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(1) Coordinated care plans that provide health care services, including, 
but not limited to, health care service plans (with or without a point-of-
service option), plans offered by provider-sponsored organizations, and 
preferred provider organizations plans. 

(2) Medical savings account plans coupled with a contribution into a 
Medicare Advantage medical savings account. 

(3) Medicare Advantage private fee-for-service plans. 
(j) “Medicare supplement contract” means a group or individual plan 

contract of hospital and medical service associations or health care service 
plans, other than a contract issued pursuant to a contract under Section 
1876 of the federal Social Security Act (42 U.S.C. Sec. 1395mm) or an issued 
contract under a demonstration project specified in Section 1395ss(g)(1) of 
Title 42 of the United States Code, that is advertised, marketed, or designed 
primarily as a supplement to reimbursements under Medicare for the 
hospital, medical, or surgical expenses of persons eligible for Medicare. 
“Contract” means “Medicare supplement contract,” unless the context re-
quires otherwise. “Medicare supplement contract” does not include a Medi-
care Advantage plan established under Medicare Part C, an outpatient 
prescription drug plan established under Medicare Part D, or a health care 
prepayment plan that provides benefits pursuant to an agreement under 
subparagraph (A) of paragraph (1) of subsection (a) of Section 1833 of the 
federal Social Security Act. 

(k) “1990 standardized Medicare supplement benefit plan,” “1990 stan-
dardized benefit plan,” or “1990 plan” means a group or individual Medicare 
supplement contract issued on or after July 21, 1992, and with an effective 
date prior to June 1, 2010, and includes Medicare supplement contracts 
renewed on or after that date that are not replaced by the issuer at the 
request of the enrollee or subscriber. 

(l) “2010 standardized Medicare supplement benefit plan,” “2010 stan-
dardized benefit plan,” or “2010 plan” means a group or individual Medicare 
supplement contract issued with an effective date on or after June 1, 2010. 

(m) “Secretary” means the Secretary of the United States Department of 
Health and Human Services. 

HISTORY: 
Added Stats 2000 ch 706 § 2 (SB 764). 

Amended Stats 2005 ch 206 § 1 (SB 375), 

effective January 1, 2006; Stats 2009 ch 10 § 1 
(AB 1543), effective July 2, 2009; Stats 2010 ch 
328 § 116 (SB 1330), effective January 1, 2011. 

§ 1358.5. Required definitions 

(a) A contract shall not be advertised, solicited, or issued for delivery as a 
Medicare supplement contract unless the contract contains definitions or 
terms that conform to the requirements of this section. 

(1)(A) “Accident,” “accidental injury,” or “accidental means” shall be 
defined to employ “result” language and shall not include words that 
establish an accidental means test or use words such as “external, violent, 
visible wounds” or other similar words of description or characterization. 

(B) The definition shall not be more restrictive than the following: 
“injury or injuries for which benefits are provided means accidental bodily 
injury sustained by the covered person that is the direct result of an 
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accident, independent of disease or bodily infirmity or any other cause, 
and occurs while coverage is in force.” 

(C) The definition may provide that injuries shall not include injuries 
for which benefits are provided or available under any workers’ compen-
sation, employer’s liability, or similar law, unless prohibited by law. 
(2) “Benefit period” or “Medicare benefit period” shall not be defined more 

restrictively than as defined in the Medicare program. 
(3) “Convalescent nursing home,” “extended care facility,” or “skilled 

nursing facility” shall not be defined more restrictively than as defined in the 
Medicare program. 

(4) “Health care expenses” means for purposes of Section 1358.14, ex-
penses of health care service plans associated with the delivery of health 
care services, which expenses are analogous to incurred losses of insurers. 

(5) “Hospital” may be defined in relation to its status, facilities, and 
available services or to reflect its accreditation by the Joint Commission on 
Accreditation of Hospitals, but not more restrictively than as defined in the 
Medicare Program. 

(6) “Medicare” shall be defined in the contract. “Medicare” may be 
substantially defined as “The Health Insurance for the Aged Act, Title XVIII 
of the Social Security Amendments of 1965, as amended,” or “Title I, Part I 
of Public Law 89-97, as enacted by the 89th Congress and popularly known 
as the Health Insurance for the Aged Act, as amended,” or words of similar 
import. 

(7) “Medicare eligible expenses” shall mean expenses of the kinds covered 
by Medicare Parts A and B, to the extent recognized as reasonable and 
medically necessary by Medicare. 

(8) “Physician” shall not be defined more restrictively than as defined in 
the Medicare Program. 

(9)(A) “Sickness” shall not be defined more restrictively than as follows: 
“sickness means illness or disease of an insured person that first manifests 
itself after the effective date of insurance and while the insurance is in 
force.” 

(B) The definition may be further modified to exclude sicknesses or 
diseases for which benefits are provided under any workers’ compensation, 
occupational disease, employer’s liability, or similar law. 

(b) Nothing in this section shall be construed as prohibiting any contract, by 
definitions or express provisions, from limiting or restricting any or all of the 
benefits provided under the contract, except in-area and out-of-area emergency 
services, to those health care services that are delivered by issuer, employed, 
owned, or contracting providers, and provider facilities, so long as the contract 
complies with the provisions of Sections 1358.14 and 1367 and with Section 
1300.67 of Title 28 of the California Code of Regulations. 

(c) Nothing in this section shall be construed as prohibiting any contract 
that limits or restricts any or all of the benefits provided under the contract in 
the manner contemplated in subdivision (b) from limiting its obligation to 
deliver services, and disclaiming any liability from any delay or failure to 
provide those services (1) in the event of a major disaster or epidemic or (2) in 
the event of circumstances not reasonably within the control of the issuer, such 
as the partial or total destruction of facilities, war, riot, civil insurrection, 
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disability of a significant part of its health personnel, or similar circumstances 
so long as the provisions comply with the provisions of subdivision (h) of 
Section 1367. 

HISTORY: 
Added Stats 2000 ch 706 § 2 (SB 764). 

Amended Stats 2005 ch 206 § 2 (SB 375), 
effective January 1, 2006. 

§ 1358.6. Prohibited provisions; Medicare supplement contract with 
prescription drug benefits 

(a)(1) Except for permitted preexisting condition clauses as described in 
Sections 1358.7, 1358.8, and 1358.81, a contract shall not be advertised, 
solicited, or issued for delivery as a Medicare supplement contract if the 
contract contains definitions, limitations, exclusions, conditions, reductions, 
or other provisions that are more restrictive or limiting than that term as 
officially used in Medicare, except as expressly authorized by this article. 

(2) No issuer may advertise, solicit, or issue for delivery any Medicare 
supplement contract with hospital or medical coverage if the contract 
contains any of the prohibited provisions described in subdivision (b). 
(b) The following provisions shall be deemed to be unfair, unreasonable, and 

inconsistent with the objectives of this chapter and shall not be contained in 
any Medicare supplement contract: 

(1) Any waiver, exclusion, limitation, or reduction based on or relating to 
a preexisting disease or physical condition, unless that waiver, exclusion, 
limitation, or reduction (A) applies only to coverage for specified services 
rendered not more than six months from the effective date of coverage, (B) is 
based on or relates only to a preexisting disease or physical condition defined 
no more restrictively than a condition for which medical advice was given or 
treatment was recommended by or received from a physician within six 
months before the effective date of coverage, (C) does not apply to any 
coverage under any group contract, and (D) is approved in advance by the 
director. Any limitations with respect to a preexisting condition shall appear 
as a separate paragraph of the contract and be labeled “Preexisting Condi-
tion Limitations.” 

(2) Except with respect to a group contract subject to, and in compliance 
with, Section 1399.62, any provision denying coverage, after termination of 
the contract, for services provided continuously beginning while the contract 
was in effect, during the continuous total disability of the subscriber or 
enrollee, except that the coverage may be limited to a reasonable period of 
time not less than the duration of the contract benefit period, if any, and may 
be limited to the maximum benefits provided under the contract. 
(c) A Medicare supplement contract in force shall not contain benefits that 

duplicate benefits provided by Medicare. 
(d)(1) Subject to paragraphs (4) and (5) of subdivision (a) of Section 1358.8, 
a Medicare supplement contract with benefits for outpatient prescription 
drugs that was issued prior to January 1, 2006, shall be renewed for current 
enrollees and subscribers, at their option, who do not enroll in Medicare Part 
D. 

(2) A Medicare supplement contract with benefits for outpatient prescrip-
tion drugs shall not be issued on and after January 1, 2006. 


