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Modified Outerbridge Classification is a system that has been developed for judging articular cartilage injury to the knee. This system allows delineation of varying
areas of chondral pathology, based on the qualitative appearance of the cartilage surface and can assist in identifying those injuries that are suitable for repair
techniques. The characterization of cartilage in this system is as follows:

¢ Grade | — softening with swelling

* Grade Il — fragmentation and fissuring less than one square centimeter (1 cm2)

¢ Grade lll — fragmentation and fissuring greater than one square centimeter (1 cm2)
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¢ Grade IV — subchondral bone exposed.
Autologous Chondrocyte Implantation (ACI) (a.k.a. Autologous Chondrocyte Transplantation

(ACT)) is a surgical technique which utilizes an individual’s own cells in an effort to repair damage to articular cartilage with the goal of improving joint function and
reducing pain. The procedure involves the collection and culture of articular cartilage cells (i.e., chondrocytes) that are then implanted into the cartilage defect with
the intent that the cultured cells will contribute to the regeneration and repair of the articular surface.

Mosaicplasty (or osteochondral cylinder transplantation) is a surgical technique which consists of

harvesting cylindrical bone-cartilage grafts and transplanting them into focal chondral or osteochondral defects in the knee. After excision of the chondral lesion, an
abrasion arthroplasty is performed to refresh the base of the defect. The grafting procedure involves collecting grafts from the posterior aspect of the distal femoral
articular surfaces (medial condyle, lateral condyle or trochlea) and implanting the grafts in a mosaic-like pattern that will contribute to regeneration and repair the
articular surface. A recipient tunnel is created and sized with a drill bit slightly larger than the length of the graft. The harvested graft is placed in the tunnel by a press-
fit method. All subsequent grafts are inserted in a similar pattern.

The Osteochondral Allograft Transplantation (OATS Procedure) is similar to mosaicplasty, involving the use of a larger, single plug that usually fills an entire
defect. It is often performed to graft chondral defects that are also associated with anterior cruciate ligament (ACL) tears. This method allows arthroscopic access to
both the ACL and the chondral defect for the performance of a repair and the grafting procedure.

Subchondral Drilling or Microfracturing is a surgical procedure which is performed after the calcified cartilage is debrided and the surgeon creates tiny fractures in
the adjacent bones (through the use of an awl). Blood and bone marrow (which contains stem cells) seep out of the fractures, creating a blood clot that releases
cartilage-building cells. The microfractures are treated as an injury by the body, which is why the surgery results in new, replacement cartilage. Studies have shown
that microfracturing techniques don't fill the chondral defect fully and the repair material they form is fibrocartilage. Fibrocartilage is not as good mechanically as the
original hyaline cartilage; it is much denser and isn’t able to withstand the demands of everyday activities as well as hyaline cartilage and is; therefore, a higher risk of
breaking down. The procedure is less effective in treating older individuals, overweight individuals, or in larger cartilage lesions. Furthermore, chances are high that
after only one or two years, symptoms start to return as the fibrocartilage wears away, forcing the individual to reengage in articular cartilage repair. This is not always
the case and microfracture surgery is; therefore, considered to be an intermediate step.

Non-surgical care with regard to the treatment of the knee is defined as any non- surgical treatment which has been demonstrated in the scientific literature as
efficacious and/or is considered a standard of care in the treatment of knee pain. The types of treatment involved can include, but are not limited to: ice, relative
rest/activity modification, acupuncture, manual therapy, physiotherapy modalities, supervised therapeutic exercises, oral medications, bracing, and/or injections
(steroid and/or viscosupplementation).

KT 1000 Arthrometer (used as an option to the Lachman test) was developed to provide objective measurement of the sagittal plane motions of the tibia relative to
the femur. This motion, sometimes referred to as drawer motion, occurs when an examiner applies force to the lower limb or when the muscles of the quadriceps are
contracted. The accuracy of the Lachman test is as good as the instrument evaluation if the end point is taken into consideration. Both measurements can help to
improve the quality of the clinical examination if the examiners are inexperienced. Nevertheless, instrument measurements of anterior knee laxity are not necessary if
a thorough clinical examination is performed, taking the end point of the Lachman test into considerations.

Policy Position Coverage is subject to the specific terms of the member's benefit plan.

A knee arthroscopic or open procedure may be considered medically necessary in an individual in
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whom surgery is being performed for fracture, tumor, infection or foreign body that has led to or
will likely lead to progressive destruction.

Diagnostic Arthroscopy
Diagnostic Arthroscopy may be considered medically necessary when ALL of the following criteria have been met:
Severe, disabling mechanical pain; and
Loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment for at least (six) 6
months in duration; and
All of the following criteria:
o Failure of non-surgical management for at least three (3) months in duration; and
o MRIis inconclusive for internal derangement/pathology; and
o Any ONE of the following:
= Limited range of motion; or
= Evidence of joint swelling/effusion; or
= Joint line tenderness.

Diagnostic Arthroscopy is considered not medically necessary when physical examination fails to document ALL of the following:
Limited range of motion; and

Evidence of ligamentous instability; and

Evidence of meniscal involvement; and

Evidence of joint swelling/effusion; and

Joint tenderness; and

MRI evaluation fails to demonstrate internal derangement/pathology.

Arthroscopic Lavage
Arthroscopic lavage, with and without chondroplasty, (debridement) may be considered medically necessary when ALL of the following criteria have been met:
Individual has severe, disabling pain; and
Loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment; and
MRI demonstrates articular cartilage degeneration and ANY one of the following conditions:

o Loose bodies within the joint; or

o Unstable flaps of articular cartilage; or

o Frank meniscal tear in conjunction with articular cartilage degeneration; or

o Impinging osteophytes, which would be reasonably expected to result in mechanical symptoms and loss of knee joint function; and
Individual reports pain and ANY one of the following subjective complaints:

o Knee range of motion is “blocked” due to pain; or

o Giving way weakness/buckling of the knee; or

o Painful locking, clicking or popping during weight bearing activities; and
Failure of non-surgical management for at least three (3) months in duration.

Arthroscopic lavage with or without chondroplasty is considered not medically necessary for osteoarthritis of the knee unless the above listed criteria are met.

Meniscectomy

Meniscectomy (partial or total) or meniscal repair may be considered medically necessary when ALL of the following criteria have been met:

Severe, disabling pain and a documented loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or
demands of employment; and

MRI demonstrates a frank meniscal tear (not simply degenerative changes, i.e., fraying) that correlates with the individual’s reported symptoms and physical
exam findings; and

Pain and at least ONE (1) of the following subjective complaints:
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o Knee range of motion is “blocked” due to pain; or
o Giving way weakness/buckling of the knee; or
o Painful locking, clicking or popping during weight bearing activities; and
Two (2) or more of the following on physical examination:
o Limited range of motion; or
o Evidence of joint swelling/effusion; or
o Joint line tenderness; or
o Positive McMurray test (or other equivalent tests for meniscal pathology); and
With the exception of the individual who experiences an acute meniscal tear with associated disabling pain and loss of function, failure of non-surgical
management for at least three (3) months in duration.

Meniscal debridement may be considered medically necessary when performed in conjunction with other medically necessary arthroscopic procedures on the
knee (e.g., anterior cruciate reconstruction).

Meniscectomy (partial or total) or meniscal repair is considered not medically necessary for any other indication.

Autologous Chondrocyte Implantation (Transplantation cartilage restoration procedures)
Autologous chondrocyte implantation may be considered medically necessary for the treatment of symptomatic cartilaginous defects of the distal femoral
articular surface (i.e., medial condyle, lateral condyle or trochlea) caused by acute or repetitive trauma when ALL of the following criteria have been met:
Severe, d|sabI|ng pain and a loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or demands
of employment; and
A distal femoral articular surface (i.e., medial condyle, lateral condyle or trochlea) defect of one to ten (1-10) cm? in size has been identified during
arthroscopy or during an MRI which is classified by the Modified Outerbridge Scale as Grade Ill or Grade IV or symptomatic, full- thickness articular
cartilage lesions of the trochlea; and
Failure of non-surgical management for at least three (3) months in duration; and
Presence of ALL of the following on physical examination:
o A stable knee with intact or reconstructed ligaments (ACL or PCL); and
o Normal joint alignment; and
o Normal joint space; and
Absence of osteoarthritis or generalized tibial chondromalacia; and
Normal articular cartilage at the lesion border (contained lesion); and
Absence of a corresponding tibial or patellar lesion (“kissing lesion”) with a Modified OuterbridgeScale of Grade Ill or Grade 1V; and
Body Mass Index (BMI) 35 or less; and
Age 15 - 55 years; and
Individual must be capable and willing to participate in a supervised post-operative physical rehabilitation program.

Meniscal Allograft Transplantation
Meniscal allograft transplantation may be considered medically necessary when ALL of the following criteria have been met:
Severe, disabling pain and a loss of knee function which interferes with the ability to carry outage appropriate activities of daily living and/or demands or
employment; and
Prior significant trauma resulting in a irreparable meniscal tear or has undergone a meniscectomy where at least one-half of the meniscus has been removed;
and
MRI demonstrates articular cartilage degeneration in the affected compartment classified by the Modified Outerbridge Scale as Grade | or Grade Il; and
Failure of non-surgical management for at least three (3) months in duration; and
Presence of ALL of the following on physical examination:

o A stable knee with intact or reconstructed ligaments (ACL or PCL); and

o Normal joint alignment; and

o Normal joint space; and
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Two (2) or more of the following:
Individual is not considered an appropriate candidate for total knee arthroplasty; or
Body Mass Index (BMI) 35 or less; or
Age 49 years or younger; or
Individual must be capable and willing to participate in a post-operative supervised physical rehabilitation program; or
Any one of the following:
= Limited range of motion; or
= Evidence of joint swelling/effusion; or
= Joint line tenderness.

O O O O O

Meniscal allograft transplantation may be considered not medically necessary for any other indication

including, but not limited, to the following:

Upon standing radiographs, individual demonstrates osteoarthritic change in the knee and demonstrates joint space narrowing, osteophytes, or changes in the
underlying bone

Upon MRI, individual demonstrates articular degeneration in affected compartment which is classified by Modified Outerbridge Scale as Grade Ill or IV.

Osteochondral Allograft/Autograft Transplantation Systems (OATS) /Mosaicplasty
Osteochondral allograft/autograft transplantation/mosaicplasty may be considered medically necessary when ALL of the following criteria have been met:

Severe, disabling pain and a loss of knee function which interferes with the ability to carry outage appropriate activities of daily living and/or demands of
employment; and
Large, full-thickness chondral defect of the distal femoral articular surface (i.e., medial condyle, lateral condyle or trochlea), which has been identified during
arthroscopy or during an MR, classified by Modified Outerbridge Scale as Grade Ill or Grade |IV; and
Osteochondral autograft transplants and mosaicplasty may be considered medically necessary in an individual with small (i.e., < 2.5 cm? total) chondral defects
with sharp, definite borders surrounded by normal-appearing hyaline cartilage; and
Osteochondral allograft transplants may be considered medically necessary an individual with larger (i.e., < 10.0 cm? total) chondral defects with sharp definite
borders surrounded by normal appearing hyaline cartilage; and
Previous arthroscopic or other traditional surgical procedure (i.e., microfracture, drilling, abrasion, osteochondral graft) which has resulted in an inadequate
response; and
Failure of non-surgical management for at least three (3) months in duration; and
ALL of the following on physical examination:

o stable knee with intact or reconstructed ligaments (ACL or PCL); and

o Normal joint alignment; and

o Normal joint space; and
Absence of osteoarthritis or generalized tibial chondromalacia, steroid-induced cartilage or bone disease, with normal articular cartilage at the lesion border;
and
Absence of a corresponding tibial or patella lesion (“kissing lesion”) with a Modified Outerbridge Scale of Grade Il or Grade IV; and
Individual is not a candidate for total knee arthroplasty; and
Body Mass Index (BMI) of less than 35; and
Age 49 years or younger; and
Individual must be capable and willing to participate in an extensive period of non-weight bearing and supervised post-operative physical rehabilitation program.

Anterior Cruciate Ligament Reconstruction

Allograft Knee Ligament Reconstruction - Knee ligament reconstruction (i.e., anterior cruciate) using
allograft tissue may be considered medically necessary for the treatment of ligament injury (e.g., rupture,
laxity) when ANY of the following conditions is met:

Previous reconstruction has failed and requires revision; or

Surgical reconstruction requires the use of multiple ligament transfers; or
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Individual has a medical condition (e.g., anatomic anomaly, prior knee injury or prior knee surgery) that precludes the use of autograft tissue.

Knee ligament reconstruction (i.e., anterior cruciate) using allograft tissue for any other indication
not listed above is considered not medically necessary.

Anterior cruciate ligament reconstruction with allograft (see above for allograft specific criteria) or autograft may be considered medically necessary when ALL
the following criteria have been met:
Severe, disabling pain and a documented loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or
demands of employment; and
Knee instability which is noted as “giving way weakness”, or “buckling”; and
MRI, Arthroscopy, or Arthrogram demonstrates a tear/disruption or significant laxity of the anterior cruciate ligament; and
Positive Lachman’s Test; and
ANY of the following abnormal physical examination findings:
o Positive Anterior Drawer Test; or
o Positive Pivot Shift Test; or
o Positive KT arthrometer (greater than three and a half [3.5] mm equals plus one [1], greater than five [5] to seven [7] mm equals plus two [2],
greater than seven [7] mm equals plus three [3]); or
Failure of non-surgical management for at least three (3) months in duration.

Anterior cruciate ligament reconstruction with allograft (see above for allograft specific criteria) or autograft may be considered medically necessary in an acute
injury setting where hemathrosis, effusion,

and joint instability have been documented. This may include ANY of the following:

A confirmed ACL tear and a repairable meniscus tear; or

Need to return to high demand activities that require cutting, pivoting, and/or agility activities in which ACL insufficiency may predispose to further instability
episodes, that may result in new articular or meniscal cartilage injuries; or

Concomitant ligament injuries (i.e., multiligamentous knee injury) that require reconstruction to provide stability.

Posterior Cruciate Ligament Reconstruction

Allograft Knee Ligament Reconstruction - Knee ligament reconstruction (i.e., posterior cruciate) using allograft tissue may be considered medically necessary
for the treatment of ligament injury (e.g., rupture, laxity) when ANY of the following conditions is met:

Previous reconstruction has failed and requires revision; or

Surgical reconstruction requires the use of multiple ligament transfers; or

Individual has a medical condition (e.g., anatomic anomaly, prior knee injury or prior knee surgery) that precludes the use of autograft tissue.

Knee ligament reconstruction (i.e., posterior cruciate) using allograft tissue for any other indication not listed above is considered not medically necessary.

Posterior cruciate ligament reconstruction with allograft (see above for allograft specific criteria) or
autograft may be considered medically necessary when ALL the following criteria have been met:
Severe, disabling pain and a documented loss of knee function to an extent which interferes with the ability to carry out the age appropriate activities of daily
living and/or demands of employment; and
Individual has undergone an MRI or Arthroscopy or Arthrogram which demonstrates a tear/disruption or significant laxity of the posterior cruciate ligament; and
Individual demonstrates Positive Posterior Drawer Sign and/or positive Tibial Drop Back Test and/or Quadriceps Active Test either of the following abnormal
physical examination findings:

o Eight (8) millimeters or more of increased posterior translation on stress radiographs; or

o Positive KT-1000 arthrometer (greater than 7.6 mm of increased posterior translation); and
Failure of non-surgical care for at least three (3) months in duration; and
Posterior cruciate ligament reconstruction with allograft (see above for allograft specific criteria) or autograft may be considered medically necessary in an
acute injury setting where hemathrosis, effusion and joint instability have been documented. This may include instances where there are concomitant ligament
injuries (i.e., multiligamentous knee) that require reconstruction.
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Medial Collateral/Lateral Collateral Ligament Repair/Reconstruction

Allograft Knee Ligament Reconstruction - Knee ligament reconstruction (i.e., medial collateral, lateral collateral) using allograft tissue may be considered
medically necessary for the treatment of ligament injury (e.g., rupture, laxity) when ANY of the following conditions is met:

Previous reconstruction has failed and requires revision; or

Surgical reconstruction requires the use of multiple ligament transfers; or

Individual has a medical condition (e.g., anatomic anomaly, prior knee injury or prior knee surgery) that precludes the use of autograft tissue.

Knee ligament reconstruction (i.e., medial collateral, lateral collateral) using allograft tissue for any
other indication not listed above is considered not medically necessary.

Medial collateral/lateral collateral ligament repair with allograft (see above for allograft specific

criteria) or autograft may be considered medically necessary when ALL of the following criteria have

been met:

Severe, disabling pain; and

Loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment; and
Individual reports knee instability which is noted as “giving way weakness” or “buckling”; and

MRI or other diagnostic study demonstrates a tear/disruption of the medial or lateral collateral ligament; and

Positive Valgus Stress Test (Medial), or Varus Stress Test (Lateral); and

Failure of non-surgical management for at least six (6) weeks duration.

Medial collateral or lateral collateral ligament repair/reconstruction with allograft or autograft may be considered medically necessary in an acute injury setting
where total disruption of the ligament (i.e., multi-ligamentous knee injury) is documented on MRI examination and effusion and joint instability
have been documented on physical examination.

Patella Tendon Re-Alignment (Lateral Retinacular Release, Eimslie-Trillat-Maquet, Fulkerson

Procedures)

Patella Tendon re-Alignment procedure(s) may be considered medically necessary when ALL of the following criteria have been met:

Severe anterior knee pain; and

Loss of knee function which interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment; and
Confirmed osteochondral defect of the patellofemoral joint (X-ray, CT scan, MRI or previous arthroscopic procedure); and

Failure of non-surgical management for at least three (3) months.

Patella Tendon re-Alignment procedure(s) as a treatment of recurrent patellar instability may be considered medically necessary when ALL of the following
criteria have been met:

Recurrent patellar instability interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment; and

Positive Patellar Apprehension Test on examination; and

Increased Q angle of greater than 15 degrees or elevated TT-TG (tibial tubercle trochlear groove) distance; and

Failure of non-surgical management for at least three (3) months; and

Lateral retinacular release when the individual presents with an acute patellar dislocation with associated intra- articular fracture.

Subchondral Drilling or Microfracturing

Subchondral drilling or microfracturing may be considered medically necessary when ALL of the

following criteria have been met:

Severe, disabling pain and a loss of knee function interferes with the ability to carry out age

appropriate activities of daily living and/or demands of employment; and

Large, full-thickness distal femoral articular (medial condyle, lateral condyle or trochlea)

cartilage defect on the weight-bearing surface which has been identified during arthroscopy or during an MRI which is classified by the Modified Outerbridge
Scale as Grade Ill or IV provided the lesion is less than or equal to cm 2 total; and
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All of the following physical examination findings:
o Stable knee with intact ligaments and menisci; and
o Normal joint alignment; and
o Normal joint space; and

Failure of non-surgical management for at least three (3) months.

High Tibial Osteotomy
High tibial osteotomy may be considered medically necessary when ALL of the following criteria
have been met:
Severe, disabling pain and a loss of knee function interferes with the ability to carry out age appropriate activities of daily living and/or demands of employment;
and
Unicompartmental osteoarthritis of the knee; and
All of the following on physical examination:
o Less than 15 degrees of fixed varus deformity; and
o The individual must be capable of at least 90 degrees of flexion; and
o Joint stability in full extension; and
o Intact anterior cruciate ligament (ACL); and
Failure of non-surgical management for at least three (3) months in duration; and
Individual must be capable and willing to participate in a period of non-weight bearing and a
post-operative physical rehabilitation program; and
Age 60 years or less; and
Individual is not a candidate for a knee arthroplasty.
High tibial osteotomy is considered not medically necessary for ANY of the following conditions:
Inflammatory arthritide (i.e., rheumatoid arthritis); or
Chondrocalcinosis; or
Anterior cruciate ligament tear; or
Involvement of more than 1/3 of the condylar surface; or
Osteochondral defect lesion of more than five (5) mm deep.

Procedure Codes

27301 27303 27305 27306 27307 27310 27323
27324 27325 27326 27327 27328 27329 27330
27331 27332 27333 27334 27335 27337 27339
27340 27345 27347 27350 27355 27356 27357
27358 27360 27364 27365 27372 27380 27381
27385 27386 27390 27391 27392 27393 27394
27395 27396 27397 27400 27403 27405 27407
27409 27412 27415 27416 27418 27420 27422
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27424

27448
27468
27495
29855
20873
29881
29888

27425
27450
27470
27496
29856
20874
20882

29889

27427
27454
27472
27497
29566
20875

20883

27428
27455
27475
27498
29867
29876

20884

Professional Statements and Societal Positions Guidelines

American Academy of Orthopaedic Surgeons

In 2010 and 2012 clinical practice guidelines on the diagnosis and treatment of osteochondritis dissecans (OCD), the American Academy of Orthopaedic Surgeons
was unable to recommend for or against a specific cartilage repair technique in symptomatic skeletally immature or mature patients with an unsalvageable OCD
lesion. This recommendation of insufficient evidence was based on a systematic review that found four (4) level IV studies that addressed cartilage repair
techniques for an unsalvageable OCD lesion. Because each of the level IV articles used different techniques, different outcome measures, and differing lengths of
follow-up, the work group deemed that the evidence for any specific technique was inconclusive.

Place of Service: Inpatient/Outpatient

Knee Surgery — Arthroscopic and Open Procedure is typically an outpatient procedure which is only eligible for coverage as an inpatient procedure in special

S-185-014
27429

27457
27477
27499
29868
20877

29885

27430
27465
27479
29850
29870
29879

29886

27435
27466
27485
29851
29871
29880

29887

circumstances, including, but not limited to, the presence of a co-morbid condition that would require monitoring in a more controlled environment such as the inpatient

setting.

The policy position applies to all commercial lines of business
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Denial Statements

Services that do not meet the criteria of this policy will not be considered medically necessary. A network provider cannot bill the member for the denied service unless:
(a) the provider has given advance written notice, informing the member that the service may be deemed not medically necessary; (b) the member is provided with an
estimate of the cost; and (c) the member agrees in writing to assume financial responsibility in advance of receiving the service. The signed agreement must be
maintained in the provider’s records.

Links

¢ Link to Provider Resource Center for the Medical Policy Update
07/2018, REMINDER: New Musculoskeletal and Pain Management Program

e Link to References

badito top F

This policy is designed to address medical guidelines that are appropriate for the majority of individuals with a particular disease, illness, or condition. Each person's
unique clinical or other circumstances may warrant individual consideration, based on review of applicable medical records, as well as other regulatory, contractual
and/or legal requirements.

Medical policies do not constitute medical advice, nor are they intended to govern the practice of medicine. They are intended to reflect Highmark's reimbursement and
coverage guidelines. Coverage for services may vary for individual members, based on the terms of the benefit contract.

Highmark retains the right to review and update its medical policy guidelines at its sole discretion. These guidelines are the proprietary information of Highmark. Any
sale, copying or dissemination of the medical policies is prohibited; however, limited copying of medical policies is permitted for individual use.

Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. The Claims Administrator/Insurer does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. The Claims
Administrator/ Insurer:
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e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475,
email: CivilRightsCoordinator@highmarkhealth.org. 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 Avenue, 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.
Insurance or benefit/claims administration may be provided by Highmark, Highmark Choice Company, Highmark Coverage Advantage, Highmark Health Insurance
Company, First Priority Life Insurance Company, First Priority Health, Highmark Benefits Group, Highmark Select Resources, Highmark Senior Solutions Company or

Highmark Senior Health Company, all of which are independent licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross
and Blue Shield plans.
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call the
number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espaiiol, servicios de asistencia lingtistica, de forma gratuita, estdn disponibles
para usted. Llame al numero en la parte posterior de su tarjeta de identificacion (TTY: 711).

HEE: MBEEFE, TREEHZERESHEIRS.
ERITENSMIEmNSH (TTY: 711) .

CHU Y: Néu quy vi néi ti€ng Viét, ching t6i cung cap dich vu hé trg ngén nglr mién phi cho quy vi. Xin goi sé
dién thoai @ mat sau thé ID cda quy vi (TTY: 711).

AL SFUE AZRSAE 2SS flEl 28 £90| MIBEUchip?le sl @)
HESHA A2 (TTY: 711).

HE =2

rr

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numero sa likod ng iyong ID card (TTY: 711).

BHUMAHME: Ecni Bbl roBOpMTE NO-PYCCKK, Bbl MOXKETE BOCNO/NB30BATLCA BECNNaTHBIMK YCNyramm A3bIKOBOR
nopaepxKkv. No3soHnTe NO HOMEPY, YKasaHHOMY Ha oboporTe Bawei MAEHTUPUKALMOHHON KapTel (HOMep
ANA TekcT-TenedoHHbIX ycTporcTe (TTY): 711).

JLP}&;}‘&LLU\_&:JP}QL'J_}}L}J\QS' ,ﬂhmag_;.mmug%}dnguh.ﬂmsiﬁ,,).ll:\.ajh._,h....* 3 o€ 13 s
(711 MHJMH‘;‘L‘J‘-‘ ,’;_,_‘I.JL.AWI

ATTENTION: Si c'est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d'identité. (TTY: 711).

ATTENTION: 5i vous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numéro au dos de votre carte d'identité (TTY: 711).

UWAGA: Dla osdb mowiacych po polsku dostepna jest bezplatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

ATENGAOQ: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
ndmero no verso da sua identidade (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta d'identita (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstiitzung kostenlos
zur Verfigung. Rufen Sie dazu die auf der Rlckseite lhres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.

A BABELSBEEOSREETF/AZ VA Y —EAZER TRV RTET.ID A— FOEICH
BENTLSESICREBEZES M IEEL(TTY: 711),

Sl 50 ad)y e ghed b et i 33 B S 4 el Sl letd 2 e Cuna M iyl Slian g
A8 GG (TTY: 711 ) 248 udid 58
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