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license. Every plan shall have the right to conduct a utilization review to 
determine medical necessity prior to authorizing these services. 

(b) Notwithstanding subdivision (a), on and after July 1, 2007, the amount 
of the benefit for orthotic and prosthetic devices and services shall be no less 
than the annual and lifetime benefit maximums applicable to the basic health 
care services required to be provided under Section 1367. If the contract does 
not include any annual or lifetime benefit maximums applicable to basic health 
care services, the amount of the benefit for orthotic and prosthetic devices and 
services shall not be subject to an annual or lifetime maximum benefit level. 
Any copayment, coinsurance, deductible, and maximum out-of-pocket amount 
applied to the benefit for orthotic and prosthetic devices and services shall be 
no more than the most common amounts applied to the basic health care 
services required to be provided under Section 1367. 

 
HISTORY: 

Added Stats 1985 ch 73 § 1, as H  &  S  C  §  
1367.4. Renumbered Stats 1988 ch 160 § 87. 

Amended Stats 1991 ch 330 § 1 (AB 2234); 
Stats 2006 ch 756 § 1 (AB 2012), effective 
January 1, 2007. 

§ 1367.19. Coverage for special footwear for those suffering from foot 
disfigurement 

On and after January 1, 1991, 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 as an option for special footwear 
needed by persons who suffer from foot disfigurement under such terms and 
conditions as may be agreed upon between the group contract holder and the 
plan. 

As used in this section, foot disfigurement shall include, but not be limited 
to, disfigurement from cerebral palsy, arthritis, polio, spinabifida, diabetes, 
and foot disfigurement caused by accident or developmental disability. 

HISTORY: 
Added Stats 1990 ch 1680 § 1 (AB 1311). 

§ 1367.20. Provision of list of prescription drugs on plan’s formulary 

Every health care service plan that provides prescription drug benefits and 
maintains one or more drug formularies shall provide to members of the 
public, upon request, a copy of the most current list of prescription drugs on the 
formulary of the plan by major therapeutic category, with an indication of 
whether any drugs on the list are preferred over other listed drugs. If the 
health care service plan maintains more than one formulary, the plan shall 
notify the requester that a choice of formulary lists is available. 

HISTORY: 
Added Stats 1998 ch 69 § 1 (SB 625), effective 

January 1, 1999. 

§ 1367.205. Formularies to be posted on Internet Web site; Required updates; 
Template 

(a) In addition to the list required to be provided under Section 1367.20, a 
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health care service plan that provides prescription drug benefits and main- 
tains one or more drug formularies shall do all of the following: 

(1) Post the formulary or formularies for each product offered by the plan 
on the plan’s Internet Web site in a manner that is accessible and searchable 
by potential enrollees, enrollees, providers, the general public, the depart- 
ment, and federal agencies as required by federal law or regulations. 

(2) Update the formularies posted pursuant to paragraph (1) with any 
change to those formularies on a monthly basis. 

(3) No later than six months after the date that a standard formulary 
template is developed under subdivision (b), use that template to display the 
formulary or formularies for each product offered by the plan. 
(b)(1) By January 1, 2017, the department and the Department of Insurance 
shall jointly, and with input from interested parties from at least one public 
meeting, develop a standard formulary template for purposes of paragraph 
(3) of subdivision (a). In developing the template, the department and 
Department of Insurance shall take into consideration existing require- 
ments for reporting of formulary information established by the federal 
Centers for Medicare and Medicaid Services. To the extent feasible, in 
developing the template, the department and the Department of Insurance 
shall evaluate a way to include on the template, in addition to the 
information required to be included under paragraph (2), cost-sharing 
information for drugs subject to coinsurance. 

(2) The standard formulary template shall include the notification de- 
scribed in subdivision (c) of Section 1363.01, and as applied to a particular 
formulary for a product offered by a plan, shall do all of the following: 

(A) Include information on cost-sharing tiers and utilization controls, 
including prior authorization or step therapy requirements, for each drug 
covered by the product. 

(B) Indicate any drugs on the formulary that are preferred over other 
drugs on the formulary. 

(C) Include information to educate enrollees about the differences 
between drugs administered or provided under a health care service plan’s 
medical benefit and drugs prescribed under a health care service plan’s 
prescription drug benefit and about how to obtain coverage information 
regarding drugs that are not covered under the plan’s prescription drug 
benefit. 

(D) Include information to educate enrollees that health care service 
plans that provide prescription drug benefits are required to have a 
method for enrollees to obtain prescription drugs not listed in the health 
plan drug formulary if the drugs are deemed medically necessary by a 
clinician pursuant to Section 1367.24. 

(E) Include information on which medications are covered, including 
both generic and brand name. 

(F) Include information on what tier of the plan’s drug formulary each 
medication is in. 

(c) For purposes of this section, “formulary” means the complete list of drugs 
preferred for use and eligible for coverage under a health care service plan 
product and includes the drugs covered under the pharmacy benefit of the 
product. 
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HISTORY: 
Added Stats 2014 ch 575 § 3 (SB 1052), 

effective January 1, 2015. Amended Stats 2015 
ch 619 § 5 (AB 339), effective January 1, 2016. 

§ 1367.206. Step therapy; Exception 

(a) If there is more than one drug that is clinically appropriate for the 
treatment of a medical condition, a health care service plan that provides 
coverage for prescription drugs may require step therapy. 

(b) A health care service plan shall expeditiously grant a request for a step 
therapy exception within the applicable time limit required by Section 
1367.241 if a prescribing provider submits necessary justification and support- 
ing clinical documentation supporting the provider’s determination that the 
required prescription drug is inconsistent with good professional practice for 
provision of medically necessary covered services to the enrollee, taking into 
consideration the enrollee’s needs and medical history, along with the profes- 
sional judgment of the enrollee’s provider. The basis of the provider’s determi- 
nation may include, but is not limited to, any of the following criteria: 

(1) The required prescription drug is contraindicated or is likely, or 
expected, to cause an adverse reaction or physical or mental harm to the 
enrollee in comparison to the requested prescription drug, based on the 
known clinical characteristics of the enrollee and the known characteristics 
and history of the enrollee’s prescription drug regimen. 

(2) The required prescription drug is expected to be ineffective based on 
the known clinical characteristics of the enrollee and the known character- 
istics and history of the enrollee’s prescription drug regimen. 

(3) The enrollee has tried the required prescription drug while covered by 
their current or previous health coverage or Medicaid, and that prescription 
drug was discontinued due to lack of efficacy or effectiveness, diminished 
effect, or an adverse reaction. The health care service plan may require the 
submission of documentation demonstrating that the enrollee tried the 
required prescription drug before it was discontinued. 

(4) The required prescription drug is not clinically appropriate for the 
enrollee because the required drug is expected to do any of the following, as 
determined by the enrollee’s prescribing provider: 

(A) Worsen a comorbid condition. 
(B) Decrease the capacity to maintain a reasonable functional ability in 

performing daily activities. 
(C) Pose a significant barrier to adherence to, or compliance with, the 

enrollee’s drug regimen or plan of care. 
(5) The enrollee is stable on a prescription drug selected by the enrollee’s 

prescribing provider for the medical condition under consideration while 
covered by their current or previous health coverage or Medicaid. 
(c) A health care provider or prescribing provider may appeal a denial of an 

exception request for coverage of a nonformulary drug, prior authorization 
request, or step therapy exception request consistent with the health care 
service plan’s current utilization management processes. 

(d) An enrollee or the enrollee’s designee or guardian may appeal a denial of 
an exception request for coverage of a nonformulary drug, prior authorization 
request, or step therapy exception request by filing a grievance under Section 
1368. 


