

NYS FORM NE-AQB {Rev 1/2004)




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

X-Ray Consent Form

Payfeént 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 Date: 02—’ (l {ZO 2— C
./ U )

4]

Consent To X-Ray:
A Minor | am a parent or legal guardian of 5
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 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.

Sighed: Date:




(01360)-WILSON JR ROBERT L

| Date of Birth - 4/8/1966  Sex - Male Marital Status - Single

Address: 1404 JESUP AVE #6K,The Bronx,NY,10452
Phone #: (347) 794-4514

Social Security# - 098-56-7487

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

Date of Accident - 1/29/2026

Time/Place Accident - MCCOMBS & CROMWELL AVE
Date of Visit -

Condition Related to ;: Auto Accident

Insurance Company : PROGRESSIVE CASUALTY INSURANCE CO
Address:

Pho;{e: Fax:

Claim# - 26-711049397

Claim Address - 300 NORTH COMMONS BLVD
MAYFIELD VILLAGE , OHIO 44143

Policy Effective Date -

Policy# - 63356311

Policy holder - WILSON,ANNETTE & WILSON,KATHLEEN

WCB# -

Carrier case # -

Attorngy -  Firm Name -
Attorney Address -
Attommey Phone - 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
Initial Evaluatign / Follow-Up

Patient's Name: \NUIRON v | Ro e
Date of Birth: OL//DS“C“& (>

Date of Accident: () /i;wi | oo

Date of Service: 091/ [®) 6"// 9.

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

PRESENT COMPLAINTS: i
The patientisa _ 59 years-ul [ female who presented in my office with following
W%gmplaints: :
eck pain. -

Visjgper /Lo ack pain.

oulders pain((Righp/ Left / Both)
Knee pain (Right7 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 PERSONAL HISTORY: % —

Allergies: No known allergy to any medicine
Head The facial muscles were intact and there were no masses, tendemess, 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: [ r "
Appearance -Good, Patient is cooperative. Height: 7 , Weight: r Lbs.,
HEENT: Normal o

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

enlarged.




NEW YORK. MOTOR VEHICLE NG-FAULT INSURANCE LAW
ASSIGHMENT OF BENEFITS FORM

{FOR AGCIDENTS OCCURRING. ON'AND AETER 3/1/02)

' - Clalm Number:
M {"Assignor"} hereby assigri-to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
Print patient's name)- N (Prlnt hospital-or healh care provider. name}

all rights: pnvileges and remedies to payment for health care services provitled by asslgnee to whlch Tam
entitled:under Asticle 51 (the No-Fault statute) of the Insurance Law.

The Assigne- hereby-certifies that they have not received:any payment from.or on.behalf of: thie Assignor-and

shall not pursue payment directly from the. Asstgnnr for services prnvlded by sald Assignee for injaries sirstained

dite-to.thie motor vehlcle-accident which occurred.on ’ yhiot: withstandmg any other agresment
{Print accident date)

to.the contrary.

This.agreement may be révoked by the-assignee.when benefits are not payable based upon:the assignor's.lack
of coverage and!orviqlatian of a policy condition due to'the actions or-conduct of the Aassignor.

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, INFORNMATION CONCERNING ANY FACT MATERIAL THERETO AND ANY PERSON WHO,

IN CONNECTION WITH SUCH APPLIGATION. 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 EXGEED FIVE THOUSAND DOLLARS: AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR'STATED'CLAIM FOR EACH VIOLATION.

aufh 2l

{Print name of Patient) {Signatare of Patient);

05/ 1oL

(" {Date of signature)

¥

(Address:of Patlent):

DYNAMIC MOBILE XRAY SERVICES
(Frint mamnis of. Frovider)

Gt

£
o~ 7
3412 BLUESTONE LANE O %{ !l J (e

{Date: of signatire)

attire of Provider}

EAST STROUDSBURG PA 18301
{Address:of-Provider)

NYS FORM NF-AGB (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.ppint | know of no other condition which the taking of x-rays

would fu@rﬂompli ate./ /U ,
Signed: ] Mﬂ[
L “ 7

Date:
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

satd 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 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.

Sighed: Date:




(01371)-FIGUEROA MENGLYS

Date of Bitlh - 6/9/1982 Sex - Female Marital Status - Single

Address: 2312 LORING PL,The Bronx,NY, 10468 l
Phone #: (347) 784-4671

Social Security# - 597-50-5902 I

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

Date of Accident - 1/20/2026
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : PROGRESIVE

Address:

Claimi -

Policy Effective Date -
Policy# -

Policy holder -

WCBi -

Carrier case # -

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

\
|
\
|
|
\
|
|
Phor,{e: Fax:
\
|
\

Other Insurance -
Medicare -




<. OAK STREET MEDICAL, PC

1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10450
Office #: 917-451-1447

OAKSTREETMED@GMAIL.CO
,' Initial Evaluation Follow-Up
Patient's Name: ‘FLC\\)@(' OOu L I 0\) Us
Date of Birth: 011989 Vo
Date of Accident: Ol 3\0" 908(0
Date of Service: DB’ OS‘/I/ 9’0%

&
e patent states that he/she was in 2 @WG 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_ 43 years-old- male /ho presented in my office with following

complaints:
eck pain.
Upper / Low.

%lblgv pain (Riglt / Left / Both)
e pain (Righ? / Left / Both)
+
vADy other g;;; peSH——

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

o

FAMILY HISTORY:

Family history is non-contributory.

SOCIAL AND PERSONAL HISTORY:

Allergies:  No known allergy to any medicine ﬂ’*ﬁl’?«/

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: 4 %
Appearance -Good, Patient is cooperative, Height: 5= 1 , Weight: 136 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 VEH]CI.E NE)-FAULT INSURANCE LAW
ar ASSIGNMENT GF BENEFITS FORM
(FOR ACCIDENTS OCCURRING ON'AND AFTER 3/1/02)
Claim Number:

L »{"Assignar”) hereby assigrito DYNAMIC MOBILE XRAY SVCS | ("Assignee™}
{Print patient's name)- {Print hospital ar hiealih care provider. name)
all rights privileges and,remedms to paymant for health care services provided by assignee to which 1 am

The Assignee hereby-certifies that they have notréceivediany payment from-or on behalf of: the Assignorand

shall nat pursue payment directly from. thie. Ass!gnor for services provided by said; Assignee for injufies sustained

dite-to thie mdto¥ vehicle accidént which.ocotirred on : yhot w:thstandmg any otheragreement
. (Print accident date)

{o.the confrary.

This.agreement. may be révoked by the-assignee when benefits are not payable based. upomthe assignor's:lack
of coverage antdor violation ofa policy condition due to the act;ons or-conduct of the, assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT 7O 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: GONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE,
PURPOSE OF MISLEADING, INFORMATION coucanmus ANY FACT MATERIAL THERETO AND ANY PERSON WHO,

IN GONNECTION WITH SUGH APPLICATION. OR. GLATM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS'OR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION OF ANY MOTOR ‘VEHICLE, TO A LAW ENFORGEMENT AGENCY, THE DEPARIMENT OF MOTOR
VEHICLES OR. AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANGE ACT; WHICH IS ‘A GRIME, AND:
SHALL ALSO BE SUBJECT TOA CIVIL PENALTY NOT TO EXCEED- FIVE THOUSAND DOLLARS: AND THE VALUE OF
THE SUBJECTMOTOR VEHICLE OR'STATED'CLAIM FOR EACH VIOLATION.

gnatura of Patient);

9, }/]//O/O‘T’,C

( {Pate of signature)

/.

(Address:of Patlent):
o . . + I ST
DYNAMIC MOBILE XRAY SERVICES 7\ . :
{Print name of Provider) (_{¥lgnature of Rrbvide;}:"é
oz J il

3412 BLUESTONE LANE

{Date:of signatire)

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:

| 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 — Date:i SZ"’ l 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 point |
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 pelyvi be hazardous to an unborn child.
Signed: L'-— ; Date: DZ ~/ / "26\




(01274)-PAULINO ANGEL A

Date of Birth - 12/14/1990 Sex - Male  Marital Status - Single

Address: 268 REYNOLDS AVE, The Bronx,NY,10465
Phone #: (917) 744-6734

Soctal Securitys - 070-78-4577

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

Date of Accident - 12/7/2025
Time/Place Accident -
Date of Visit -

Insurance Company : GEICO General Insurance Co.
Address:

Phor'{e: Fax:

Claimi# - 0607434470101022
Claim Address - GEIGO NY PIP
PO Box 9506
Fredericksburg, VA 22403-9506
NF-2 - Yes Sending Date - 01/05/2026
Policy Effective Date -
Policyif -
Policy holder -
WCB# -
Carrier case # -

To Attorney - SANDERS LAW  Firm Name - SANDERS LAW
Attorney Address - 1019 AVE P SUITE 201 BROOKLYN, NY 11223
Attorney Phone - 718-874-8869 Fax - 718-928-6886

Contact Person -

Other Insurance -
Medicare -




OAK STREET MEDICAL, PC

! 0 1955 SOUTHERN BLVD 2ND FL, BRONX, NY 104560
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM
itia] Evaluation / Follow-Up

Patient's Name: FZ:\U\ Yaler DQT\O\ lol
Dateof Birth: | -/ 14/ [ (49O VY
Date of Accident: _. %)’/ 5)'7 ! 20 25

Date of Service: b J (/ ! 0o ;/ 8@9(:&

The patient state

PRESENT COMPLAINTS:
The patientisa__ 35 years-ol female who presented in my office with following
complaints: ‘

eclc pain,
vtﬁ:erl Lowég back pain.
Shoulders pain (Right / Left / Both)
Knee pain (Right / Left / Both)
Elbow pain (Right / Left/ Both)

\A%kle pain (Right / Left / Both
y other H B

)
7

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 histery is non-contributory.

SOCIAL ANB-PERSONAL HISTORY:
Allergies: m 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.

Extraccular movements were full in ali fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: y
Appearance -Good, Patient is cooperative, Height: 5- 9 , Weight: / 63 Lbs.,

HEENT: Nommal
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 QCCURRING ON AND AFTER 3/1/02)

Claim Number:
1, /‘l vig Q/l ’p mvf he »{"Assignor”} hereby assignto DYNAMIC MOBILE XRAY SVCS , ("Assignee")
- (Print atient's name). (Print hospital orhealth care provider name)
all rights: priviteges and remedies to payment for health care services provided by assignee to which 1 am
entitled under Article 51 (the No-Fault statuie} of the Insurance Law.

The Ass:gnee herehy certifies that they have not received.any payment from or on behalf.of. the Assignorand
shall not pursue payment.directly from the. Asslgnor far services provided by said; JAssignee for injuries sustained

dife-ta the mutnwehicle accident which. occtrredon |7- (57~ yA. . notw:mstanding_ any-other agreement
Print accidert date’ . '

ta.the contrary.

This agreement:may be revoked by the-assignee. when benefits ara not payahls based upon:the assignor’s lack
of coverage and/or vio]ation ofa policy condition.dueto the actions or-conduct of the assignar.

ANY PERSON WHO KNOWINGLY AND WiTH INTENT TO DEFRAUD ANY INSURANCE COMPANY-OR.QTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE CR A STATEMENT COF CLAIM FOR:-ANY COMMERCIAL OR
PERSONAL INSURANCE: BENEFITS GONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION coucsmms 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-ANCTHER 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 SRIME, AND:
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED. FIVE THOUSAND' DOLLARS: AND THE VALUE OF

THE SUBJECTMOTOR' VEHICLE ORSTATED'CLAIM FOR EACH VIOLATION.

A% [ Pl por

int niame of Patient] {Sighatire'of Patient),

768 ﬁe};m/o/; /{/m @}/][/q/o-v,é
Grony MV [OHEE

" {Address.of Patient):

{  (Date of slynature)

DYNAMIC MOBILE XRAY SERVICES
{Print name of Provider)

(%gnatura of Provlder)

'7/
3412 BLUESTONE LANE O %( (!l J 2°

{Date: of signature)

EAST STROUDSBURG PA 18301
{Addressof 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

Payent Consent To X-Ray:

| hereby autﬁorize 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 furthﬁm%ze.
Signed: Date: O~/ -z2oa2g

Consent To X-Ray:
A Minor 1 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 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 o an unhorn child.

Signed: Date:




(01275)-PAULINO AMANDA M

Date of Birth - 8/6/1992 Sex - Female Marital Status - Single

Address: 268 REYNOLDS AVE,The Bronx,NY,10465
Phone #: (917) 558-7040

Social Security# - 066-84-5319

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

Date of Accident - 12/7/2025
Time/Place Accident -

Date of Visit -

Condition Related to : Auto Accident

Insurance Company : GEICO General Insurance Co.
Address:

F’hor’l’e: Fax:

Claim# - 0607434470101022
Claim Address - GEICO NY PIP
PO Box 9506
Fredericksburg, VA 22403-9506
NF-2 -Yes Sending Date - 01/05/2026
Policy Effective Date -
Policy# -
Policy holder -
WCB# -
Carrier case # -

Attorney - SANDERS LAW  Firm Name - SANDERS LAW
Attorney Address - 1019 AVE P SUITE 201 BROOKLYN, NY 11223

Attorney Phone - 718-874-8869 Fax - 718-928-6886
Caontact Person -

Other Insurance -
Medicare -




| —

OAK STREET M EDICAL, PC

Ny
1955 SOUTHERN BLVD 2ND FL, BRONX, NY 10450
Office #: 917-451-1447

OAKSTREETMED@GMAIL.COM

/ Follow-Up

Patient's Name: Q}U\’\HO; Pmado.

Date of Birth: ‘ 0@ /?OQQ
Date of Accident: {2 / (‘)‘-’7’ 20O 9’5
Date of Service: __ )/, // Oz [ ! 20926

nt states that ée/she waC in M related accident and was a
passenger (front/rear)
After the accident he went to \W hospital / Urgent
Due to the accident the patient is working / not working in regular job,

e ——

PRESENT COM§ St
}f?ﬁmr isa years-old- male ho presented in my office with following
ec

contplaints:

=2
/ Lowensdck pai

houlders pain (Right( Lef)/ Both)
Knee pain (Right / Left7 Both)
Elbow pain (Right / Left/ Both)
Ankle pain (Right/ Left / Both)
Any other

PREVIOUS HISTORY: There is no significant past medical histo

suzgery. The patient deni iction and alcoholism,

ty of MVA orany maj_og_

FAMILY HISTORY:

Family history is non-contributory.

SOCIAL RSONAL HISTORY:

Allergies: known 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.
Extraocular movements were full in all fields gaze with no nystagmus apparent,

GENERAL EXAMINATION: 4
Appearance -Good, Patient is cooperative, Height: 5-C Weight: 200 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 NG-FAULT INSURANCE LAW
e ASS]GNMENT OF BENEFITS FORM
(FOR ACCIDENTS QCCURRING. ON AND AFTER 3/1/02)
Clatm Number:

L, +{"Assignor”} hereby assignto DYNAMIC MOBILE XRAY SVCS | (“Assignee")
{Print patient’s name}- {Print hospital orheaith care provider name)

all rights-privileges and, remedies to payment for health care services provided by ass]gnee to which1am

entitled under Atticle 51 (the No-Fauilt statute) of the, Insurance Law. .

The Assignee hereby-certifies that they have notracelved:any payment from.or on behalf of the Assignorand

shall not pursue payment.directly from. tiie. Assignor for sarvices provided by said; [Agsignee. for injuries sustained

dite: to the motor Vehicle accidént which ocetirrad on ¥ riot w:thstandmg any othey agresment
{Print accident date)

fo.the contrary.

Thils agreement.may, be.tévoked by the-assignee when benefits are not payabie based uponlthe assignor'slack
of coverage. andfor violatton ofa pollcy condition due to’ the acticns or-conduct of the, assignor:

ANY PERSON WHO. KNOWINGLY AND WiTH INTENT TO DEFRAUD ANY INSURANCE COMPANY:OR.OTHER PERSON
FILES AN: APPLICATION FOR :COMMERGCIAL 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 APPLIGATION. OR. GLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS'OR CONSPIRES WITH-ANOTHER TO MAKEA FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR-
CONVERSION OF ANY MOTOR "VEHICLE. TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES QR AN INSURANCE COMPANY, COMMITS A: FRAUDULENT INSURANGCE ACT; WHICH IS A CRIME, AND:
SHALL ALSO BE SUBJECT TO A CML PENALTY NOT TO EXCEED-FIVE THOUSAND 'DOLLARS: AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR'STATED'CLAIM FOR EACH VIOLATION.

ﬁm\ ll.h,d,a ?cw,l'm 9

(Prinf name of Patient) _(Sighaiﬂr‘e of Patient):
08 Resgnolds Ave 05/ yfnoL
B M (oypf

(Address of Patient]:

( {Date of signature)

DYNAMIC MOBILE XRAY SERVICES M\ _ )
(Print nianie of Provider) (_{Rfgnatare of Provider)

oﬂ”JVﬁ}é

{Date: of signature}

3412 BLUESTONE LANE

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:

1 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

2l [oe

would further complicate.

Signed: Date:

- /"'

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 minot. 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: 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.

Signed: %,p Date: ol / { / >+

- s




