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frames for a health care service plan to respond to a request for treatment
authorization from a treating provider who has a contract with a plan. 

(i) The definitions set forth in Section 1317.1 shall control the construction 
of this section. 

(j)(1) A health care service plan that is contacted by a hospital pursuant to 
Section 1262.8 shall, within 30 minutes of the time the hospital makes the 
initial telephone call requesting information, either authorize poststabiliza- 
tion care or inform the hospital that it will arrange for the prompt transfer 
of the enrollee to another hospital. 

(2) A health care service plan that is contacted by a hospital pursuant to 
Section 1262.8 shall reimburse the hospital for poststabilization care ren- 
dered to the enrollee if any of the following occur: 

(A) The health care service plan authorizes the hospital to provide 
poststabilization care. 

(B) The health care service plan does not respond to the hospital’s 
initial contact or does not make a decision regarding whether to authorize 
poststabilization care or to promptly transfer the enrollee within the 
timeframe set forth in paragraph (1). 

(C) There is an unreasonable delay in the transfer of the enrollee, and 
the noncontracting physician and surgeon determines that the enrollee 
requires poststabilization care. 
(3) A health care service plan shall not require a hospital representative 

or a noncontracting physician and surgeon to make more than one telephone 
call pursuant to Section 1262.8 to the number provided in advance by the 
health care service plan. The representative of the hospital that makes the 
telephone call may be, but is not required to be, a physician and surgeon. 

(4) An enrollee who is billed by a hospital in violation of Section 1262.8 
may report receipt of the bill to the health care service plan and the 
department. The department shall forward that report to the State Depart- 
ment of Public Health. 

(5) For purposes of this section, “poststabilization care” means medically 
necessary care provided after an emergency medical condition has been 
stabilized. 

HISTORY: 
Added Stats 1994 ch 614 § 4 (SB 1832). 

Amended Stats 1998 ch 1015 § 2 (AB 682), ch 
1016 § 2 (SB 77); Stats 1999 ch 525 § 107 (AB 

78), operative July 1, 2000; Stats 2000 ch 857 § 
36 (AB 2903); Stats 2003 ch 583 § 3 (AB 1628); 
Stats 2008 ch 603 § 4 (AB 1203), effective 
January 1, 2009. 

§ 1371.5. Use of emergency response system 

(a) No health care service plan that provides basic health care services shall 
require prior authorization or refuse to pay for any ambulance or ambulance 
transport services, referred to in paragraph (6) of subdivision (b) of Section 
1345, provided to an enrollee as a result of a “911” emergency response system 
request for assistance if either of the following conditions apply: 

(1) The request was made for an emergency medical condition and 
ambulance transport services were required. 

(2) An enrollee reasonably believed that the medical condition was an 
emergency medical condition and reasonably believed that the condition 
required ambulance transport services. 
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(b) As used in this section, “emergency medical condition” has the same 
meaning as in Section 1317.1. 

(c) The determination as to whether an enrollee reasonably believed that 
the medical condition was an emergency medical condition that required an 
emergency response shall not be based solely upon a retrospective analysis of 
the level of care eventually provided to, or a final discharge of, the person who 
received emergency assistance. 

(d) A health care service plan shall not be required to pay for any ambulance 
or ambulance transport services if the health care service plan determines that 
the ambulance or ambulance transport services were never performed, an 
emergency condition did not exist, or upon findings of fraud, incorrect billings, 
the provision of services that were not covered under the member’s current 
benefit plan, or membership that was invalid at the time services were 
delivered for the pending emergency claim. 

HISTORY: 
Added Stats 1998 ch 979 § 3 (AB 984). 

§ 1371.51. Reimbursement for community paramedicine program, tri- age to 
alternate destination program, and mobile integrated health program 
services; Definitions 

(a) A health care service plan contract issued, amended, or renewed on or 
after July 1, 2025, shall establish a process to reimburse for services provided 
by a community paramedicine program, triage to alternate destination pro- 
gram, or mobile integrated health program. 

(b)(1) A health care service plan contract issued, amended, or renewed on or 
after July 1, 2025, shall require an enrollee who receives covered services 
from a noncontracting community paramedicine program, triage to alter- 
nate destination program, or mobile integrated health program to pay no 
more than the same cost-sharing amount that the enrollee would pay for the 
same covered services received from a contracting community paramedicine 
program, triage to alternate destination program, or mobile integrated 
health program. 

(2) Notwithstanding any other law, reimbursement rates adopted pursu- 
ant to this subdivision shall not exceed the health care service plan’s usual 
and customary charges for services rendered. 
(c) For purposes of this section, the following definitions apply: 

(1) “Community paramedicine program” means a program defined in 
Section 1815. 

(2) “Mobile integrated health program” means a team of licensed health 
care practitioners, operating within their scope of practice, who provide 
mobile health services to support the emergency medical services system. 

(3) “Triage to alternate destination program” means a program defined in 
Section 1819. 

HISTORY: 
Added Stats 2024 ch 884 § 1 (SB 1180), 

effective January 1, 2025. 
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§ 1371.55. Services received from noncontracting air ambulance pro- vider; “In-
network cost-sharing amount” 

(a)(1) Notwithstanding Section 1367.11, a health care service plan contract 
issued, amended, or renewed on or after January 1, 2020, shall provide that 
if an enrollee receives covered services from a noncontracting air ambulance 
provider, the enrollee shall pay no more than the same cost-sharing amount 
that the enrollee would pay for the same covered services received from a 
contracting air ambulance provider. This amount shall be referred to as the 
“in-network cost-sharing amount.” 

(2) An enrollee shall not owe the noncontracting provider more than the 
in-network cost-sharing amount for services subject to this section. At the 
time of payment by the plan to the noncontracting provider, the plan shall 
inform the enrollee and the noncontracting provider of the in-network 
cost-sharing amount owed by the enrollee. 
(b) The following shall apply for purposes of this section: 

(1) Any cost sharing paid by the enrollee for the services subject to this 
section shall count toward the limit on annual out-of-pocket expenses 
established under Section 1367.006. 

(2) Cost sharing arising from services subject to this section shall be 
counted toward any deductible in the same manner as cost sharing would be 
attributed to a contracting provider. 

(3) The cost sharing paid by the enrollee pursuant to this section shall 
satisfy the enrollee’s obligation to pay cost sharing for the health service. 
(c) A noncontracting provider may advance to collections only the in- 

network cost-sharing amount, as determined by the plan pursuant to subdi- 
vision (a), that the enrollee failed to pay. 

(d) A health care service plan or a provider may seek relief in any court for 
the purpose of resolving a payment dispute. A provider is not prohibited from 
using a health care service plan’s existing dispute resolution processes. 

(e) Air ambulance service providers remain subject to the balance billing 
protections for Medi-Cal beneficiaries under Section 14019.4 of the Welfare 
and Institutions Code. 

HISTORY: 
Added Stats 2019 ch 537 § 2 (AB 651), effec- 

tive January 1, 2020. 

§ 1371.56. Noncontracting ground ambulance provider; In-network cost-
sharing amount 

(a)(1) Unless otherwise required by this chapter, a health care service plan 
contract issued, amended, or renewed on or after January 1, 2024, shall 
require an enrollee who receives covered services from a noncontracting 
ground ambulance provider to pay no more than the same cost-sharing 
amount that the enrollee would pay for the same covered services received 
from a contracting ground ambulance provider. This amount shall be 
referred to as the “in-network cost-sharing amount.” 

(2) An enrollee shall not owe the noncontracting ground ambulance 
provider more than the in-network cost-sharing amount for services subject 
to this section. At the time of payment by the plan to the noncontracting 
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provider, the plan shall inform the enrollee and the noncontracting provider 
of the in-network cost-sharing amount owed by the enrollee and shall 
disclose whether or not the enrollee’s coverage is regulated by the depart- 
ment or if the coverage is not state-regulated. 
(b)(1) The in-network cost-sharing amount paid by the enrollee pursuant to 
this section shall count toward the limit on annual out-of-pocket expenses 
established under Section 1367.006. 

(2) Cost sharing arising pursuant to this section shall count toward any 
deductible in the same manner as cost sharing would be attributed to a 
contracting provider. 

(3) The in-network cost-sharing amount paid by the enrollee pursuant to 
this section shall satisfy the enrollee’s obligation to pay cost sharing for the 
health service. 
(c) A noncontracting ground ambulance provider shall only advance to 

collections the in-network cost-sharing amount, as determined by the plan 
pursuant to subdivision (a), that the enrollee failed to pay. 

(1) A noncontracting ground ambulance provider, or an entity acting on 
its behalf, including a debt buyer or assignee of the debt, shall not do either 
of the following: 

(A) Report adverse information to a consumer credit reporting agency. 
(B) Commence civil action against the enrollee for a minimum of 12 

months after the initial billing regarding amounts owed by the enrollee 
pursuant to subdivision (a). 
(2) With respect to an enrollee, a noncontracting ground ambulance 

provider, or an entity acting on its behalf, including an assignee of the debt, 
shall not use wage garnishments or liens on primary residences as a means 
of collecting unpaid bills pursuant to this section. 
(d)(1) Unless otherwise agreed to by the noncontracting ground ambulance 
provider and the health care service plan, the plan shall directly reimburse 
a noncontracting ground ambulance provider for ground ambulance services 
the difference between the in-network cost-sharing amount and an amount 
described, as follows: 

(A) If there is a rate established or approved by a local government, at 
the rate established or approved by the governing body of the local 
government having jurisdiction for that area or subarea, including an 
exclusive operating area pursuant to Section 1797.85. 

(B) If the local government having jurisdiction where the service was 
provided does not have an established or approved rate for that service, 
the amount established by Section 1300.71 (a)(3)(B) of Title 28 of the 
California Code of Regulations. 
(2) A local government has jurisdiction over the ground ambulance 

transport if either of the following applies: 
(A) The ground ambulance transport is initiated within the boundaries 

of the local government’s regulatory jurisdiction. 
(B) In the case of ground ambulance transports provided on a mutual or 

automatic aid basis into another jurisdiction, the local government where 
the noncontracting ground ambulance provider is based. 
(3) A payment made by the health care service plan to the noncontracting 

ground ambulance provider for services as required in subdivision (a), plus 
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the applicable cost sharing owed by the enrollee, shall constitute payment in 
full for services rendered. 

(4) Notwithstanding any other law, the amounts paid by a health care 
service plan for services under this section shall not constitute the prevailing 
or customary charges, the usual fees to the general public, or other charges 
for other payers for an individual ground ambulance provider. 
(e) A health care service plan or a provider may seek relief in any appropri- 

ate court for the purpose of resolving a payment dispute. A ground ambulance 
provider may use a health care service plan’s existing dispute resolution 
processes. 

(f) Ground ambulance service providers remain subject to the balance 
billing protections for Medi-Cal beneficiaries under Section 14019.4 of the 
Welfare and Institutions Code. 

(g) This section does not apply to a Medi-Cal managed health care service 
plan 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), and Chapter 8.75 (commencing 
with Section 14591) of Part 3 of Division 9 of the Welfare and Institutions 
Code. 

HISTORY: 
Added Stats 2023 ch 454 § 2 (AB 716), effec-

tive January 1, 2024. Amended Stats 2024 ch 
520 § 7 (SB 1061), effective January 1, 2025. 

§ 1371.8. Rescission or modification of authorization after service provided 

A health care service plan that authorizes a specific type of treatment by a 
provider shall not rescind or modify this authorization after the provider 
renders the health care service in good faith and pursuant to the authorization 
for any reason, including, but not limited to, the plan’s subsequent rescission, 
cancellation, or modification of the enrollee’s or subscriber’s contract or the 
plan’s subsequent determination that it did not make an accurate determina- 
tion of the enrollee’s or subscriber’s eligibility. This section shall not be 
construed to expand or alter the benefits available to the enrollee or subscriber 
under a plan. The Legislature finds and declares that by adopting the 
amendments made to this section by Assembly Bill 1324 of the 2007-08 
Regular Session it does not intend to instruct a court as to whether or not the 
amendments are existing law. 

HISTORY: 
Added Stats 1994 ch 614 § 5 (SB 1832).

Amended Stats 2007 ch 702 § 1 (AB 1324), 
effective January 1, 2008. 

§ 1371.9. “In-network cost-sharing amount” for services provided by 
noncontracting individual health professional; Exemptions 

(a)(1) Except as provided in subdivision (c), a health care service plan 
contract issued, amended, or renewed on or after July 1, 2017, shall provide 
that if an enrollee receives covered services from a contracting health facility 
at which, or as a result of which, the enrollee receives services provided by 
a noncontracting individual health professional, the enrollee shall pay no 
more than the same cost sharing that the enrollee would pay for the same 


