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(x) Region 10 shall consist of the Counties of Mariposa, Merced, San 
Joaquin, Stanislaus, and Tulare. 

(xi) Region 11 shall consist of the Counties of Fresno, Kings, and 
Madera. 

(xii) Region 12 shall consist of the Counties of San Luis Obispo, Santa 
Barbara, and Ventura. 

(xiii) Region 13 shall consist of the Counties of Imperial, Inyo, and 
Mono. 

(xiv) Region 14 shall consist of the County of Kern. 
(xv) Region 15 shall consist of the ZIP Codes in the County of Los 

Angeles starting with 906 to 912, inclusive, 915, 917, 918, and 935. 
(xvi) Region 16 shall consist of the ZIP Codes in the County of Los 

Angeles other than those identified in clause (xv). 
(xvii) Region 17 shall consist of the Counties of Riverside and San 

Bernardino. 
(xviii) Region 18 shall consist of the County of Orange. 
(xix) Region 19 shall consist of the County of San Diego. 

(B) No later than June 1, 2017, the department, in collaboration with 
the Exchange and the Department of Insurance, shall review the geo- 
graphic rating regions specified in this paragraph and the impacts of those 
regions on the health care coverage market in California, and make a 
report to the appropriate policy committees of the Legislature. 
(3) Whether the plan covers an individual or family, as described in 

PPACA. 
(b) The rate for a health benefit plan subject to this section shall not vary by 

any factor not described in this section. 
(c) With respect to family coverage under an individual health benefit plan, 

the rating variation permitted under paragraph (1) of subdivision (a) shall be 
applied based on the portion of the premium attributable to each family 
member covered under the plan. The total premium for family coverage shall 
be determined by summing the premiums for each individual family member. 
In determining the total premium for family members, premiums for no more 
than the three oldest family members who are under 21 years of age shall be 
taken into account. 

(d) The rating period for rates subject to this section shall be from January 
1 to December 31, inclusive. 

(e) This section does not apply to an individual health benefit plan that is a 
grandfathered health plan. 

(f) The requirement for submitting a report imposed under subparagraph 
(B) of paragraph (2) of subdivision (a) is inoperative on June 1, 2021, pursuant 
to Section 10231.5 of the Government Code. 

 
HISTORY: 

Added Stats 2013 1st Ex Sess 2013-2014 ch 2 
§ 18 (SBX1-2), effective September 30, 2013. 
Amended Stats 2015 ch 303 § 267 (AB 731), 

 
effective January 1, 2016, operative term con- 
tingent; Stats 2021 ch 764 § 6 (SB 326), effec- 
tive January 1, 2022. 

§ 1399.857. Requirements not placed on carriers 

(a) A health care service plan shall not be required to offer an individual 
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health benefit plan or accept applications for the plan pursuant to Section 
1399.849 in the case of any of the following: 

(1) To an individual who does not live or reside within the plan’s approved 
service areas. 

(2)(A) Within a specific service area or portion of a service area, if the plan 
reasonably anticipates and demonstrates to the satisfaction of the director 
both of the following: 

(i) It will not have sufficient health care delivery resources to ensure 
that health care services will be available and accessible to the indi- 
vidual because of its obligations to existing enrollees. 

(ii) It is applying this subparagraph uniformly to all individuals 
without regard to the claims experience of those individuals or any 
health status-related factor relating to those individuals. 
(B) A health care service plan that cannot offer an individual health 

benefit plan to individuals because it is lacking in sufficient health care 
delivery resources within a service area or a portion of a service area 
pursuant to subparagraph (A) shall not offer a health benefit plan in that 
area to individuals until the later of the following dates: 

(i) The 181st day after the date coverage is denied pursuant to this 
paragraph. 

(ii) The date the plan notifies the director that it has the ability to 
deliver services to individuals, and certifies to the director that from the 
date of the notice it will enroll all individuals requesting coverage in 
that area from the plan. 
(C) Subparagraph (B) shall not limit the plan’s ability to renew cover- 

age already in force or relieve the plan of the responsibility to renew that 
coverage as described in Section 1365. 

(D) Coverage offered within a service area after the period specified in 
subparagraph (B) shall be subject to this section. 

(b)(1) A health care service plan may decline to offer an individual health 
benefit plan to an individual if the plan demonstrates to the satisfaction of 
the director both of the following: 

(A) It does not have the financial reserves necessary to underwrite 
additional coverage. In determining whether this subparagraph has been 
satisfied, the director shall consider, but not be limited to, the plan’s 
compliance with the requirements of Section 1367, Article 6 (commencing 
with Section 1375), and the rules adopted thereunder. 

(B) It is applying this subdivision uniformly to all individuals without 
regard to the claims experience of those individuals or any health 
status-related factor relating to those individuals. 
(2) A plan that denies coverage to an individual under paragraph (1) shall 

not offer coverage before the later of the following dates: 
(A) The 181st day after the date that coverage is denied pursuant to this 

subdivision. 
(B) The date the plan demonstrates to the satisfaction of the director 

that the plan has sufficient financial reserves necessary to underwrite 
additional coverage. 
(3) Paragraph (2) shall not limit the plan’s ability to renew coverage 

already in force or relieve the plan of the responsibility to renew that 
coverage as described in Section 1365. 
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(4) Coverage offered within a service area after the period specified in 
paragraph (2) shall be subject to this section. 
(c) Nothing in this article shall be construed to limit the director’s authority 

to develop and implement a plan of rehabilitation for a health care service plan 
whose financial viability or organizational and administrative capacity has 
become impaired, to the extent permitted by PPACA. 

(d) This section shall not apply to an individual health benefit plan that is 
a grandfathered health plan. 

HISTORY: 
Added Stats 2013 1st Ex Sess 2013-2014 ch 2 

§ 18 (SBX1-2), effective September 30, 2013. 
 

§ 1399.858. Discontinuing of offering contracts or acceptance of ap- plications 

The director may require a plan to discontinue the offering of contracts or 
acceptance of applications from any individual, or responsible party for an 
individual, upon a determination by the director that the plan does not have 
sufficient financial viability, or organizational and administrative capacity to 
ensure the delivery of health care services to its enrollees. In determining 
whether the conditions of this section have been met, the director shall 
consider, but not be limited to, the plan’s compliance with the requirements of 
Section 1367, Article 6 (commencing with Section 1375), and the rules adopted 
thereunder. 

HISTORY: 
Added Stats 2013 1st Ex Sess 2013-2014 ch 2 

§ 18 (SBX1-2), effective September 30, 2013. 
 

§ 1399.859. Notice to applicant or subscriber of eligibility for lower cost 
coverage through Exchange; Applicability 

(a) A health care service plan that receives an application for an individual 
health benefit plan outside the Exchange during the initial open enrollment 
period, an annual enrollment period, or a special enrollment period described 
in Section 1399.849 shall inform the applicant that he or she may be eligible for 
lower cost coverage through the Exchange and shall inform the applicant of the 
applicable enrollment period provided through the Exchange described in 
Section 1399.849. 

(b) On or before October 1, 2013, and annually every October 1 thereafter, a 
health care service plan shall issue a notice to a subscriber enrolled in an 
individual health benefit plan offered outside the Exchange. The notice shall 
inform the subscriber that he or she may be eligible for lower cost coverage 
through the Exchange and shall inform the subscriber of the applicable open 
enrollment period and special enrollment periods provided through the Ex- 
change described in Section 1399.849. 

(c) This section shall not apply where the individual health benefit plan 
described in subdivision (a) or (b) is a grandfathered health plan. 


