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Division 9 of the Welfare and Institutions Code and their contracting 
providers, independent practice associations, preferred provider groups, and 
all delegated entities that provide physician services, utilization manage- 
ment, or utilization review shall be subject to this section. 

(4) If a health care service plan delegates responsibilities under this 
section to a contracted entity, including a medical group or independent 
practice association, the delegated entity shall comply with this section. 
(b) This section does not deny or restrict in any way the department’s 

authority to ensure plan compliance with this chapter when a health care 
service plan provides coverage for abortion services. 

(c) This section does not require an individual or group health care service 
plan contract to cover an experimental or investigational treatment. 

(d) For purposes of this section, “abortion” means any medical treatment 
intended to induce the termination of a pregnancy except for the purpose of 
producing a live birth. 

(e) For a health care service plan contract that is a high deductible health 
plan, as defined in Section 223(c)(2) of Title 26 of the United States Code, the 
cost-sharing limits in paragraph (1) of subdivision (a) shall apply once an 
enrollee’s deductible has been satisfied for the benefit year. 

(f)(1) Notwithstanding Chapter 3.5 (commencing with Section 11340) of 
Part 1 of Division 3 of Title 2 of the Government Code, the department may 
interpret and implement this section, in consultation with the State Depart- 
ment of Health Care Services and the Department of Insurance, by means of 
plan letters or similar guidance without taking any further regulatory 
action. The department shall adopt regulations on or before January 1, 2026, 
in accordance with the requirements of Chapter 3.5 (commencing with 
Section 11340) of Part 1 of Division 3 of Title 2 of the Government Code. 

(2) Notwithstanding Chapter 3.5 (commencing with Section 11340) of 
Part 1 of Division 3 of Title 2 of the Government Code, the State Department 
of Health Care Services may implement this section, consistent with any 
guidance issued by the department pursuant to paragraph (1), to the extent 
that guidance does not exceed Medi-Cal program coverage of abortion and 
abortion-related services, by means of plan letters, plan or provider bulle- 
tins, or similar guidance issued to Medi-Cal managed care plans that 
contract with the State Department of Health Care Services pursuant to 
Chapter 7 (commencing with Section 14000) and Chapter 8 (commencing 
with Section 14200) of Part 3 of Division 9 of the Welfare and Institutions 
Code, without taking any further regulatory action. 

HISTORY: 
Added Stats 2022 ch 11 § 1 (SB 245), effective 

January 1, 2023. 
 

§ 1367.255. Vasectomy services and procedures under health care service 
plan; Religious employer exception 

(a)(1) A health care service plan contract issued, amended, renewed, or 
delivered on or after January 1, 2024, except for a grandfathered health plan 
or a qualifying health plan for a health savings account, shall not impose a 
deductible, coinsurance, copayment, or any other cost-sharing requirement 
on vasectomy services and procedures. For a qualifying health plan for a 
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health savings account, the carrier shall establish the plan’s cost sharing for 
vasectomy services and procedures at the minimum level necessary to 
preserve the enrollee’s ability to claim tax-exempt contributions and with- 
drawals from the enrollee’s health savings account under Internal Revenue 
Service laws, regulations, and guidance. Cost sharing shall not be imposed 
on a Medi-Cal beneficiary. 

(2) A health care service plan shall not impose any restrictions or delays, 
including, but not limited to, prior authorization, on vasectomy services or 
procedures. 

(3) Benefits for an enrollee under this section shall be the same for an 
enrollee’s covered spouse and covered nonspouse dependents. 

(4) For purposes of this section, “health care service plan” includes 
Medi-Cal managed care plans that contract with the State Department of 
Health Care Services pursuant to Chapter 7 (commencing with Section 
14000) and Chapter 8 (commencing with Section 14200) of Part 3 of Division 
9 of the Welfare and Institutions Code, to the extent that the benefits 
described in this subdivision are made the financial responsibility of the 
Medi-Cal managed care plan under its comprehensive risk contract with the 
State Department of Health Care Services. If some or all of the benefits 
described in this subdivision are not the financial responsibility of the 
Medi-Cal managed care plan, as determined by the State Department of 
Health Care Services, those benefits shall be available to Medi-Cal benefi- 
ciaries on a fee-for-service basis pursuant to subdivision (n) of Section 14132 
of the Welfare and Institutions Code. 

(5) Utilization controls applicable to services described in this section 
provided by a Medi-Cal managed care plan shall be subject to this section. 
(b) Notwithstanding any other provision of this section, a religious employer 

may request a health care service plan contract without coverage for contra- 
ceptive methods that are contrary to the religious employer’s religious tenets. 
If so requested, a health care service plan contract shall be provided without 
coverage for vasectomy services and procedures. The exclusion from coverage 
under this provision shall not apply to vasectomy services or procedures for 
purposes other than contraception. 

(1) A health care service plan that contracts with a religious employer to 
provide a health care service plan that does not include coverage and 
benefits for vasectomy services and procedures shall notify, in writing, upon 
initial enrollment and annually thereafter upon renewal, each enrollee that 
vasectomy services and procedures are not included in the enrollee’s health 
care service plan. 

(2) For purposes of this section, a “religious employer” is an entity for 
which each of the following is true: 

(A) The inculcation of religious values is the purpose of the entity. 
(B) The entity primarily employs persons who share the religious tenets 

of the entity. 
(C) The entity serves primarily persons who share the religious tenets 

of the entity. 
(D) The entity is a nonprofit organization as described in Section 

6033(a)(3)(A)(i) or (iii) of the Internal Revenue Code of 1986, as amended. 
(c) This section shall not be construed to deny or restrict in any way the 
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department’s authority to ensure plan compliance with this chapter when a 
plan provides coverage for contraceptive drugs, devices, and products. 

(d) This section shall not be construed to require an individual or group 
health care service plan contract to cover experimental or investigational 
treatments. 

(e) For purposes of this section, the following definitions apply: 
(1) “Grandfathered health plan” has the meaning set forth in Section 1251 

of PPACA. 
(2) “PPACA” means the federal Patient Protection and Affordable Care 

Act (Public Law 111-148), as amended by the federal Health Care and 
Education Reconciliation Act of 2010 (Public Law 111-152), and any rules, 
regulations, or guidance issued thereunder. 

HISTORY: 
Added Stats 2022 ch 630 § 14 (SB 523), 

effective January 1, 2023. 

§ 1367.26. [Section repealed 2016.] 

HISTORY: 
Added Stats 2001 ch 817 § 3 (AB 938), opera- 

tive July 1, 2002. Amended Stats 2011 ch 381 § 
29 (SB 146), effective January 1, 2012. Re- 

pealed Stats 2015 ch 649 § 1 (SB 137), effective 
January 1, 2016. The repealed section related 
to contracting providers available on request. 

§ 1367.27. Provider directory 

(a) Commencing July 1, 2016, a health care service plan shall publish and 
maintain a provider directory or directories with information on contracting 
providers that deliver health care services to the plan’s enrollees, including 
those that accept new patients. A provider directory shall not list or include 
information on a provider that is not currently under contract with the plan. 

(b) A health care service plan shall provide the directory or directories for 
the specific network offered for each product using a consistent method of 
network and product naming, numbering, or other classification method that 
ensures the public, enrollees, potential enrollees, the department, and other 

state or federal agencies can easily identify the networks and plan products in 
which a provider participates. By July 31, 2017, or 12 months after the date 
provider directory standards are developed under subdivision (k), whichever 
occurs later, a health care service plan shall use the naming, numbering, or 

classification method developed by the department pursuant to subdivision (k). 
(c)(1) An online provider directory or directories shall be available on the 

plan’s Internet Web site to the public, potential enrollees, enrollees, and 
providers without any restrictions or limitations. The directory or directories 

shall be accessible without any requirement that an individual seeking the 
directory information demonstrate coverage with the plan, indicate interest 
in obtaining coverage with the plan, provide a member identification or 

policy number, provide any other identifying information, or create or access 
an account. 

(2) The online provider directory or directories shall be accessible on the 
plan’s public Internet Web site through an identifiable link or tab and in a 
manner that is accessible and searchable by enrollees, potential enrollees, 
the public, and providers. By July 31, 2017, or 12 months after the date 

 

 


