3/17/2025 LIST OF SELECTED PATIENTS

A I e m

Name: ADORARE, CAIRO Phone: 917-808-0680
Address : 1317 HICKS STREET BRONX, NY 10469 Active

D.O.A.:  3/14/202 Place Of Accident : N/A

SSN: 435-59-3039 DOB: 9/27/1985 Marital Status: U  Policy Holder: NO

Policy Holder N/A,N/A Address: N/A

Ins.Company: GEICO . Phone : 888-841-3000
Ins. Address: P.O. BOX 9507, FREDERICKSBURG, VA 22403
Policy Number:N/A Claim Number : N/A

Adjuster Info: N/A




Report: ADORARE, GAIRO - MRN-ID: 20250317003 - Dynamic Mobile Xray Services LLGC - EXAM DATE: 2025-03-17 - CLINICIAN: AMANZE, STELLA . PA

DYNAMIC MOBILE XRAY SERVICES LLC
3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays @ gmail.com
Radiology Interpretation

PATIENT NAME: CAIRO ADORARE

DATE OF BIRTH: 09/27/1985

ID/MRN: 20250317003

CLINICIAN: AMANZE, STELLA . PA

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 03/17/2025

HISTORY: S02.92XA-CLOSED FRACTURE OF OTHER FACIAL BONES.

FACIAL BONES X-RAY 3V:

Comparison: None
FINDINGS:

Multiple views of the skull/face demonstrate no overt fracture or dislocation. The nasal septum is midline. The scft tissues are

unremarkable.
If there is further concern, a CT face/head may be performed for complete assessment.

IMPRESSION:

No acute fracture or dislocation of the skull/face.

Electronically Signed By: Dr. Lan Vu M.D. 03/29/2025 1:25:06 EDT

Tech: Dynamic Mobile Xray Services LLC

This transmission is proprietary, privileged and confidential. It is intended to be communication only for the use of
the addressee; access to this message by anyone else is unauthorized. If you are not the intended recipient and have
received this communication in error, please notify us immediately at (201) 952-6420. Any other action taken,

including but not limited to the disclosure, copying or distribution of this communication is prohibited by 1
ID: EC28517472-20250330191806-67e9df3e6c¢2fc
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Phone: (570)243-1888

Fax: 570-209-5771

\ .
Email: dynamicmobilexrays@gmall.com

website: dyna mlgmobnexraj/.com
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PATIENT ADDRESS or FACILITY NAME ROQM # —
cITY STATE 4 | = R — PHONE
PRIMARY INSURANCE NAME INSURANCE ID #
SECONDARY INSURANCE NAME INSURANCE ID #
CHEST AND ABDOMEN UPPER EXTREMITIES UPPER EXTREMITIES .
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1 Abdominal Flat 8 Uprignt 2 View CIHIP AP/ LAT { ... 73501
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71 Ribs 2 View e R) ... O Knee 73562
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[1 Ribs BILATERAL + PAChest 4 View .....c...... O Wrist 3 View . O Ankle . 73810

[0 Hand 3 View. ... “ O Foot3 73630
R Ted . . P -

3 O Fingers 2 View .ceveeee [ Heel 2 View 73650
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Vascular Studies ( Rule out DVT) Pelvic Breast
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Head and Neck drink at least 6 Hours prior ro exam
Lbdomen N 3
{1 Complete Abdorainal *....oevieesenne 76770 g ” K Soft tissue.. L - P elvic Ultrasounds require the patient ta have & full
01 40RTA/ AAA. .. %08 CIRCarolid Duplex Doppier oo urinary plader
C Renal ......... 76770 :
(3 Blagder™ .. s 76857 Reason for study:




.,
o

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

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

Claim Number:
/" ‘ S
1, Qre J& IIPY’E. . Assignor) hereby assign to DYNAMIC MOBILE XRAY SVCS, , ("Assignee”)
ks (Print patienf’s name) {Print hospital or health care provider name)

ali 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 received any paynient from or on behalf of the Assignor and|

shall not purstie payment directly from the Assignor for services provided by said Assignee for injuries susta‘ined

due to the motor vehicle accident which eccurred on , hot withstanding any other agreeiment
{Print accident date)

to the contrary.

This agreement may be revoked by the assignee when benefiis are not payable based upon the assignor's lac
of coverage and/or violetion of 2 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 ASSIST;S, ABETS,
SOLICITS OR CONSPIRES WITH ANCTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE 7O A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OjF 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 VYEHICLE OR STATED CLAIM FOR EACH VIOLATION.
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{Print name o1 & atient)

Signatuye of Patieny)
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{Address of Patient)

DYNAMIC MOBILE XRAY SERVICES
(Print name or Brovider}

(Sigrig el of Providefy -

3412 BLUESTONE LANE Z 4
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pParent Consent To X-Ray:

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

X-Ray Consent Form

| 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 fufthey complic

VE Signeq:

)

He03 (7, 225"

Consent Te X-Ray:

A Minor | am @ parent or jegal guardian of _
who is a minor,

vears 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 |

knéw of no other conditicn which the taking of x-rays would further complicate.

Signed: '

- . D a te :

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 thg pelyfs, can be hazardous to an unborn child.

ULSigned: (
N
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