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Before We Get Started

Today’s session is purely for informational purposes.
CTRC does not provide legal advice. CTRC has no relevant financial 

interest, arrangement, or affiliation with any organizations related to 
commercial products or services discussed in this session. 

The California Telehealth Resource Center (CTRC) and all resources and activities produced or supported by the CTRC are made possible by grant number U1UTH42520-01-01 from 
the Office for the Advancement of Telehealth, Health Resources and Services Administration, DHHS. This information or content and conclusions are those of the CTRC and should 
not be construed as the official position or policy of, nor should any endorsements be inferred by HRSA, HHS or the U.S. Government.



Zoom Tips

Muted on Entry 
You are muted on 
entry. If you wish to 
comment or ask a 
question, you can 
unmute yourself.

Use Your Video
Please turn on the 
video for a more 
collaborative and 
engaging experience.

Open the Chat
Please open the chat and use it 
liberally; we want to hear from 
you!

Send questions and feedback 
to “Everyone”

Video 
Recording
The presenter will 
indicate if the meeting 
is being recorded and 
where to find the 
recording after the 
presentation is 
complete.

Speaker View vs Gallery View
At the top right of your screen you can change the 
video panel to just show the main speaker, or to 
gallery view to see the speaker and other 
participants, depending on your preference.



About CTRC

4

Established in 2006, the California Telehealth Resource 
Center (CTRC) exists to share unbiased, no-cost 
telehealth resources and consultative support 
services with providers and patients located across all 
58 California counties and beyond. 

CTRC became part of OCHIN in 2017 and serves as 
OCHIN’s dedicated telehealth consulting arm. CTRC is 
also part of a coast-to-coast, federally designated 
consortium that includes two national and 12 regional 
telehealth resource centers (TRCs). Our knowledgeable 
CTRC team teaches others to employ innovative 
technologies in ways that enhance connected care 
and advance health equity. CTRC insights reflect 
OCHIN’s 22 years of practice-based solutions expertise.

Add 
Photo

Presenter Notes
Presentation Notes
The California Telehealth Resource Center (CTRC) offers no-cost, unbiased training, educational resources, and technical assistance to help California providers and patients get the most from telehealth. Being the region's federally designated telehealth resource center, we offer unbiased tools and services based on proven telehealth practices in our state. As part of the National Consortium of Telehealth Resource Centers and the OCHIN family of companies, CTRC assists thousands of providers and patients annually. We have extensive experience supporting the health care safety net, rural and urban providers, and patients and families throughout California who would otherwise be unable to access quality health care due to geographic isolation, language/cultural barriers, lack of insurance, disability, and homelessness, and more.



Meet Your Presenter

Megan Bowen
Practice Coach, NCQA 
PCMH CCE
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Megan Bowen (Meg) has been a PCMH 
Practice Coach with the Transformation 
Team at OCHIN for 3 years. Prior to joining 
OCHIN, she was the Quality Director at a large 
frontier FQHC in Oregon. Meg’s entire career has 
been spent in health care, and her areas of focus 
and interest include RPM, Patient Centered 
Medical Home Transformation, SOGI data 
collection, Quality Improvement and Population 
Health. Meg will be joining us from her home in 
the mountains of NE Oregon.

Presenter Notes
Presentation Notes
As health care moves from a fee-for-service model to a value-based approach that rewards performance and outcomes, remote patient monitoring is helping to accelerate the transition from episodic, reactive care delivered in clinical settings to a continuous, proactive model that blends virtual and in-clinic care. Patients can use medically-prescribed RPM devices in the course of everyday activities to collect and transmit biometric data such as blood pressure readings, blood glucose levels, body weight, heart rate, respiration, and temperature directly into the electronic health record (EHR) in near-real time. These data sets give a detailed and nuanced view of the state of the patient’s health as values fluctuate over hours, days, and weeks, enabling providers to deliver more personalized care characterized by frequent minor adjustments. Subtle changes in the data can trigger interventions sooner in lower-cost settings, supporting the Quadruple Aim. 1Here is our agenda for the presentation:Introduction and OverviewBuilding your teamAssess, plan and identify clinical use casesTest, refine and implementGrowing your programThe California Telehealth Resource Center (CTRC) offers no-cost, unbiased training, educational resources, and technical assistance to help California providers and patients get the most from telehealth. As the federally designated telehealth resource center for the region, we offer unbiased tools and services based upon proven telehealth practices. We create lasting change and improvement by focusing on implementation, sustainability, reimbursement and policy, integration, workflows, and patient/provider adoption. As part of the National Consortium of Telehealth Resource Centers and the OCHIN family of companies, CTRC assists thousands of providers and patients annually. We have extensive experience supporting the health care safety net, rural and urban providers, and patients and families throughout California who would otherwise be unable to access quality health care due to geographic isolation, language/cultural barriers, lack of insurance, disability, homelessness, and more.
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Introduction and Remote 
Patient Monitoring Overview

Building your Team

Assess, Plan and Identify 
Clinical Use Cases

Test, Refine and Implement

Growing  Your Program

Questions and Wrap Up
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Presenter Notes
Presentation Notes
As health care moves from a fee-for-service model to a value-based approach that rewards performance and outcomes, remote patient monitoring is helping to accelerate the transition from episodic, reactive care delivered in clinical settings to a continuous, proactive model that blends virtual and in-clinic care. Patients can use medically-prescribed RPM devices in the course of everyday activities to collect and transmit biometric data such as blood pressure readings, blood glucose levels, body weight, heart rate, respiration, and temperature directly into the electronic health record (EHR) in near-real time. These data sets give a detailed and nuanced view of the state of the patient’s health as values fluctuate over hours, days, and weeks, enabling providers to deliver more personalized care characterized by frequent minor adjustments. Subtle changes in the data can trigger interventions sooner in lower-cost settings, supporting the Quadruple Aim. 1Here is our agenda for the presentation:Introduction and RPM OverviewBuilding your teamAssess, plan and identify clinical use casesTest, refine and implementGrowing your programThe California Telehealth Resource Center (CTRC) offers no-cost, unbiased training, educational resources, and technical assistance to help California providers and patients get the most from telehealth. As the federally designated telehealth resource center for the region, we offer unbiased tools and services based upon proven telehealth practices. We create lasting change and improvement by focusing on implementation, sustainability, reimbursement and policy, integration, workflows, and patient/provider adoption. As part of the National Consortium of Telehealth Resource Centers and the OCHIN family of companies, CTRC assists thousands of providers and patients annually. We have extensive experience supporting the health care safety net, rural and urban providers, and patients and families throughout California who would otherwise be unable to access quality health care due to geographic isolation, language/cultural barriers, lack of insurance, disability, homelessness, and more.



RPM Introduction and 
Overview

Using connected digital tools to 
electronically capture health and medical 
data for care team review

EHR integration:

• Facilitates incorporation into clinical decision-
making

• Provides a fuller picture of patient health for 
long-term, continuous care

• Can drive more personalized interventions 
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Presenter Notes
Presentation Notes
Launching an RPM program within a medical practice is complex and involves not only choosing the right technology but selecting the right patients and parameters and developing the right atmosphere within the practice. There’s a lot of planning that goes into the process long before the go-live date, and a lot of work that goes into making sure the results meet expectations for both patients and providers. Continued and steady success can lead to sustainability, which in turn can pave the way for scalability.



RPM Overview

RPM is a tool to help 
address health equity

• Requires patient 
engagement 

• Resistance often tied to 
barriers
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Presenter Notes
Presentation Notes
Seventy-five percent of Americans struggle to take their medications as prescribed. Patients’ well-being is being jeopardized, and the healthcare system is losing billions of dollars due to this non-compliance. Accordingly, drug non-adherence causes nearly 125,000 deaths annually in the United States and accounts for 33% to 69% of medication-related hospital admissions. The overall cost of drug non-adherence alone is estimated to be between $100 billion and $300 billion every year.With RPM, patients are obliged to adhere to their maintenance and treatment plans. This is to avoid calls and notifications from their providers whenever they miss taking their medicines or fail to measure their vital signs. Every failure to keep up with their treatment and maintenance plans is being monitored via RPM. As a result, the patients are forced to comply.Additionally, studies show that patients enrolled in RPM enjoy using their devices and look forward to using them every day. Patients are also educated and guided with the indications of each result they see on their devices. For instance, the color green they see on their mobile app every time they measure their blood pressure indicates that it is within normal range. To maintain the color green, patients adhere to their maintenance and treatment plans, thus taking their medicines on time and doing their daily exercise.



Building Your Team

 Identify stakeholders

 Grow champions

 Partner with patients

 Build on previous success

 Designate RPM coordinator
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Presenter Notes
Presentation Notes
Think about workflow development in your organization, how does that occur now? You need to have input from all staff that will be involved in this process. Technology may be the underpinning of a successful RPM program, but that success won’t happen without a trained and motivated staff—one that understands what’s necessary to make the program work and, above all else, keep patients engaged. Before getting into RPM, a practice must make sure that everyone is on board with the program. It will mean changing workflows and responsibilities, and that means training everyone ahead of time, so there are no surprises. This is especially important for nurses, who see the data coming in from RPM programs and interact with patients more frequently than doctors. They need to understand not only how the system works but also how they make it run better, including when to talk to patients and how to identify those emerging concerns that require a doctor’s intervention.They also need to know how to work with patients in the program and how to keep them engaged. RPM programs won’t work if patients aren’t invested in the outcomes and interested in helping to manage their own care. In short, remote patient monitoring platforms aren’t solely about gathering data. They’re about connecting with patients at home to see how they’re doing, helping them with their care plan, and giving them support, guidance, and resources to improve their health and well-being. 



Assess, Plan and Identify Clinical Use Cases

Assess your needs and readiness

• Infrastructure

• Patient readiness

• Organizational readiness

• Legal/compliance

• Financial/billing support

• Operations

• Communications

• Security and data privacy
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Presenter Notes
Presentation Notes
Does your community have robust broadband services available?Patient Readiness Do patients have sufficient broadband speeds in their homes? Smartphones and reliable data plans? Technology, health, and language proficiencyOrganizational Readiness Does your health center have adequate budget/resources, staff, equipment, expertise and training to implement and maintain an RPM program?Legal/Compliance Are providers properly licensed and insured to offer RPM services? Are provisions in place to ensure RPM data remains secure and private? What kinds of consents must be obtained to collect RPM data from adults and pediatric pWhat RPM services are billable to payors? What are the rates of reimbursement? What are the indirect costs and savings tied to RPM?atients 18 19 ? OCommunications Do you have standardized messaging or scripts to support staff as they explain the benefits of RPM to patients? Do you have prepared FAQs for common patient questions about data privacy and security?perations Do you have staff and patient policies in place for RPM terms of use and expectations? Do you have a plan to develop, test, and standardize RPM workflows?A critical piece of the assessment and planning includes thinking through steps to protect the privacy and security of your patient’s RPM data at every point on it’s journey from the device to your HERDid you know that the the Children’s Online Privacy Protection Act (COPPA) requires the consent of a parent or guardian before collecting personal identifiable information (PHI) from children under 13 years of age. 1



Identify Clinical Use Cases

Identify focus areas

• HTN patients with paper logs

• Chronic disease management 
programs 
(Medicare, CCM)

• Follow-up after hospitalization

• Congestive heart failure

• COPD

• Other home diagnostics

• Mental health monitoring
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Presenter Notes
Presentation Notes
Identify RPM clinical use cases that are well-matched to the needs of your health center and the patients you serve. Specifically determine what kinds of RPM data your clinicians want and need to inform clinical care. One useful starting point is to identify areas where RPM is already being used in your practice. Think broadly and include informal applications as you take inventory. These current use cases often point to areas of need and can help your health center prioritize which kinds of RPM to pilot first.�Set measurable goals that guide your health center’s RPM program from its starting point today to an ideal future state.RPM has primarily been used for chronic disease management [e.g., glucometer, blood pressure cuff, body weight scale, pulse oximeter, spirometer for patients with diabetes, hypertension, congestive heart failure (CHF), or chronic obstructive pulmonary disease (COPD)A good rule of thumb is to choose a population that’s costing the practice a lot of money in unmanaged care expenses and hospitalizations, such as those with uncontrolled hypertension or diabetes or those who treat the emergency room as a primary care resource. These are patients who would most benefit from remote patient monitoring and who would show measurable results through adherence that prove the program’s success.What are some other cases where patients could be sharing/transmitting data from home recordings that you want to be able to incorporate into their plan of care? 



Choosing and Distributing 
RPM Devices

Start with your EHR vendor

• Some offer RPM kits or device 
bundles tailored to specific 
conditions

• Some ship directly to the patient 
home

Confirm with billing whether your 
payors stipulate specific RPM devices 
for reimbursement

Remember that multiple RPM 
devices increase complexity for staff 
and patients

Presenter Notes
Presentation Notes
You have identified clinical use cases for RPM. The next step is to select the RPM device to use for this clinical application. When it comes to RPM devices, the market offers many options. How do you choose the best RPM devices for your health center? 



Medi-Cal Rates and Codes 

Five Relevant CPT Codes

Presenter Notes
Presentation Notes
The Department of Health Care Services (DHCS) views telehealth as a cost-effective alternative to in-person health care, particularly in underserved areas. Remote patient monitoring is assisting in the transition from episodic, reactive care delivered in clinical settings to a continuous, proactive model that integrates virtual and in-clinic treatment as health care shifts from a fee-for-service to a value-based approach that rewards performance and outcomesEvery year, CMS releases new Medicare Physician Fee Schedule[1] that outlines billable activities as well as reimbursement criteria for the coming year. CPT codes and criteria for RPM services can be found in this publication once a year.RPM services rendered to established patients are reimbursed under CPT codes 99091, 99453, 99454, 99457, and 99458. To guide California healthcare providers in RPM billing and reimbursement, here are the Medi-Cal rates[2] that have been updated and are effective as of March 15, 2022:https://drkumo.com/4-main-medicare-cpt-codes-for-remote-patient-monitoring/CPT Code 99453Healthcare providers may get reimbursement for the onboarding and education of patients as this CPT code covers the one-time cost that providers can charge for enrolling the patient into the new remote patient monitoring (RPM) system. This CPT code includes the time they spent setting up the system, educating the patient how to operate the system or the medical device(s), and any other services that come along with this. Note: CMS does not reimburse for the equipment but just the time spent with the initial set-up. This code was designed to assist patients on the usage of devices and compensate clinicians in training them.CPT Code 99454This CPT code allows healthcare providers to bill monthly or every 30 days. It is a code for the cost of leasing home health medical device to the patient and the software or mobile application used to run this RPM service. The device should not be previously owned by the patient but instead should be provided by the healthcare professional. The device must only be used for home care and needs to automatically upload the data to the provider daily. CMS provided clarification that this code requires the patient to submit at least 16 days of device readings during the 30-day period. A patient may have multiple RPM devices, but healthcare providers can only bill once per patient per 30-day period, and only when at least 16 days of patient-generated data has been transmitted, even when many devices are given to one patient.CPT Code 99457This code refers to RPM care management services spent with a minimum of 20-minute duration in one calendar month by a healthcare provider— could be a physician, clinical staff, or a qualified healthcare professional. (Clinical staff includes but is not limited to registered nurses or medical assistants; subject to the scope of the state law and practice, and the supervision requirements included in the applicable law.)This reimbursement covers for clinical staff time used for monitoring a patient’s health data and interactive communication with a patient through phone, text or email. Example of patient’s health data – blood pressure, glucose level, pulse rate, and weight. This code is billable once per month regardless of the patient’s conditions.CPT Code 99458This is an add-on to the CPT code 99457, a part of interactive virtual care and monitoring, stating that healthcare providers can be reimbursed for every additional 20 minutes every month. CPT Code 99458 is for additional time spent with the patient. It means, 99458 cannot be billed as a standalone code. It must be billed in conjunction with 99457. Healthcare providers may additionally bill in 20-minute increments using this code after they meet the requirements for code 99457.  For instance, if a doctor spends 40 minutes of virtual care covered by RPM, this code will be used to bill for the incremental 20 minutes.CPT code 99091 covers standalone collection and interpretation of remote data. It includes 30 minutes of RPM clinical time between a patient and a physician once a month, and requires at least one other instance of communication, which can be a call, video visit or email exchange. 



2022 Remote Therapeutic Monitoring Codes
CPT code 98975

• Initial set up and patient education on use of equipment. 

CPT code 98976
• Devices supply with scheduled (daily) recordings(s) or programmed alert(s), to monitor the Respiratory 

System every – every 30 days

CPT code 98977
• Devices supply with scheduled (daily) recording(s) or programmed alert(s) – Musculoskeletal system. 

CPT code 98980
• Physician/other qualified health care professional time in a calendar month requiring at least one 

interactive communication with the patient/caregiver in the calendar month; first 20 minutes

CPT code 98981
• Physician/other qualified health care professional time in a calendar month requiring at least one 

interactive communication with the patient/caregiver in the calendar month; first 20 minutes

PFS page at cms.gov 
14www.caltrc.org

Presenter Notes
Presentation Notes
What are the five RTM Codes?The new RTM codes included in the 2022 PFS are as follows:CPT code 98975Remote therapeutic monitoring (e.g., respiratory system status, musculoskeletal system status, therapy adherence, therapy response); initial set-up and patient education on use of equipmentCode 98975 is only allowed to be billed once each episode of care. An episode of care begins when the remote therapeutic monitoring service is activated and concludes when the specific treatment goals are met.CPT code 98976Remote therapeutic monitoring (e.g., respiratory system status, musculoskeletal system status, therapy adherence, therapy response); device(s) supply with scheduled (e.g., daily) recording(s) and/or programmed alert(s) transmission to monitor respiratory system, every 30 daysCPT code 98977Remote therapeutic monitoring (e.g. respiratory system status, musculoskeletal system status, therapy adherence, therapy response); device(s) supply with scheduled (e.g. daily) recording(s) and/or programmed alert(s) transmission to monitor musculoskeletal system, every 30 days�*Codes 98976 and 98977 can be billed only once per 30 days.CPT code 98980Remote therapeutic monitoring treatment, physician/other qualified health care professional time in a calendar month requiring at least one interactive communication with the patient/caregiver during the calendar month; first 20 minutesCPT code 98980 requires at least 20 minutes of time per month dedicated to remote therapeutic monitoring and management of the patient. During the month, this period must also contain at least one interactive communication with the patient/caregiver (e.g., via phone or video).CPT code 98981Remote therapeutic monitoring treatment, physician/other qualified health care professional time in a calendar month requiring at least one interactive communication with the patient/caregiver during the calendar month; each additional 20 minutesOther key takeawaysRTM is intended for patient management through the use of medical devices that collect non-physiological data. Under the new RTM codes, data on indicators such as therapy/medication adherence, therapy/medication response, and pain level can be gathered and billed. CMS acknowledges “therapeutic” data, not simply “physiologic” data, as an essential category of patient information that can be examined remotely under these codes. RPM codes, on the other hand, can only be applied in conjunction with tracking physiologic data (e.g., heart rate, blood pressure, and blood sugar levels).98976 is exclusively for monitoring the respiratory system, whereas 98977 is only for monitoring the musculoskeletal system. Other systems are not covered by the current RTM device supply codes (e.g., neurological, vascular, endocrine, digestive, etc.).RTM can be billed as general medicine services by physicians and other qualified health providers. Physical therapists (PT), occupational therapists (OT), speech-language pathologists, physician assistants, nurse practitioners, and clinical social workers may be eligible for RTM codes. According to the final rule, physiatrists, nurse practitioners, and physical therapists will be the primary billers of RTM codes.The use of a medical device, as defined by the federal Food, Drug, and Cosmetics Act, is required for RTM (i.e., not merely a wellness device).RTM data can be self-reported by the patient or uploaded digitally via the device. While RTM codes still require that the equipment used fulfill the FDA’s definition of a medical device, CMS says that self-reported RTM data via a smartphone app or online platform classed as Software as a Medical Device (SaMD)[2] may qualify for payment.Here is a link to the PFS page at CMS.gov – submit your comments for CY2023 proposed rules by Sept 6th. One of the proposals is making several temporarily available telehealth services during the public health emergency (PHE) covered through CY 2023 on a Category 3 basis; extending the time these services are temporarily included on the telehealth services list following the end of the PHEhttps://drkumo.com/remote-patient-monitoring-faq/



Digital Formulary

After identifying RPM devices 
compatible with your EHR (and 
payors), narrow down your choices 
and build a digital formulary

• Cost to the patient (if any)
• Battery life
• Protection of HIPAA or BAA
• Materials developed to support 

patients/providers

BYOD
• Pros and cons
• Comfort vs. compatibility



Budget
Considerations

• EHR vendor fees to build, install, test, 
train, and maintain

• RPM device vendor interfaces, 
training, and maintenance

• Hardware and software

• Operational costs

• Communications 

• Patient engagement

• Staffing



Test, Refine, Iterate, Repeat

Use your existing quality improvement and change 
management frameworks to provide structure for pilot testing

Capture baseline data

Start small with your simplest clinical use case

Presenter Notes
Presentation Notes
As your health center moves from assessment and planning to testing and implementation, change management and quality improvement frameworks can provide structure for your team’s activities.Start small with your simplest clinical use caseBluetooth BP cuffs with 10 patientsTransmit for seven consecutive daysBID readingsPatient communicationDo not overwhelm your staff or patients



Policies, Protocols and Workflows

Your small pilot will help you develop 
RPM policies and protocols

Involve stakeholders and champions in 
this process

Build off previous successes with virtual 
care technologies

Widely disperse your RPM messaging

Presenter Notes
Presentation Notes
Ensure your policies address: Compliance with legal and regulatory requirements • Patient safety • Technology compatibility • Terms of use • Hours of operation • Follow-up time to review and respond to data • Efforts to minimize provider burdenIt is important to establish clear policy and protocol around patient terms of use for your RPM program. For example, patients must grasp that this type of RPM is not intended to manage urgent or emergent conditions. Make sure you share widely information about RPM through your -Patient portalWaiting room screensCall center scriptingPrinted collateralQuick help guiderigger an alarm or alert for immediate medical attention. Patients using RPM devices registering abnormal values in an unsafe range should be advised to go to the emergency room or call 911. 



Reducing Clinician Burnout

Acknowledge clinician concerns about 
managing large volumes of RPM data

The “Five Rights” of clinical decision 
support:

• Right information

• Right person

• Right format

• Right channel

• Right time in the workflow to inform 
clinical decision making

Presenter Notes
Presentation Notes
The Five Rights of Clinical Decision Support are useful rules of thumb to guide your team as they design RPM workflows that minimize provider burden. As you map the flow of RPM data from the patient to the EHR to the care team, keep in mind processes that 1) deliver the RIGHT information 2) to the RIGHT person 3) in the RIGHT format 4) via the RIGHT channel 5) at the RIGHT time in the workflow to inform clinical decisionmaking. 23 Ideal workflows maximize ease and convenience for patients and minimize clinician burden by furnishing the right data at the right time to best inform clinical decision-making.



Workflow
Development

• Technology

• Culture

• Human Factors



Process Details to Consider

Set safety ranges for patients and communicate them

Determine who will instruct the patient

Determine how data will be collected and transmitted

Decide who reviews incoming data

Develop a method for routing data to providers

Determine who will troubleshoot a device 



Rapid Cycle Tests of Change

Plan-Do-Study-Act Cycles

• Days, not months

• Incorporate refinements

• Repeat testing

Remember to monitor and 
incorporate efficiencies to 
streamline your process



Growing Your RPM Program

 Let your champions shine

 Edit materials and 
communications so they’re 
relatable and easy follow

 Harness the power of 
storytelling

• Board meetings
• Patient and Family Advisory 

Councils
• All staff
• Provider meetings

Presenter Notes
Presentation Notes
Congratulations! You’ve completed your pilot testing and rolled out your workflows. Patients are transmitting data and your team is able to confirm and use it to make clinical decisions about care. As you scale up your RPM program, this is the time for your champions—particularly clinician champions—to shine. Clinician champions are often the most visible and influential members of your team. Trusted by colleagues and patients alike, they can make a substantial impact as they tout the benefits of RPM, model attitudes and behaviors, and raise excitement about using RPM in routine care. Leverage their expertise to tailor instructional materials for your practice. 



Communication

Staff 
Communication

Patient and Family 
Communication

Presenter Notes
Presentation Notes
RPM priorities and concerns differ for staff and patients. For example, top issues for staff include the evidence base for RPM in treating common conditions, how to ensure patient safety, and ways RPM might impact their workload. 



Ongoing Training and Support

 Onboard new staff

 Update educational materials

 Dedicate time for learning

 Provide technical training

 Create FAQ sheet



Health Equity and RPM

Do not rule out RPM based on factors such as:

Income Age Living Situation Education Language

Train staff to offer RPM to every patient 
who can clinically benefit



Maintenance and Sustainability

Set Measurable New Goals 
As You Evolve

Get Feedback From All 
Stakeholders

Share Success Stories



Wrap Up and Questions

Presenter Notes
Presentation Notes
https://drkumo.com/remote-patient-monitoring-faq/



Thank You

www.caltrc.org
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