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(A) The plan previously notified subscribers that hospital stays for 
delivery would be inconsistent with the requirement in subparagraph (A) 
of paragraph (1) of subdivision (a). 

(B) The plan received notice, whether by receipt of a claim, a request for 
preauthorization for pregnancy-related services, or other actual notice 
that the enrollee is pregnant. 

(c) Nothing in this section shall be construed to prohibit a plan from 
negotiating the level and type of reimbursement with a provider for care 
provided in accordance with this section. 

HISTORY: 
Added Stats 1997 ch 389 § 3 (AB 38), effective 

August 26, 1997. Amended Stats 1997 ch 798 § 
1 (AB 1553), effective October 9, 1997. 

§ 1367.625. Maternal mental health program 

(a) By July 1, 2023, a health care service plan shall develop a maternal 
mental health program designed to promote quality and cost-effective out-
comes. The program shall be developed consistent with sound clinical prin-
ciples and processes, and shall include quality measures to encourage screen-
ing, diagnosis, treatment, and referral. The program guidelines and criteria 
shall be provided to relevant medical providers, including all contracting 
obstetric providers. As part of a maternal mental health program the health 
care service plan is encouraged to improve screening, treatment, and referral 
to maternal mental health services, include coverage for doulas, incentivize 
training opportunities for contracting obstetric providers, and educate enroll-
ees about the program. 

(b) For the purposes of this section, the following terms have the following 
meanings: 

(1) “Contracting obstetric provider” means an individual who is certified 
or licensed pursuant to Division 2 (commencing with Section 500) of the 
Business and Professions Code, or an initiative act referred to in that 
division, and who is contracted with the enrollee’s health care service plan to 
provide services under the enrollee’s plan contract. 

(2) “Maternal mental health” means a mental health condition that occurs 
during pregnancy or during the postpartum period and includes, but is not 
limited to, postpartum depression. 
(c) This section shall not apply to specialized health care service plans, 

except specialized behavioral health-only plans offering professional mental 
health services. 

(d) For purposes of this section, “health care service plan” shall include 
Medi-Cal managed care plans that contract with the State Department of 
Health Care Services pursuant to Chapter 7 (commencing with Section 14000) 
and Chapter 8 (commencing with Section 14200) of Part 3 of Division 9 of the 
Welfare and Institutions Code. The State Department of Health Care Services 
shall seek any federal approvals it deems necessary to implement this section. 
This section shall apply to Medi-Cal managed care plan contracts only to the 
extent that the State Department of Health Care Services obtains any 
necessary federal approvals, and federal financial participation under the 
Medi-Cal program is available and not otherwise jeopardized. 

(e) Notwithstanding subdivision (a), a Medi-Cal managed care plan shall 
continue to comply with any quality measures required or adopted by the State 
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Department of Health Care Services. Quality measures included in a Medi-Cal 
managed care plan’s maternal mental health program shall not be inconsistent 
with quality measures required or adopted by the State Department of Health 
Care Services. 

HISTORY: 
Added Stats 2018 ch 755 § 1 (AB 2193), 

effective January 1, 2019. Amended Stats 2022 
ch 618 § 2 (SB 1207), effective January 1, 2023. 

§ 1367.63. Reconstructive surgery 

(a) Every health care service plan contract, except a specialized health care 
service plan contract, that is issued, amended, renewed, or delivered in this 
state on or after July 1, 1999, shall cover reconstructive surgery, as defined in 
subdivision (c), that is necessary to achieve the purposes specified in subpara-
graph (A) or (B) of paragraph (1) of subdivision (c). Nothing in this section shall 
be construed to require a plan to provide coverage for cosmetic surgery, as 
defined in subdivision (d). 

(b) No individual, other than a licensed physician competent to evaluate the 
specific clinical issues involved in the care requested, may deny initial requests 
for authorization of coverage for treatment pursuant to this section. For a 
treatment authorization request submitted by a podiatrist or an oral and 
maxillofacial surgeon, the request may be reviewed by a similarly licensed 
individual, competent to evaluate the specific clinical issues involved in the 
care requested. 

(c)(1) “Reconstructive surgery” means surgery performed to correct or repair 
abnormal structures of the body caused by congenital defects, developmental 
abnormalities, trauma, infection, tumors, or disease to do either of the 
following: 

(A) To improve function. 
(B) To create a normal appearance, to the extent possible. 

(2) As of July 1, 2010, “reconstructive surgery” shall include medically 
necessary dental or orthodontic services that are an integral part of 
reconstructive surgery, as defined in paragraph (1), for cleft palate proce-
dures. 

(3) For purposes of this section, “cleft palate” means a condition that may 
include cleft palate, cleft lip, or other craniofacial anomalies associated with 
cleft palate. 
(d) “Cosmetic surgery” means surgery that is performed to alter or reshape 

normal structures of the body in order to improve appearance. 
(e) In interpreting the definition of reconstructive surgery, a health care 

service plan may utilize prior authorization and utilization review that may 
include, but need not be limited to, any of the following: 

(1) Denial of the proposed surgery if there is another more appropriate 
surgical procedure that will be approved for the enrollee. 

(2) Denial of the proposed surgery or surgeries if the procedure or 
procedures, in accordance with the standard of care as practiced by physi-
cians specializing in reconstructive surgery, offer only a minimal improve-
ment in the appearance of the enrollee. 

(3) Denial of payment for procedures performed without prior authoriza-
tion. 


