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(1) The total number of services delivered via telehealth by a third-party 
corporate telehealth provider. 

(2) For each third-party corporate telehealth provider with which it 
contracts, the percentage of the third-party telehealth provider’s contracted 
providers available to the plan’s enrollees that are also network providers. 

(3) For each third-party corporate telehealth provider with which it 
contracts, the types of telehealth services utilized by enrollees, including 
information on the gender and age of the enrollee, and any other information 
as determined by the department. 
(b) A health care service plan that issues, sells, renews, or offers a plan 

contract covering dental services, including a specialized health care service 
plan contract covering dental services that offers a service via telehealth to an 
enrollee through a third-party corporate telehealth provider, shall disclose to 
the enrollee the impact of third-party telehealth visits on the enrollee’s benefit 
limitations, including frequency limitations and the enrollee’s annual maxi­
mum. 

(c) Section 1374.141 shall not apply to specialized health care service plans 
covering dental services. 

(d) For the purposes of this section, “third-party corporate telehealth 
provider” means a corporation that provides dental services exclusively 
through a telehealth technology platform and has no physical location at which 
a patient can receive services, and is directly contracted with a health care 
service plan, including a specialized health care service plan, that issues, sells, 
renews, or offers a plan contract covering dental services. 

HISTORY: 
Added Stats 2022 ch 525 § 1 (AB 1982), 

effective January 1, 2023. 

§ 1374.15. Disclosure of method used in calculating contract payment 
rates 

Any health care service plan shall, upon request by any public entity or 
political subdivision of the state with whom it has entered into a contract, 
disclose within a reasonable time period, not to exceed 60 calendar days, the 
method and data used in calculating the rates of payment for the contract. 

HISTORY: 
Added Stats 1991 ch 898 § 2 (SB 118). 

§ 1374.16. Standing referral to specialist 

(a) Every health care service plan, except a specialized health care service 
plan, shall establish and implement a procedure by which an enrollee may 
receive a standing referral to a specialist. The procedure shall provide for a 
standing referral to a specialist if the primary care physician determines in 
consultation with the specialist, if any, and the plan medical director or his or 
her designee, that an enrollee needs continuing care from a specialist. The 
referral shall be made pursuant to a treatment plan approved by the health 
care service plan in consultation with the primary care physician, the special­
ist, and the enrollee, if a treatment plan is deemed necessary to describe the 
course of the care. A treatment plan may be deemed to be not necessary 
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provided that a current standing referral to a specialist is approved by the plan 
or its contracting provider, medical group, or independent practice association. 
The treatment plan may limit the number of visits to the specialist, limit the 
period of time that the visits are authorized, or require that the specialist 
provide the primary care physician with regular reports on the health care 
provided to the enrollee. 

(b) Every health care service plan, except a specialized health care service 
plan, shall establish and implement a procedure by which an enrollee with a 
condition or disease that requires specialized medical care over a prolonged 
period of time and is life-threatening, degenerative, or disabling may receive a 
referral to a specialist or specialty care center that has expertise in treating the 
condition or disease for the purpose of having the specialist coordinate the 
enrollee’s health care. The referral shall be made if the primary care physician, 
in consultation with the specialist or specialty care center if any, and the plan 
medical director or his or her designee determines that this specialized medical 
care is medically necessary for the enrollee. The referral shall be made 
pursuant to a treatment plan approved by the health care service plan in 
consultation with the primary care physician, specialist or specialty care 
center, and enrollee, if a treatment plan is deemed necessary to describe the 
course of care. A treatment plan may be deemed to be not necessary provided 
that the appropriate referral to a specialist or specialty care center is approved 
by the plan or its contracting provider, medical group, or independent practice 
association. After the referral is made, the specialist shall be authorized to 
provide health care services that are within the specialist’s area of expertise 
and training to the enrollee in the same manner as the enrollee’s primary care 
physician, subject to the terms of the treatment plan. 

(c) The determinations described in subdivisions (a) and (b) shall be made 
within three business days of the date the request for the determination is 
made by the enrollee or the enrollee’s primary care physician and all appro­
priate medical records and other items of information necessary to make the 
determination are provided. Once a determination is made, the referral shall 
be made within four business days of the date the proposed treatment plan, if 
any, is submitted to the plan medical director or his or her designee. 

(d) Subdivisions (a) and (b) do not require a health care service plan to refer 
to a specialist who, or to a specialty care center that, is not employed by or 
under contract with the health care service plan to provide health care services 
to its enrollees, unless there is no specialist within the plan network that is 
appropriate to provide treatment to the enrollee, as determined by the primary 
care physician in consultation with the plan medical director as documented in 
the treatment plan developed pursuant to subdivision (a) or (b). 

(e) For the purposes of this section, “specialty care center” means a center 
that is accredited or designated by an agency of the state or federal govern­
ment or by a voluntary national health organization as having special 
expertise in treating the life-threatening disease or condition or degenerative 
and disabling disease or condition for which it is accredited or designated. 

(f) As used in this section, a “standing referral” means a referral by a 
primary care physician to a specialist for more than one visit to the specialist, 
as indicated in the treatment plan, if any, without the primary care physician 
having to provide a specific referral for each visit. 
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(g) This section shall become operative on (1) January 1, 2004, or (2) the 
date of adoption of an accreditation or designation by an agency of the state or 
federal government or by a voluntary national health organization of an HIV 
or AIDS specialist, whichever date is earlier. 

HISTORY: 
Added Stats 2000 ch 426 § 2 (AB 2168). 

§ 1374.17. Prohibition against denial of coverage for organ or tissue 
transplantation services based on HIV status 

(a) A health care service plan shall not deny coverage that is otherwise 
available under the plan contract for the costs of solid organ or other tissue 
transplantation services based upon the enrollee or subscriber being infected 
with the human immunodeficiency virus. 

(b) Notwithstanding any other provision of law, in the provision of benefits 
required by this section, a health care service plan may utilize case manage­
ment, network providers, utilization review techniques, prior authorization, 
copayments, or other cost sharing, subject to the terms and conditions of the 
plan contract and consistent with sound clinical processes and guidelines. 

HISTORY: 
Added Stats 2005 ch 419 § 1 (AB 228), effec­

tive January 1, 2006. 

§ 1374.18. “State Regulated” dental coverage 

(a) To assist a provider in determining if an enrollee’s health care service 
plan coverage is regulated by the State of California, the health care service 
plan shall disclose whether the enrollee’s dental coverage is “State Regulated” 
through a provider portal, if available, or otherwise upon request, on or after 
January 1, 2025. 

(b) A health care service plan shall include the statement “State Regulated” 
if the enrollee’s dental coverage is subject to regulation by the department on 
an electronic or physical identification card, or both if available, for contracts 
covering dental services issued on or after January 1, 2025. 

(c) For purposes of this section, “health care service plan” means a health 
care service plan that issues, sells, renews, or offers a contract covering dental 
services, including a specialized health care service plan covering dental 
services. 

HISTORY: 
Added Stats 2023 ch 125 § 1 (AB 952), effec­

tive January 1, 2024. 

§ 1374.19. Service plan or contract covering dental services; Coordi­
nation of benefits required 

(a) This section shall only apply to a health care service plan covering dental 
services or a specialized health care service plan contract covering dental 
service pursuant to this chapter. 

(b) For purposes of this section, the following terms have the following 
meanings: 


