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a specialized health care service plan contract, issued, amended, delivered, or 
renewed in this state that provides coverage for hospital, medical, or surgical 
expenses shall provide coverage for the testing and treatment of phenylke-
tonuria (PKU) under the terms and conditions of the plan contract. 

(b) Coverage for treatment of phenylketonuria (PKU) shall include those 
formulas and special food products that are part of a diet prescribed by a 
licensed physician and managed by a health care professional in consultation 
with a physician who specializes in the treatment of metabolic disease and who 
participates in or is authorized by the plan, provided that the diet is deemed 
medically necessary to avert the development of serious physical or mental 
disabilities or to promote normal development or function as a consequence of 
phenylketonuria (PKU). 

(c) Coverage pursuant to this section is not required except to the extent 
that the cost of the necessary formulas and special food products exceeds the 
cost of a normal diet. 

(d) For purposes of this section, the following definitions shall apply: 
(1) “Formula” means an enteral product or enteral products for use at 

home that are prescribed by a physician or nurse practitioner, or ordered by 
a registered dietician upon referral by a health care provider authorized to 
prescribe dietary treatments, as medically necessary for the treatment of 
phenylketonuria (PKU). 

(2) “Special food product” means a food product that is both of the 
following: 

(A) Prescribed by a physician or nurse practitioner for the treatment of 
phenylketonuria (PKU) and is consistent with the recommendations and 
best practices of qualified health professionals with expertise germane to, 
and experience in the treatment and care of, phenylketonuria (PKU). It 
does not include a food that is naturally low in protein, but may include a 
food product that is specially formulated to have less than one gram of 
protein per serving. 

(B) Used in place of normal food products, such as grocery store foods, 
used by the general population. 

HISTORY: 
Added Stats 1999 ch 541 § 1 (SB 148). 

§ 1374.57. Exclusion of dependent child 
(a) No group health care service plan that provides hospital, medical, or 

surgical expense benefits for employees or subscribers and their dependents 
shall exclude a dependent child from eligibility or benefits solely because the 
dependent child does not reside with the employee or subscriber. 

(b) A health care service plan that provides hospital, medical, or surgical 
expense benefits for employees or subscribers and their dependents shall 
enroll, upon application by the employer or group administrator, a dependent 
child of the noncustodial parent when the parent is the employee or subscriber, 
at any time the noncustodial or custodial parent makes an application for 
enrollment to the employer or group administrator when a court order for 
medical support exists. Except as provided in Section 1374.3, the application to 
the employer or group administrator shall be made within 90 days of the 
issuance of the court order. In the case of children who are eligible for 
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Medicaid, the State Department of Health Services or the district attorney in 
whose jurisdiction the child resides may make that application. 

(c) This section shall not be construed to require that a health care service 
plan enroll a dependent who resides outside the plan’s geographic service area, 
except as provided in Section 1374.3. 

(d) Notwithstanding any other provision of this section, all health care 
service plans shall comply with the standards set forth in Section 1374.3. 

HISTORY: 
Added Stats 1991 ch 1152 § 1 (AB 2118). 

Amended Stats 1994 ch 147 § 9 (AB 2377), 
effective July 9, 1994. 

§ 1374.58. Group health care service plan to offer coverage for regis-
tered domestic partner equal to that provided to spouse 

(a) A group health care service plan that provides hospital, medical, or 
surgical expense benefits shall provide equal coverage to employers or guar-
anteed associations, as defined in Section 1357, for the registered domestic 
partner of an employee or subscriber to the same extent, and subject to the 
same terms and conditions, as provided to a spouse of the employee or 
subscriber, and shall inform employers and guaranteed associations of this 
coverage. A plan shall not offer or provide coverage for a registered domestic 
partner that is not equal to the coverage provided to the spouse of an employee 
or subscriber, and shall not discriminate in coverage between spouses or 
domestic partners of a different sex and spouses or domestic partners of the 
same sex. The prohibitions and requirements imposed by this section are in 
addition to any other prohibitions and requirements imposed by law. 

(b) If an employer or guaranteed association has purchased coverage for 
spouses and registered domestic partners pursuant to subdivision (a), a health 
care service plan that provides hospital, medical, or surgical expense benefits 
for employees or subscribers and their spouses shall enroll, upon application 
by the employer or group administrator, a registered domestic partner of an 
employee or subscriber in accordance with the terms and conditions of the 
group contract that apply generally to all spouses under the plan, including 
coordination of benefits. 

(c) For purposes of this section, the term “domestic partner” shall have the 
same meaning as that term is used in Section 297 of the Family Code. 

(d)(1) A health care service plan may require that the employee or sub-
scriber verify the status of the domestic partnership by providing to the plan 
a copy of a valid Declaration of Domestic Partnership filed with the 
Secretary of State pursuant to Section 298 of the Family Code or an 
equivalent document issued by a local agency of this state, another state, or 
a local agency of another state under which the partnership was created. The 
plan may also require that the employee or subscriber notify the plan upon 
the termination of the domestic partnership. 

(2) Notwithstanding paragraph (1), a health care service plan may require 
the information described in that paragraph only if it also requests from the 
employee or subscriber whose spouse is provided coverage, verification of 
marital status and notification of dissolution of the marriage. 
(e) Nothing in this section shall be construed to expand the requirements of 

Section 4980B of Title 26 of the United States Code, Section 1161, and 
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following, of Title 29 of the United States Code, or Section 300bb-1, and 
following, of Title 42 of the United States Code, as added by the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (Public Law 99-272), and as those 
provisions may be later amended. 

(f) A plan subject to this section that is issued, amended, delivered, or 
renewed in this state on or after January 2, 2005, shall be deemed to provide 
coverage for registered domestic partners that is equal to the coverage 
provided to a spouse of an employee or subscriber. 

HISTORY: 
Added Stats 2001 ch 893 § 10 (AB 25). 

Amended Stats 2004 ch 488 § 2 (AB 2208); 

Stats 2011 ch 722 § 2 (SB 757), effective Janu-
ary 1, 2012. 

§ 1374.7. Discrimination on basis of genetic characteristics 

(a) No plan shall refuse to enroll any person or accept any person as a 
subscriber or renew any person as a subscriber after appropriate application 
on the basis of a person’s genetic characteristics that may, under some 
circumstances, be associated with disability in that person or that person’s 
offspring. No plan shall require a higher rate or charge, or offer or provide 
different terms, conditions, or benefits, on the basis of a person’s genetic 
characteristics that may, under some circumstances, be associated with 
disability in that person or that person’s offspring. 

(b) No plan shall seek information about a person’s genetic characteristics 
for any nontherapeutic purpose. 

(c) No discrimination shall be made in the fees or commissions of a solicitor 
or solicitor firm for an enrollment or a subscription or the renewal of an 
enrollment or subscription of any person on the basis of a person’s genetic 
characteristics that may, under some circumstances, be associated with 
disability in that person or that person’s offspring. 

(d) “Genetic characteristics” as used in this section means either of the 
following: 

(1) Any scientifically or medically identifiable gene or chromosome, or 
combination or alteration thereof, that is known to be a cause of a disease or 
disorder in a person or his or her offspring, or that is determined to be 
associated with a statistically increased risk of development of a disease or 
disorder, and that is presently not associated with any symptoms of any 
disease or disorder. 

(2) Inherited characteristics that may derive from the individual or family 
member, that are known to be a cause of a disease or disorder in a person or 
his or her offspring, or that are determined to be associated with a 
statistically increased risk of development of a disease or disorder, and that 
are presently not associated with any symptoms of any disease or disorder. 

HISTORY: 
Added Stats 1977 ch 732 § 1. Amended Stats 

1994 ch 761 § 1 (SB 1146); Stats 1995 ch 695 § 
2 (SB 1020); Stats 1996 ch 532 § 2 (SB 1740), 

operative until January 1, 2002; Stats 1998 ch 
521 § 1 (SB 1654); Stats 1999 ch 311 § 3 (SB  
1185). 


