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may utilize case management, network providers, utilization review tech- 
niques, prior authorization, copayments, or other cost sharing.

HISTORY: 
Added Stats 2011 ch 650 § 1 (SB 946), effec- 

tive January 1, 2012, inoperative July 1, 2014, 
repealed January 1, 2015. Amended Stats 2013 
ch 680 § 1 (SB 126), effective January 1, 2014, 

repealed January 1, 2017; Stats 2016 ch 493 § 1 
(AB 796), effective January 1, 2017; Stats 2017 
ch 385 § 1 (AB 1074), effective January 1, 2018; 
Stats 2023 ch 635 § 1 (SB 805), effective Janu- 
ary 1, 2024. 

§ 1374.74. Autism Advisory Task Force; Duties; Report 

(a) The department, in consultation with the Department of Insurance, 
shall convene an Autism Advisory Task Force by February 1, 2012, in 
collaboration with other agencies, departments, advocates, autism experts, 
health plan and health insurer representatives, and other entities and 
stakeholders that it deems appropriate. The Autism Advisory Task Force shall 
develop recommendations regarding behavioral health treatment that is 
medically necessary for the treatment of individuals with autism or pervasive 
developmental disorder. The Autism Advisory Task Force shall address all of 
the following: 

(1) Interventions that have been scientifically validated and have demon- 
strated clinical efficacy. 

(2) Interventions that have measurable treatment outcomes. 
(3) Patient selection, monitoring, and duration of therapy. 
(4) Qualifications, training, and supervision of providers. 
(5) Adequate networks of providers. 

(b) The Autism Advisory Task Force shall also develop recommendations 
regarding the education, training, and experience requirements that unli- 
censed individuals providing autism services shall meet in order to secure a 
license from the state. 

(c) The department shall submit a report of the Autism Advisory Task Force 
to the Governor, the President pro Tempore of the Senate, the Speaker of the 
Assembly, and the Senate and Assembly Committees on Health by December 
31, 2012, on which date the task force shall cease to exist.

HISTORY: 
Added Stats 2011 ch 650 § 2 (SB 946), effec- 

tive January 1, 2012. Amended Stats 2012 ch 
162 § 82 (SB 1171), effective January 1, 2013. 

§ 1374.76. Provision of covered mental health and substance use disorder 
benefits 

(a) No later than January 1, 2015, a large group health care service plan 
contract shall provide all covered mental health and substance use disorder 
benefits in compliance with the Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008 (Public Law 110-343) and all 
rules, regulations, and guidance issued pursuant to Section 2726 of the federal 
Public Health Service Act (42 U.S.C. Sec. 300gg-26). 

(b) No later than January 1, 2015, an individual or small group health care 
service plan contract shall provide all covered mental health and substance use 
disorder benefits in compliance with the Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act of 2008 (Public Law 110-343), 
all rules, regulations, and guidance issued pursuant to Section 2726 of the 
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federal Public Health Service Act (42 U.S.C. Sec. 300gg-26), and Section 
1367.005. 

(c) Until January 1, 2016, the director may issue guidance to health care 
service plans regarding compliance with this section. This guidance shall not 
be subject to the Administrative Procedure Act (Chapter 3.5 (commencing with 
Section 11340) of Part 1 of Division 3 of Title 2 of the Government Code). Any 
guidance issued pursuant to this subdivision shall be effective only until the 
director adopts regulations pursuant to the Administrative Procedure Act. The 
department shall consult with the Department of Insurance in issuing guid- 
ance under this subdivision. 

HISTORY: 
Added Stats 2014 ch 31 § 8 (SB 857), effective 

June 20, 2014.

ARTICLE 6 

Operation and Renewal Requirements and Procedures 

Section 
1375. [Section repealed 1978.] 
1375.1. Contents of plan. 
1375.2. Transitionally licensed plans. 
1375.3. Meet and confer with director prior to filing petition for bankruptcy; Information to ensure 

continuity of care. 
1375.4. Required provisions for contract between health care service plan and risk-bearing 

organization; Regulations; Sanctions for plan’s failure to comply with contractual 
requirements; Report; Exemption. 

1375.5. Contract provision requiring risk-bearing organization to be at financial risk for provision 
of health care services. 

1375.6. Contract provision requiring provider to accept certain rates or methods of payment. 
1375.61. Termination of contract due to judgment by another state. 
1375.7. Health Care Providers’ Bill of Rights. 
1375.8. Written request by provider to assume financial risk allowed when negotiating initial 

contract or renewing existing contract. 
1375.9. Health care service plan; Primary care physician to enrollee ratios. 
1376. Rules and regulations; Surety bond. 
1376.1. Exemption of county or city plan from deposit requirements related to financial respon- 

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

providers. 
1378. Administrative costs. 
1379. Contracts with health care providers. 
1379.5. Contract between plan and health care provider who provides health care services in 

Mexico; Requirements; Plan’s obligations. 
1380. Surveys of health delivery systems. 
1380.1. Legislative findings and declarations; Standards for uniform medical quality audit 

system. 
1380.3. Coordination of surveys. 
1381. Records; Location and inspection. 
1382. Examinations of fiscal and administrative affairs of plans. 
1383. Annual report to department. 
1383.1. Policy on second medical opinion. 
1383.15. Second opinion. 
1384. Audit reports and financial statements. 
1385. Books of account. 
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HISTORY: Added Stats 1975 ch 941 § 2, operative July 1, 1976. 

§ 1375. [Section repealed 1978.] 

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

1, 1976. Amended Stats 1976 ch 652 § 3.2, 
effective August 28, 1976, operative July 1, 

1976; Stats 1977 ch 818 § 11, effective Septem- 
ber 16, 1977. Repealed Stats 1978 ch 285 § 6, 
effective June 23, 1978. The repealed section 
related to subsequent provider of services. 

§ 1375.1. Contents of plan 

(a) Every plan shall have and shall demonstrate to the director that it has 
all of the following: 

(1) A fiscally sound operation and adequate provision against the risk of 
insolvency. 

(2) Assumed full financial risk on a prospective basis for the provision of 
covered health care services, except that a plan may obtain insurance or 
make other arrangements for the cost of providing to any subscriber or 
enrollee covered health care services, the aggregate value of which exceeds 
five thousand dollars ($5,000) in any year, for the cost of covered health care 
services provided to its members other than through the plan because 
medical necessity required their provision before they could be secured 
through the plan, and for not more than 90 percent of the amount by which 
its costs for any of its fiscal years exceed 115 percent of its income for that 
fiscal year. 

(3) A procedure for prompt payment or denial of provider and subscriber 
or enrollee claims, including those telehealth services, as defined in subdi- 
vision (a) of Section 2290.5 of the Business and Professions Code, covered by 
the plan. Except as provided in Section 1371, a procedure meeting the 
requirements of Subchapter G of the regulations (29 C.F.R. Part 2560) under 
Public Law 93-406 (88 Stats. 829-1035, 29 U.S.C. Secs. 1001 et seq.) shall 
satisfy this requirement. 
(b) In determining whether the conditions of this section have been met, the 

director shall consider, but not be limited to, the following: 
(1) The financial soundness of the plan’s arrangements for health care 

services and the schedule of rates and charges used by the plan. 
(2) The adequacy of working capital. 
(3) Agreements with providers for the provision of health care services. 

(c) For the purposes of this section, “covered health care services” means 
health care services provided under all plan contracts. 

HISTORY: 
Added Stats 1976 ch 652 § 3.3, effective 

August 28, 1976, operative July 1, 1976. 
Amended Stats 1977 ch 818 § 12, effective 
September 16, 1977; Stats 1983 ch 611 § 4; 

Stats 1985 ch 908 § 1; Stats 1986 ch 957 § 2; 
Stats 1996 ch 864 § 7 (SB 1665); Stats 1999 ch 
525 § 122 (AB 78), operative July 1, 2000; Stats 
2012 ch 782 § 7 (AB 1733), effective January 1, 
2013. 

§ 1375.2. Transitionally licensed plans 

On and after October 1, 1977, every plan operating under a transitional 
license shall have a fiscally sound operation. 


