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§ 1374.197. Verification of health care provider credentialing applica- tion by 
health care service plan or disability insurer 

(a) For provider contracts issued, amended, or renewed on and after 
January 1, 2023, a health care service plan that provides coverage for mental 
health and substance use disorders and that credentials health care providers 
of those services for its networks shall assess and verify the qualifications of a 
health care provider within 60 days after receiving a completed provider 
credentialing application. Upon receipt of the application by the credentialing 
department, the health care service plan shall notify the applicant within 
seven business days, to verify receipt and inform the applicant whether the 
application is complete. The 60-day timeline shall apply only to the creden- 
tialing process and does not include contracting completion. 

(b) For the purposes of this section, “mental health and substance use 
disorder” and “health care provider” have the same meanings as defined in 
Section 1374.72. 

HISTORY: 
Added Stats 2022 ch 533 § 1 (AB 2581), 

effective January 1, 2023. 

ARTICLE 5.5 
Health Care Service Plan Coverage Contract Changes 

Section 
1374.20. Prohibitions on changing premium rates of health care service plan; Exemptions. 
1374.21. Notice of change in premium rates or coverage. 
1374.22. Delivery of notice; Contents. 
1374.23. Time of delivery of notice for specified plans. 
1374.24. Limitation on liability of plan. 
1374.25. Proof of mailing of notice. 
1374.255. Prohibition against changing cost-sharing design during plan year; Applicability. 
1374.26. Adoption of regulations. 
1374.27. Penalties for violation. 
1374.28. Suspension of authority of plan to transact business.
1374.29. Purpose of article.

HISTORY: Added Stats 1990 ch 949 § 1. The heading of Article 5.5, which formerly read, "Health 
Care Service Plan Coverage Contract Notification," amended to read as above by Stats 2002 ch 

336 § 2 (AB 2052). 

§ 1374.20. Prohibitions on changing premium rates of health care service 
plan; Exemptions 

(a) No group health care service plan shall change the premium rates or 
applicable copayments or coinsurances or deductibles for the length of the 
contract, except as specified in subdivision (b), during any of the following time 
periods: 

(1) After the group contractholder has delivered written notice of accep- 
tance of the contract. 

(2) After the start of the employer’s annual open enrollment period. 
(3) After the receipt of payment of the premium for the first month of 

coverage in accordance with the contract effective date. 
(b) Changes to the premium rates or applicable copayments or coinsurances 
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or deductibles of a contract shall, subject to the plan meeting the requirements 
of this article, be allowed in any of the following circumstances: 

(1) When authorized or required in the group contract. 
(2) When the contract was agreed to under a preliminary agreement that 

states that it is subject to execution of a definitive agreement. 
(3) When the plan and contractholder mutually agree in writing. 

HISTORY: 
Added Stats 2002 ch 336 § 4 (AB 2052). 

 
§ 1374.21. Notice of change in premium rates or coverage 

(a)(1) A change in premium rates or changes in coverage stated in a small 
group health care service plan contract shall not become effective unless the 
plan has delivered in writing a notice indicating the change or changes at 
least 60 days prior to the contract renewal effective date. 

(2) A change on premium rates or changes in coverage stated in a large 
group health care service plan contract shall not become effective unless the 
plan has delivered a written notice indicating the change or changes at least 
120 days before the contract renewal effective date. The notice for large 
group health plans shall include the following information: 

(A) Whether the rate proposed to be in effect is greater than the average 
rate increase for individual market products negotiated by the California 
Health Benefit Exchange for the most recent calendar year for which the 
rates are final. 

(B) Whether the rate proposed to be in effect is greater than the average 
rate increase negotiated by the Board of Administration of the Public 
Employees’ Retirement System for the most recent calendar year for which 
the rates are final or greater than the average rate increase for coverage 
offered in the large group market, as filed pursuant to Section 1385.045. 

(C) Whether the rate change includes any portion of the excise tax paid 
by the health plan. 

(D) How to obtain the rate filing required under Article 6.2 (commenc- 
ing with Section 1385.01). 

(E) How to apply to the department to have the proposed rate reviewed 
by the department if a request is made within 30 days of the notice. 

(b) A health care service plan that declines to offer coverage to or denies 
enrollment for a large group applying for coverage shall, at the time of the 
denial of coverage, provide the applicant with the specific reason or reasons for 
the decision in writing, in clear, easily understandable language. 

(c)(1) For group health care service plan contracts, if the department 
determines that a rate is unreasonable or not justified consistent with 
Article 6.2 (commencing with Section 1385.01), the plan shall notify the 
contractholder of this determination. This notification may be included in 
the notice required in subdivision (a). 

(2) The notification to the contractholder shall be developed by the 
department and shall include the following statements in 14-point type: 

(A) The Department of Managed Health Care has determined that the 
rate for this product is unreasonable or not justified after reviewing 
information submitted to it by the plan. 


