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or no more than 6 months of unprotected sexual intercourse for a person 35 
years of age or older. Pregnancy resulting in miscarriage does not restart the 
12-month or 6-month time period to qualify as having infertility. 
(c) The contract may not include any of the following: 

(1) Any exclusion, limitation, or other restriction on coverage of fertility 
medications that are different from those imposed on other prescription 
medications. 

(2) Any exclusion or denial of coverage of any fertility services based on a 
covered individual’s participation in fertility services provided by or to a 
third party. For purposes of this section, “third party” includes an oocyte, 
sperm, or embryo donor, gestational carrier, or surrogate that enables an 
intended recipient to become a parent. 

(3) Any deductible, copayment, coinsurance, benefit maximum, waiting 
period, or any other limitation on coverage for the diagnosis and treatment 
of infertility, except as provided in subdivision (a) that are different from 
those imposed upon benefits for services not related to infertility. 
(d) This section does not in any way deny or restrict any existing right or 

benefit to coverage and treatment of infertility or fertility services under an 
existing law, plan, or policy. 

(e) Consistent with Section 1365.5, coverage for the treatment of infertility 
and fertility services shall be provided without discrimination on the basis of 
age, ancestry, color, disability, domestic partner status, gender, gender expres- 
sion, gender identity, genetic information, marital status, national origin, race, 
religion, sex, or sexual orientation. This subdivision shall not be construed to 
interfere with the clinical judgment of a physician and surgeon. 

(f) This section does not apply to Medi-Cal managed care health care service 
plan contracts or any entity that enters into a contract with the State 
Department of Health Care Services for the delivery of health care services 
pursuant to Chapter 7 (commencing with Section 14000), Chapter 8 (commenc- 
ing with Section 14200), Chapter 8.75 (commencing with Section 14591), or 
Chapter 8.9 (commencing with Section 14700) of Part 3 of Division 9 of the 
Welfare and Institutions Code. 

(g) This section shall not apply to a religious employer, as defined in Section 
1367.25. 

(h) This section shall not apply to a health care benefit plan or contract 
entered into with the Board of Administration of the Public Employees’ 
Retirement System pursuant to the Public Employees’ Medical and Hospital 
Care Act (Part 5 (commencing with Section 22750) of Division 5 of Title 2 of the 
Government Code) until July 1, 2027. 

HISTORY: 
Added Stats 2024 ch 930 § 2 (SB 729), effec- 

tive January 1, 2025. 

§ 1374.551. Standard fertility preservation services; Basic health care service 

(a) When a covered treatment may directly or indirectly cause iatrogenic 
infertility, standard fertility preservation services are a basic health care 
service, as defined in subdivision (b) of Section 1345, and are not within the 
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scope of coverage for the treatment of infertility for the purposes of Section 
1374.55. 

(b) For purposes of this section, the following definitions apply: 
(1) “Iatrogenic infertility” means infertility caused directly or indirectly 

by surgery, chemotherapy, radiation, or other medical treatment. 
(2) “May directly or indirectly cause” means medical treatment with a 

possible side effect of infertility, as established by the American Society of 
Clinical Oncology or the American Society for Reproductive Medicine. 

(3) “Standard fertility preservation services” means procedures consistent 
with the established medical practices and professional guidelines published 
by the American Society of Clinical Oncology or the American Society for 
Reproductive Medicine. 
(c) This section does not apply to Medi-Cal managed care health care service 

plan contracts or any entity that enters into a contract with the State 
Department of Health Care Services for the delivery of health care services 
pursuant to Chapter 7 (commencing with Section 14000), Chapter 8 (commenc- 
ing with Section 14200), Chapter 8.75 (commencing with Section 14591), or 
Chapter 8.9 (commencing with Section 14700) of Part 3 of Division 9 of the 
Welfare and Institutions Code. 

HISTORY: 
Added Stats 2019 ch 853 § 1 (SB 600), effec- 

tive January 1, 2020. 

§ 1374.56. Coverage for testing and treatment of phenylketonuria (PKU) 

(a) On and after July 1, 2000, every health care service plan contract, except 
a specialized health care service plan contract, issued, amended, delivered, or 
renewed in this state that provides coverage for hospital, medical, or surgical 
expenses shall provide coverage for the testing and treatment of phenylke- 
tonuria (PKU) under the terms and conditions of the plan contract. 

(b) Coverage for treatment of phenylketonuria (PKU) shall include those 
formulas and special food products that are part of a diet prescribed by a 
licensed physician and managed by a health care professional in consultation 
with a physician who specializes in the treatment of metabolic disease and who 
participates in or is authorized by the plan, provided that the diet is deemed 
medically necessary to avert the development of serious physical or mental 
disabilities or to promote normal development or function as a consequence of 
phenylketonuria (PKU). 

(c) Coverage pursuant to this section is not required except to the extent 
that the cost of the necessary formulas and special food products exceeds the 
cost of a normal diet. 

(d) For purposes of this section, the following definitions shall apply: 
(1) “Formula” means an enteral product or enteral products for use at 

home that are prescribed by a physician or nurse practitioner, or ordered by 
a registered dietician upon referral by a health care provider authorized to 
prescribe dietary treatments, as medically necessary for the treatment of 
phenylketonuria (PKU). 

(2) “Special food product” means a food product that is both of the 
following: 
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(A) Prescribed by a physician or nurse practitioner for the treatment of 
phenylketonuria (PKU) and is consistent with the recommendations and 
best practices of qualified health professionals with expertise germane to, 
and experience in the treatment and care of, phenylketonuria (PKU). It 
does not include a food that is naturally low in protein, but may include a 
food product that is specially formulated to have less than one gram of 
protein per serving. 

(B) Used in place of normal food products, such as grocery store foods, 
used by the general population. 

HISTORY: 
Added Stats 1999 ch 541 § 1 (SB 148). 

§ 1374.57. Exclusion of dependent child 

(a) No group health care service plan that provides hospital, medical, or 
surgical expense benefits for employees or subscribers and their dependents 
shall exclude a dependent child from eligibility or benefits solely because the 
dependent child does not reside with the employee or subscriber. 

(b) A health care service plan that provides hospital, medical, or surgical 
expense benefits for employees or subscribers and their dependents shall 
enroll, upon application by the employer or group administrator, a dependent 
child of the noncustodial parent when the parent is the employee or subscriber, 
at any time the noncustodial or custodial parent makes an application for 
enrollment to the employer or group administrator when a court order for 
medical support exists. Except as provided in Section 1374.3, the application to 
the employer or group administrator shall be made within 90 days of the 
issuance of the court order. In the case of children who are eligible for 
medicaid, the State Department of Health Services or the district attorney in 
whose jurisdiction the child resides may make that application. 

(c) This section shall not be construed to require that a health care service 
plan enroll a dependent who resides outside the plan’s geographic service area, 
except as provided in Section 1374.3. 

(d) Notwithstanding any other provision of this section, all health care 
service plans shall comply with the standards set forth in Section 1374.3. 

HISTORY: 
Added Stats 1991 ch 1152 § 1 (AB 2118). 

Amended Stats 1994 ch 147 § 9 (AB 2377), 
effective July 9, 1994. 

§ 1374.58. Group health care service plan to offer coverage for regis- tered 
domestic partner equal to that provided to spouse 

(a) A group health care service plan that provides hospital, medical, or 
surgical expense benefits shall provide equal coverage to employers or guar- 
anteed associations, as defined in Section 1357, for the registered domestic 
partner of an employee or subscriber to the same extent, and subject to the 
same terms and conditions, as provided to a spouse of the employee or 
subscriber, and shall inform employers and guaranteed associations of this 
coverage. A plan shall not offer or provide coverage for a registered domestic 
partner that is not equal to the coverage provided to the spouse of an employee 
or subscriber, and shall not discriminate in coverage between spouses or 
domestic partners of a different sex and spouses or domestic partners of the 


