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Introduction 

Femoroacetabular impingement (FAI) is when the bones in your hip joint are not shaped 
normally or are growing in a way that makes them to rub together or pinch when you move. 
This can cause pain or limit your range of motion. When you have tried physical therapy and 
medications to make you feel better, but they do not work, you may need surgery. Surgery can 
help relieve pain, improve hip motion, and stop further damage to your hip joint. One way to do 
this surgery is arthroscopically, which is when the surgeon uses a camera and a specialized 
instrument to reshape the bone and repair damage. If your condition is more complex, the 
surgeon may opt for an open hip surgery. This policy explains when arthroscopic surgery to 
treat FAI is considered medically necessary. 

 

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. 
 

Policy Coverage Criteria  
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Treatment Medical Necessity 
Arthroscopic treatment of 
femoroacetabular 
impingement 

Arthroscopic treatment of femoroacetabular impingement 
(FAI) may be medically necessary when ALL of the following 
conditions have been met: 
• Age 

o Candidates should be skeletally mature with documented 
closure of growth plates (e.g., ≥15 years of age). 

AND 
• Symptoms 

o Moderate-to-severe hip pain worsened by flexion activities 
(e.g., squatting or prolonged sitting) that significantly limits 
activities; and 

o Unresponsive to conservative therapy for at least 3 months 
(including activity modifications, restriction of athletic 
pursuits, and avoidance of symptomatic motion); and 

o Positive impingement signs on clinical examination (pain 
elicited with 90o of flexion and internal rotation and 
adduction of the femur). (See Appendix) 

AND 
• Imaging (X-rays, MRI, or CT scan) evidence of FAI morphology: 

partial, or full thickness labral tearing and/or articular cartilage 
damage with ONE or more of the following indicators of cam 
or pincer FAI: (See Appendix) 
o Acetabular retroversion (overcoverage with crossover sign) 
o Coxa profunda or protrusion 
o Damage of the acetabular rim 
o Femoral head-neck offset with an alpha angle >50o 
o Pistol grip deformity 
o Positive wall sign 

      AND 
o No evidence of advanced osteoarthritis, defined as Tönnis 

grade 2 or 3, or joint space of less than 2 mm; and 
o No evidence of severe (Outerbridge grade IV) chondral 

(cartilage) damage  
 

Note: (See Definition of Terms) 
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Treatment Medical Necessity 
Arthroscopic treatment of FAI is considered investigational in 
all other situations not outlined in the Medical Necessity 
section above. 

 

Documentation Requirements 
The individual’s medical records submitted for review for all conditions should document 
that medical necessity criteria are met. The record should include the following: 
• Office visit notes that contain the relevant history and physical (including the individual’s 

symptoms, the conservative measures trialed and failed, and a positive impingement sign on 
physical examination) 

AND 
• Imaging evidence of morphology of FAI: partial or full thickness labral tearing and/or articular 

damage with one or more of the following indicators of cam or pincer FAI: 
o Acetabular retroversion (over coverage with crossover sign) 
o Coxa profunda or protrusion 
o Damage of the acetabular rim 
o Femoral head-neck offset with an alpha angle >50o 
o Pistol grip deformity 
o Positive wall sign 

AND 
• No evidence of advanced osteoarthritis such as Tönnis grade 2 or 3, or joint space of less than 

2 mm 
AND 
• No evidence of severe chondral (cartilage) damage (Outerbridge grade IV) 
 

Coding  

 

Code Description 
CPT 
29914 Arthroscopy, hip, surgical; with femoroplasty (i.e., treatment of cam lesion) 

29915 Arthroscopy, hip, surgical; with acetabuloplasty (i.e., treatment of pincer lesion) 

29916 Arthroscopy, hip, surgical; with labral repair 
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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  

 

Definition of Terms 

Acetabular retroversion (over coverage with crossover sign) is a variety of hip dysplasia. It is 
a condition where the acetabulum (the hip socket) faces backwards (retroversion) rather than 
forwards, resulting in excessive coverage of the femoral head. It is a form of pincer morphology. 

Coxa profunda refers to a deep acetabular pocket (increased acetabular depth) where the 
acetabular fossa is touching or projecting medial (towards the middle) to the ilioischial line (an 
anatomical landmark on pelvic radiographs and characteristic of hip morphology). It is more 
common in females and may indicate pincer morphology. 

Damage of the acetabular rim is damage to the outer surface of the acetabulum (the hip 
socket) around the femoral head. 

Femoral head-neck offset with an alpha angle >50o is a quantitative characterization of hip 
morphology used to determine the femoral head-neck junction used in preoperative planning 
for FAI. Initially, in 2002 an alpha angle >50° was proposed as pathological. This higher value is 
thought to be associated with cam-type impingement. 

 

Outerbridge Classification 

Grade Pathology 
0 Normal cartilage  

I Softening and swelling of articular cartilage 

II Fragmentation and fissuring of articular cartilage affecting an area of less than 0.5 inches 

III Fragmentation and fissuring of articular cartilage affecting an area of greater than 0.5 inches 

IV Cartilage erosion to bone 
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Pistol grip deformity is a flattening of the femoral head-neck junction. It may also be seen as a 
decreased head/neck offset on pelvic radiographs. The term came from the shape of the femur 
resembling a pistol seen in old movies. It is indicative of cam morphology and is more common 
in men than women. 

Positive posterior wall sign is when the posterior acetabular wall lies medial to the center of 
the femoral head. It is a radiographic sign used to assess the morphology of FAI. 

The Tönnis Classification System is commonly used to describe the radiographic presence of 
osteoarthritis in the hips with grading as follows: 

• Grade 0: No signs of osteoarthritis 

• Grade 1: Sclerosis of the joint with slight joint space narrowing and osteophyte formation, and 
no or slight loss of femoral head sphericity 

• Grade 2: Small cysts in the femoral head or acetabulum with moderate joint space narrowing 
and moderate loss of femoral head sphericity 

• Grade 3: Large cysts in the femoral head or acetabulum, severe joint space narrowing or 
obliteration of the joint space, and severe deformity and loss of sphericity of the femoral head 

 

If femoroacetabular impingement morphology is identified, individuals should be advised not to 
play aggressive sports. No more frequent than annual follow-up with magnetic resonance 
arthrography may be indicated for femoroacetabular impingement morphology to evaluate 
cartilage changes before damage becomes severe. It should be noted that current imaging 
techniques limit the early identification of cartilage defects, whereas delay in the surgical 
correction of bony abnormalities may lead to disease progression to the point at which joint 
preservation is no longer appropriate. Confirmation of subtle femoroacetabular impingement 
morphology may require 3-dimensional computed tomography. Some clinicians may also use 
local anesthetic injection into the joint to assist in confirming femoroacetabular impingement 
pathology. 

Treatment of femoroacetabular impingement should be restricted to centers experienced in 
treating this condition and staffed by surgeons adequately trained in techniques addressing 
femoroacetabular impingement. Because of the differing benefits and risks of open and 
arthroscopic approaches, individuals should make an informed choice between the procedures. 

Some individuals may require a revision procedure if symptoms recur or persist. Published 
studies have indicated that all sources of impingement might not have been identified before 
surgery, and those that had might not have been adequately treated. The risk of additional 
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surgical procedures can be reduced by intraoperative assessment of impingement after bone 
debridement and reshaping. 

 

Consideration of Age 

The age range listed in this policy takes into consideration skeletal maturity. Skeletal maturity is 
reached in adolescence around the age of 15. 

 

Evidence Review  

 

Description 

Femoroacetabular impingement results from localized compression within the joint as a result of 
an anatomic mismatch between the head of the femur and the acetabulum. Symptoms of 
impingement typically occur in young to middle-aged adults before the onset of osteoarthritis 
but may be present in younger individuals with developmental hip disorders. The objective of 
surgical treatment of femoroacetabular impingement is to provide symptom relief and reduce 
further joint damage. 

 

Background 

Femoroacetabular Impingement 

Femoroacetabular impingement arises from an anatomic mismatch between the head of the 
femur and the acetabulum, causing compression of the labrum or articular cartilage during 
flexion. The mismatch can arise from subtle morphologic alterations in the anatomy or 
orientation of the ball-and-socket components (e.g., a bony prominence at the head-neck 
junction or acetabular over coverage), with articular cartilage damage initially occurring from 
abutment of the femoral neck against the acetabular rim, typically at the anterosuperior aspect 
of the acetabulum. Although hip joints can possess the morphologic features of 
femoroacetabular impingement without symptoms, femoroacetabular impingement may 
become pathologic with repetitive movement and/or increased force on the hip joint. High-
demand activities may also result in pathologic impingement in hips with normal morphology. 
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Two types of impingements, cam, and pincer, may occur alone or, more frequently, together. 
Cam impingement is associated with an asymmetric or nonspherical contour of the head or neck 
of the femur jamming against the acetabulum, resulting in cartilage damage and delamination 
(detachment from the subchondral bone). Deformity of the head/neck junction that looks like a 
pistol-grip on radiographs is associated with damage to the anterosuperior area of the 
acetabulum. Symptomatic cam impingement is found most frequently in young male athletes. 
Pincer impingement is associated with over coverage of the acetabulum and pinching of the 
labrum, with pain more typically beginning in women of middle age. In cases of isolated pincer 
impingement, the damage may be limited to a narrow strip of the acetabular cartilage. 

Epidemiologic and radiographic studies have found correlations between hip osteoarthritis and 
femoroacetabular impingement lesions, supporting the theory that prolonged contact between 
the anatomically mismatched acetabulum and femur may lead not only to cam and pincer 
lesions but also to further cartilage damage and subsequent joint deterioration. It is believed 
that osteoplasty of the impinging bone is needed to protect the cartilage from further damage 
and to preserve the natural joint. Therefore, if femoroacetabular impingement morphology is 
shown to be an etiology of osteoarthritis, a strategy to reduce the occurrence of idiopathic hip 
osteoarthritis could be early recognition and treatment of femoroacetabular impingement 
before cartilage damage and joint deterioration occurs. 

An association between femoroacetabular impingement and athletic pubalgia, sometimes called 
sports hernia, has been proposed. Athletic pubalgia is an umbrella term for a large variety of 
musculoskeletal injuries involving attachments and/or soft tissue support structures of the pubis 
(See Related Policies). 

 

Treatment 

A technique for hip dislocation with open osteochondroplasty that preserved the femoral blood 
supply was reported by Ganz. Visualization of the entire joint with this procedure led to the 
identification and acceptance of femoroacetabular impingement as an etiology of cartilage 
damage and the possibility of correcting the abnormal femoroacetabular morphology. Open 
osteochondroplasty of bony abnormalities and treatment of the symptomatic cartilage defect is 
considered the criterion standard for complex bony abnormalities. However, open 
osteochondroplasty is invasive, requiring transection of the greater trochanter (separation of the 
femoral head from the femoral shaft) and dislocation of the hip joint to provide full access to the 
femoral head and acetabulum. In addition to the general adverse events of open surgical 
procedures, open osteochondroplasty with dislocation has been associated with nonunion and 
neurologic and soft tissue lesions. 
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Less invasive hip arthroscopy and an arthroscopy-assisted mini-approach were developed by 
2004. Arthroscopy requires specially designed instruments and is considered technically more 
difficult due to reduced visibility and limited access to the joint space. Advanced imaging 
techniques, including computed tomography and fluoroscopy, have been used to improve 
visualization of the 3-dimensional head/neck morphology during arthroscopy. 

Femoroacetabular impingement can also be a source of hip pain and decreased hip internal 
rotation in the pediatric population. When nonoperative management of femoroacetabular 
impingement in children and adolescents is ineffective, surgical procedures may be indicated. 
Surgical techniques include arthroscopy, open hip dislocation, limited open with arthroscopy, 
and osteotomy. 

 

Slipped Capital Femoral Epiphysis 

Individuals with slipped capital femoral epiphysis have a displaced femoral head in relation to 
the femoral neck within the confines of the acetabulum, which can result in hip pain, thigh pain, 
knee pain, and the onset of a limp. Slipped capital femoral epiphysis occurs most frequently in 
children between the ages of 10 to 16. Upon reaching skeletal maturity, 32% of individuals 
diagnosed with slipped capital femoral epiphysis were found to have clinical signs of 
impingement. It is not uncommon for individuals with slipped capital femoral epiphysis to 
develop premature osteoarthritis and require total hip arthroplasty within 20 years. 

 

Treatment 

The standard treatment for slipped capital femoral epiphysis is stabilization across the physis by 
in situ pinning. Alternative treatments proposed for pediatric individuals with slipped capital 
femoral epiphysis-related femoroacetabular impingement include osteoplasty without 
dislocation, or with the open dislocation technique described by Ganz. The Ganz technique 
(capital realignment with open dislocation) is technically demanding, with a steep learning curve 
and a high-risk of complications, including avascular necrosis. Therefore, early treatment to 
decrease impingement must be weighed against the increased risk of adverse events. 
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Summary of Evidence 

For individuals who are adults with asymptomatic femoroacetabular impingement who receive 
femoroacetabular impingement surgery, there is no direct evidence that the surgical treatment 
will prevent the development of osteoarthritis. Relevant outcomes are symptoms, functional 
outcomes, health status measures, quality of life, and change in disease status. Indirect evidence 
consists of observational studies. In retrospective studies of individuals with osteoarthritis, the 
relevant outcomes were radiographic evidence of hip joint malformations. In prospective studies 
of individuals with femoroacetabular impingement, the relevant outcome is progression to 
osteoarthritis. Several large observational studies (>1000 individuals), as well as smaller studies, 
have shown radiographic evidence of relationships between abnormal hip morphology and the 
development of osteoarthritis. There have been no studies in which femoroacetabular 
impingement surgery was performed on individuals with femoroacetabular impingement 
morphology but no symptoms. The evidence is insufficient to determine that the technology 
results in an improvement in the net health outcome. 

For individuals who are adults with symptomatic femoroacetabular impingement who receive 
femoroacetabular impingement surgery, the evidence includes systematic reviews of large and 
small observational studies and systematic reviews of randomized control trials (RCTs). Relevant 
outcomes are symptoms, functional outcomes, health status measures, quality of life, and 
change in disease status. Open hip dislocation surgery and arthroscopic surgery are the most 
common surgical techniques performed on individuals with femoroacetabular impingement. 
Systematic reviews have evaluated open hip dislocation surgery and arthroscopic surgery, 
compared with no comparator, nonsurgical management, and other surgical techniques. 
Compared with nonsurgical management, all types of surgical techniques have resulted in 
significant improvements in functional outcomes, pain, and radiographic measurements. The 
reviews were limited when comparing surgical techniques with each other because individual 
characteristics and outcome measurements were heterogeneous among studies. The evidence is 
sufficient to determine that the technology results in an improvement in the net health 
outcome. 

For individuals who are children 15 years of age or younger with symptomatic femoroacetabular 
impingement who receive femoroacetabular impingement surgery, the evidence includes a 
meta-analysis evaluating small observational studies and individual observational studies. 
Relevant outcomes are symptoms, functional outcomes, health status measures, quality of life, 
and change in disease status. While the studies reported reductions in pain and improvements 
in functional outcomes, the sample sizes were relatively small, ranging between 11 and 116 hips 
per study. Additionally, comparative studies were not identified. The evidence is insufficient to 
determine that the technology results in an improvement in the net health outcome. 
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For individuals who are children 15 years of age or younger with slipped capital femoral 
epiphysis-associated femoroacetabular impingement who receive femoroacetabular 
impingement surgery, the evidence includes a systematic review and small observational studies 
(range, 19 to 51 individuals). Relevant outcomes are symptoms, functional outcomes, health 
status measures, quality of life, and change in disease status. While most individuals experienced 
symptom relief following femoroacetabular impingement surgery, the surgery is invasive and 
complications (e.g., nonunions) were reported. The evidence is insufficient to determine that the 
technology results in an improvement in the net health outcome. 

For individuals who have residual femoroacetabular impingement symptoms following a primary 
surgery who receive revision arthroscopic surgery, the evidence includes systematic reviews of 
observational studies (>400 individuals). Relevant outcomes are symptoms, functional 
outcomes, health status measures, quality of life, and change in disease status. Though the 
studies were of low-quality, consistent improvements in functional outcomes, pain relief, and 
individual satisfaction were reported, in some cases beyond 3 years. The evidence is sufficient to 
determine that the technology results in an improvement in the net health outcome. 

 

Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished 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 
NCT04243447  Identification of Predictors for Clinical 

Outcomes in Femoroacetabular Impingement 
Surgery (DoD FAI-2) 

800 Sep 2024 

NCT02692807 Arthroscopic Surgical Procedures Versus Sham 
Surgery for Patients with Femoroacetabular 
Impingement and/or Labral Tears: A 
Multicenter, International, Double-Blinded, 
Randomized Controlled Trial (HIPARTI) 

140 Dec 2035 
(recruiting) 

https://www.clinicaltrials.gov/study/NCT04243447?term=NCT04243447&rank=1
https://www.clinicaltrials.gov/study/NCT02692807?term=NCT02692807&rank=1
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NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

NCT05746533a A Comparison of Total Hip Arthroplasty and 
Hip Preservation Outcomes 

10000 June 2053 
(recruiting) 

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

 

Clinical Input Received from Physician Specialty Societies and Academic 
Medical Centers 

While the various physician specialty societies and academic medical centers may collaborate 
with and make recommendations during this process, through the provision of appropriate 
reviewers, input received does not represent an endorsement or position statement by the 
physician specialty societies or academic medical centers, unless otherwise noted. 

 

2009 Input 

In response to requests, input was received from 2 physician specialty societies (3 reviewers) and 
2 academic medical centers while this policy was under review in 2009. All input supported the 
use of open or arthroscopic surgery as an appropriate treatment for femoroacetabular 
impingement in selected individuals when conservative treatment has failed. 

 

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 US professional society, an international society with US representation, or the 
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. 

 

https://www.clinicaltrials.gov/study/NCT05746533?term=NCT05746533&rank=1
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American Academy of Orthopaedic Surgeons 

In 2020, the American Academy of Orthopaedic Surgeons published a consensus-based best 
practice guidelines checklist for preoperative, intraoperative, and postoperative hip arthroscopy 
considerations in individuals with femoroacetabular impingement.45 

The guidelines define conservative care treatment as a trial of rest, trial of non-steroidal anti-
inflammatory drugs, activity modification or restriction, and physical therapy - without 
concomitant use of opioids. Prior to completion of the full duration of conservative treatment, 
assessment of the following joint parameters is recommended: high alpha angle, low Tönnis 
grade, cam or combined impingement, large range of motion limitations with pain, high 
baseline mental health status, large cam (>65° alpha angle) or combined deformity in absence 
of osteoarthritis changes. A shorter duration of conservative treatment is permissible in 
professional or out-of-season athletes, individuals completing physical therapy with no or 
marginal improvement, high baseline mental health status, and/or successful surgery on the 
contralateral side. Contraindications for hip arthroscopy include joint space narrowing <2 mm 
along the sourcil or osteoarthritis, Tönnis grade 2 or higher, severe femoral retroversion or 
anteversion with gait abnormality, obesity hindering access, broken Shenton line, pain not 
localizing to the hip or out of proportion due to psychiatric issue, inclination Tönnis angle >13 
to 15°, or failed arthroscopy with dysplastic features. Hypermobility (Beighton Hypermobility 
Score ≥5) is not considered a contraindication for hip arthroscopy. 

 

National Institute for Health and Care Excellence 

In 2011, the NICE issued guidance on arthroscopic femoroacetabular surgery for hip 
impingement syndrome.46 The NICE considered the evidence on the efficacy of arthroscopic 
femoroacetabular surgery for hip impingement syndrome to be adequate for symptom relief in 
the short and medium term. 

The NICE (2011) guidance on open femoroacetabular surgery for hip impingement syndrome 
indicated that evidence for this procedure was adequate for symptom relief in the short and 
medium term.47 

 

Medicare National Coverage 

There is no national coverage determination.   
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Regulatory Status 

Surgery for treatment of femoroacetabular impingement is a procedure and, as such, is not 
subject to regulation by the US Food and Drug Administration. 
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Appendix  

 

Impingement Test 

As part of the physical examination, your doctor will likely conduct the impingement test. For 
this test, your doctor will bring your knee up toward your chest and then rotate it inward toward 

https://www.nice.org.uk/guidance/IPG408
https://www.nice.org.uk/guidance/IPG403
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your opposite shoulder. If this re-creates your hip pain, the test result is positive for 
impingement. 

 

Types of FAI 

 

Source: https://orthoinfo.aaos.org/en/diseases--conditions/femoroacetabular-
impingement/ Accessed May 16, 2024. 

 

History  

 

Date Comments 
02/08/11 Add to Surgery section. - New Policy replacing PR.7.01.539. 

07/12/11 Replace Policy - Policy updated with literature review through February 2011; 
references added and reordered; policy statements unchanged. ICD-10 codes added 
to policy. 

07/20/12 Replace policy. Policy updated with literature review through February 2012; 
references 2, 24 and 34 added. Policy statement is unchanged. 

09/25/12 Update Coding Section – ICD-10 codes are now effective 10/01/2014. 

12/20/12 Update Related Policies – Remove 7.01.530 as it was archived. 

https://orthoinfo.aaos.org/en/diseases--conditions/femoroacetabular-impingement/
https://orthoinfo.aaos.org/en/diseases--conditions/femoroacetabular-impingement/
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Date Comments 
03/15/13 Update Related Policies. Add 2.01.31. 

05/28/13 Minor update. Definitions for FABER and FADIR tests added to the Appendix section; 
no other changes. 

07/08/13 Archive policy. Policy statement has clarified skeletally mature age & removed age 
restriction on older adults. Rationale updated based on a literature review through 
April 2013, References 4, 11, 15-17, 19, 22, 31 added; others renumbered/removed. 
Definitions added to appendix for Tonnis and Outerbridge classification of OA. Policy 
statement changed as noted. 

07/01/24 New policy 7.01.592 Surgical Treatment of Femoroacetabular Impingement replaces 
previously archived policy 7.01.118 Surgical Treatment of Femoroacetabular 
Impingement, approved June 11, 2024. The following policy changes are effective on 
or after October 8, 2024, following 90-day provider notification.  Policy updated with 
literature review through February 9, 2024; references added. Open or arthroscopic 
treatment of femoroacetabular impingement (FAI) may be considered medically 
necessary when criteria are met. Added CPT codes 29914-29916.  

 

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 
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 800-722-1471 (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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