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§ 1373.21. Written arbitration decisions 

(a) If a health care service plan uses arbitration to settle disputes with 
enrollees or subscribers, it shall require that an arbitration award be accom-
panied by a written decision to the parties that indicates the prevailing party, 
the amount of any award and other relevant terms of the award, and the 
reasons for the award rendered. 

(b) A copy of any modified written decision, including the amount of the 
award and other relevant terms of the award, the reasons for the award 
rendered, the name of the arbitrator or arbitrators, but excluding the names of 
the enrollee, the plan, witnesses, attorneys, providers, health plan employees, 
and health facilities, shall be provided to the department on a quarterly basis. 
The department shall make these modified decisions available to the public 
upon request. 

(c) Subdivision (b) shall not preclude the department from requesting and 
securing from any plan copies of complete arbitration decisions issued pursu-
ant to subdivision (a) for the purposes of administering this chapter. 

(d) If the department receives a request for information about an arbitration 
decision obtained by the department pursuant to subdivision (b) or (c), the 
department shall not release information identifying a person or entity whose 
name has been or should have been removed from the arbitration decision 
pursuant to subdivision (b). 

(e) Nothing in this section shall be construed to preclude the department, or 
any plan or person, from disclosing information contained in an arbitration 
decision if the disclosure is otherwise permitted by law. 

HISTORY: 
Added Stats 1998 ch 838 § 1 (SB 1702). 

§ 1374. Coverage less favorable for employees than spouses 

If a health care service plan entered into, amended, or renewed in this state 
on or after the effective date of this section provides in any manner for coverage 
for an employee and a covered spouse dependent on such employee, the plan 
shall not provide for coverage under conditions less favorable for employees 
than coverage provided for covered spouses dependent upon the employees. 

HISTORY: 
Added Stats 1976 ch 59 § 1. 

§ 1374.1. Availability of dependent coverage 

(a) An individual health care service plan contract issued, amended, or 
renewed on or after January 1, 2023, that provides dependent coverage shall 
make dependent coverage available to a parent or stepparent who meets the 
definition of a qualifying relative under Section 152(d) of Title 26 of the United 
States Code and who lives or resides within the health care service plan’s 
service area. 

(b) It is the intent of the Legislature to ensure that an individual who is 
seeking to add to their contract a dependent parent or stepparent who is 
eligible for or enrolled in Medicare is informed of and understands their 
specific rights and health care options before enrolling the dependent parent or 
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stepparent in an individual health care service plan contract, including the 
potential benefits, financial assistance, and tax liability under those options. 

(c) If an applicant is seeking to add to their contract a dependent parent or 
stepparent who is eligible for or enrolled in Medicare: 

(1) A health care service plan shall provide, at the time of solicitation and 
on the application, to an applicant who does not apply through the California 
Health Benefit Exchange written notice that the Health Insurance Counsel-
ing and Advocacy Program (HICAP) provides health insurance counseling to 
senior California residents free of charge, including the name, address, and 
telephone number of the local HICAP program and the statewide HICAP 
telephone number, 1-800-434-0222. 

(2) The California Health Benefit Exchange shall provide to an applicant 
who applies through the California Health Benefit Exchange written notice 
that HICAP provides health insurance counseling to senior California 
residents free of charge, including the name, address, and telephone number 
of the local HICAP program and the statewide HICAP telephone number, 
1-800-434-0222. 

(3) A solicitor shall provide the name, address, and telephone number of 
the local HICAP program and the statewide HICAP telephone number, 
1-800-434-0222, at the time of solicitation. 
(d) This section does not apply to specialized health care service plans, 

Medicare supplement insurance, CHAMPUS supplement insurance, or TRI-
CARE supplement insurance, or to hospital-only, accident-only, or specified 
disease insurance policies that reimburse for hospital, medical, or surgical 
benefits. 

HISTORY: 
Added Stats 2021 ch 257 § 1 (AB 570), effec-

tive January 1, 2022. Amended Stats 2022 ch 
118 § 1 (AB 2127), effective January 1, 2023. 

§ 1374.3. Compliance with standards for insurance incident to sup-
port and for insurance coverage relating to Medi-Cal beneficiaries 

Notwithstanding any other provision of this chapter or of a health care 
service plan contract, every health care service plan shall comply with the 
requirements of Chapter 7 (commencing with Section 3750) of Part 1 of 
Division 9 of the Family Code and Section 14124.94 of the Welfare and 
Institutions Code. 

HISTORY: 
Added Stats 1994 ch 147 § 8 (AB 2377), 

effective July 9, 1994. Amended Stats 1996 ch 
1062 § 18 (AB 1832). 

§ 1374.5. Unenforceability of lifetime waiver of mental health ser-
vices coverage in nongroup contract

A health care service plan, which is issued, renewed, or amended on or after 
January 1, 1988, which includes mental health services coverage in nongroup 
contracts may not include a lifetime waiver for that coverage with respect to 
any applicant. The lifetime waiver of coverage provision shall be deemed 
unenforceable. 

HISTORY: 
Added Stats 1987 ch 1163 § 1. 
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§ 1374.51. Voluntariness of psychiatric admission not to be used when 
determining eligibility for reimbursement 

No plan may utilize any information regarding whether an enrollee’s 
psychiatric inpatient admission was made on a voluntary or involuntary basis 
for the purpose of determining eligibility for claim reimbursement. 

HISTORY: 
Added Stats 2001 ch 506 § 3 (AB 1424). 

§ 1374.55. Coverage for treatment of infertility; “Subsidiary” 

(a) On and after January 1, 1990, every health care service plan contract 
that is issued, amended, or renewed that covers hospital, medical, or surgical 
expenses on a group basis, where the plan is not a health maintenance 
organization as defined in Section 1373.10, shall offer coverage for the 
treatment of infertility, except in vitro fertilization, under those terms and 
conditions as may be agreed upon between the group subscriber and the plan. 
Every plan shall communicate the availability of that coverage to all group 
contractholders and to all prospective group contractholders with whom they 
are negotiating. 

(b) For purposes of this section, “infertility” means either (1) the presence of 
a demonstrated condition recognized by a licensed physician and surgeon as a 
cause of infertility, or (2) the inability to conceive a pregnancy or to carry a 
pregnancy to a live birth after a year or more of regular sexual relations 
without contraception. “Treatment for infertility” means procedures consistent 
with established medical practices in the treatment of infertility by licensed 
physicians and surgeons including, but not limited to, diagnosis, diagnostic 
tests, medication, surgery, and gamete intrafallopian transfer. “In vitro fertil-
ization” means the laboratory medical procedures involving the actual in vitro 
fertilization process. 

(c) On and after January 1, 1990, every health care service plan that is a 
health maintenance organization, as defined in Section 1373.10, and that 
issues, renews, or amends a health care service plan contract that provides 
group coverage for hospital, medical, or surgical expenses shall offer the 
coverage specified in subdivision (a), according to the terms and conditions that 
may be agreed upon between the group subscriber and the plan to group 
contractholders with at least 20 employees to whom the plan is offered. The 
plan shall communicate the availability of the coverage to those group 
contractholders and prospective group contractholders with whom the plan is 
negotiating. 

(d) This section shall not be construed to deny or restrict in any way any 
existing right or benefit to coverage and treatment of infertility under an 
existing law, plan, or policy. 

(e) This section shall not be construed to require any employer that is a 
religious organization to offer coverage for forms of treatment of infertility in 
a manner inconsistent with the religious organization’s religious and ethical 
principles. 

(f)(1) This section shall not be construed to require any plan, which is a 
subsidiary of an entity whose owner or corporate member is a religious 
organization, to offer coverage for treatment of infertility in a manner 


