
 

 

§ 1367.626 KNOX-KEENE ACT 316 

with quality measures required or adopted by the State Department of Health 
Care Services. 

HISTORY: 
Added Stats 2018 ch 755 § 1 (AB 2193), 

effective January 1, 2019. Amended Stats 2022 

ch 618 § 2 (SB 1207), effective January 1, 2023; 
Stats 2024 ch 815 § 1 (AB 1936), effective 
January 1, 2025. 

§ 1367.626. Maternal and infant health equity program through use of doulas; 
Report 

(a)(1) On or before January 1, 2025, a health care service plan shall develop 
a maternal and infant health equity program that addresses racial health 
disparities in maternal and infant health outcomes through the use of 
doulas. This may be achieved by integrating the program into existing 
maternal mental health programs, including those encouraging the coverage 
of doula care, or by expanding existing doula programs. 

(2)(A) A Medi-Cal managed care plan shall be considered compliant with 
the requirements of this section by providing coverage of doula services so 
long as doula services are a Medi-Cal covered benefit. 

(B) For the purpose of this section, “Medi-Cal managed care plan” has 
the same meaning as provided in subdivision (j) of Section 14184.101 of 
the Welfare and Institutions Code. 

(b) The department, in consultation with the Department of Insurance, 
shall collect data and submit a report describing the doula coverage and 
programs established pursuant to subdivision (a) to the Legislature by 
January 1, 2027. The report may do both of the following: 

(1) Include the department’s Healthcare Effectiveness Data and Informa- 
tion Set (HEDIS) measures or the Center for Data Insights and Innovation’s 
quality of care report card. 

(2) Assess quality of care, increased access, ongoing barriers to access, and 
more. 

HISTORY: 
Added Stats 2023 ch 349 § 2 (AB 904), effec- 

tive January 1, 2024. 

§ 1367.627. Postpartum contraception billing requirements 

(a) A contract between a health care service plan and a health care provider 
issued, amended, or renewed on or after January 1, 2025, shall authorize a 
provider to separately bill for devices, implants, or professional services, or a 
combination thereof, associated with immediate postpartum contraception if 
the birth takes place in a general acute care hospital or licensed birth center. 
The provider contract shall not consider those devices, implants, or services to 
be part of a payment for a general obstetric procedure. 

(b) For purposes of this section, “immediate postpartum contraception” 
means the postpartum insertion of intrauterine devices or contraceptive 
implants performed before the enrollee is discharged from the general acute 
care hospital or licensed birth center and includes the devices or implants 
themselves. 

(c) This section does not affect an enrollee’s right to directly access women’s 
health care services, including contraceptive services, and informed consent. 

  

 



 

 

317 STANDARDS § 1367.63 
 

HISTORY: 
Added Stats 2024 ch 950 § 1 (AB 2129), 

effective January 1, 2025. 

§ 1367.63. Reconstructive surgery 

(a) Every health care service plan contract, except a specialized health care 
service plan contract, that is issued, amended, renewed, or delivered in this 
state on or after July 1, 1999, shall cover reconstructive surgery, as defined in 
subdivision (c), that is necessary to achieve the purposes specified in subpara- 
graph (A) or (B) of paragraph (1) of subdivision (c). Nothing in this section shall 
be construed to require a plan to provide coverage for cosmetic surgery, as 
defined in subdivision (d). 

(b) No individual, other than a licensed physician competent to evaluate the 
specific clinical issues involved in the care requested, may deny initial requests 
for authorization of coverage for treatment pursuant to this section. For a 
treatment authorization request submitted by a podiatrist or an oral and 
maxillofacial surgeon, the request may be reviewed by a similarly licensed 
individual, competent to evaluate the specific clinical issues involved in the 
care requested. 

(c)(1) “Reconstructive surgery” means surgery performed to correct or repair 
abnormal structures of the body caused by congenital defects, developmental 
abnormalities, trauma, infection, tumors, or disease to do either of the 
following: 

(A) To improve function. 
(B) To create a normal appearance, to the extent possible. 

(2) As of July 1, 2010, “reconstructive surgery” shall include medically 
necessary dental or orthodontic services that are an integral part of 
reconstructive surgery, as defined in paragraph (1), for cleft palate proce- 
dures. 

(3) For purposes of this section, “cleft palate” means a condition that may 
include cleft palate, cleft lip, or other craniofacial anomalies associated with 
cleft palate. 
(d) “Cosmetic surgery” means surgery that is performed to alter or reshape 

normal structures of the body in order to improve appearance. 
(e) In interpreting the definition of reconstructive surgery, a health care 

service plan may utilize prior authorization and utilization review that may 
include, but need not be limited to, any of the following: 

(1) Denial of the proposed surgery if there is another more appropriate 
surgical procedure that will be approved for the enrollee. 

(2) Denial of the proposed surgery or surgeries if the procedure or 
procedures, in accordance with the standard of care as practiced by physi- 
cians specializing in reconstructive surgery, offer only a minimal improve- 
ment in the appearance of the enrollee. 

(3) Denial of payment for procedures performed without prior authoriza- 
tion. 

(4) For services provided under the Medi-Cal program (Chapter 7 (com- 
mencing with Section 14000) of Part 3 of Division 9 of the Welfare and 
Institutions Code), denial of the proposed surgery if the procedure offers only 
a minimal improvement in the appearance of the enrollee, as may be defined 

 


