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(f) “Health benefit plan” means an individual or group health care service 
plan contract that provides medical, hospital, and surgical benefits. The 
term does not include a specialized health care service plan contract, a 
health care service plan contract provided in the Medi-Cal program (Chapter 
7 (commencing with Section 14000) of Part 3 of Division 9 of the Welfare and 
Institutions Code), the Healthy Families Program (Part 6.2 (commencing 
with Section 12693) of Division 2 of the Insurance Code), the Access for 
Infants and Mothers Program (Part 6.3 (commencing with Section 12695) of 
Division 2 of the Insurance Code), or the program under Part 6.4 (commenc­
ing with Section 12699.50) of Division 2 of the Insurance Code, or Medicare 
supplement coverage, to the extent consistent with PPACA. 

(g) “Policy year” means the period from January 1 to December 31, 
inclusive. 

(h) “PPACA” means the federal Patient Protection and Affordable Care 
Act (Public Law 111-148), as amended by the federal Health Care and 
Education Reconciliation Act of 2010 (Public Law 111-152), and any rules, 
regulations, or guidance issued pursuant to that law. 

(i) “Preexisting condition provision” means a contract provision that 
excludes coverage for charges or expenses incurred during a specified period 
following the enrollee’s effective date of coverage, as to a condition for which 
medical advice, diagnosis, care, or treatment was recommended or received 
during a specified period immediately preceding the effective date of cover­
age. 

(j) “Rating period” means the calendar year for which premium rates are 
in effect pursuant to subdivision (d) of Section 1399.855. 

(k) “Registered domestic partner” means a person who has established a 
domestic partnership as described in Section 297 of the Family Code. 

HISTORY: 
Added Stats 2013 1st Ex Sess 2013-2014 ch 2 

§ 18 (SBX1-2), effective September 30, 2013. 

Amended Stats 2021 ch 468 § 2 (AB 570), 
effective January 1, 2022. 

§ 1399.846. Sole proprietorships and partnerships; Individual health 
care service plans 

For the purposes of determining eligibility for small employer coverage, a 
sole proprietor and the sole proprietor’s spouse are not employees with respect 
to a sole proprietorship that consists only of the sole proprietor and the sole 
proprietor’s spouse. A partner and a partner’s spouse are not employees of a 
partnership that consists solely of partners and their spouses. Employer group 
health care service plans shall not be issued, marketed, or sold to a sole 
proprietorship or partnership without employees directly or indirectly through 
any arrangement. Only individual health care service plans shall be sold to 
any entity without employees. 

HISTORY: 
Added Stats 2018 ch 700 § 6 (SB 1375), 

effective January 1, 2019. 

§ 1399.847. Applicability of article 

Except as provided in Sections 1399.858 and 1399.861, the provisions of this 



§ 1399.848 KNOX-KEENE ACT 614 

article shall only apply with respect to nongrandfathered individual health 
benefit plans offered by a health care service plan, and shall apply in addition 
to the other provisions of this chapter and the rules adopted thereunder. 

HISTORY: 
Added Stats 2013 1st Ex Sess 2013-2014 ch 2 

§ 18 (SBX1-2), effective September 30, 2013. 

§ 1399.848. Individual health benefit plans; Annual enrollment period; 
Effective date 

(a) Notwithstanding paragraph (1) of subdivision (c) of Section 1399.849, 
with respect to individual health benefit plans offered outside of the Exchange, 
a plan shall provide an annual enrollment period for policy years beginning on 
or after January 1, 2020, from November 1 of the preceding calendar year, to 
January 31 of the benefit year, inclusive. 

(b) Notwithstanding paragraphs (2) and (3) of subdivision (c) of Section 
1399.849, with respect to individual health benefit plans offered through the 
Exchange, for policy years beginning on or after January 1, 2023, a plan shall 
provide an annual enrollment period from November 1 of the preceding 
calendar year to January 31 of the benefit year, inclusive. 

(c) Notwithstanding paragraph (3) of subdivision (c) of Section 1399.849, 
with respect to individual health benefit plans offered outside and through the 
Exchange, the effective date of coverage shall be as follows: 

(1) No later than January 1 of the benefit year for plan selection made 
from November 1 to December 31 of the preceding calendar year, inclusive. 

(2) No later than February 1 of the benefit year for plan selection made 
from January 1 to January 31 of the benefit year, inclusive. 

HISTORY: 
Added Stats 2019 ch 828 § 1 (AB 1309), 

effective January 1, 2020. Amended Stats 2022 

ch 545 § 3 (SB 1473), effective September 25, 
2022. 

§ 1399.849. Individual health benefit plans; Preexisting condition pro­
visions prohibited; Enrollment periods; Triggering events; Coverage 
effective date; Plans offered outside Exchange; Limitations on eligi­
bility rules; Single risk pool; Applicability 

(a)(1) On and after October 1, 2013, a plan shall fairly and affirmatively 
offer, market, and sell all of the plan’s health benefit plans that are sold in 
the individual market for policy years on or after January 1, 2014, to all 
individuals and dependents in each service area in which the plan provides 
or arranges for the provision of health care services. A plan shall limit 
enrollment in individual health benefit plans to open enrollment periods, 
annual enrollment periods, and special enrollment periods as provided in 
subdivisions (c) and (d). 

(2) A plan shall allow the subscriber of an individual health benefit plan 
to add a dependent to the subscriber’s plan at the option of the subscriber, 
consistent with the open enrollment, annual enrollment, and special enroll­
ment period requirements in this section. 
(b) An individual health benefit plan issued, amended, or renewed on or 


