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the applicable cost sharing owed by the enrollee, shall constitute payment in 
full for services rendered. 

(4) Notwithstanding any other law, the amounts paid by a health care 
service plan for services under this section shall not constitute the prevailing 
or customary charges, the usual fees to the general public, or other charges 
for other payers for an individual ground ambulance provider. 
(e) A health care service plan or a provider may seek relief in any appropri- 

ate court for the purpose of resolving a payment dispute. A ground ambulance 
provider may use a health care service plan’s existing dispute resolution 
processes. 

(f) Ground ambulance service providers remain subject to the balance 
billing protections for Medi-Cal beneficiaries under Section 14019.4 of the 
Welfare and Institutions Code. 

(g) This section does not apply to a Medi-Cal managed health care service 
plan or any entity that enters into a contract with the State Department of 
Health Care Services pursuant to Chapter 7 (commencing with Section 14000), 
Chapter 8 (commencing with Section 14200), and Chapter 8.75 (commencing 
with Section 14591) of Part 3 of Division 9 of the Welfare and Institutions 
Code. 

HISTORY: 
Added Stats 2023 ch 454 § 2 (AB 716), effec-

tive January 1, 2024. Amended Stats 2024 ch 
520 § 7 (SB 1061), effective January 1, 2025. 

§ 1371.8. Rescission or modification of authorization after service provided 

A health care service plan that authorizes a specific type of treatment by a 
provider shall not rescind or modify this authorization after the provider 
renders the health care service in good faith and pursuant to the authorization 
for any reason, including, but not limited to, the plan’s subsequent rescission, 
cancellation, or modification of the enrollee’s or subscriber’s contract or the 
plan’s subsequent determination that it did not make an accurate determina- 
tion of the enrollee’s or subscriber’s eligibility. This section shall not be 
construed to expand or alter the benefits available to the enrollee or subscriber 
under a plan. The Legislature finds and declares that by adopting the 
amendments made to this section by Assembly Bill 1324 of the 2007-08 
Regular Session it does not intend to instruct a court as to whether or not the 
amendments are existing law. 

HISTORY: 
Added Stats 1994 ch 614 § 5 (SB 1832).

Amended Stats 2007 ch 702 § 1 (AB 1324), 
effective January 1, 2008. 

§ 1371.9. “In-network cost-sharing amount” for services provided by 
noncontracting individual health professional; Exemptions 

(a)(1) Except as provided in subdivision (c), a health care service plan 
contract issued, amended, or renewed on or after July 1, 2017, shall provide 
that if an enrollee receives covered services from a contracting health facility 
at which, or as a result of which, the enrollee receives services provided by 
a noncontracting individual health professional, the enrollee shall pay no 
more than the same cost sharing that the enrollee would pay for the same 
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covered services received from a contracting individual health professional. 
This amount shall be referred to as the “in-network cost-sharing amount.” 

(2) An enrollee shall not owe the noncontracting individual health profes- 
sional more than the in-network cost-sharing amount for services subject to 
this section. At the time of payment by the plan to the noncontracting 
individual health professional, the plan shall inform the enrollee and the 
noncontracting individual health professional of the in-network cost-sharing 
amount owed by the enrollee. 

(3) A noncontracting individual health professional shall not bill or collect 
any amount from the enrollee for services subject to this section except for 
the in-network cost-sharing amount. Any communication from the noncon- 
tracting individual health professional to the enrollee prior to the receipt of 
information about the in-network cost-sharing amount pursuant to para- 
graph (2) shall include a notice in 12-point bold type stating that the 
communication is not a bill and informing the enrollee that the enrollee shall 
not pay until the enrollee is informed by the enrollee’s health care service 
plan of any applicable cost sharing. 

(4)(A) If the noncontracting individual health professional has received 
more than the in-network cost-sharing amount from the enrollee for 
services subject to this section, the noncontracting individual health 
professional shall refund any overpayment to the enrollee within 30 
calendar days after receiving payment from the enrollee. 

(B) If the noncontracting individual health professional does not refund 
any overpayment to the enrollee within 30 calendar days after being 
informed of the enrollee’s in-network cost-sharing amount, interest shall 
accrue at the rate of 15 percent per annum beginning with the date 
payment was received from the enrollee. 

(C) A noncontracting individual health professional shall automatically 
include in their refund to the enrollee all interest that has accrued 
pursuant to this section without requiring the enrollee to submit a request 
for the interest amount. 

(b) Except for services subject to subdivision (c), the following shall apply: 
(1) Any cost sharing paid by the enrollee for the services subject to this 

section shall count toward the limit on annual out-of-pocket expenses 
established under Section 1367.006. 

(2) Cost sharing arising from services subject to this section shall be 
counted toward any deductible in the same manner as cost sharing would be 
attributed to a contracting individual health professional. 

(3) The cost sharing paid by the enrollee pursuant to this section shall 
satisfy the enrollee’s obligation to pay cost sharing for the health service and 
shall constitute “applicable cost sharing owed by the enrollee.” 
(c) For services subject to this section, if an enrollee has a health care service 

plan that includes coverage for out-of-network benefits, a noncontracting 
individual health professional may bill or collect from the enrollee the 
out-of-network cost sharing, if applicable, only when the enrollee consents in 
writing and that written consent demonstrates satisfaction of all the following 
criteria: 

(1) At least 24 hours in advance of care, the enrollee shall consent in 
writing to receive services from the identified noncontracting individual 
health professional. 
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(2) The consent shall be obtained by the noncontracting individual health 
professional in a document that is separate from the document used to
obtain the consent for any other part of the care or procedure. The consent
shall not be obtained by the facility or any representative of the facility. The 
consent shall not be obtained at the time of admission or at any time when 
the enrollee is being prepared for surgery or any other procedure. 

(3) At the time consent is provided, the noncontracting individual health 
professional shall give the enrollee a written estimate of the enrollee’s total 
out-of-pocket cost of care. The written estimate shall be based on the 
professional’s billed charges for the service to be provided. The noncontract- 
ing individual health professional shall not attempt to collect more than the 
estimated amount without receiving separate written consent from the 
enrollee or the enrollee’s authorized representative, unless circumstances 
arise during delivery of services that were unforeseeable at the time the 
estimate was given that would require the provider to change the estimate. 

(4) The consent shall advise the enrollee that the enrollee may elect to
seek care from a contracted provider or may contact the enrollee’s health
care service plan in order to arrange to receive the health service from a
contracted provider for lower out-of-pocket costs. 

(5) The consent and estimate shall be provided to the enrollee in the 
language spoken by the enrollee, if the language is a Medi-Cal threshold 
language, as defined in subdivision (d) of Section 128552. 

(6) The consent shall also advise the enrollee that any costs incurred as a 
result of the enrollee’s use of the out-of-network benefit shall be in addition 
to in-network cost-sharing amounts and may not count toward the annual
out-of-pocket maximum on in-network benefits or a deductible, if any, for
in-network benefits. 
(d) A noncontracting individual health professional who fails to comply with 

the requirements of subdivision (c) has not obtained written consent for 
purposes of this section. Under those circumstances, subdivisions (a) and (b) 
shall apply and subdivision (c) shall not apply. 

(e)(1) A noncontracting individual health professional may advance to
collections only the in-network cost-sharing amount, as determined by the
plan pursuant to subdivision (a) or the out-of-network cost-sharing amount 
owed pursuant to subdivision (c), that the enrollee has failed to pay. 

(2) The noncontracting individual health professional, or any entity 
acting on their behalf, including any assignee of the debt, shall not do either 
of the following: 

(A) Report adverse information to a consumer credit reporting agency. 
(B) Commence civil action against the enrollee for a minimum of 150 

days after the initial billing regarding amounts owed by the enrollee under 
subdivision (a) or (c). 
(3) With respect to an enrollee, the noncontracting individual health

professional, or any entity acting on his or her their behalf, including any
assignee of the debt, shall not use wage garnishments or liens on primary
residences as a means of collecting unpaid bills under this section. 
(f) For purposes of this section and Sections 1371.30 and 1371.31, the 

following definitions shall apply: 
(1) “Contracting health facility” means a health facility that is contracted 

with the enrollee’s health care service plan to provide services under the 
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enrollee’s plan contract. A contracting health care facility includes, but is not 
limited to, the following providers: 

(A) A licensed hospital. 
(B) An ambulatory surgery or other outpatient setting, as described in 

subdivision (a), (d), (e), (g), or (h) of Section 1248.1. 
(C) A laboratory. 
(D) A radiology or imaging center. 

(2) “Cost sharing” includes any copayment, coinsurance, or deductible, or 
any other form of cost sharing paid by the enrollee other than premium or 
share of premium. 

(3) “Individual health professional” means a physician and surgeon or 
other professional who is licensed by this state to deliver or furnish health 
care services. For this purpose, an “individual health professional” shall not 
include a dentist, licensed pursuant to the Dental Practice Act (Chapter 4 
(commencing with Section 1600) of Division 2 of the Business and Profes- 
sions Code). 

(4) “In-network cost-sharing amount” means an amount no more than the 
same cost sharing the enrollee would pay for the same covered service 
received from a contracting health professional. The in-network cost-sharing 
amount with respect to an enrollee with coinsurance shall be based on the 
amount paid by the plan pursuant to paragraph (1) of subdivision (a) of 
Section 1371.31. 

(5) “Noncontracting individual health professional” means a physician 
and surgeon or other professional who is licensed by the state to deliver or 
furnish health care services and who is not contracted with the enrollee’s 
health care service product. For this purpose, a “noncontracting individual 
health professional” shall not include a dentist, licensed pursuant to the 
Dental Practice Act (Chapter 4 (commencing with Section 1600) of Division 
2 of the Business and Professions Code). Application of this definition is not 
precluded by a noncontracting individual health professional’s affiliation 
with a group. 
(g) This section shall not be construed to require a health care service plan 

to cover services not required by law or by the terms and conditions of the 
health care service plan contract. 

(h) This section shall not be construed to exempt a plan or provider from the 
requirements under Section 1371.4 or 1373.96, nor abrogate the holding in 
Prospect Medical Group, Inc. v. Northridge Emergency Medical Group (2009) 
45 Cal.4th 497. 

(i) If a health care service plan delegates payment functions to a contracted 
entity, including, but not limited to, a medical group or independent practice 
association, the delegated entity shall comply with this section. 

(j) This section shall not apply to a Medi-Cal managed health care service 
plan or any other entity that enters into a contract with the State Department 
of Health Care Services pursuant to Chapter 7 (commencing with Section 
14000), Chapter 8 (commencing with Section 14200), and Chapter 8.75 
(commencing with Section 14591) of Part 3 of Division 9 of the Welfare and 
Institutions Code. 

(k) This section shall not apply to emergency services and care, as defined in 
Section 1317.1. 
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HISTORY: 
Added Stats 2016 ch 492 § 3 (AB 72), effective 

January 1, 2017. Amended Stats 2024 ch 520 § 
8 (SB 1061), effective January 1, 2025. 

§ 1372. Contracts; Use of evidence of coverage; Exception 

Subject to the applicable provisions of this chapter, a plan may offer one or 
more plan contracts or specialized health care service plan contracts, except 
that a specialized health care service plan contract shall not offer one or more 
basic health care services except as may be permitted by rule or order of the 
director. Advertising, disclosure forms, contract forms, and evidences of 
coverage for more than one type of plan contract or specialized health care 
service plan contract, or both, may not be used except as authorized by the 
director pursuant to this chapter. 

HISTORY: 
Added Stats 1976 ch 652 § 3.1, effective 

August 28, 1976, operative July 1, 1976. 

Amended Stats 1999 ch 525 § 108 (AB 78), 
operative July 1, 2000. 

§ 1373. Required or prohibited contract provisions 

(a)(1) A plan contract may not provide an exception for other coverage if the 
other coverage is entitlement to Medi-Cal benefits under Chapter 7 (com- 
mencing with Section 14000) or Chapter 8 (commencing with Section 14200) 
of Part 3 of Division 9 of the Welfare and Institutions Code, or Medicaid 
benefits under Subchapter 19 (commencing with Section 1396) of Chapter 7 
of Title 42 of the United States Code. 

(2) Each plan contract shall be interpreted not to provide an exception for 
the Medi-Cal or Medicaid benefits. 

(3) A plan contract shall not provide an exemption for enrollment because 
of an applicant’s entitlement to Medi-Cal benefits under Chapter 7 (com- 
mencing with Section 14000) or Chapter 8 (commencing with Section 14200) 
of Part 3 of Division 9 of the Welfare and Institutions Code, or Medicaid 
benefits under Subchapter 19 (commencing with Section 1396) of Chapter 7 
of Title 42 of the United States Code. 

(4) A plan contract may not provide that the benefits payable thereunder 
are subject to reduction if the individual insured has entitlement to the 
Medi-Cal or Medicaid benefits. 
(b)(1) A plan contract that provides coverage, whether by specific benefit or 
by the effect of general wording, for sterilization operations or procedures 
shall not impose any disclaimer, restriction on, or limitation of, coverage 
relative to the covered individual’s reason for sterilization. 

(2) As used in this section, “sterilization operations or procedures” shall 
have the same meaning as that specified in Section 10120 of the Insurance 
Code. 
(c) Every plan contract that provides coverage to the spouse or dependents 

of the subscriber or spouse shall grant immediate accident and sickness 
coverage, from and after the moment of birth, to each newborn infant of any 
subscriber or spouse covered and to each minor child placed for adoption from 
and after the date on which the adoptive child’s birth parent or other 
appropriate legal authority signs a written document, including, but not 
limited to, a health facility minor release report, a medical authorization form, 
or a relinquishment form, granting the subscriber or spouse the right to control 


