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“Under Medicare and Medi-Cal law, Medicare enrollees and Medi-Cal 
enrollees each have separate avenues of appeal that are not available to other 
enrollees. Therefore, grievances pending and unresolved may reflect enrollees 
pursuing their Medicare or Medi-Cal appeal rights.” 

If requested by a plan, the director shall include this statement in a written 
report made available to the public and prepared by the director that describes 
or compares grievances that are pending and unresolved with the plan for 30 
days or more. Additionally, the director shall, if requested by a plan, append to 
that written report a brief explanation, provided in writing by the plan, of the 
reasons why grievances described in that written report are pending and 
unresolved for 30 days or more. The director shall not be required to include a 
statement or append a brief explanation to a written report that the director is 
required to prepare under this chapter, including Sections 1380 and 1397.5. 

(d) Subject to subparagraph (C) of paragraph (1) of subdivision (b), the 
grievance or resolution procedures authorized by this section shall be in 
addition to any other procedures that may be available to any person, and 
failure to pursue, exhaust, or engage in the procedures described in this section 
shall not preclude the use of any other remedy provided by law. 

(e) Nothing in this section shall be construed to allow the submission to the 
department of any provider grievance under this section. However, as part of 
a provider’s duty to advocate for medically appropriate health care for the 
provider’s patients pursuant to Sections 510 and 2056 of the Business and 
Professions Code, nothing in this subdivision shall be construed to prohibit a 
provider from contacting and informing the department about any concerns 
the provider has regarding compliance with or enforcement of this chapter. 

(f) To the extent required by Section 2719 of the federal Public Health 
Service Act (42 U.S.C. Sec. 300gg-19) and any subsequent rules or regulations, 
there shall be an independent external review pursuant to the standards 
required by the United States Secretary of Health and Human Services of a 
health care service plan’s cancellation, rescission, or nonrenewal of an enroll- 
ee’s or subscriber’s coverage. 

HISTORY: 
Added Stats 1999 ch 542 § 2 (SB 189), opera- 

tive January 1, 2001. Amended Stats 2000 ch 
135 § 87 (AB 2539), ch 1067 § 11 (SB 2094) (ch 
1067 prevails); Stats 2002 ch 796 § 1 (AB 2085); 
Stats 2008 ch 607 § 5 (SB 1379), effective 

September 30, 2008; Stats 2010 ch 658 § 7 (AB 
2470), effective January 1, 2011; Stats 2015 ch 
654 § 3 (SB 282), effective January 1, 2016; 
Stats 2021 ch 615 § 224 (AB 474), effective 
January 1, 2022, operative January 1, 2023. 

§ 1368.01. Time period in which to resolve grievances; Expedited review for 
cases involving serious threat to patient’s health 

(a) The grievance system shall require the plan to resolve grievances within 
30 days, except as provided in subdivision (c). 

(b) The grievance system shall include a requirement for expedited plan 
review of grievances for cases involving an imminent and serious threat to the 
health of the patient, including, but not limited to, severe pain, potential loss 
of life, limb, or major bodily function. When the plan has notice of a case 
requiring expedited review, the grievance system shall require the plan to 
immediately inform enrollees and subscribers in writing of their right to notify 
the department of the grievance. The grievance system shall also require the 
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plan to provide enrollees, subscribers, and the department with a written 
statement on the disposition or pending status of the grievance no later than 
three days from receipt of the grievance, except as provided in subdivision (c). 
Paragraph (4) of subdivision (a) of Section 1368 shall not apply to grievances 
handled pursuant to this section. 

(c) A health care service plan contract in the individual, small group, or 
large group markets that provides coverage for outpatient prescription drugs 
shall comply with subdivision (c) of Section 156.122 of Title 45 of the Code of 
Federal Regulations. This subdivision shall 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 pursuant to Chapter 7 
(commencing with Section 14000), Chapter 8 (commencing with Section 
14200), or Chapter 8.75 (commencing with Section 14591) of Part 3 of Division 
9 of the Welfare and Institutions Code. 

HISTORY: 
Added Stats 1995 ch 789 § 2.5 (SB 689). 

Amended Stats 1999 ch 542 § 3 (SB 189); Stats 

2002 ch 796 § 2 (AB 2085); Stats 2015 ch 654 § 
4 (SB 282), effective January 1, 2016. 

§ 1368.015. Online grievance procedure 

(a) Effective July 1, 2003, every plan with an internet website shall provide 
an online form through its internet website that subscribers or enrollees can 
use to file with the plan a grievance, as described in Section 1368, online. 

(b) The internet website shall have an easily accessible online grievance 
submission procedure that shall be accessible through a hyperlink on the 
internet website’s home page or member services portal clearly identified as 
“GRIEVANCE FORM.” All information submitted through this process shall be 
processed through a secure server. 

(c) The online grievance submission process shall be approved by the 
Department of Managed Health Care and shall meet the following require- 
ments: 

(1) It shall utilize an online grievance form in HTML format that allows 
the user to enter required information directly into the form. 

(2) It shall allow the subscriber or enrollee to preview the grievance that 
will be submitted, including the opportunity to edit the form prior to 
submittal. 

(3) It shall include a current hyperlink to the Department of Managed 
Health Care internet website, and shall include a statement in a legible font 
that is clearly distinguishable from other content on the page and is in a 
legible size and type, containing the following language: 

“The California Department of Managed Health Care is responsible for 
regulating health care service plans. If you have a grievance against your 
health plan, you should first telephone your health plan at (insert health 
plan’s telephone number) and use your health plan’s grievance process 
before contacting the department. Utilizing this grievance procedure does 
not prohibit any potential legal rights or remedies that may be available to 
you. If you need help with a grievance involving an emergency, a grievance 
that has not been satisfactorily resolved by your health plan, or a grievance 
that has remained unresolved for more than 30 days, you may call the 
department for assistance. You may also be eligible for an Independent 

 


