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department shall retain the right to disapprove any pilot program application 
for any reason consistent with this chapter, including, but not limited to, 
failure to demonstrate to the department’s satisfaction adequate enrollee 
protection and compliance with all criteria and requirements in this section. 

(g) The department, after the termination of both pilot programs, and before 
January 1, 2027, shall submit a report to the Legislature regarding the costs 
and clinical patient outcomes of the pilot programs compared to fee-for-service 
payment models, including data on enrollee satisfaction, consumer and pro­
vider grievances, appeals, and independent medical reviews. The department 
may authorize a public or private agency in subparagraph (B) of paragraph 
(11) of subdivision (a) to prepare the report on behalf of the department. This 
report shall be submitted in compliance with Section 9795 of the Government 
Code. 

(h) The pilot program participants shall reimburse the department for 
reasonable regulatory costs of up to five hundred thousand dollars ($500,000) 
for all of the following: 

(1) Commissioning the report described in subdivision (g). 
(2) Developing an application process for the pilot programs described in 

this section. 
(3) Monitoring compliance with this section. 

(i) This section shall remain in effect only until January 1, 2028, and as of 
that date is repealed. 

HISTORY: 
Added Stats 2020 ch 266 § 1 (AB 1124), 

effective January 1, 2021, repealed January 1, 
2028. 

§ 1343.5. Burden of proof 

In any proceeding under this chapter, the burden of proving an exemption or 
an exception from a definition is upon the person claiming it. 

HISTORY: 
Added Stats 1978 ch 778 § 9. 

§ 1344. Rules; Interpretive opinions; Good faith acts 

(a) The director may from time to time adopt, amend, and rescind any rules, 
forms, and orders that are necessary to carry out the provisions of this chapter, 
including rules governing applications and reports, and defining any terms, 
whether or not used in this chapter, insofar as the definitions are not 
inconsistent with the provisions of this chapter. For the purpose of rules and 
forms, the director may classify persons and matters within the director’s 
jurisdiction, and may prescribe different requirements for different classes. 
The director may waive any requirement of any rule or form in situations 
where in the director’s discretion that requirement is not necessary in the 
public interest or for the protection of the public, subscribers, enrollees, or 
persons or plans subject to this chapter. The director may adopt rules 
consistent with federal regulations and statutes to regulate health care 
coverage supplementing Medicare. 

(b) The director may, by regulation, modify the wording of any notice 
required by this chapter for purposes of clarity, readability, and accuracy, 
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except that a modification shall not change the substantive meaning of the 
notice. 

(c) The director may honor requests from interested parties for interpretive 
opinions. 

(d) No provision of this chapter imposing any liability applies to any act 
done or omitted in good faith in conformity with any rule, form, order, or 
written interpretive opinion of the director, or any opinion of the Attorney 
General, notwithstanding that the rule, form, order, or written interpretive 
opinion may later be amended or rescinded or be determined by judicial or 
other authority to be invalid for any reason. 

HISTORY: 
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1992 ch 287 § 2 (SB  

925), effective July 21, 1992; Stats 1999 ch 525 
§ 41 (AB 78), operative July 1, 2000; Stats 2009 
ch 298 § 3 (AB 1540), effective January 1, 2010. 

§ 1345. Definitions 

As used in this chapter: 
(a) “Advertisement” means any written or printed communication or any 

communication by means of recorded telephone messages or by radio, 
television, or similar communications media, published in connection with 
the offer or sale of plan contracts. 

(b) “Basic health care services” means all of the following: 
(1) Physician services, including consultation and referral. 
(2) Hospital inpatient services and ambulatory care services. 
(3) Diagnostic laboratory and diagnostic and therapeutic radiologic 

services. 
(4) Home health services. 
(5) Preventive health services. 
(6) Emergency health care services, including ambulance and ambu­

lance transport services and out-of-area coverage. “Basic health care 
services” includes ambulance and ambulance transport services provided 
through the “911” emergency response system. 

(7) Hospice care pursuant to Section 1368.2. 
(c) “Enrollee” means a person who is enrolled in a plan and who is a 

recipient of services from the plan. 
(d) “Evidence of coverage” means any certificate, agreement, contract, 

brochure, or letter of entitlement issued to a subscriber or enrollee setting 
forth the coverage to which the subscriber or enrollee is entitled. 

(e) “Group contract” means a contract which by its terms limits the 
eligibility of subscribers and enrollees to a specified group. 

(f) “Health care service plan” or “specialized health care service plan” 
means either of the following: 

(1) Any person who undertakes to arrange for the provision of health 
care services to subscribers or enrollees, or to pay for or to reimburse any 
part of the cost for those services, in return for a prepaid or periodic charge 
paid by or on behalf of the subscribers or enrollees. 

(2) Any person, whether located within or outside of this state, who 
solicits or contracts with a subscriber or enrollee in this state to pay for or 
reimburse any part of the cost of, or who undertakes to arrange or 
arranges for, the provision of health care services that are to be provided 


