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(e)(1) This section does not prohibit a health care provider from prescribing 
a prescription drug that is clinically appropriate. 

(2) This section does not prohibit a health care service plan or utilization 
review organization from requiring an enrollee to try an AB-rated generic 
equivalent, biosimilar, as defined in Section 262(i)(2) of Title 42 of the United 
States Code, or interchangeable biological product, as defined in Section 
262(i)(3) of Title 42 of the United States Code, before providing coverage for 
the equivalent branded prescription drug. 

(3) Paragraph (2) does not prohibit or supersede a step therapy exception 
request as described in subdivision (b). 
(f) This section does not require or authorize a health care service plan that 

contracts with the State Department of Health Care Services to provide 
services to Medi-Cal beneficiaries to provide coverage for prescription drugs 
that are not required pursuant to those programs or contracts, or to limit or 
exclude any prescription drugs that are required by those programs or 
contracts. 

(g) For purposes of this section, “step therapy exception” means a decision to 
override a generally applicable step therapy protocol in favor of coverage of the 
prescription drug prescribed by a health care provider for an individual 
enrollee. 

(h) Commencing January 1, 2022, a health care service plan contract with a 
utilization review organization, medical group, or other contracted entity that 
performs utilization review or utilization management functions on a health 
care service plan’s behalf shall include terms that require the contracted entity 
to comply with this section and Section 1367.241. 

HISTORY: 
Added Stats 2021 ch 742 § 1 (AB 347), effec- 

tive January 1, 2022. Amended Stats 2023 ch 
495 § 1 (SB 621), effective January 1, 2024. 

§ 1367.207. Enrollee information request requirements for plans with 
prescription drug benefits and drug formularies 

(a) A health care service plan contract issued, amended, delivered, or 
renewed on or after July 1, 2023, that provides prescription drug benefits and 
maintains one or more drug formularies shall do all of the following: 

(1) Upon request of an enrollee or an enrollee’s prescribing provider, 
furnish all of the following information regarding a prescription drug to the 
enrollee or the enrollee’s prescribing health care provider: 

(A) The enrollee’s eligibility for the prescription drug. 
(B) The most current formulary or formularies. 
(C) Cost-sharing information for the prescription drug and other for- 

mulary alternatives, consistent with cost-sharing requirements as set 
forth in the contract and accurate at the time it is provided, including any 
variance in cost sharing based on the patient’s preferred dispensing 
pharmacy, whether retail or mail order, or the health care provider. 

(D) Applicable utilization management requirements for the prescrip- 
tion drug and other formulary alternatives. 
(2) Respond in real time to a request made pursuant to paragraph (1) 

through a standard API. 
(3) Allow the use of an interoperability element to provide the information 

required pursuant to paragraph (1). 
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(4) Ensure that the information provided pursuant to paragraph (1) is 
current no later than one business day after a change is made and is 
provided in real time. 

(5) Provide the information pursuant to paragraph (1) if the request is 
made using the drug’s unique billing code and National Drug Code. 
(b) A health care service plan shall not do any of the following: 

(1) Deny or delay a response to a request for the purpose of blocking the 
release of information pursuant to subdivision (a). 

(2) Restrict, prohibit, or otherwise hinder a prescribing provider from 
communicating or sharing to an enrollee any of the following: 

(A) The information provided pursuant to subdivision (a). 
(B) Additional information on any lower cost or clinically appropriate 

alternative drugs, whether or not they are covered under the enrollee’s 
health care service plan contract. 

(C) Information about the cash price of the drug. 
(3) Except as required by law, interfere with, prevent, or materially 

discourage access, exchange, or use of the information provided pursuant to 
subdivision (a). “Interfere with, prevent, or materially discourage access, 
exchange, or use of the information” includes charging fees for access to the 
information, not responding to a request at the time made consistent with 
this section, or instituting enrollee consent requirements. 

(4) Penalize a prescribing provider for disclosing the information provided 
pursuant to subdivision (a). For purposes of this paragraph, “penalize” 
includes an action intended to punish a provider for disclosing the informa- 
tion set forth in subdivision (a) or intended to discourage a provider from 
disclosing this information in the future. 

(5) Penalize a prescribing provider for prescribing, administering, or 
ordering a lower cost or clinically appropriate alternative drug. For purposes 
of this paragraph, “penalize” includes an action intended to punish a 
provider who has prescribed, administered, or ordered a lower cost or 
clinically appropriate alternative drug, or intended to discourage a provider 
from prescribing, administering, or ordering a lower cost or clinically 
appropriate alternative drug in the future. 
(c) For purposes of this section: 

(1) “Cost sharing” includes applicable copayments, coinsurances, or de- 
ductibles. 

(2) “Cost-sharing information” means the actual out-of-pocket amount an 
enrollee would be required to pay a dispensing pharmacy or prescribing 
provider for a prescription drug under the terms of the enrollee’s health care 
service plan contract. 

(3) “Formulary” has the same meaning as in Section 1367.205. 
(4) “Interoperability element” means integrated technologies or services 

necessary to provide a response to an enrollee or an enrollee’s prescribing 
provider. 

(5) “Prescribing provider” is a health care provider authorized to write a 
prescription to treat a medical condition, including prescriptions to treat 
mental health and substance use disorders, for a health plan enrollee. 

(6) “Standard API” means an application interface that is standardized 
for vendors to conform to in order to access the information pursuant to 
Section 170.215 of Title 45 of the Code of Federal Regulations. 
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(d)(1) This section does not authorize further disclosure inconsistent with 
the federal Health Insurance Portability and Accountability Act of 1996 
(HIPAA) (Public Law 104-191) and the Confidentiality of Medical Informa- 
tion Act (Part 2.6 (commencing with Section 56) of Division 1 of the Civil 
Code). 

(2) This section does not alter or interfere with requirements that a health 
care service plan cover prescription drugs consistent with this chapter and 
regulations promulgated thereunder. 

(3) This section does not alter or interfere with a health care service plan’s 
other obligations under this chapter, including requirements to disclose or 
explain its prescription drug benefit. 

HISTORY: 
Added Stats 2022 ch 590 § 1 (AB 2352), 

effective January 1, 2023. 

§ 1367.21. Limitation or exclusion of coverage for drug prescribed for use 
different from which drug was approved 

(a) No health care service plan contract which covers prescription drug 
benefits shall be issued, amended, delivered, or renewed in this state if the 
plan limits or excludes coverage for a drug on the basis that the drug is 
prescribed for a use that is different from the use for which that drug has been 
approved for marketing by the federal Food and Drug Administration (FDA), 
provided that all of the following conditions have been met: 

(1) The drug is approved by the FDA. 
(2)(A) The drug is prescribed by a participating licensed health care 
professional for the treatment of a life-threatening condition; or 

(B) The drug is prescribed by a participating licensed health care 
professional for the treatment of a chronic and seriously debilitating 
condition, the drug is medically necessary to treat that condition, and the 
drug is on the plan formulary. If the drug is not on the plan formulary, the 
participating subscriber’s request shall be considered pursuant to the 
process required by Section 1367.24. 
(3) The drug has been recognized for treatment of that condition by any of 

the following: 
(A) The American Hospital Formulary Service’s Drug Information. 
(B) One of the following compendia, if recognized by the federal Centers 

for Medicare and Medicaid Services as part of an anticancer chemothera- 
peutic regimen: 

(i) The Elsevier Gold Standard’s Clinical Pharmacology. 
(ii) The National Comprehensive Cancer Network Drug and Biologics 

Compendium. 
(iii) The Thomson Micromedex DrugDex. 

(C) Two articles from major peer reviewed medical journals that present 
data supporting the proposed off-label use or uses as generally safe and 
effective unless there is clear and convincing contradictory evidence 
presented in a major peer reviewed medical journal. 

(b) It shall be the responsibility of the participating prescriber to submit to 
the plan documentation supporting compliance with the requirements of 
subdivision (a), if requested by the plan. 

 


