
 

 

§ 1367.11 KNOX-KEENE ACT 328 

§ 1367.11. Direct reimbursement to providers of covered medical 
transportation services [Repealed] 

HISTORY: 
Added Stats 1986 ch 930 § 1. Repealed Stats 

2023 ch 454 § 1 (AB 716), effective January 1, 
2024. 

§ 1367.12. Number of forms to be submitted per claim for payment or 
reimbursement 

No health care service plan that administers Medicare coverage and federal 
employee programs may require that more than one form be submitted per 
claim in order to receive payment or reimbursement under any or all of those 
policies or programs. 

HISTORY: 
Added Stats 1987 ch 1191 § 1. 

§ 1367.15. Closure of “block of business” 

(a) This section shall apply to individual health care service plan contracts 
and plan contracts sold to employer groups with fewer than two eligible 
employees as defined in subdivision (b) of Section 1357 covering hospital, 
medical, or surgical expenses, which is issued, amended, delivered, or renewed 
on or after January 1, 1994. 

(b) As used in this section, “block of business” means individual plan 
contracts or plan contracts sold to employer groups with fewer than two 
eligible employees as defined in subdivision (b) of Section 1357, with distinct 
benefits, services, and terms. A “closed block of business” means a block of 
business for which a health care service plan ceases to actively offer or sell new 
plan contracts. 

(c) No block of business shall be closed by a health care service plan unless 
(1) the plan permits an enrollee to receive health care services from any block 
of business that is not closed and that provides comparable benefits, services, 
and terms, with no additional underwriting requirement, or (2) the plan pools 
the experience of the closed block of business with all appropriate blocks of 
business that are not closed for the purpose of determining the premium rate 
of any plan contract within the closed block, with no rate penalty or surcharge 
beyond that which reflects the experience of the combined pool. 

(d) A block of business shall be presumed closed if either of the following is 
applicable: 

(1) There has been an overall reduction in that block of 12 percent in the 
number of in force plan contracts for a period of 12 months. 

(2) That block has less than 1,000 enrollees in this state. This presump- 
tion shall not apply to a block of business initiated within the previous 24 
months, but notification of that block shall be provided to the director 
pursuant to subdivision (e). 
The fact that a block of business does not meet one of the presumptions set 

forth in this subdivision shall not preclude a determination that it is closed as 
defined in subdivision (b). 

(e) A health care service plan shall notify the director in writing within 30 
days of its decision to close a block of business or, in the absence of an actual 
decision to close a block of business, within 30 days of its determination that 
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a block of business is within the presumption set forth in subdivision (d). When 
the plan decides to close a block, the written notice shall fully disclose all 
information necessary to demonstrate compliance with the requirements of 
subdivision (c). When the plan determines that a block is within the presump- 
tion, the written notice shall fully disclose all information necessary to 
demonstrate that the presumption is applicable. In the case of either notice, 
the plan shall provide additional information within 15 days after any request 
of the director. 

(f) A health care service plan shall preserve for a period of not less than five 
years in an identified location and readily accessible for review by the director 
all books and records relating to any action taken by a plan pursuant to 
subdivision (c). 

(g) No health care service plan shall offer or sell any contract, or provide 
misleading information about the active or closed status of a block of business, 
for the purpose of evading this section. 

(h) A health care service plan shall bring any blocks of business closed prior 
to the effective date of this section into compliance with the terms of this 
section no later than December 31, 1994. 

(i) This section shall not apply to health care service plan contracts 
providing small employer health coverage to individuals or employer groups 
with fewer than two eligible employees if that coverage is provided pursuant to 
Article 3.1 (commencing with Section 1357) and, with specific reference to 
coverage for individuals or employer groups with fewer than two eligible 
employees, is approved by the director pursuant to Section 1357.15, provided 
a plan electing to sell coverage pursuant to this subdivision shall do so until 
such time as the plan ceases to market coverage to small employers and 
complies with paragraph (5) of subdivision (a) of Section 1365. 

(j) This section shall not apply to coverage of Medicare services pursuant to 
contracts with the United States government, Medicare supplement, dental, 
vision, or conversion coverage. 

HISTORY: 
Added Stats 1993 ch 729 § 1 (AB 1743). 

Amended Stats 1997 ch 336 § 13 (SB 578), 

effective August 21, 1997; Stats 1999 ch 525 § 
100 (AB 78), operative July 1, 2000; Stats 2010 
ch 658 § 6 (AB 2470), effective January 1, 2011. 

§ 1367.18. Coverage for orthotic and prosthetic devices and services; 
Benefit amount 

(a) Every health care service plan, except a specialized health care service 
plan, that covers hospital, medical, or surgical expenses on a group basis shall 
offer coverage for orthotic and prosthetic devices and services under the terms 
and conditions that 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. Any coverage for prosthetic devices shall include original 
and replacement devices, as prescribed by a physician and surgeon or doctor of 
podiatric medicine acting within the scope of his or her license. Any coverage 
for orthotic devices shall provide for coverage when the device, including 
original and replacement devices, is prescribed by a physician and surgeon or 
doctor of podiatric medicine acting within the scope of his or her license, or is 
ordered by a licensed health care provider acting within the scope of his or her 


