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(3) A plan that automatically renews a contract with a dental provider 
shall annually make available to the provider, within 60 days following a 
request by the provider, either online, via email, or in paper form, a copy of 
its current contract and a summary of the changes described in paragraph 
(1) of subdivision (b) that have been made since the contract was issued or 
last renewed. 

(4) This subdivision shall not apply to a health care service plan that 
exclusively contracts with no more than two medical groups in the state to 
provide or arrange for the provision of professional medical services to the 
enrollees of the plan. 
(d)(1) When a contracting agent sells, leases, or transfers a health provider’s 
contract to a payor, the rights and obligations of the provider shall be 
governed by the underlying contract between the health care provider and 
the contracting agent. 

(2) For purposes of this subdivision, the following terms shall have the 
following meanings: 

(A) “Contracting agent” has the meaning set forth in paragraph (2) of 
subdivision (d) of Section 1395.6. 

(B) “Payor” has the meaning set forth in paragraph (3) of subdivision (d) 
of Section 1395.6. 

(e) Any contract provision that violates subdivision (b), (c), or (d) shall be 
void, unlawful, and unenforceable. 

(f) The department shall compile the information submitted by plans 
pursuant to subdivision (h) of Section 1367 into a report and submit the report 
to the Governor and the Legislature by March 15 of each calendar year. 

(g) Nothing in this section shall be construed or applied as setting the rate 
of payment to be included in contracts between plans and health care 
providers. 

(h) For purposes of this section the following definitions apply: 
(1) “Health care provider” means any professional person, medical group, 

independent practice association, organization, health care facility, or other 
person or institution licensed or authorized by the state to deliver or furnish 
health services. 

(2) “Material” means a provision in a contract to which a reasonable 
person would attach importance in determining the action to be taken upon 
the provision. 

HISTORY: 
Added Stats 2002 ch 925 § 1 (AB 2907). 

Amended Stats 2003 ch 203 § 2 (AB 175); Stats 

2004 ch 183 § 189 (AB 3082), ch 348 §  1 (AB 
2429) (ch 348 prevails); Stats 2012 ch 447 § 1, 
effective January 1, 2013. 

§ 1375.8. Written request by provider to assume financial risk allowed when 
negotiating initial contract or renewing existing contract 

(a) The Legislature finds the following: 
(1) Because of the nature and cost of certain medical items, the financial 

risk of these items is better retained by the health care service plan than by 
a health care service provider. 

(2) Allowing a health care service provider to take the financial risk for 
the items described in this section only if the provider specifically requests 
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in writing to assume that risk, will assist in maintaining patient access to 
health care service providers. 
(b)(1) Notwithstanding Section 1375.5, no health care service plan contract 
that is issued, amended, delivered, or renewed in this state on or after July 
1, 2003, shall require or allow a health care service provider to assume or be 
at any financial risk for any item described in subparagraphs (A) to (F), 
inclusive, of paragraph (2) when covered under the applicable plan contract 
and administered in the office of a physician and surgeon or prescribed by a 
physician and surgeon for self-administration by the patient. “Self-admin- 
istration,” for the purposes of this section, means an injectable medication 
that can be safely given intramuscularly, or in the muscle, or subcutane- 
ously, or under the skin, by the patient or his or her family member. 

(2) The items described in subparagraphs (A) to (F), inclusive, shall, 
instead, be reimbursed on a fee-for-service basis at the negotiated contract 
rate or through an alternate funding mechanism mutually agreed to by the 
health care service plan and the health care service provider, subject to any 
applicable copayment or deductible, by the health care service plan. 

(A) Injectable chemotherapeutic medications and injectable adjunct 
pharmaceutical therapies for side effects. 

(B) Injectable medications or blood products used for hemophilia. 
(C) Injectable medications related to transplant services. 
(D) Adult vaccines. 
(E) Self-injectable medications. 
(F) Other injectable medication or medication in an implantable dosage 

form costing more than two hundred fifty dollars ($250) per dose. 
(3) Notwithstanding the provisions of paragraphs (1) and (2), a health 

care service provider may assume financial risk for the items described in 
subparagraphs (A) to (F), inclusive, of paragraph (2) after making the 
request in writing at the time of negotiating an initial contract or renewing 
a contract with a health care service plan. No health care service plan may 
request or require that as a condition of the contract agreement a health care 
service provider shall request to assume the financial risk for any of those 
items. 
(c) The following definitions apply for the purposes of this section: 

(1) “Financial risk” means any contractual financial agreement between a 
health care service provider and a health care service plan for services 
rendered to a patient or enrollee if the reimbursement from a health care 
service plan is other than a fee for service rate structure. “Financial risk” 
includes, but is not limited to, capitation payments, case rates, and risk 
pools. 

(2) “Health care service provider” means an individual, partnership, 
group, or corporation lawfully licensed or organized under Division 2 
(commencing with Section 500) of the Business and Professions Code, unless 
specifically exempt from those provisions, or licensed under Section 1204 or 
exempt from licensure under Section 1206 that delivers, furnishes, or 
otherwise arranges for or provides health care services. “Health care service 
provider” does not include a health facility as defined in Section 1250, a 
hospice, a surgical center, or a home infusion provider. 
(d) This section shall not preclude any payment by a health care service plan 
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to a health care service provider for the performance of any services related to 
quality measures and programs. 

(e) This section shall not apply to a contract that is between a health care 
service plan and a health care service provider or a provider organization that 
meets either of the requirements set forth in paragraph (2) of subdivision (g) of 
Section 1375.4 or to a contract between licensed health care service plans or to 
a contract between a health care service plan and a health care service plan 
with waivers. 

HISTORY: 
Added Stats 2002 ch 798 § 2 (AB 2420), 

effective January 1, 2003. 

§ 1375.9. Health care service plan; Primary care physician to enrollee ratios 

(a) A health care service plan shall ensure that there is at least one full-time 
equivalent primary care physician for every 2,000 enrollees of the plan. The 
number of enrollees per primary care physician may be increased by up to 
1,000 additional enrollees for each full-time equivalent nonphysician medical 
practitioner supervised by that primary care physician. 

(b) This section shall not require a primary care physician to accept an 
assignment of enrollees by a health care service plan without his or her 
approval, or that would be contrary to paragraph (2) of subdivision (b) of 
Section 1375.7. 

(c) This section does not modify subdivision (e) of Section 2836.1 of the 
Business and Professions Code or subdivision (b) of Section 3516 of the 
Business and Professions Code. 

(d) For purposes of this section, a primary care provider includes a “non- 
physician medical practitioner,” which is defined as a physician assistant 
performing services under the supervision of a primary care physician in 
compliance with Chapter 7.7 (commencing with Section 3500) of Division 2 of 
the Business and Professions Code or a nurse practitioner performing services 
in collaboration with a physician pursuant to Chapter 6 (commencing with 
Section 2700) of Division 2 of the Business and Professions Code. 

HISTORY: 
Added Stats 2013 ch 684 § 1 (SB 494), 

effective January 1, 2014, repealed January 1, 
2019. Amended Stats 2014 ch 71 § 85 (SB 1304), 

effective January 1, 2015, repealed January 1, 
2019; Stats 2018 ch 152 § 1 (SB 997), effective 
January 1, 2019. 

§ 1376. Rules and regulations; Surety bond 

(a) No plan shall conduct any activity regulated by this chapter in contra- 
vention of such rules and regulations as the director may prescribe as 
necessary or appropriate in the public interest or for the protection of plans, 
subscribers, and enrollees to provide safeguards with respect to the financial 
responsibility of plans. Such rules and regulations may require a minimum 
capital or net worth, limitations on indebtedness, procedures for the handling 
of funds or assets, including segregation of funds, assets and net worth, the 
maintenance of appropriate insurance and a fidelity bond and the maintenance 
of a surety bond in an amount not exceeding fifty thousand dollars ($50,000). 

 

 


