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at the time of withdrawal under the same terms and conditions as provided in 
paragraph (3) of subdivision (a), paragraphs (2) to (4), inclusive, of subdivision 
(b), subdivisions (c) to (e), inclusive, and subdivision (h) of Section 1373.6. 

(b) A health care service plan that ceases to offer individual coverage in a 
service area shall offer the coverage required by subdivision (a) to subscribers 
who had been covered by those contracts at the time of withdrawal, if the plan 
continues to offer group coverage in that service area. This subdivision shall 
not apply to coverage provided pursuant to a preferred provider organization. 

(c) The department may adopt regulations to implement this section. 
(d) This section shall not apply when a plan participating in Medi-Cal, 

Healthy Families, Access for Infants and Mothers, or any other contract 
between the plan and a government entity no longer contracts with the 
government entity to provide health coverage in the state, or a specified area 
of the state, nor shall this section apply when a plan ceases entirely to market, 
offer, and issue any and all forms of coverage in any part of this state after the 
effective date of this section. 

(e)(1) On and after January 1, 2014, and except as provided in paragraph 
(2), the reference to Section 1373.6 in subdivision (a) shall not apply to any 
health plan contracts. 

(2) If Section 5000A of the Internal Revenue Code, as added by Section 
1501 of the federal Patient Protection and Affordable Care Act (Public Law 
111-148), as amended by the federal Health Care and Education Reconcili-
ation Act of 2010 (Public Law 111-152), is repealed or amended to no longer 
apply to the individual market, as defined in Section 2791 of the federal 
Public Health Service Act (42 U.S.C. Section 300gg-91), paragraph (1) shall 
become inoperative on the date of that repeal or amendment. 

HISTORY: 
Added Stats 2004 ch 489 § 1 (AB 2759). 

Amended Stats 2013 ch 441 § 3 (AB 1180), 
effective October 1, 2013. 

§ 1366.4. Nonphysician providers 

(a) A medical group, physician, or independent practice association that 
contracts with a health care service plan may enter into contracts with licensed 
nonphysician providers to provide services, as defined in Section 1300.67(a)(1) 
of Title 28 of the California Code of Regulations, to plan enrollees covered by 
the contract between the plan and the group, physician, or association. 

(b) The licensed nonphysician provider described in subdivision (a) that 
contracts with a medical group, physician, or independent practice association 
may directly bill, if direct billing is otherwise permitted by law, a health care 
service plan for covered services pursuant to a contract with the health care 
service plan that specifies direct billing. Direct billing pursuant to this 
subdivision is permitted only to the extent that the same services are not billed 
for by the medical group, physician, or independent practice association. 

(c) A health care service plan may require the nonphysician provider to 
complete an appropriate credentialing process. 

(d) Every health care service plan may either list licensed nonphysician 
providers that contract with medical groups, physicians, and independent 
practice associations pursuant to subdivision (b) in any listing or directory of 
plan health care providers that is provided to enrollees or to the public, or may 
include a notification in the plan’s evidence of coverage or provider list that the 
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health care service plan has contracts with nonphysician providers, pursuant 
to subdivision (b), and may list the types of contracted nonphysician providers. 
The notification may inform an enrollee that he or she may obtain a list of the 
nonphysician providers by contacting his or her primary or specialist medical 
group. The listing may indicate whether licensed nonphysician providers may 
be accessed directly by enrollees. 

(e) Nothing in this section shall be construed to authorize, or otherwise 
require the director to approve, a risk-sharing arrangement between a plan 
and a provider. 

HISTORY: 
Added Stats 1996 ch 533 § 1 (SB 1798). 

Amended Stats 1999 ch 525 § 93 (AB 78), 

operative July 1, 2000; Stats 2009 ch 298 § 4 
(AB 1540), effective January 1, 2010. 

§ 1366.6. Sale of products by health care service plans; Levels of 
coverage [Operative term contingent] 

(a) For purposes of this section, the following definitions shall apply: 
(1) “Exchange” means the California Health Benefit Exchange estab-

lished in Title 22 (commencing with Section 100500) of the Government 
Code. 

(2) “Federal act” means the federal Patient Protection and Affordable 
Care Act (Public Law 111-148), as amended by the federal Health Care and 
Education Reconciliation Act of 2010 (Public Law 111-152), and any amend-
ments to, or regulations or guidance issued under, those acts. 

(3) “Qualified health plan” has the same meaning as that term is defined 
in Section 1301 of the federal act. 

(4) “Small employer” has the same meaning as that term is defined in 
Section 1357.500. 
(b)(1) Health care service plans participating in the individual market of the 
Exchange shall fairly and affirmatively offer, market, and sell in the 
individual market of the Exchange at least one product within each of the 
five levels of coverage contained in subsections (d) and (e) of Section 1302 of 
the federal act. Health care service plans participating in the Small Business 
Health Options Program (SHOP Program) of the Exchange, established 
pursuant to subdivision (m) of Section 100504 of the Government Code, shall 
fairly and affirmatively offer, market, and sell in the SHOP Program at least 
one product within each of the four levels of coverage contained in subsection 
(d) of Section 1302 of the federal act. 

(2) The board established under Section 100500 of the Government Code 
may require plans to sell additional products within each of the levels of 
coverage identified in paragraph (1). 

(3) This subdivision shall not apply to a plan that solely offers supple-
mental coverage in the Exchange under paragraph (10) of subdivision (a) of 
Section 100504 of the Government Code. 

(4) This subdivision shall not apply to a bridge plan product that meets 
the requirements of Section 100504.5 of the Government Code to the extent 
approved by the appropriate federal agency. 
(c)(1) Health care service plans participating in the Exchange that sell any 
products outside the Exchange shall do both of the following: 

(A) Fairly and affirmatively offer, market, and sell all products made 


