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are either employees or partners of the organization, or through arrange- 
ments with individual physicians or one or more groups of physicians, 
organized on a group practice or individual practice basis. 

HISTORY: 
Added Stats 1984 ch 1067 § 1, as H & S C §  

1374.3. Amended Stats 1985 ch 84 § 1. Renum- 
bered Stats 1986 ch 718 § 3. 

§ 1373.11. Affiliation with podiatrists 

A health care service plan that offers or provides one or more podiatry 
services, as defined in Section 2472 of the Business and Professions Code, as a 
specific podiatric plan benefit shall not refuse to give reasonable consideration 
to affiliation with podiatrists for the provision of service solely on the basis that 
they are podiatrists. 

HISTORY: 
Added Stats 1984 ch 163 § 1, as H & S C §  

1373.7. Renumbered Stats 1986 ch 718 § 4. 

§ 1373.12. Duty of health care service plan to consider affiliation with 
chiropractors 

A health care service plan which offers or provides one or more chiropractic 
services, as defined in Section 7 of the Chiropractic Initiative Act, as a specific 
chiropractic plan benefit, when those services are not provided pursuant to a 
contract as described in subdivision (a) of Section 1373.9, shall not refuse to 
give reasonable consideration to affiliation with chiropractors for provision of 
services solely on the basis that they are chiropractors. Section 1390 shall not 
apply to this section. 

HISTORY: 
Added Stats 1991 ch 1224 § 1 (SB 1165). 

§ 1373.13. Discrimination against licensed dentists; Legislative intent 

(a) It is the intent of the Legislature that all persons licensed in this state to 
engage in the practice of dentistry shall be accorded equal professional status 
and privileges, without regard to the degree earned. 

(b) Notwithstanding any other provision of law, no health care service plan 
shall discriminate, with respect to the provision of, or contracts for, profes- 
sional services, against a licensed dentist solely on the basis of the educational 
degree held by the dentist. 

HISTORY: 
Added Stats 1991 ch 729 § 2 (AB 1918). 

§ 1373.14. Exclusion of victims of progressive, degenerative and de- menting 
illnesses 

Except for a preexisting condition, any health care service plan, except a 
specialized health care service plan, which provides coverage on a group or 
individual basis for long-term care facility services or home-based care shall 
not exclude persons covered by the plan from receiving these benefits, if they 
are diagnosed as having any significant destruction of brain tissue with 
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resultant loss of brain function, including, but not limited to, progressive, 
degenerative, and dementing illnesses, including, but not limited to, Alzheim- 
er’s disease, from the coverage offered for long-term care facility services or 
home-based care. 

For purposes of this section, where a particular disease can be determined 
only with an autopsy, “diagnosed” means clinical diagnosis not dependent on 
pathological confirmation, but employing nationally accepted criteria. 

HISTORY: 
Added Stats 1987 ch 1038 § 1. Amended Stats 

1988 ch 1049 § 1. 

§ 1373.18. Calculation of enrollee copayments for specified contracts of 
health care service plan 

Whenever any health care service plan, except a specialized health care 
service plan, negotiates and enters into a contract with providers to provide 
services at alternative rates of payment of the type described in Sections 10133 
and 11512 of the Insurance Code, and enrollee copayments are to be based 
upon a percentage of the fee for services to be rendered, the amount of the 
enrollee copayment shall be calculated exclusively from the negotiated alter- 
native rate for the service rendered. No health care service plan or provider, 
negotiating and entering into a contract pursuant to this section, shall charge 
or collect copayment amounts greater than those calculated in accordance with 
this section. 

This section shall become operative on January 1, 1993. 

HISTORY: 
Added Stats 1991 ch 827 § 1 (SB 1085), 

operative January 1, 1993. 

§ 1373.19. Selection of arbitrator 

Any health care service plan that includes a term that requires the parties 
to submit to binding arbitration shall, for those cases or disputes for which the 
total amount of damages claimed is two hundred thousand dollars ($200,000) 
or less, provide for selection by the parties of a single neutral arbitrator who 
shall have no jurisdiction to award more than two hundred thousand dollars 
($200,000). This provision shall not be subject to waiver, except that nothing in 
this section shall prevent the parties to an arbitration from agreeing in 
writing, after a case or dispute has arisen and a request for arbitration has 
been submitted, to use a tripartite arbitration panel that includes two 
party-appointed arbitrators or a panel of three neutral arbitrators, or another 
multiple arbitrator system mutually agreeable to the parties. The agreement 
shall clearly indicate, in boldface type, that “A case or dispute subject to 
binding arbitration has arisen between the parties and we mutually agree to 
waive the requirement that cases or disputes for which the total amount of 
damages claimed is two hundred thousand dollars ($200,000) or less be 
adjudicated by a single neutral arbitrator.” If the parties agree to waive the 
requirement to use a single neutral arbitrator, the enrollee or subscriber shall 
have three business days to rescind the agreement. If the agreement is also 
signed by counsel of the enrollee or subscriber, the agreement shall be 


