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Introduction 

Hemodynamic monitoring measures blood pressure inside the heart, veins, and arteries. It’s 
often done in a hospital for patients with acute heart failure. Implantable hemodynamic 
monitoring devices have been developed for outpatient use. The device measures the pressure 
of the pulmonary artery (which transports blood from the heart to the lungs) and the heart rate. 
The data is transmitted through a computerized system to the patient’s doctor. The goal of the 
device is to try to see the early signs of acute heart failure and prevent hospitalizations. In the 
studies published so far, there is limited data about safety and no demonstration that the 
devices save more lives. There are also unanswered questions about whether these devices 
reduce hospitalization. For these reasons, implantable hemodynamic monitoring devices are 
considered investigational (unproven). 

 

Note:   The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
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Policy Coverage Criteria  

 

Service Investigational 
Cardiac hemodynamic 
monitoring 

In the ambulatory care and outpatient setting, cardiac 
hemodynamic monitoring for the management of heart failure 
using any of the following devices is considered 
investigational: 
• Arterial pressure during the Valsalva maneuver  
• Implantable direct pressure monitoring of the pulmonary artery 

(this includes the implantation of the device, e.g., 
CardioMEMS™ device) 

• Inert gas rebreathing 
• Thoracic bioimpedance 

 

Coding  

 

Code Description 
CPT 
33289 Transcatheter implantation of wireless pulmonary artery pressure sensor for long-term 

hemodynamic monitoring, including deployment and calibration of the sensor, right 
heart catheterization, selective pulmonary catheterization, radiological supervision and 
interpretation, and pulmonary artery angiography, when performed 

93264 Remote monitoring of a wireless pulmonary artery pressure sensor for up to 30 days, 
including at least weekly downloads of pulmonary artery pressure recordings, 
interpretation(s), trend analysis, and report(s) by a physician or other qualified health 
care professional 

93701 Bioimpedance-derived physiologic cardiovascular analysis 

Note:  CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 

Related Information  
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This policy refers only to the use of stand-alone cardiac output measurement devices designed 
for use in ambulatory care and outpatient settings. The use of cardiac hemodynamic monitors or 
intrathoracic fluid monitors that are integrated into other implantable cardiac devices, including 
implantable cardioverter defibrillators, cardiac resynchronization therapy devices, and cardiac 
pacing devices are not addressed in this policy. 

 

Evidence Review  

 

Description 

A variety of outpatient cardiac hemodynamic monitoring devices are intended to improve 
quality of life and reduce morbidity for patients with heart failure by decreasing episodes of 
acute decompensation. Monitors can identify physiologic changes that precede clinical 
symptoms and thus allow preventive intervention. These devices operate through various 
mechanisms, including implantable pressure sensors, thoracic bioimpedance measurement, inert 
gas rebreathing, and estimation of left ventricular end-diastolic pressure (LVEDP) by arterial 
pressure during the Valsalva maneuver. 

 

Background 

Chronic Heart Failure 

Patients with chronic heart failure are at risk of developing acute decompensated heart failure, 
often requiring hospital admission. Patients with a history of acute decompensation have the 
additional risk of future episodes of decompensation and death. Reasons for the transition from 
a stable, chronic state to an acute, decompensated state include disease progression, as well as 
acute events such as coronary ischemia and dysrhythmias. While precipitating factors are 
frequently not identified, the most common preventable cause is noncompliance with 
medication and dietary regimens.1 

 

Management 

Strategies for reducing decompensation, and thus the need for hospitalization, are aimed at 
early identification of patients at risk for imminent decompensation. Programs for early 
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identification of heart failure are characterized by frequent contact with patients to review signs 
and symptoms with a health care provider, education, and medication adjustments as 
appropriate. These encounters may occur face-to-face in the office or at home, or via cellular or 
computed technology.2 

Precise measurement of cardiac hemodynamics is often employed in the intensive care setting 
to carefully manage fluid status in acutely decompensated heart failure. Transthoracic 
echocardiography, transesophageal echocardiography, and Doppler ultrasound are noninvasive 
methods for monitoring cardiac output on an intermittent basis for the more stable patient but 
are not addressed herein. A variety of biomarkers and radiologic techniques may be used for 
dyspnea when the diagnosis of acute decompensated heart failure is uncertain. 

The criterion standard for hemodynamic monitoring is pulmonary artery catheters and central 
venous pressure catheters. However, they are invasive, inaccurate, and inconsistent in predicting 
fluid responsiveness. Several studies have demonstrated that catheters fail to improve outcomes 
in critically ill patients and may be associated with harm. To overcome these limitations, multiple 
techniques and devices have been developed that use complex imaging technology and 
computer algorithms to estimate fluid responsiveness, volume status, cardiac output and tissue 
perfusion. Many are intended for use in outpatient settings but can be used in the emergency 
department, intensive care unit, and operating room. Four methods are reviewed here: 
implantable pressure monitoring devices, thoracic bioimpedance, inert gas rebreathing, and 
arterial waveform during the Valsalva maneuver. Use of the last three is not widespread because 
of several limitations including use of proprietary technology making it difficult to confirm their 
validity and lack of large randomized controlled trials (RCTs) to evaluate treatment decisions 
guided by these hemodynamic monitors. 

 

Summary of Evidence 

For individuals who have heart failure in outpatient settings who receive hemodynamic 
monitoring with an implantable pulmonary artery pressure sensor device, the evidence includes 
RCTs and nonrandomized studies. The relevant outcomes are overall survival, symptoms, 
functional outcomes, quality of life, morbid events, hospitalizations, and treatment-related 
morbidity. One implantable pressure monitor, the CardioMEMS device, has U.S. Food and Drug 
Administration (FDA) approval. The pivotal CardioMEMS Heart Sensor Allows Monitoring of 
Pressure to Improve Outcomes in NYHA III Heart Failure Patients (CHAMPION) RCT reported a 
statistically significant 28% decrease in heart failure-related hospitalizations (HFH) in patients 
implanted with CardioMEMS device compared with usual care. However, trial results were 
potentially biased in favor of the treatment group due to use of additional nurse communication 



Page | 5 of 15  ∞ 

to enhance protocol compliance with the device. The manufacturer conducted multiple analyses 
to address potential bias from the nurse interventions. Results were reviewed favorably by the 
FDA. While these analyses demonstrated the consistency of benefit of the CardioMEMS device, 
all such analyses have methodologic limitations. Early safety data have been suggestive of a 
higher rate of procedural complications, particularly related to pulmonary artery injury. While 
the U.S. CardioMEMS post-approval study and CardioMEMS European Monitoring Study for 
Heart Failure (MEMS-HF) study reported a significant decrease in HFH with few device- or 
system-related complications at one year, the impact of nursing interventions remains unclear. 
The subsequent GUIDE-HF RCT failed to meet its primary efficacy endpoint, the composite of 
HFH, urgent heart failure visits, and death at 1 year. With the approval of the FDA, the statistical 
analysis plan was updated to pre-specify sensitivity analyses to assess the impact of COVID-19 
on the trial. For the 72% of patients who completed follow-up prior to the public health 
emergency declaration in March 2020, a statistically significant 19% reduction in the primary 
endpoint was reported, driven by a 28% reduction in HFH. However, lifestyle changes during the 
COVID-19 pandemic such as changes in physical activity, exposure to infections, willingness to 
seek medical care, and adherence to medications are unmeasured and add imprecision to 
treatment effect estimates, as do alterations in provider behaviors. Enrollment of NYHA Class II 
patients was significantly enriched in the first 500 patients, potentially impacting the pre-COVID-
19 analysis. Overall, the beneficial effect of CardioMEMS, if any, appears to be on the 
hospitalization outcome of the composite. Both urgent heart failure visits and death outcomes 
had hazard ratios (HRs) favoring the control group with wide confidence intervals (CIs) including 
the null value in pre-COVID-19, during-COVID-19, and overall analyses of the GUIDE-HF trial. No 
significant differences were observed in secondary quality of life and functional status outcomes. 
While the HFH reduction of 28% found in the pre-COVID-19 analysis is consistent with findings 
from the CHAMPION trial, it is unclear whether physician knowledge of treatment assignment 
biases the decision to hospitalize and administer intravenous diuretics. Given that the 
intervention is invasive and intended to be used for a highly prevalent condition and, in light of 
the absence of a demonstrated benefit on mortality and functional outcomes, the lack of 
periprocedural safety data, and unclear impact of COVID-19 on remote monitoring in the 
GUIDE-HF trial, the net benefit of the CardioMEMS device remains uncertain. Concerns may be 
clarified by the ongoing GUIDE-HF RCT that proposes to enroll 2600 subjects for its open access 
phase and the recruiting German non-industry-sponsored PASSPORT-HF trial. The evidence is 
insufficient to determine that the technology results in an improvement in the net health 
outcome. 

For individuals who have heart failure in outpatient settings who receive hemodynamic 
monitoring by thoracic bioimpedance, the evidence includes uncontrolled prospective studies 
and case series. The relevant outcomes are overall survival, symptoms, functional outcomes, 
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quality of life, morbid events, hospitalizations, and treatment-related morbidity. There is a lack 
of RCT evidence evaluating whether the use of these technologies improves health outcomes 
over standard active management of heart failure patients. The case series have reported 
physiologic measurement-related outcomes and/or associations between monitoring 
information and heart failure exacerbations, but do not provide definitive evidence on device 
efficacy. The evidence is insufficient to determine that the technology results in an improvement 
in the net health outcome. 

For individuals who have heart failure in outpatient settings who receive hemodynamic 
monitoring with inert gas rebreathing, no studies have been identified on clinical validity or 
clinical utility. The relevant outcomes are overall survival, symptoms, functional outcomes, 
quality of life, morbid events, hospitalizations, and treatment-related morbidity. The evidence is 
insufficient to determine that the technology results in an improvement in the net health 
outcome. 

For individuals who have heart failure in outpatient settings who receive hemodynamic 
monitoring of arterial pressure during the Valsalva maneuver, a single study was identified. The 
relevant outcomes are overall survival, symptoms, functional outcomes, quality of life, morbid 
events, hospitalizations, and treatment-related morbidity. The study assessed the use of LVEDP 
monitoring and reported an 85% sensitivity and an 80% specificity to detect LVEDP greater than 
15 mm Hg. The evidence is insufficient to determine that the technology results in an 
improvement in the net health outcome. 

 

Ongoing and Unpublished Clinical Trials 

Some currently ongoing trials that might influence this review are listed in Table 1. 

 

Table 1. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT04223271a Heart Failure Event Advance Detection Trial (HEADstart) 165 Apr 2021 

(unknown) 

https://www.clinicaltrials.gov/ct2/show/NCT04223271?term=NCT04223271&draw=2&rank=1
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NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

NCT03476590 A New Model of Medical Care With Use of Modern 
Methods of Non-invasive Clinical Assessment and 
Telemedicine in Patients With Heart Failure (AMULET) 

605 Jun 2021 
(ongoing) 

NCT02954341a CardioMEMS HF System OUS Post Market Study 300 Dec 2023 

(ongoing) 

NCT03387813a Hemodynamic-GUIDEd Management of Heart Failure 
(GUIDE-HF) 

3600 Feb 2024 

(recruiting) 

NCT04398654 Pulmonary Artery Sensor System Pressure Monitoring to 
Improve Heart Failure (HF) Outcomes (PASSPORT-HF) 

554 May 2024 
(recruiting) 

NCT04441203 Patient SELF-management With HemodynamIc Monitoring: 
Virtual Heart Failure Clinic and Outcomes (SELFIe-HF) 

150 Jun 2024 
(not yet 
recruiting) 

NCT03020043 CardioMEMS Registry of the Frankfurt Heart Failure Center 500 Dec 2025 
(recruiting) 

NCT: national clinical trial. 
a Denotes industry-sponsored or cosponsored trial. 

 

Practice Guidelines and Position Statements 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a U.S. professional society, an international society with U.S. representation, or 
National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that 
are informed by a systematic review, include strength of evidence ratings, and include a 
description of management of conflict of interest. 

 

American College of Cardiology et al 

In 2017, the American College of Cardiology (ACC), the American Heart Association (AHA), and 
Heart Failure Society of America (HFSA) issued joint guidelines on the management of heart 
failure that offered no recommendations for the use of ambulatory monitoring devices.32 

In the 2022 update to the heart failure management guidelines, two recommendations were 
provided regarding remote hemodynamic monitoring in heart failure. These recommendations 
are summarized below in Table 2. 

https://www.clinicaltrials.gov/ct2/show/NCT03476590?term=NCT03476590&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT02954341?term=NCT02954341&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT03387813?term=NCT03387813&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT04398654?term=NCT04398654&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT04441203?term=NCT04441203&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT03020043?term=NCT03020043&draw=1&rank=1
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Table 2. 2022 ACC/AHA/HFSA Recommendation for Wearables and 
Remote Monitoring (including Telemonitoring and Device Monitoring)33 

Class of 
Recommendation 

Level of Evidence Recommendation 

2b (Weak Evidence) B-R (Moderate quality randomized evidence) 1. "In selected adult patients with NYHA 
class III HF and history of HF 
hospitalization in the past year or elevated 
natriuretic peptide levels, on maximally 
tolerated doses of GDMT with optimal 
device therapy, the usefulness of wireless 
monitoring of PA pressure by an 
implanted hemodynamic monitor to 
reduce the risk of subsequent HF 
hospitalizations is uncertain." 

Value Statement: Uncertain Value 
(B-NR) (Moderate quality nonrandomized evidence) 

2. "In patients with NYHA class III HF with 
a HF hospitalization within the previous 
year, wireless monitoring of the PA 
pressure by an implanted hemodynamic 
monitor provides uncertain value." 

ACC: American College of Cardiology; AHA: American Heart Association; GDMT: guideline-directed medical therapy; 
HF: heart failure; HFSA: Heart Failure Society of America; NYHA: New York Heart Association; PA: pulmonary artery. 
Adapted from Heidenreich et al (2022).33 

 

National Institute for Health and Care Excellence 

In 2021, the National Institute for Health and Care Excellence (NICE) issued a new interventional 
procedures guidance regarding the use of percutaneous implantation of pulmonary artery 
pressure sensors for monitoring the treatment of chronic heart failure. The Institute's 
recommendation stated that "Evidence on the safety and efficacy of percutaneous implantation 
of pulmonary artery pressure sensors for monitoring treatment of chronic heart failure is 
adequate to support using this procedure provided that standard arrangements are in place for 
clinical governance, consent, and audit." 

In 2018, the Institute updated their guidelines on chronic heart failure management and did not 
include outpatient hemodynamic monitoring as a recommendation.34 
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Heart Failure Society of America 

In 2018, the Heart Failure Society of America Scientific Statements Committee published a white 
paper consensus statement on remote monitoring of patients with heart failure.35 

The committee concluded that: "Based on available evidence, routine use of external RPM 
devices is not recommended. Implanted devices that monitor pulmonary arterial pressure 
and/or other parameters may be beneficial in selected patients or when used in structured 
programs, but the value of these devices in routine care requires further study." 

 

Medicare National Coverage 

In 2014, the Centers for Medicare & Medicaid Services updated its 2006 decision memorandum 
on thoracic electrical bioimpedance.36 Medicare’s national coverage determination found 
thoracic bioimpedance to be reasonable and necessary for the following indications: 

1. Differentiation of cardiogenic from pulmonary causes of acute dyspnea; 

2. Optimization of atrioventricular interval for patients with atrioventricular sequential cardiac 
pacemakers; 

3. Monitoring of continuous inotropic therapy for patients with terminal heart failure; 

4. Evaluation for rejection in patients with a heart transplant as a predetermined alternative to 
myocardial biopsy; and 

5. Optimization of fluid management in patients with congestive heart failure. 

While Medicare permits coverage of thoracic bioimpedance in these conditions, it has 
acknowledged that there is a “…general absence of studies evaluating the impact of using 
thoracic bioimpedance for managing patients with cardiac disease….” Medicare does not cover 
the use of thoracic bioimpedance in the management of hypertension due to inadequate 
evidence. 

Medicare has also specified that thoracic bioimpedance is not covered for “the management of 
all forms of hypertension (with the exception of drug-resistant hypertension…).” Further, 
Medicare specified that: 

“[Contractors] have discretion to determine whether the use of TEB [thoracic bioimpedance] 
for the management of drug-resistant hypertension is reasonable and necessary. Drug 
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resistant hypertension is defined as failure to achieve goal blood pressure in patients who 
are adhering to full doses of an appropriate 3-drug regimen that includes a diuretic.” 

There is no Medicare national coverage determination on implantable direct pressure 
monitoring, inert gas rebreathing, and arterial pressure with Valsalva. 

 

Regulatory Status 

Noninvasive Left Ventricular End-Diastolic Pressure Measurement Devices 

In 2004, the VeriCor® (CVP Diagnostics), a noninvasive left ventricular end-diastolic pressure 
measurement device, was cleared for marketing by the FDA through the 510(k) process. The FDA 
determined that this device was substantially equivalent to existing devices for the following 
indication: 

The VeriCor is indicated for use in estimating non-invasively, left ventricular end-diastolic 
pressure (LVEDP). This estimate, when used along with clinical signs and symptoms and 
other patient test results, including weights on a daily basis, can aid the clinician in the 
selection of further diagnostic tests in the process of reaching a diagnosis and formulating a 
therapeutic plan when abnormalities of intravascular volume are suspected. The device has 
been clinically validated in males only. Use of the device in females has not been 
investigated. 

FDA product code: DXN 

 

Thoracic Bioimpedance Devices 

Multiple thoracic impedance measurement devices that do not require invasive placement have 
been cleared for marketing by the FDA through the 510(k) process. The FDA determined that 
this device was substantially equivalent to existing devices used for peripheral blood flow 
monitoring. Table 3 presents an inexhaustive list of representative devices.  

FDA product code: DSB 
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Table 3. Noninvasive Thoracic Impedance Plethysmography Devices 

Device Manufacturer Clearance Date 
BioZ® Thoracic Impedance Plethysmograph SonoSite 2009 

Zoe® Fluid Status Monitor Noninvasive Medical Technologies 2004 

Cheetah Starling SV Cheetah Medical 2008 

PhysioFlow® Signal Morphology-based Impedance 
Cardiography (SM-ICG™) 

Vasocom, now NeuMeDx 2008 

ReDSTM Wearable System Sensible Medical Innovations  2015 

 

Also, several manufacturers market thoracic impedance measurement devices integrated into 
implantable cardiac pacemakers, cardioverter defibrillator devices, and cardiac resynchronization 
therapy devices. 

 

Inert Gas Rebreathing Devices 

In 2006, the Innocor® (Innovision), an inert gas rebreathing device, was cleared for marketing by 
the FDA through the 510(k) process. The FDA determined that this device was substantially 
equivalent to existing inert gas rebreathing devices for use in computing blood flow.  

FDA product code: BZG. 

 

Implantable Pulmonary Artery Pressure Sensor Devices 

In 2014, the CardioMEMS™ Heart Failure Monitoring System (CardioMEMS, now Abbott) was 
approved for marketing by the FDA through the premarket approval process. This device 
consists of an implantable pulmonary artery (PA) sensor, which is implanted in the distal PA, a 
transvenous delivery system, and an electronic sensor that processes signals from the 
implantable PA sensor and transmits PA pressure measurements to a secure database.3 The 
device originally underwent FDA review in 2011, at which point the FDA found no reasonable 
assurance that the monitoring system would be effective, particularly in certain subpopulations, 
although the FDA agreed this monitoring system was safe for use in the indicated patient 
population.4 In 2022, the CardioMEMS™ HF Monitoring System received expanded approval for 
the treatment of New York Heart Association (NYHA) Class II-III patients who had been 
hospitalized at least one time in the prior year and/or had elevated natriuretic peptides. 
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Several other devices that monitor cardiac output by measuring pressure changes in the PA or 
right ventricular outflow tract have been investigated in the research setting but have not 
received FDA approval. They include the Chronicle® implantable continuous hemodynamic 
monitoring device (Medtronic), which includes a sensor implanted in the right ventricular 
outflow tract, and the ImPressure® device (Remon Medical Technologies), which includes a 
sensor implanted in the PA. 

Note: This policy only addresses the use of these technologies in ambulatory care and 
outpatient settings. 
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History  

 

Date Comments 
08/01/18 New policy, approved July 10, 2018, effective November 2, 2018. Add to Cardiology 

section. This policy was previously archived, but it is now being reinstated. Literature 
review through March 2018. Policy statement: cardiac hemodynamic monitoring for 
the management of heart failure in the outpatient setting using any of the stated 
devices is considered investigational.  

01/01/19 Interim Review, approved December 19, 2018. Clarified that implantable direct 
pressure monitoring of the pulmonary artery includes the implantation of the device as 
well. Added CPT code 33289 and 93264. 

08/01/19 Annual Review, approved July 25, 2019. Policy updated with literature review through 
April 2019, references added and removed. Policy statement unchanged. 

07/02/20 Coding update. Removed CPT 93701. 

12/01/20 Annual Review, approved November 19, 2020. Policy updated with literature review 
through March 9, 2020; no references added. Policy statement unchanged. Added CPT 
93701. 
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Date Comments 
11/01/21 Annual Review, approved October 5, 2021. Policy updated with literature review 

through April 5, 2021; references added. Policy statement unchanged. Removed CPT 
code 93799, 

10/01/22 Annual Review, approved September 12, 2022. Policy updated with literature review 
through May 2, 2022; references added. Policy statement unchanged. 

 

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The 
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and 
local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review 
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit 
booklet or contact a member service representative to determine coverage for a specific medical service or supply. 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2022 Premera 
All Rights Reserved. 

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when 
determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to 
the limits and conditions of the member benefit plan. Members and their providers should consult the member 
benefit booklet or contact a customer service representative to determine whether there are any benefit limitations 
applicable to this service or supply. This medical policy does not apply to Medicare Advantage. 
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Discrimination is Against the Law 

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to 
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible 
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters 
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to 
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, 
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, 
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through 
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by 
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.  

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state, 
outside Anchorage). 

Language Assistance 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-607-0546 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-607-0546 (TTY: 711). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-607-0546 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-607-0546 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-607-0546 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-607-0546 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-607-0546 (TTY: 711). 

MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-607-0546 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-607-0546 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-607-0546 （TTY:711）まで、お電話にてご連絡ください。 

PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 800-607-0546 (TTY: 711). 

УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за 

номером 800-607-0546 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-607-0546 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-607-0546 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-607-0546 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-607-0546:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-607-0546 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-607-0546 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-607-0546 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-607-0546 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-607-0546 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-607-0546 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-607-0546 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-607-0546 (TTY: 711).  

 تماس بگیريد.   0546-607-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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