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Introduction 

A biomarker is a chemical in the body. Certain biomarkers can show when something unusual is 
going on with certain bodily processes. One of the most commonly known and tested 
biomarkers is prostate specific antigen (PSA). Higher levels of PSA in the blood indicate a 
problem with the prostate. The difficulty is that the PSA test doesn’t tell us what kind of problem 
is affecting the prostate – whether it’s simply an enlarged prostate or cancer. If the PSA is high, 
the usual next step is a biopsy. A biopsy is taking small bits of tissue to see if cancer is present. 
Other biomarker tests have been developed in recent years with the hope of telling doctors 
which individuals should have a biopsy and who can skip it. Published medical studies about 
these newer prostate biomarker tests are contradictory. That means some studies show the tests 
detect what they’re supposed to and other studies don’t. At this time, there is not enough 
medical evidence to show that newer prostate cancer biomarker tests are effective. 

 
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  

 

Test Investigational 
Protein biomarkers The following protein biomarkers for the diagnosis of prostate 

cancer are considered investigational: 
• Autoantibodies ARF 6, NKX3-1, 5′-UTR-BMI1, CEP 164, 3′-UTR-

Ropporin, Desmocollin, AURKAIP-1, CSNK2A2 (e.g., Apinify) 
• Kallikrein markers (e.g., 4Kscore Test) 

 

Coding  

 

Code Description 
CPT 
81539 Oncology (high-grade prostate cancer), biochemical assay of four proteins (Total PSA, 

Free PSA, Intact PSA, and human kallikrein-2 [hK2]), utilizing plasma or serum, 
prognostic algorithm reported as a probability score (4KScore) 

0021U Oncology (prostate), detection of 8 autoantibodies (ARF 6, NKX3-1, 5'-UTR-BMI1, CEP 
164, 3'-UTR-Ropporin, Desmocollin, AURKAIP-1, CSNK2A2), multiplexed immunoassay 
and flow cytometry serum, algorithm reported as risk score (Apifiny) 

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  

 

N/A 

 

Evidence Review  
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Description 

Various protein biomarkers are associated with prostate cancer. These tests have the potential to 
improve the accuracy of differentiating between which men should undergo prostate biopsy 
and which should undergo rebiopsy after a prior negative biopsy. This policy addresses these 
types of tests for cancer risk assessment. 

 

Background 

Prostate Cancer 

Prostate cancer is the most common cancer, and the second most common cause of cancer 
death in men. Prostate cancer is a complex, heterogeneous disease, ranging from microscopic 
tumors unlikely to be life-threatening to aggressive tumors that can metastasize, leading to 
morbidity or death. Early localized disease can usually be treated with surgery and radiotherapy, 
although active surveillance may be adopted in men whose cancer is unlikely to cause major 
health problems during their lifespan or for whom the treatment might be dangerous. In 
individuals with inoperable or metastatic disease, treatment consists of hormonal therapy and 
possibly chemotherapy. The lifetime risk of being diagnosed with prostate cancer for men in the 
United States is approximately 16%, while the risk of dying of prostate cancer is 3%.1 African 
American men have the highest prostate cancer risk in the United States; the incidence of 
prostate cancer is about 60% higher and the mortality rate is more than 2 to 3 times greater 
than that of White men.2 Autopsy results have suggested that about 30% of men age 55 and 
60% of men age 80 who die of other causes have incidental prostate cancer,3 indicating that 
many cases of prostate cancer are unlikely to pose a threat during a man’s life expectancy. 

 

Grading 

The most widely used grading scheme for prostate cancer is the Gleason system.4 It is an 
architectural grading system ranging from 1 (well-differentiated) to 5 (undifferentiated); the 
score is the sum of the primary and secondary patterns. A Gleason score of 6 or less is low-
grade prostate cancer that usually grows slowly; 7 is an intermediate grade; 8 to 10 is high-
grade cancer that grows more quickly. A revised prostate cancer grading system has been 
adopted by the National Cancer Institute and the World Health Organization.5 A crosswalk of 
these grading systems is shown in Table 1. 
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Table 1. Prostate Cancer Grading Systems 

Grade Group Gleason Score (Primary and 
Secondary Pattern) 

Cells 

1 6 or less Well-differentiated (low grade) 

2 7 (3 + 4) Moderately differentiated (moderate 
grade) 

3 7 (4 + 3) Poorly differentiated (high grade) 

4 8 Undifferentiated (high grade) 

5 9-10 Undifferentiated (high grade) 

 

Numerous genetic alterations associated with the development or progression of prostate 
cancer have been described, with the potential for the use of these molecular markers to 
improve the selection process of men who should undergo prostate biopsy or rebiopsy after an 
initial negative biopsy. 

 

Biomarker Testing for Selection of Men for Initial Prostate Biopsy 

The purpose of genetic and protein biomarker testing for prostate cancer is to inform the 
selection of men who should undergo an initial biopsy. Conventional decision-making tools for 
identifying men for prostate biopsy include a digital rectal exam (DRE), serum prostate-specific 
antigen (PSA), and individual risk factors such as age, race, and family history of prostate cancer.  

DRE has a relatively low interrater agreement among urologists, with an estimated sensitivity, 
specificity, and positive predictive value (PPV) for diagnosis of prostate cancer of 59%, 94%, and 
28%, respectively. 6 DRE might have a higher PPV in the setting of elevated PSA.7  

The risk of prostate cancer increases with increasing PSA levels; an estimated 15% of men with a 
PSA level of 4 ng/mL or less and a normal DRE, 30% to 35% of men with a PSA level between 4 
ng/mL and 10 ng/mL, and more than 67% of men with a PSA level greater than 10 ng/mL will 
have biopsy-detectable prostate cancer.8,9 Use of PSA levels in screening has improved the 
detection of prostate cancer. The European Randomized Study of Screening for Prostate Cancer 
(ERSPC) trial and Göteborg Randomised Prostate Cancer Screening Trial demonstrated that 
biennial PSA screening reduces the risk of being diagnosed with metastatic prostate cancer. 
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10,11,12,13,14 However, elevated PSA levels are not specific to prostate cancer; levels can be elevated 
due to infection, inflammation, trauma, or ejaculation. In addition, there are no clear cutoffs for 
cancer positivity with PSA. Using a common PSA level cutoff of 4.0 ng/mL, Wolf et al (2010), on 
behalf of the American Cancer Society, systematically reviewed the literature and calculated 
pooled estimates of elevated PSA sensitivity of 21% for detecting any prostate cancer and 5% 
for detecting high-grade cancers with an estimated specificity of 91%.15 

Existing screening tools have led to unnecessary prostate biopsies. More than 1 million prostate 
biopsies are performed annually in the US, with a resulting cancer diagnosis in 20% to 30% of 
men. About one-third of men who undergo prostate biopsy experience transient pain, fever, 
bleeding, and urinary difficulties. Serious biopsy risks (e.g., bleeding or infection requiring 
hospitalization) have estimated rates ranging from less than 1% to 3%.16,17  

Given the risk, discomfort, burden of biopsy, and low diagnostic yield, there is a need for 
noninvasive tests that distinguish potentially aggressive tumors that should be referred for 
biopsy from clinically insignificant localized tumors or other prostatic conditions that do not 
need biopsy with the goal of avoiding low-yield biopsy. 

 

Interventions 

For assessing future prostate cancer risk, numerous studies have demonstrated the association 
between protein biomarker tests and prostate cancer. Commercially available tests for the 
selection of men for initial prostate biopsy reviewed in this policy are described in Table 2. 

 

Table 2. Commercially Available Tests to Determine Candidates for Initial 
Prostate Biopsy 

Test Manufacturer Description 
4Kscore OPKO lab Blood test that measures 4 prostate-specific kallikreins, 

which are combined into an algorithm to produce a risk 
score estimating the probability of finding high-grade 
prostate cancer (defined as a Gleason score ≥7) if a 
prostate biopsy were performed. 

Apifiny Armune BioScience (acquired 
by Exact Sciences in 2017) 

Algorithm with detection of 8 autoantibodies (ARF 6, 
NKX3-1, 5' -UTR-BMI1, CEP 164, 3' -UTR-Ropporin, 
Desmocollin, AURKAIP-1, CSNK2A2) in serum 
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Prostate-specific kallikreins (e.g., 4Kscore) are a subgroup of enzymes that cleave peptide bonds 
in proteins. The intact PSA and human kallikrein 2 tests are immunoassays that employ distinct 
mouse monoclonal antibodies. The score combines the measurement of 4 prostate-specific 
kallikreins (total PSA, free PSA, intact PSA, human kallikrein), with an algorithm including 
individual age, DRE (nodules or no nodules), and a prior negative prostate biopsy. The 4K 
algorithm generates a risk score estimating the probability of finding high-grade prostate cancer 
(defined as a Gleason score ≥7) if a prostate biopsy were performed. The intended use of the 
test is to aid in a decision whether to proceed with a prostate biopsy. The test is not intended 
for individuals with a previous diagnosis of prostate cancer, who have had a DRE in the previous 
4 days, who have received 5α reductase inhibitor therapy in the previous 6 months, or who have 
undergone treatment for symptomatic benign prostatic hypertrophy in the previous 6 months. 

Apifiny uses an algorithm to score the detection of 8 autoantibodies (ARF 6, NKX3-1, 5' -UTR-
BMI1, CEP 164, 3' -UTR-Ropporin, Desmocollin, AURKAIP-1, CSNK2A2) in serum. The identified 
biomarkers play a role in processes such as androgen response regulation and cellular structural 
integrity and are proteins that are thought to play a role in prostate tumorigenesis. 

 

Summary of Evidence 

For individuals who are being considered for an initial prostate biopsy who receive testing for 
protein biomarkers of prostate cancer (e.g., kallikreins biomarkers and 4Kscore Test and Apifiny), 
the evidence includes systematic reviews, meta-analyses, and primarily observational studies. 
The relevant outcomes are overall survival, disease-specific survival, test validity, resource 
utilization, and quality of life. The evidence supporting clinical utility varies by the test but has 
not been directly shown for any biomarker test. Absent direct evidence of clinical utility, a chain 
of evidence might be constructed. However, the performance of biomarker testing for directing 
biopsy referrals is uncertain. While some studies have shown a reduction or delay in biopsy 
based on testing, a chain of evidence for clinical utility cannot be constructed due to limitations 
in clinical validity. Test validation populations have included men with a positive DRE, a PSA level 
outside of the gray zone (between 3 or 4 ng/mL and 10 ng/mL), or older men for whom the 
information from test results are less likely to be informative. Many biomarker tests do not have 
standardized cutoffs to recommend a biopsy. In addition, comparative studies of the many 
biomarkers are lacking. The evidence is insufficient to determine that the technology results in 
an improvement in the net health outcome. 
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Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished trials that might influence this policy are listed in 
Table 3. 

 

Table 3. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing  
NCT00773773 A Study to Assess if a Combination of Serum Measurements of 

Molecular Biomarkers and Serum Protein Profiling Can be Used 
to Predict Which Patients Undergoing Prostatic Biopsy Will be 
Diagnosed With Cancer  

500  Oct 2023 

NCT04100811a Validating the miR Scientific Sentinel Platform (Sentinel PCC4 
Assay) in Men Undergoing Core Needle Biopsy Due to Suspicion 
of Prostate Cancer for Distinguishing Between no Cancer, Low-, 
Intermediate- and High-Risk Prostate Cancer 

4000 Dec 2023 

NCT04079699 Predicting Prostate Cancer Using a Panel of Plasma and Urine 
Biomarkers Combined in an Algorithm in Elderly Men Above 70 
Years 

700 Oct 2039 

NCT05050084 Parallel Phase III Randomized Trials of Genomic-Risk Stratified 
Unfavorable Intermediate Risk Prostate Cancer: De-
Intensification and Intensification Clinical Trial Evaluation 
(GUIDANCE) 

2050 Apr 2037 

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

 

Practice Guidelines and Position Statements 

The purpose of the following information is to provide reference material. Inclusion does not 
imply endorsement or alignment with the policy conclusions. 

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 

https://clinicaltrials.gov/ct2/show/NCT00773773?term=NCT00773773&rank=1
https://clinicaltrials.gov/study/NCT04100811?term=NCT04100811&rank=1
https://clinicaltrials.gov/ct2/show/NCT04079699?term=NCT04079699&draw=1&rank=1
https://clinicaltrials.gov/ct2/show/NCT05050084?term=NCT05050084&draw=2&rank=1
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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 Urological Association et al 

In 2023, the American Urological Association (AUA) and the Society of Urologic Oncology (SUO) 
published updated guidelines on the early detection of prostate cancer. Specific guidance 
related to diagnosis, risk assessment, and utilization of biomarkers are stated in Table 4 
below.74,75 

 

Table 4. Relevant AUA/SUO Guideline Statements on Prostate Cancer 
Screening and Biopsy 

Guideline Statement Evidence Grade and Strength 
When screening for prostate cancer, clinicians should use PSA as the first 
screening test 

Strong Recommendation; Evidence Level: 
Grade A 

For people with a newly elevated PSA, clinicians should repeat the PSA 
prior to a secondary biomarker, imaging, or biopsy 

Expert Opinion 

Clinicians may use digital rectal exam (DRE) alongside PSA to establish risk 
of clinically significant prostate cancer 

Conditional Recommendation; Evidence Level: 
Grade C 

For people undergoing prostate cancer screening, clinicians should not 
use PSA velocity as the sole indication for a secondary biomarker, 
imaging, or biopsy 

Strong Recommendation; Evidence Level: 
Grade B 

Clinicians may use adjunctive urine or serum markers when further risk 
stratification would influence the decision regarding whether to proceed 
with biopsy. 

Conditional Recommendation; Evidence Level: 
Grade C 

After a negative biopsy, clinicians should not solely use a PSA threshold to 
decide whether to repeat the biopsy 

Strong Recommendation; Evidence Level: 
Grade B 

After a negative biopsy, clinicians may use blood-, urine-, or tissue-based 
biomarkers selectively for further risk stratification if results are likely to 
influence the decision regarding repeat biopsy or otherwise substantively 
change the patient’s management 

Conditional Recommendation; Evidence Level: 
Grade C 
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Guideline Statement Evidence Grade and Strength 
In patients with multifocal HGPIN [high-grade prostatic intraepithelial 
neoplasia], clinicians may proceed with additional risk evaluation, guided 
by PSA/DRE and mpMRI findings 

Expert Opinion 

DRE: digital rectal exam; PSA: prostate-specific antigen; mpMRI: multi-parametric magnetic resonance imaging 

 

National Comprehensive Cancer Network 

The National Comprehensive Cancer Network (NCCN) guidelines (v.1.2023) recommend that any 
man with a PSA level greater than 3 ng/mL undergo workup for benign disease, repeat PSA, and 
digital rectal examination.76  

The NCCN guidelines state that "biomarkers that improve the specificity of detection are not, as 
yet, mandated as first-line screening tests in conjunction with serum PSA. However, there may 
be some patients who meet PSA standards for consideration of prostate biopsy, but for whom 
the patient and/or the physician wish to further define risk". The guidelines recommend that the 
probability of high-grade cancer (Gleason score ≥3+4, Grade Group 2 or higher) may be further 
defined utilizing biomarkers that improve the specificity of screening that includes percent free 
PSA, with consideration of the Prostate Health Index (PHI), SelectMDx, 4K score, ExoDx Prostate 
Test, MyProstate Score (MPS), and IsoPSA. NCCN also noted that the extent of validation of 
these tests across diverse populations is variable and is not yet known how these tests could be 
applied in optimal combination with magnetic resonance imaging (MRI). For men who had a 
negative biopsy but are thought to be at higher risk, NCCN recommends to consider biomarkers 
that improve the specificity of screening (category 2A evidence). Tests that should be considered 
in the post-biopsy setting include percent-free PSA 4Kscore, PHI, PCA3, ConfirmMDx, ExoDx 
Prostate Test, MPS, and IsoPSA.  

 

National Institute for Health and Care Excellence 

In 2019 and in 2021, when guidelines were updated, the National Institute for Health and Care 
Excellence (NICE) did not recommend the Progensa PCA3 Assay or the PHI test for use in men 
with suspicion of prostate cancer who had a negative or inconclusive prostate biopsy.77 
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U.S. Preventive Services Task Force Recommendations 

The US Preventive Services Task Force (USPSTF; 2018) updated recommendations for prostate 
cancer screening. Protein biomarkers addressed in this policy, including PCA3, were not 
mentioned.78 

The USPSTF advises individualized decision making about screening for prostate cancer after 
discussion with a clinician for men ages 55 to 69 (C recommendation) and recommends against 
PSA-based screening in men 70 and older (D recommendation).  

 

Medicare National Coverage 

There is no national coverage determination.  

 

Regulatory Status 

Clinical laboratories may develop and validate tests in-house and market them as a laboratory 
service; laboratory-developed tests must meet the general regulatory standards of the Clinical 
Laboratory Improvement Amendments (CLIA). Laboratories that offer laboratory-developed 
tests must be licensed under the CLIA for high-complexity testing. The following laboratories are 
certified under the CLIA: BioReference Laboratories and GenPath Diagnostics (subsidiaries of 
OPKO Health; 4Kscore), ARUP Laboratories, Mayo Medical Laboratories, LabCorp, BioVantra, 
others (PCA3 assay), Clinical Research Laboratory (Prostate Core Mitomic Test), MDx Health 
(SelectMDx, ConfirMDx), Innovative Diagnostics (phi), and ExoDx Prostate (Exosome 
Diagnostics). To date, the U.S. Food and Drug Administration (FDA) has chosen not to require 
any regulatory review of these tests. 
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History  

 

Date Comments 
01/04/19 New policy, approved December 13, 2018, effective January 4, 2019. This policy 

replaces policy 12.04.33. Policy updated with literature review through September 
2018; references 6, 32-34, and 39, added. Apinifi added as investigational. Candidate 
gene panels, ConfirmMDx, Prostate Core Mitomics test, PCA3 (Progensa) ExoDx 
Prostate IntelliScore, Prostate Health Index (phi), Select MDx, and TMPRSS ERG fusion 
gene removed from policy. Removed CPT codes 81229, 81313, 81479, 81541, and 
81551 as they are now reviewed by AIM Specialty Health. 

02/01/19 Minor update, title changed from “Protein Biomarkers for the Diagnosis and Cancer 
Risk Assessment of Prostate Cancer“ to “Protein Biomarkers for Diagnosis and Risk 
Assessment of Prostate Cancer”. 

05/01/19 Minor update, History section updated for clarity. 

01/01/20 Annual Review, approved December 10, 2019. Policy updated with literature review 
through September 2019; references added. Policy statements unchanged. 

01/01/21 Annual Review, approved December 1, 2020. Policy updated with literature review 
through October 16, 2020; references added. Policy statements unchanged. 

06/01/21 Annual Review, approved May 4, 2021. Policy updated with literature review through 
February 19, 2021.  Policy statements unchanged. 

01/01/23 Annual Review, approved December 23, 2022. Policy updated with literature review 
through September 19, 2022; references added. Policy statements unchanged. 

01/01/24 Annual Review, approved December 26, 2023. Policy updated with literature review 
through September 26, 2023; references added. Policy statements 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). ©2024 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 
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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. 



Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.  

052493 (07-01-2021) 

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 800-722-1471 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (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 800-722-1471 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-722-1471 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (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: 800-722-1471 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-722-1471 (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。800-722-1471 （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 800-722-1471 (TTY: 711). 

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

номером 800-722-1471 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-722-1471 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-722-1471:  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।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-722-1471 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-722-1471 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-722-1471 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-722-1471 (TTY: 711).  

 تماس بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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