
§ 1375.9 KNOX-KEENE ACT 494 

§ 1375.9. Health care service plan; Primary care physician to enrollee 
ratios 

(a) A health care service plan shall ensure that there is at least one full-time 
equivalent primary care physician for every 2,000 enrollees of the plan. The 
number of enrollees per primary care physician may be increased by up to 
1,000 additional enrollees for each full-time equivalent nonphysician medical 
practitioner supervised by that primary care physician. 

(b) This section shall not require a primary care physician to accept an 
assignment of enrollees by a health care service plan without his or her 
approval, or that would be contrary to paragraph (2) of subdivision (b) of 
Section 1375.7. 

(c) This section does not modify subdivision (e) of Section 2836.1 of the 
Business and Professions Code or subdivision (b) of Section 3516 of the 
Business and Professions Code. 

(d) For purposes of this section, a primary care provider includes a “non-
physician medical practitioner,” which is defined as a physician assistant 
performing services under the supervision of a primary care physician in 
compliance with Chapter 7.7 (commencing with Section 3500) of Division 2 of 
the Business and Professions Code or a nurse practitioner performing services 
in collaboration with a physician pursuant to Chapter 6 (commencing with 
Section 2700) of Division 2 of the Business and Professions Code. 

HISTORY: 
Added Stats 2013 ch 684 § 1 (SB 494), 

effective January 1, 2014, repealed January 1, 
2019. Amended Stats 2014 ch 71 § 85 (SB 1304), 

effective January 1, 2015, repealed January 1, 
2019; Stats 2018 ch 152 § 1 (SB 997), effective 
January 1, 2019. 

§ 1376. Rules and regulations; Surety bond 

(a) No plan shall conduct any activity regulated by this chapter in contra-
vention of such rules and regulations as the director may prescribe as 
necessary or appropriate in the public interest or for the protection of plans, 
subscribers, and enrollees to provide safeguards with respect to the financial 
responsibility of plans. Such rules and regulations may require a minimum 
capital or net worth, limitations on indebtedness, procedures for the handling 
of funds or assets, including segregation of funds, assets and net worth, the 
maintenance of appropriate insurance and a fidelity bond and the maintenance 
of a surety bond in an amount not exceeding fifty thousand dollars ($50,000). 

(b) The surety bond referred to in subdivision (a) shall be conditioned upon 
compliance by the licensee with the provisions of this chapter and the rules and 
regulations adopted pursuant to this chapter and orders issued under this 
chapter. Every surety bond shall provide that no suit may be maintained to 
enforce any liability thereon unless brought within two years after the act 
upon which such suit is based. 

(c) For purposes of computing any minimum capital requirement which may 
be prescribed by the rules and regulations of the director under subdivision (a), 
any operating cost assistance or direct loan made to a plan by the United 
States Department of Health and Human Services pursuant to Public Law 
93–222, as amended, may be treated as a subordinated loan, notwithstanding 
any express terms thereof to the contrary. 

(d) Each solicitor and solicitor firm shall handle funds received for the 
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account of plans, subscribers, or groups in accordance with such rules as the 
director may adopt pursuant to this subdivision. 

(e) The director may, by regulation, designate requirements of this section or 
regulations adopted pursuant to this section, from which public entities and 
political subdivisions of the state shall be exempt. 

HISTORY: 
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1976 ch 652 § 4, effec-
tive August 28, 1976, operative July 1, 1976; 
Stats 1977 ch 818 § 14, effective September 16, 

1977; Stats 1979 ch 1083 § 9; Stats 1980 ch 
1031 § 3; Stats 1982 ch 517 § 267, ch 1323 § 2; 
Stats 1983 ch 18 § 24, effective April 21, 1983; 
Stats 1999 ch 525 § 123 (AB 78), operative July 
1, 2000. 

§ 1376.1. Exemption of county or city plan from deposit requirements 
related to financial responsibility 

The deposit requirements of Section 1300.76.1 of Title 28 of the California 
Code of Regulations shall not apply to any plan operated by a county, or city 
and county, if both of the following apply: 

(a) All of the evidence of indebtedness of the county, or city and county, has 
been rated “A” or better by Moody’s Investors Service, Inc. or Standard & 
Poor’s Corporation, based on a rating conducted during the immediately 
preceding 12 months. 

(b) The county, or city and county, has cash or cash equivalents in an 
amount equal to fifty million dollars ($50,000,000) or more, based on its 
audited financial statements for the immediately preceding fiscal year. For 
purposes of this subdivision, the term “equivalents” shall have the same 
meaning as in Section 1300.77 of Title 28 of the California Code of 
Regulations. 

HISTORY: 
Added Stats 1992 ch 600 § 1 (AB 2354). 

Amended Stats 2009 ch 298 § 7 (AB 1540), 
effective January 1, 2010. 

§ 1377. Reserves or insurance to be maintained by certain plans for 
payments to subscribers or providers 

(a) Every plan which reimburses providers of health care services that do 
not contract in writing with the plan to provide health care services, or which 
reimburses its subscribers or enrollees for costs incurred in having received 
health care services from providers that do not contract in writing with the 
plan, in an amount which exceeds 10 percent of its total costs for health care 
services for the immediately preceding six months, shall comply with the 
requirements set forth in either paragraph (1) or (2): 

(1)(A) Place with the director, or with any organization or trustee accept-
able to the director through which a custodial or controlled account is 
maintained, a noncontracting provider insolvency deposit consisting of 
cash or securities that are acceptable to the director that at all times have 
a fair market value in an amount at least equal to 120 percent of the sum 
of the following: 

(i) All claims for noncontracting provider services received for reim-
bursement, but not yet processed. 

(ii) All claims for noncontracting provider services denied for reim-
bursement during the previous 45 days. 


