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04/07/2025
(01070)-Metaliag Agim

| Date of Birth - 11/20/1965 Sex-Male Marital Status - Married

Address: 274 Mile Square RD,Yonkers,NY, 10701
Phone #. {(917) 742-5148

Social Security# - - -4255

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

Date of Accident - 02/20/2025
Time/Place Accident - ccp W/B N Columbus / ccp W/B N Columbus
Pclicy Report - Yes

— Dgte of Visii- 031372025
Condition Related to : Auto Accident

Insurance Company : Farmers insurance
Address:

Phor'{e: Fax:

Claim# - 5035369292-1

NF-2 - Yes Sending Date - 03/17/2025
Policy Effective Date -

Policy# -

Policy hoider -

WCB# -

Carrier case # -

QOther Insurance -

Medicare -




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

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

L , ("Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
(Print patient's name) (Print 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 cerfifies 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 injuties sustained
due to the motor vehicle accident which occurred on , hot 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 palicy 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 ANGTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TCQ 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.

ieee Jid b m%@

x {Print name of Patient} ~ K (Signature pf P’atient}/’
* ~ ¥{Date pf signature)
- V4
(Address of Patient}
~ /

DYNAMIC MOBILE XRAY SERVICES / )// ‘\l
{(Print name of Provider) @gﬁamre of Provider} —

3412 BLUESTONE LANE L'L /Z/O \Z"‘—J

/ (Date of signature)

EAST STROUDSBURG PA 18301
(Address of Provider) 1
|

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

Parent 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

uld further complicate. / / —
gned: %&’L\M/I ﬁ't/zlbf//d& /\ ate: ‘L{L 7— 7._)

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, pa rticularly those

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

Signed: . Date:




-+
-

Phone: (570)243-1888
Fax: 570-209-5771

& ) o . .
Email: dynamiciiobilgxrays@gmail.com
webhsite: dynamicmobilexray.com
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4112125, 3:20 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: METALIUAG AGIM

DATE OF BIRTH: 11/20/1965

ID/MRN: MA112085

CLINICIAN: DR. ROCK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER, M25.562-PAIN IN LEFT KNEE

SIGNIFICANT FINDINGS

LEFT SHOULDER X-Ray Complete 2 or more views!:

Technique: Left Shoulder, 2 iews

Comparison: None.

Findings: There is no radiographic evidence of acute fracture or dislocation. The humeral head and neck as well as clavicle
and scapula are intact. Visualized lung parenchyma is clear. The bony mineralization is mildly decreased. Moderate
narrowing of gleno-humeral joint space and AC joints.

IMPRESSION:

1. No definite radiographic evidence of acute fracture or dislocation. If there are persistent symptoms, follow up x
ray or CT may be obtained as clinically warranted.

2. Mild degree of osteopenia.

3. Moderate osteoarthritis.

LEFT KNEE X-Ray - 1-2 view:

Technique: Leit knee, 2 views

Comparison: None.

Findings: There is evidence of total knee replacement with intact femoral and tibial components in anatomic alignment. There
. is no radiographic evidence of acute fracture or dislocation. There is no radiographic evidence of loosening or patticle disease.

The bony mineralization is mildly decreased. There is no joint effusion.

IMPRESSION:

1. Total knee replacement with intact femoral and tibial components in anatomic alignment. If there are persistent
symptoms, follow up x ray may be obtained as clinically warranted.

2. No radiographic evidence of acute fracture or dislocation.

3. No radiographic evidence of loosening or particle disease.

4. Mild osteopenia demonstrated.

Electronically Signed By: Dr. Naiyer Imam M.D. 04/10/2025 2:15:17 EDT

Tech: Dynamic Mobile Xray Sendces LLC

1712

hitps:#apps-Ibrapidrad.comvclientbatch_reportphp




_ 04/07/2025
{01063)-Diakite Jackie

Date of Birth - 10/25/1967 Sex-Male Marital Status - Single

Address: 4020 Laconia Ave #3D,Bronx,NY,10466
Phane #; (646) 413-9627

Social Security# - -

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

Date of Accident - 02/20/2025
Time/Place Accident - 907L S/B FDR Drive !/  East 71st Street
Policy Report - Yes

Dateof Visit- 0272072025
Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.O. Box 8507
Fredericksburg ,VA,22403
Phaone: (516) 496-5214 Fax: (856) 294-5154

Claim# - 8696834490000001

NF-2 -Yes Sending Date - 03/13/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Other Insurance -

Medicare -




il
-

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

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

1, \ ;Q‘,M{C. Dt&llc'r@ , ("Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)

(Print patient’s name} [Print hospital or higalth care provider name)
all rights privileges and remedies fo payment for health care services provided by assignee to which lam
entitled under Article 51 (the No-Fault statute} of the Insurance Law.

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

shall not pursue payment directly from the Assignor for ices provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on Z 99!'&? , hot withstanding any other agreement
(Pritt acclderit 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 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 ALSC 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.

Dacle Dialit-e ﬂj%{;‘e DigKite

(Print name of Patient) (Signatyre of Patient)
-

Upao |aconia Aw/#ﬁg Lt 'T'—/ -

{Bale of signature)

%\’C A oMMllo y
ot (Alidress of Patient) W
~_
DYNAMIC MOBILE XRAY SERVICES [V 7 ~J
{Print name of Provider) (Sighature of Provider} —
3412 BLUESTONE LANE C,L / z0 e

/ (Date of signature}

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

Parent 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; (_CTQ chio UG Kﬂl"e Date: Ll/—* ';—71 — 2.5

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/ \: SC"\CK;&- DI QK;"J‘Q pate: & 3 —

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 unborn child.

Signed:/[ d Gck l‘ < D Lo Kfc‘)L‘L‘L Date:




* -— -

DY N A M E @ Phone: (5'70)21;3-1888 Email: d‘:j}namic“_r‘"nmgbilixrays@grhail.corn

MORILE XRAY SERVICES LL¢ | Fax:570-209-5771 website: dynamicmobilexray.com

STATO | :
DOB. ___ - ss#___ I ALE CIFEMALE

PATIENT ADDRESS or FACIL]TY NAME ROOM #
CITY - . STATE ZIP PHONE
"PRIMARY INSURANCE NAME __: INSURANCE ID # =
SECONDARY INSURANCE NAME . INSURANCE ID # -
"—'r'a:,\,zu S
¥ . . . o
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4112725, 3:29 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
{(201) 952-6420
dynamicmcbilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: DIAKE JACKIE

DATE OF BIRTH: 10/25/1967

ID/MRN: DJ102567

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER, M25.562-PAIN IN LEFT KNEE

LEFT SHOULDER X-Ray Complete 2 or more views:

LEFT SHOULDER: The bones and joints of the left shoulder appear normal. There is no evidence of fracture, dislocation or
separation. There are no soft tissue calcifications

IMPRESSION:

Negative left shoulder.

LEFT KNEE X-Ray - 1-2 view:
Evidence of previous fracture deformity distal femur noted. No acute bony abnormalities noted. Soft tissues unremarkable.
IMPRESSION:

Evidence of previous fracture deformity distal femur noted. No acute bony abnormalities noted.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:55:45 EDT

Tech: Dynamic Mobile Xray Senices LLC

hitps://apps-Ibrapldrad.comvclient/batch_report.php iz




0416712625
(01072)-Douglas Tracey M.

Date of Birth - 08/16/1873 Sex-Male Marital Status - Single

Address: 342 Tecumseh Avenue,Mount Vernon,NY, 10553
Phone #: (917) 592-1580

Social Security# - - -8913

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

Date of Accident - 03/05/2025
Time/Place Accident - East Gun Hill Rd / Jerome Avenue
Policy Report - Yes

Dateof Visit-03724/2025
Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.O. Box 9507
Fredericksburg ,\VA,22403
Phone; (516) 496-5214 Fax; (858) 294-5154

Claim# - 0110352980101223

NF-2 -Yes Sending Date - 04/01/2025
Policy Effective Date -

Paolicy# - 0104689807

Policy holder - Fedak John M

WCB## -

Carrier case # -

Other Insurance -

Medicare -




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

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

Clalm Number:
|,_\— Mo Celf Da.}«j\ CAS, ("Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
{Print patiént's namis} {Print hospital or health care provider name)

all rights privilages and remedies to payment for health care services provided by assignee to which [ am
entitied under Article 51 (the No-Fauit statute} of the Insurance Law.

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

shall not pursue payment directly from the Assignor for sefvices provided by said Assignee for injuries sustained

due to the motor vehlicle accident which occurred on 3/:’5 f Q-j , ot withstanding any other agreement
{Pfint dccident date)

to the contrary. N

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 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 SUGH 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.

Tracesf Dorhes

{Print name of Patient) ignature of Patient)

3&{9 TQQ)MS'E/L\ B A/ Ll}"} 7 -)’Ll?[;ale of signature)
Mootk U6 o N}_f? {05S3

: ) /
(Address of Patient)
Y
DYNAMIC MOBILE XRAY SERVICES / A ~
{Print name of Provider) ZS/igﬁature of Provider} —
3412 BLUESTONE LANE C,L / z0 T2

/ {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

Parent Cansent To X-Ray:

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

Signedﬁr ﬁﬂl}m/’/‘/ ate: Ll} 1 7/ 25

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 Preghancy

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 ani Unbom chila.

Signed: Date:
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412125, 3:29 PFM Report 2025-04-07 -~ 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: DOUGLAS TRACEY

DATE OF BIRTH: 08/16/1973

ID/MRN: DT081673

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 04/07/2025

HISTORY: M25.511-PAIN IN RIGHT SHOULDER, M25.561-PAIN IN RIGHT KNEE

RIGHT SHOULDER X-Ray Complete 2 or more views:

RIGHT SHOULDER: The bones and joints of the right shoulder appear nomal. There is no evidence of fracture, dislocation or
separation. There are no soft tissue calcifications

IMPRESSION:

Negative right shoulder.

RIGHT KNEE X-Ray - 1-2 view:
RIGHT KNEE: There is no evidence of bone or joint pathology. There are no signs of fracture or Dislocation.
IMPRESSION:

Negative right knee.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:55:10 EDT

Tech: Dynamic Mobile Xray Senices LLC

kitps:fapps-Ib.rapidrad.comiclient/batch_report.php 1212




04/07/2025
{01026)-Cummins Jermaine H.

Address; 86 Hamilton Avenue #4B,Yonkers,NY, 10705
Phone #: (914) 770-0330

Social Security# - ~ ~7981

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

Date of Accident - 12/14/2024
Time/Place Accident - CCP EB-Gramatan / Gramatan Avenue
Policy Report - Yes

Date of Birth - 07/22/1984 Sex-Male Marital Status - Single

(Mount Vernon)

ate of Visit- 1212312024
Condition Related to : Auto Accident

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

Claim# - 0510582350101092

NF-2 -Yes Sending Date - 01/09/2025
Policy Effective Date -

Policy# -

Palicy holder - Cummins, Jermaine H
WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

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

L, J ermeine (‘f 4 4iW$  ("Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee")
(Print patient's name) {Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to which | am
ntitled under Article 51 (the No-Fault statute) of the Insurance Law.

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

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

due to the motor vehicle accident which occurred on , hot 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 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.

| /

p /) g
UE" MO (Y dinS = lompev /
N (Print name of Patient) // (Signature of Patient)
. Y i
65(15‘ /1‘6} milfor cne APT L/{? ('f /’] a )
(Date of signature)
Yoveers M (070 f

(Address of Patient)

DYNAMIC MOBILE XRAY SERVICES

{Print name of Provider) </[§lgﬁ(ui’e 7rowd7

3412 BLUESTONE LANE

Date of sagna{ur

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

Parent 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.

\
A Signed: Q(/Z'M‘M
f//_\ //

Consent To X-Ray:

A Minor | am a parent or legal guardian of )

who is a minor, years of age. | hereby authorize the performance of diagnostic x-rays of
said minor. The Doctor has requested the x-rays for further diagnostic purposes. At this 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:
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412725, 329 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE

E STROUDSBURG, PA 18301-0000

(201) 952-6420

dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: CUMMINS JERMAINE

DATE OF BIRTH: 07/22/1984

ID/MRN: C.J0722284

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER

LEFT SHOULDER X-Ray Complete 2 or more views:
No fracture subluxation noted. No abhonnal masses or calcifications noted,
IMPRESSION:

No significant abnormalities noted

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:53:47 EDT

Tech: Dynamic Mobile Xray Senices LLC

hitps.//apps-Ib.rapidrad.comclient/batch_report.php

512




04/07/2025
{0107 1)-Chambers Sophia A.

Date of Birth - 03/04/1973 Sex-Female Marital Status - Single

Address: 408 South 4th Avenue,Mount Vernon,NY, 10550
Phone #:. (917) 930-3051

Sacial Security# -

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

Date of Accident - 03/05/2025
Time/Place Accident -

Date of Visit - 03/06/2025

Condition Related to 7Auto Accident

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

Claim# - 0671669330000001

NF-2 -Yes Sending Date - 03/25/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Cther Insurance -

Medicare -




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

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

L &)pl'\f A CUU’M‘OQJB. (“Assignor”) hereby assign to DYNAMIC MOBILE XRAY SVCS , {"Assignee”)
(Print patient's name) Print hospital or health care provider name)

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

entitied under Article 51 (the No-Fault statute) of the Insurance Law.

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

shall not pursue payment directly from the Assignor for sejvices provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurted on 3{ 5 i 5-5 , hot withstanding any other agreement
{Print accident date,

to the contrary. N

This agreement iay be revoked by the assighee when benefits are not payabie based upon the assignar's fack

of coverage andior violation of a policy condition due fo 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 THERETQ, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETE,
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 SUBRJECT MOTOR VEHICLE OR STATED CLAINM FOR EACH VIOLATION.

H0pNA ¢ lvenberss ha

(Print name of Patient) —  (Signature of Patient}

——

Lo el yth Awe 4%(/76/ 7§
Masnd Ueron WY 10sse

/
(Address of Patient)
9
/4
DYNAMIC MOBILE XRAY SERVICES { Vi ~J
{Print name of Provider) gigﬁature of Providet) o—
3412 BLUESTONE LANE : C‘L / Z0 T

/ {Date of signatura)

EAST STROUDSBURG PA 18301
(Address of Provider)

NYS FORM NF-ADB (Rev 1/2004)




DYNAMIC MOBILE XRAY'SERVICE'S 1L.C
3412 BLUESTONE LANE
EAST STROUDSBURG PA 18301
Tel: (570) 243-1888

X-Ray Consent Form

Parent 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: Qﬂmv/é—D\ Date: L{l -‘PI/ 2S5

Consent To X-Ray:

A Minor | am a parent or legal guardian of N

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:
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412126, 320 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE

E STROUDSBURG, PA 18301-0000

{(201) 952-6420

dynamicmabilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: CHAMBER SOPHIA

DATE OF BIRTH: 03/04/1973

ID/MRN: CP030473

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M25.561-PAIN IN RIGHT KNEE

RIGHT KNEE X-Ray - 1-2 view:
No fracture subluxation noted. No abnormal masses or calcifications noted.
IMPRESSION:

No significant abnormalities noted

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:54:23 EDT

Tech: Dynamic Mobile Xray Sendces LLC

hitps:/fapps-Ib.rapidrad.convclient/batch_report.php

1012




I

04/0712025"

{01057)-Freijo Stefania

Date of Birth - 07/24/1984 Sex-Female Marital Status - Married

Address; 1061 East 211th Street,Bronx,NY,10469
Phone #; (845) 313-1924

Social Security# - - -7747

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

Date of Accident - 02/03/2025
Time/FPlace Accident - East Gun Hiill Rd / Bronxwood Avenue
Policy Report - Yes

Dateof Visit— 0271912025
Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geice NY PIP P.O. Box 9507
Fredericksburg ,VA,22403
Phone: (518) 4968-5214 Fax: {856) 294-5154

Claim# - 0413886950101069

NF-2 - Yes Sending Date - 02/25/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

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

L 5‘\'6&'“/\'0\ Ppe} 19 . ("Assignor") herehy assign to DYNAMIC MOBILE XRAY SVCS , {"Assignee”)
{Print patient's name}™ (Print hospital or health care provider name)

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

entitled under Article 51 (the No-Fault statute) of the 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 seryices provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on ;2 !3 Z ‘;LS , not withstanding any other agreement
Print adcident 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 TQ A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH 18 A CRIME, AND
SHALL ALSO BE SUBJECT TC A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLEARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION,

S\ elania Eeey 0 / M%m

{Print name of Patient) (Stgnature \rﬂPdﬁbnt)

(06| FEost auth sk 4/(23{/25 |
7 e of signature
AL Nfo o4

{Address of Patient) - W
/.
~

DYNAMIC MOBILE XRAY SERVICES [V
{Print name of Provider) Sighature of Provider) ~—

3412 BLUESTONE LANE i, / 70 T2 )

/ {Date 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

Parent 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 comgplicate.
Date: 1'7/ /7 / Z3
77 1

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 pe]vis, can be hazaydous to-an unborn child. / /
Signed: &I/L(ﬁ- j Date: /7[[ 71 X




LAY

DY N AM E @ Phone: {5'70)2%3—1888 Email: d??nar%ié}'“n-gbilg;xrays@grﬁaii.corn

MOBILE XRAY SERVICES LLE Fax: 570-209-5771 website: dynamicmobilexray.com’

- -

PP et . LN T .-‘w

S PATIENTINEORMATION:

RET T

STATO . . = s ' / .
NAME E H’O g} Q W%oa ssi  COMALE REMALE

PATIENT ADDRESS or FACIL]TY NAME ROOM #
cImy - . STATE ___ 7P~ PHONE
"PRIMARY INSURANCE NAME __ INSURANCE 1D # - il
SECONDARY INSURANCE NAME . . INSURANCE ID # . !
e
« . o o
CHEST AND ABDOMEN UPPER EXTREM!T]ES UPPER EXTREMITIES -
3 Abdarminat KUB 1View... SO N 1117 ] Glavicle 2 View .ovveeennes [ 3 O i {1 73000 3 HiP BILATERAL 4 ViEW cocevoree . 73520
C1 Abdorminal Flat & Uprlght 2 View.. o 1502 DgcapulaZView . DR L), 73010 CITHIPAF/LAT oo 73501
‘Tl Chest 1View : 71045 ulder 2 View .oewene O{R) ooy | 73030 0 Femur 2 View . 73550
EJ Chest AP/ LAT .ol 71048 Humerus ZView ........... {R] ... B{Li....... 73060 I Knee 1-2 View . 73560
1 Ribs 2 VIEW uvnsseneen T1{R) v [ () PR moo T3 Elbow 3 VIEW weneas. .O§R) ... AL}, 73080 . EI Knee 3 View . 73582
{1 Ribs UNILATERAL + PA Chest 3 View. " Fijinl [ Forearm 2 View L3[R} ... I, 73080 . m Tibla f Fibula 2 View... 73580
TI Ribs BILATERAL + PA Chest & View .oevvrenes TS T 1] [ Wrist 3 View ... eeeee MR oee T L) e 7810 O Ankle 3VIEW .uorrseen 73610
) DI Hand 3 View .cveenes D{R) s O (L).oove 73130 3 Foot 3View s 73630
1 Fingers 2 VIew ..ueem LR ... TR, 73140 [ Heel 2 VIew .. 73660
HEAD AND NECK ) ' ; [ Toes 2 View ... 73660
[ Skuli - 70250
£l Faclal Bnness\ﬂqw ................................... 70150 SPINE AND PELVIS Other :
LI Orblts 4 View 70200 O Corvical Spine AP/ LAT v veenrseensfenssiane 72040 ’
+ B2 Nasal Bones 3 VIeW ciemmnrsnmrrnsiesiens 70180 . 3 Thoraclc Spine 3 View 72072
G Mandible | .coein LR} I {LYwrnnne 70139 OLumbar Spine 2-3 View poeeng 12100
[ SINUSES comverie it bt sseranads . ; 78230 3 Pelvis 1-2 View . 72170
] Sacrum Coceyx — 72220
Reason for study:
_ &
Vascular Studles( Rule out DVT ) Pelvic Breast
I Venous Uppsr (Bltat) v [RY L) 93?:‘79!93971 3 Pelvic™* - 76858 [ Breast (Eitat).. H (R} ... T {L).o...., 7684277664
C? Venous Lower ({Bllat} v  {R) «ee  {L).... 9357043287 3 Peivic Noa-0B** 76855 Gther
0 Arterlal Upper (Bllat] . {R) 2 {Ll.... 93830/3203} 3 Testicular £ SCrOtUMmmeerrsirensesssssssssasarsenns 18840
B3 Arterlal Lower (Bfiat} v (R {Lhoues. 83625/93326 O Sefi Tissue Groin 78852 ' . - - . w
7 Astarial with Ankle—B'ach fal Ind ex[ABI}... 93822 .__*Ahdominal Ultrasounds reguire patlent not eat or
Head and Neck : . drink at least 6 Hours prior ro exaii
Abdomen . 3 Thyroid . 768538 - Fal;ﬁlc Ultrasounds require the patient to have a full
Bl v TR NG T G ———— . 78770 O Neck Soft tlssue 76538 urinary bladder.
1 ADRTA/AAA coten, 76708 [ RCarotid Duplex Doppler ......-e-u..- S 83880 .
[3 Renal : e+ 6770 - . .
E] Bladder ™ ~qermens 7685 far study:

. §3228 O Echocardiograim v 835308 3 Pacemaker checls ........ 83283




AN2/25, 329 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays @gmail.com

Radiology Interpretation

PATIENT NAME: FRENO STEFANIA

DATE OF BIRTH: 07/27/1984

ID/MRN: FS072484

CLINICIAN: DR. ROCK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER

LEFT SHOULDER X-Ray Complete 2 or more views:

LEFT SHOULDER: The bones and joints of the [eft shoulder appear normal. There is no evidence of fracture, dislocation or
separation. There are no soft tissue calcifications

IMPRESSION:

Negative left shoulder.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:54:34 EDT

Tech: Dynamic Mobile Xray Senices LLC

M2

htips /fapps-Ib.rapidrad.convclientbatch_report.php




, 04/07/2025
(01048)-Espinosa Katerin -

Date of Birth - 07/04/1992 Sex - Female Marital Status - Single

Address: 1535 Undercliff Avenue #17,Bronx,NY, 10453
Phone #: (917) 345-6504

Social Security# - - -1323

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

Date of Accident - 02/02/2025
TimefPlace Accident - Sedgwick and Diplo Place / Major Degan Exit
Pclicy Report - Yes

Date of Visit=—02/04/2025
Condition Related to : Auto Accident

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

Claim# - 8806760830000001

NF-2 - Yes Sending Date - 02/25/2025
Policy Effective Date -

Policy# - 6155830935

Policy holder - Esinosa Gabino K
WCBH# -

Carrier case # -

Other Insurance -

Medicare -




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

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

Clalm Number:
1 Ka\y\m E.Sp 1N OS¢4"Assignor™) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee”)
{Print patient's nathe} {Print hospital or health care provider name)

all rights privilages and remedies to payment for health care services provided by assignee to which | 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

shall not pursue payment directly from the Assignor for serviceg provided by said Assignee for injuries sustained
due ta the motor vehicle accident which occurred on jr Q—f 55 , not withstanding any other agreement
(Priht adcident 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 2 policy condition due fo 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.

K&\,e,m\/l ESiﬂ MO S& 7C

{Print name of Patient)

o
{Signafure of Patient} /

1535 Urdeaclte AN L
B\L M\'ft 0SS ) L [ anﬁtg/naure) w

{AdGress of Patient)
AL

DYNAMIC MOBILE XRAY SERVICES / Vi ~~
{Print name of Provider) Sigpature of Provider) —
3412 BLUESTONE LANE C,L /DO o)

/ {Date of signafure)

EAST STROUDSBURG PA 18301
(Address af 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

Parent Consent To X-Ray:

i hereb{r 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: ﬁ@ﬂ ! f?’;gmm ) Date: %/ 72/ >

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, pa rticularly those

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

Signed: M////L éﬁ%&%—’ Date:
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DY N A M E C Phone: {570)21;34888 Email: dﬁfmar;ﬁicffﬁ“gbilﬁxrays@grﬁaii.com

MOBILE XRAY SERVICES LLe¢ | Fax: 570-209-5771 website: dynamicmobilexray.com

R T T N SO OIS
Pl o vt} — s

f U jiOBiE EXAMGRDEREORI

TR PO, v

i — - - .
NAME &= Qe S ;\’MT'D%E____ st [IMALE OIFEMALE
PATIENT ADDRESS or FACILITY NAME ! | ROOM #
cITY _ : STATE ziP - PHONE
'PRIMARY INSURANCE NAME ._: INSURANCE ID # e
SECONDARY INSURANCE NAME - . INSURANCE ID # : -

CHEST AND ABBOMEN UPPER EXTREMITIES UPPER EXTREMITIES -
11 Abdominal KUB 1Viaw...., : y MR A 173 11 Clavicle Z View ... BIR} . OiL)en. 73000 Y HIP BILATERAL & VIEW woueee . 73520
3 Abdominal Flat & Upright 2 View.... 7502 Scapula 2 View .. THR) e L e 73010 CTHIPAPLAT it T {Rbee Bl e 73500
[ Chest 1 View : 71065 aulder 2 View ... G{R} v L 73030 O Femur 2 View oo R} e DL etsere - 73550
B Chest AP fLAT civinuenns 71048 ) Humerus 2 View .O{R) ..... |1 — 73060 El Knee 12 View . 73560
3 Ribs 2 View oeveemmpeeress LIR voese E 0L evvssssennns Tiig O Elbow 3 VIewW v R e W e 73080 - IR UL AT T — . 73862
1 Ribs UNILATERAL +PA Chest 3 View. w101 3 Forearm 2 View S 1) S ] (N R 73080 [ Tibia/ Fibula 2 View ...EI(R]....:D(LI ........ . 73580
T Ribs BILATERAL + A Chest & View: ... 7 I Wrist3VIEW conserssnserens THRE voree T {LY e 7ane " O Ankla 3ViEW .oernern IO () O {1 O 73810
. O3 Hand 3 View ... LO{R} ... OfL)....... 73130 H Foot 3 View ... . .U{R} ..... D}L} 7BE30
; i Fingers 2VIew ..ocovemie TERY v TN vonenne 73140 O Hes!2View .. {RL...O{L) ccverrene 73650
HEAD AND NECK : . [ (YR T — O{R}....O(L}........ T3EE0
03 Skull . ; 70250 ) '
£ Faclal BOMes 3 VIBW wemrmmrmsrsssssuserssnres 70150 SPINE AND PELVIS Other:
£ Drbits 4 View 73200 [ Cervical Spine AP/LAI................ T204G .
« [ Nasal Bones 3 VIEW wew s sscesasoeisene G180 _g‘i_’buracic Spine 3 View.. 726872
[ Mandible .. zueeee B3 {Rb e B (L} ananee 70158 ‘Lumbar.Spine 2-3 View wneeenny 12HGY
[ SINUSES coesermeitilidi e : EA0 L3 Palvis 1-2 View . 72178
] Sacium Cacoyx : 5 72220
Reason for study: . ’%5"1
&
Vascular Studies ( Rule out DVT) Pelvic Breast
€1 Venods Upper (Blat) s {R) oo (LY. 23870/83871 I3 Pelvic™* ‘e 7BBEB O3 Breast (Blat)..... I {R} ... B{L}unnne, 76642/7664]
1 Venous Lowzr(Bllat] ... {R}... (L. S3570/83871 {3 Peivic Non-0OB ** 75855 Other
3 Arterial Upper (Bllat) ... {R}... [L).... 9383@/8293) 3 Testicular/ Scrotum 76870
O Arterial Lower (Blat) o' {R) e {Lhousns 93925/93528 B Saft Tlssue Graln 76682 ' . - - -
0 Avterial with Ankle-Brachial Index{ABI}..... 83927 ., *Abdorminal Ultrasounds require patient riot eat or
. . Head and Neck . drink at least EHolwrs prior ra exam
Abdome-n ) 1 Thyroid . 76538 hid Psl.vlc Ultrasounds require the patfent to have a full
£ Complete Abdominal *..movmessisssaninens, . 76770 O Neck Saft tissue..rmens S 76536 urinary badder.
T AQRTAJ AAA wuuvtin 76708 1 RCarotid DUgleX DOpISt «veweecemeersmssiciarerenes 93880 . .
LI Renal : e+ 78770 ! . "
SR 78857 Reason for study:
e 93228 [ Echocardiogram ....e...... 83308 O Pecemaker chacls ........ 33293

NPI # &@Eé_/‘ggxk #
Aoberi £2O2K




4112125, 3:29 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
{201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: ESPINOSA KATERIN

DATE OF BIRTH: 09/09/1978

{D/MRN: W454556565

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER, M54.6-PAIN IN THORACIC SPINE.

SPINE THORACIC X-RAY 2 view:

The thoracic vertebra appear of normal height. No fracture noted. No paraspinal soft tissue mass noted. Neural foramina
appear patent,

IMPRESSION:

No significant abnormalities noted

LEFT SHOULDER X-Ray Complete 2 or more views:

LEFT SHOULDER: The bones and joints of the left shoulder appear normal. There is no evidence of fracture, dislocation or
separation, There are no soft tissue calcifications

IMPRESSION:

Negative left shoulder.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:56:29 EDT

Tech: Dynamic Mobile Xray Senices LLC

hitps:/fapps-1b.rapidrad,comvclientbatch report.php 612
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04/07/2025
(01064)-Clark Ayana

Date of Birth - 06/30/1978 Sex-Female Marital Status - Single

Address: 1575 Odell St#9H,Bronx,NY,10462
Phone #:; (917) 667-1716

Social Security# -

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

Date of Accident - 03/02/2025
Time/Place Accident - 95i W/B Cross Bronx Expy / 100 Feet E/O Arthur Ave Overpass
Policy Report - Yes

—Pate-of Visit=03/05/2025
Condition Related fo : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.O. Box 9507
Fredericksburg ,VA,22403
Phone: (518) 496-5214 Fax: (B56) 294-5154

Claim# - 8790156860000003

NF-2 - Yes Sending Date - 03/25/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)
t_:lalm Numbes:

1 A\Iaf\(}\ (‘/\W\/\ \ ("Asé-,gnor") hereby assign to DY NAMIC MOBILE XRAY SVCS , {("Assignee™)
{Print patient’s name) - - {Print hospital or health care provider name)

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

entitied under Articie 51 {the No-Eault statute) of the Insurance Law.

— The Assignee hereby cerfifies that they have not received any payment from ot on behalf of the Assignor and
shall not pursue payment directly from the Assignor for sefvices provided by said Assignes for injuries sustained
due to the motor vehicle accident which occurred on _-3! Q.'Z 25 , ot withstanding any other agreement
- Prnt adcident date
to the contrary. ;
This agreement may be revoked by the assignee wheh benefits are not payable hased 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 CLAW 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 CLAIWM, 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 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.

[sf orer CleC

(Print name of Patient)

;
15725 allell sHEaH Ly /= S

I (Dale of signature)

Boove Ry (HBA %

{Address b Patient) - : v - 7
. . 4 : d
- P / 4 S
DYNAMIC MOBILE XRAY SERVICES [ 1/~ ~J
{Print name of Provider} Siahature of Provider) —
-
~ 3412 BLUESTONE LANE L[, / -0 o)

/ {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

Parent 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 takigg.uf.)g—rays

would furth tiClFTlFlliC?J1’f“€-\z / / Zz 5
/
Signed: W[ Date: ’l’/ '7{
Vol

Consent To X-Ray:

A Minor | am a parent or legal guardian of s
who is a minor, _____ years of age. | hereby authorize the performance of diagnostic x-rays of
“said minort. The Doctor has requested the x-rays for further diagnostic purposes. At this p/uJ:I
know of ther conditigh/whjci the takmg of x-rays would further \?p cate y

Signed Date:

Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, [ am NOT pregnant. The doctor has
permlssmn o perform drag x rays [ am aware that taking x-rays, partlcular!y those

involving he elvis, canb ha rd s to an unborn child, )
Signed: Date:




A

DV N AM E @ Phone: (570)2-4;3—1888 Email: cfg}nar:niéf“nﬂgbilgxrays@g mail.com

MOBILE XRAY SERVICES LLG Fax: 570-209-5771 website: dynamicmaebilexray.com

7 = " Q.B. : : OMALE OFEMALE

PATIENT ADDRESS or FACILITY NAME ROOM #
CITY _ _ : STATE ZiP - PHONE

' PRIMARY INSURANCE NAME __-_° INSURANCE 1D # o e
SECONDARY INSURANCE NAME .. INSURANCE 1D # -

CHEST ANB ABDGMEN ¥ UPPER EXTREMITIES ) UPPER EXTREMITIES -

T Abdominal KUB 1View " o THEEB 1 Clavicle 2 View .... . l:] {R} ... 0L} 73000 [CIHIP BILATERAL 4 View... venees 73520
] Abdominal Flak & Upright 2 VIEW e 7502 Scagula 2 View R] v O{L)ce.n. 73010 CIHIPAP/LAT ... [R) s Ell.] . T3501
‘T Chest 1 View : 7045 auldar 2 VIew ... . O{L)...... 73030 O Femur2 View .. D(R)-.. L) 73850
EJ Chest AP/LAT .. : . 71048 Humerus 2 View ... A3(R) ... G2 (L).ee. 73080 B Knee 1-2 View . O(R)....2fL} . F3EB0
(3 Ribs ZVieW wvreeirrrnee O R s ELILY e, 71000 23 Eliow 3VIEW commnnernerions CI(R) wiooe O{L) e 73080 - CIKneeFVIEW wornnsd (Rl DL e, 72562
0 Ribs UNILATERAL + PA Chest 3 View ..... . CHIO L1 Farearm 2 VIeW oonsress 53 [R] seee El{LYoerens 73090 _ OTibla/ Floula2 View ... K1{R] .. ~ L) e 73580
T Ribs BILATERAL + PA Chast & Viaw crerenes S T B WirstIView ... LR ... it} 7370 7 Anide 3View .o B{RE el L s 73810
. L Hand3View ... JOUR) v O 7330 V] 4 T — E:R% E{L} ... 78630
O Fingers ZVIeW e LIHRY e DL eee.. 73140 £l Heal 2View veceeevweee (R .. DL}, 73660
HEAD AND NEGK . . ) . . B ToesZVIew v O {RE OiL)cvee... 73660
O Shalt & 70260 : - A
I Faclal BunesEVIa_w F— 70150 SPINE AND PELVIS Other:
O Orhits 4'View 73200 1 Carvical Spine AP/LAT... 72040 '
- [T Nasal Banes 3 View... 7080 . I Thoracic Spine 3 View. 72072
1 Manglbla .. E! (R] El [ {7 S— Fuai] L3t umbar Spine 2-3 View... 72160
[T SINUSES rrrer et . . ) 1 Pelvis 1-2 View " 72170
O Sacrum Cocoyx J = 72270
Reasoa for study: i
“
Vascular Studies ( Rule out DVT ) Pelvic Breast
I Yenous Upper (Bllat] ..... (R (b S3270/33971 L Pelvlc™ nives TEEER 13 Breest{Bilath. CH{R) v EI (L) 7BB42/76E4]
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4/12/25, 3:29 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: CLARK AYANA

DATE OF BIRTH: 06/30/1878

ID/MRN: CAQ83060

CLINICIAN: DR, ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M25.511-PAIN IN RIGHT SHOULDER

RIGHT SHOULDER X-Ray Complete 2 or more views:

RIGHT SHOULDER: The bones and joints of the right shoulder appear normal. There is no evidence of fracture, dislocation or
separation. There are no soft tissue calcifications

IMPRESSION:

Negative right shoulder.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:56:37 EDT

Tech: Dynamic Mobile Xray Senices LLC

htips:#apps-Ib.rapidrad.comvclient/batch_report. php
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04/07/2075
(01050)-Howell Jeannette

Date of Birth - 05/12/1961 Sex-Female Marital Status - Single
e

Address: 85 Highland Avenue #5G,Yonkers,NY,10705
Phane #: (917) 686-5471

Social Security# - - -3052

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

Date of Accident - 02/05/2025
Time/Place Accident -
Date of Visit - 02/10/2025

— _ Condition Related to T Auto Accident

Insurance Company : State Farm Fire & Casualty Co.
Address:

Phor,{e: 800-258-9884 Fax:

Claim# - 5280K 186V

NF-2 -Yes Sending Date - 03/03/2025
Policy Effective Date -

Policy# -

Policy holder -

WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

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

l,jf,@u/\ (\ej‘f‘\' C, M}Kssignor") hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee™)
{Print patient's name} (Print hospital or health care provider name)

all rights privileges and remedies o 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 received any payment from or on behalf of the Assignor and
shall not pursue payment directly from the Assignor for seryice g{o ided by said Assignee for injuries sustained
due to the motor vehicle accident which occurred on jTS 7 jﬂ , hot withstanding any other agreement

(Pririt actident date}
to the confrary.

This agreement may be revoked by the assignee when benefits are not payabie 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 COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETQ, 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 VICLATION.

Jewnnehe  Heowel (Qeunsetle fowe!l

{Print name of Patient) Signature of Patierit)

8 5 l—‘. 1& "\LQMJ 2 U&:‘HZS G LF (t?;loqfs/lg?ature)
Yonbers (0705 k

- - - :
(Address of Patient) W
DYNAMIC MOBILE XRAY SERVICES / V4 ~J
= {Print name of Provider) Sighature of Provider) —
3412 BLUESTONE LANE Cjﬁ / Z0 T

/ (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

Parent 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 1 know of no other condition which the taking of x-rays

ould further complicate.
Signed: W W C><\atle: ?/;/M-Zﬁ/

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, 1 am NOT pregnant. The doctor has
permission to perform diagnostic x-rays. | am aware that taking x-rays, particularly those
?lvmg the pelvis, can be hazardous o an unborn chitd/

W Lowret) te: 6’// ’%/20‘1('
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4112725, 3:29 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: HOWELL JEANETTE

DATE OF BIRTH: 05/12/1961

ID/MRN: HJ051261

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC

DATE OF EXAM: 04/07/2025

HISTORY: M79.621-PAIN IN RIGHT UPPER ARM, M25.571-PAIN IN RIGHT ANKLE AND JOINTS OF RIGHT FOOT

RIGHT HUMERUS X-Ray - 2 view:
Mild degenerative changes noted. Bony infarct humeral head noted. No fracture identified.
IMPRESSION:

Mild degenerative changes noted. Bone infarct humeral head noted. No fracture subluxation noted.

RIGHT ANKLE X-Ray - 2 views:
No fracture subluxation noted. Ankle mortise well maintained. Plantar heel spur noted,
IMPRESSION:

Plantar heel spur noted. Remainder study unremarkable.

Electronically Signed By: Steven Brownstein MD 04/10/2025 9:46:14 EDT

Tech: Dynamic Mobile Xray Senices LLC

hitps:/fapps-Ib.rapidrad.com/client/batch_report.php 412




04/07/2025
(01065)-Obite Kesiena N. -

Date of Birth - 03/27/1982 Sex-Male Marital Status - Married

Address; 2758 Sexton Place #2 Bronx,NY,10469
Phone #: (347) 607-0714

Sacial Security# - - -9212

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

Date of Accident - 02/26/2025
Time/Place Accident - E. Gun Hil Rd / Sexton PL
Policy Report - Yes

Date of Vigit - 03/0512025
Condition Related to : Auto Accident

Insurance Company : HereFord Insurance
Address;

Phoﬁ'e: Fax:

Claim# - 20903649

NF-2 - Yes Sending Date - 03/13/2025
Policy Effective Date -

Policy# - 8555271

Policy holder - Kesiena N. Obhite
WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

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

I WKes: eg (Do massignor™) hereby assign to DYNAMIC MOBILE XRAY SVCS , {"Assignee™)

(Print patient's name} (Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignea to which | am
entitled under Article 51 (the No-Fault statute} of the Insurance Law.

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

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

due to the motor vehicle accident which occurred on Q.i Xo !;1§ , 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 andfor violation of a policy condition due fo the actions or conduct of the assignor.

ANY PERSON WHC 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.

[/QCS\emCx Cocte L @»

(Frint name of Patient) (Signature of PatiePb)’—“

9153 Sefdon pLHF ey

{  ‘(Dalg of signature)
O KSf, 046 9

/ .
{Address of Patient) —
/)
DYNAMIC MOBILE XRAY SERVICES [ 4 ~
{Prinf name of Provider} Bigﬁature of Provider} —
3412 BLUESTONE LANE / z0 e J

/ (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

Parent 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 furtEer complicate. (\/Z / _—
Signed: \ate: Lzll [ Z/S

Consent To X-Ray:

A Minor [ am a parent or legal guardian of ,
who is a minor, years of dge. | hereby autharize 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:
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41225, 329 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmobilexrays@gmail.com

Radiology Interpretation

PATIENT NAME: OBITE KESIENA

DATE OF BIRTH: 03/27/1982

iD/MRN: OB03271982

CLINICIAN: DR, ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M54.6-PAIN IN THORACIC SPINE.

SPINE THORACIC X-RAY 2 view:

Technique: Thoracic spine, 2 views.

Comparison: None,

Findings: There is normal alignment of thoracic spine with no subluxation. There are no compression deformities. The bony
mineralization is normal.

IMPRESSION:
1. Normal alignment of thoracic spine with no subluxation.

2. No compression deformities or fractures demonstrated radiographically. If there is persistent pain, follow up CT
or MRI miay be obtained as clinically warranted.

Electronically Signed By: Dr. Naiyer Imam M.D. 04/10/2025 5:48:48 EDT

Tech: Dynamic Mobile Xray Senices LLC

hitps:/apps-Ib.rapidrad.comclientbatch_report.php 72



04/G7/2025
(01074)-Herrera Lydia S.

Date of Birth - 10/25/1982 Sex -Female Marital Status - Single

Address: 1689 Randall Ave #5D,Bronx,NY,10473
Phone #: (347) 361-7907

Social Security# -~ -8116

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

Date of Accident - 03/18/2025
Time/Place Accident - Sprain Brook Pkwy North / Greenburgh, NY
Policy Report - Yes

Date of Visit-03725/2025
Condition Related to : Auto Accident

Insurance Company : GEICO Indemnity Co.
Address: Geico NY PIP P.O. Box 8507
Fredericksburg ,VA,22403
Phone: (516) 496-5214 Fax: (856) 294-5154

Claim# - 8822658280000002

Policy Adjuster - Gregory Czaplak 516.714.7264
Policy Effective Date -

Policy# - 6172-84-01-64

Policy holder - Herrera Lydia

WCB# -

Carrier case # -

Other Insurance -

Medicare -




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

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

1, L\I & (A L\&r e I‘C;/("Assignor") hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee")

(Print patient's name) (Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to which | am
entitied under Article 51 (the No-Fauit 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 provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on 3’ [ & f lj’ , not withstanding any other agreement
(Prinf'accidént 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 INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SURBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

Lydie Herre ca

(Print name of Patient)

(684 Rl L A5 L 7// (55
LY RS ,

(Address of Patient)

DYNAMIC MOBILE XRAY SERVICES
{Print name of Provider)

3412 BLUESTONE LANE

/ (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

Parent 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 furthéfr complicate. ] /'

sanees_LLYL0 000/ Date: ‘7/1/ %/ =S
/

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:
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DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmchilexrays@gmail.com

Radioclogy Interpretation

PATIENT NAME: HERERA LYDIA

DATE OF BIRTH: 10/25/1989

ID/MRN: HL1025199

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M54.6-PAIN IN THORACIC SFINE,

SPINE THORACIC X-RAY 2 view:

Technigue: Thoracic spine, 2 iews
Comparison: None.
Findings: There is mild dextroscoliosis with no subluxation. (9 degrees Cobb's angle at T8 lewel). There are no compression

deformities. The bony mineralization is normal.
IMPRESSION;
1. Mild dextroscoliosis with no subluxation. (9 degrees Cobb'’s angle at T8 level)

2. No compression deformities or fractures demonstrated radiographically. If there Is persistent pain, follow up CT
or MR! may be obtained as clinically warranted.

Electronically Signed By: Dr. Naiyer Imam M.D. 04/10/2025 5:43:47 EDT ,

Tech: Dynamic Mobile Xray Senices LLC

https:/fapps-Ibrapidrad.convclientbatch_report.php 912




04/07/2025
(01046)-Jagindhrall Kumar

Date of Birth - 02/20/1982 Sex-Male Marital Status - Married

Address: 1826 Yates Avenue,Bronx,NY, 10461
Phane #: (347) 835-9967

Social Security# - - -8647

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

Date of Accident - 01/17/2025
Time/Place Accident - 159 West 48th Street  (Manhaitan)
Policy Report - Yes

Date of Visit-027104/2025
Condition Related to : Auto Accident

Insurance Company : American Transit Insurance Co.
Address:

F’ho;{e: 212-857-8200 Fax

Claim# - 1163314
* NF-2 - Yes Sending Date - 02/04/2025
Policy Effective Date -
Policy# - B501542
Policy holder - Rattan Mohan
WCB# -
Carrier case # -
Other Insurance -
Medicare -




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW

ASSIGNMENT OF BENEFITS FORM

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

Claim Number:

1, ku."'\’»(’\ Tqb] A&‘L‘U\q%signor“) hereby assign to DYNAMIC MOBILE XRAY SVCS , ("Assignee™)

(Print patient's Réme)

(Print hospital or health care provider name)

all rights privileges and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 (the No-Faulit 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 f
due to the motor vehicle accident which occurred on

fo the contrary.

M_7 :
(Print adciderit date)

rovided by said Assignee for injuries sustained
, hot withstanding any other agreement

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 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.
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(Addréss of Patient)

DYNAMIC MOBILE XRAY SERVICES

{Print name of Provider)

3412 BLUESTONE LANE

(Date of s{gnaturf)

EAST STROUDSBURG PA 18301

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

X-Ray Consent Form

Parent 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:

SIEHEd //w-v“--/»( /‘/Brw »-1,//%./5/// Date: ?/'Z{}

P

Consent To X-Ray:

A Minor | am a parent or legal guardian of j

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, pamcularly those

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

Signed: Date:
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412125, 326 PM Report 2025-04-07 - 2025-04-07

DYNAMIC MOBILE XRAY SERVICES LLC

3412 BLUESTONE LANE
E STROUDSBURG, PA 18301-0000
(201) 952-6420
dynamicmaobilexrays@gmail.com

Radiclogy Interpretation

PATIENT NAME: JAGINDHRALL KUMAR

DATE OF BIRTH: 02/20/1982

ID/MRN: JK02201982

CLINICIAN: DR. ROOK, ROBERT

FACILITY: DYNAMIC MOBILE XRAY SERVICES LLC
DATE OF EXAM: 04/07/2025

HISTORY: M25.512-PAIN IN LEFT SHOULDER

LEFT SHOULDER X-Ray Complete 2 or more views:

LEFT SHOULDER: The bones and joints of the [eft shoulder appear normal. There is no evidence of fracture, dislocation or
separation. There are no soft tissue calcifications

IMPRESSION:

Negative left shoulder.

Electronically Signed By: Steven Brownstein MD 04/10/2025 8:47:00 EDT

Tech: Dynamic Mobile Xray Sendces LLC

hi{ps//apps-Ib.rapidrad.com/client/bateh_report.php 812




