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(3) The administrative penalties shall be paid to the Managed Care 
Administrative Fines and Penalties Fund and shall be used for the purposes 
specified in Section 1341.45. 
(h) The department shall work with the patient advocate to assure that the 

quality of care report card incorporates information provided pursuant to 
subdivision (f) regarding the degree to which health care service plans and 
health care providers comply with the requirements for timely access to care. 

(i) The department shall annually review information regarding compliance 
with the standards developed under this section and shall make recommen­
dations for changes that further protect enrollees. Commencing no later than 
December 1, 2015, and annually thereafter, the department shall post its final 
findings from the review on its internet website. 

(j) The department shall post on its internet website any waivers or 
alternative standards that the department approves under this section on or 
after January 1, 2015. 

(k) This section applies to a licensed health care service plan that provides 
services to Medi-Cal beneficiaries. Except for appointment wait time standards 
set forth in paragraph (5) of subdivision (a) of this section and in Section 
1300.67.2.2 of Title 28 of the California Code of Regulations, this section does 
not alter the requirements or standards of the State Department of Health 
Care Services specified in Section 14197 of the Welfare and Institutions Code. 

(l) This section does not prevent the department from developing additional 
standards to improve timely access to care and network adequacy. 

HISTORY: 
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Amended Stats 2005 ch 77 § 28 (SB 64), effec-
tive January 1, 2006; Stats 2008 ch 607 § 4 (SB
1379), effective September 30, 2008; Stats 2014 

ch 573 § 1 (SB 964), effective January 1, 2015; 
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§ 1367.031. Information regarding standards for timely access to 
health care services 

(a) A health care service plan contract that is issued, renewed, or amended 
on or after July 1, 2017, shall provide information to an enrollee regarding the 
standards for timely access to care adopted pursuant to Section 1367.03 and 
the information required by this section, including information related to 
receipt of interpreter services in a timely manner, no less than annually. 

(b) A health care service plan contract that is issued, renewed, or amended 
on or after July 1, 2022, shall provide information to an enrollee regarding the 
standards for timely access to care required by Section 1367.03 and the 
information required by this section, including information related to receipt of 
interpreter services in a timely manner, no less than annually. 

(c) A health care service plan at a minimum shall provide information 
regarding appointment wait times for urgent care, nonurgent primary care, 
nonurgent specialty care, and telephone screening established in Section 
1367.032 or pursuant to Section 1367.03 to enrollees and contracting provid­
ers. The information shall also include notice of the availability of interpreter 
services at the time of the appointment pursuant to Section 1367.04. A health 
care service plan may indicate that exceptions to appointment wait times may 
apply if the department has found exceptions to be permissible. 
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(d) The information required to be provided pursuant to this section shall be 
provided to an enrollee with individual coverage upon initial enrollment and 
annually thereafter upon renewal, and to enrollees and subscribers with group 
coverage upon initial enrollment and annually thereafter upon renewal. A 
health care service plan may include this information with other materials 
sent to the enrollee. The information shall also be provided in the following 
manner: 

(1) In a separate section of the evidence of coverage titled “Timely Access 
to Care.” 

(2) At least annually, in or with newsletters, outreach, or other materials 
that are routinely disseminated to the plan’s enrollees. 

(3) Commencing January 1, 2018, in a separate section of the provider 
directory published and maintained by the health care service plan pursuant 
to Section 1367.27. The separate section shall be titled “Timely Access to 
Care.” 

(4) On the internet website published and maintained by the health care 
service plan, in a manner that allows enrollees and prospective enrollees to 
easily locate the information. 
(e)(1) A health care service plan shall provide the information required by 
this section to contracting providers on no less than an annual basis. 

(2) A health care service plan shall also inform a contracting provider of 
all of the following: 

(A) Information about a health care service plan’s obligation under 
California law to provide or arrange for timely access to care. 

(B) How a contracting provider or enrollee can contact the health care 
service plan to obtain assistance if a patient is unable to obtain a timely 
referral to an appropriate provider. 

(C) The toll-free telephone number and internet website address for the 
Department of Managed Health Care where providers and enrollees can 
file a complaint if they are unable to obtain a timely referral to an 
appropriate provider. 
(3) A health care service plan may comply with this subdivision by 

including the information with an existing communication with a contract­
ing provider. 
(f) This section shall apply to Medi-Cal managed care plan contracts entered 

into with the State Department of Health Care Services pursuant to Chapter 
7 (commencing with Section 14000) or Chapter 8 (commencing with Section 
14200) of Part 3 of Division 9 of the Welfare and Institutions Code. 

HISTORY: 
Added Stats 2016 ch 500 § 1 (SB 1135), 

effective January 1, 2017. Amended Stats 2021 

ch 724 § 3 (SB 221), effective January 1, 2022; 
Stats 2022 ch 601 § 2 (SB 225), effective Janu­
ary 1, 2023. 

§ 1367.035. Standards for timely access to health care services; Re­
quired inclusion of network adequacy data 

(a) As part of the reports submitted to the department pursuant to subdi­
vision (f) of Section 1367.03 and regulations adopted pursuant to that section, 
a health care service plan shall submit to the department, in a manner 
specified by the department, data regarding network adequacy, including, but 
not limited to, the following: 
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(1) Provider office location. 
(2) Area of specialty. 
(3) Hospitals where providers have admitting privileges, if any. 
(4) Providers with open practices. 
(5) The number of patients assigned to a primary care provider or, for 

providers who do not have assigned enrollees, information that demon­
strates the capacity of primary care providers to be accessible and available 
to enrollees. 

(6) Grievances regarding network adequacy and timely access that the 
health care service plan received during the preceding calendar year. 
(b) A health care service plan that uses a network for its Medi-Cal managed 

care product line that is different from the network used for its other product 
lines shall submit the data required under subdivision (a) for its Medi-Cal 
managed care product line separately from the data submitted for its other 
product lines. 

(c) A health care service plan that uses a network for its individual market 
product line that is different from the network used for its small group market 
product line shall submit the data required under subdivision (a) for its 
individual market product line separate from the data submitted for its small 
group market product line. 

(d) The department shall review the data submitted pursuant to this section 
for compliance with this chapter. 

(e) In submitting data under this section, a health care service plan that 
provides services to Medi-Cal beneficiaries pursuant to Chapter 7 (commenc­
ing with Section 14000) or Chapter 8 (commencing with Section 14200) of Part 
3 of Division 9 of the Welfare and Institutions Code shall provide the same data 
to the State Department of Health Care Services pursuant to Section 14456.3 
of the Welfare and Institutions Code. 

(f) In developing the format and requirements for reports, data, or other 
information provided by plans pursuant to subdivision (a), the department 
shall not create duplicate reporting requirements, but, instead, shall take into 
consideration all existing relevant reports, data, or other information provided 
by plans to the department. This subdivision does not limit the authority of the 
department to request additional information from the plan as deemed 
necessary to carry out and complete any enforcement action initiated under 
this chapter. 

(g) If the department requests additional information or data to be reported 
pursuant to subdivision (a), which is different or in addition to the information 
required to be reported in paragraphs (1) to (6), inclusive, of subdivision (a), the 
department shall provide health care service plans notice of that change by 
November 1 of the year prior to the change. 

(h) A health care service plan may include in the provider contract provi­
sions requiring compliance with the reporting requirements of Section 1367.03 
and this section. 

HISTORY: 
Added Stats 2014 ch 573 § 2 (SB 964), effec-

tive January 1, 2015. Amended Stats 2015 ch 
303 § 253 (AB 731), effective January 1, 2016. 
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§ 1367.04. Language assistance in obtaining health care services; 
Adoption of regulations and standards; Considerations; Reports; Pub­
lic input; Contracts 

(a) Not later than January 1, 2006, the department shall develop and adopt 
regulations establishing standards and requirements to provide health care 
service plan enrollees with appropriate access to language assistance in 
obtaining health care services. 

(b) In developing the regulations, the department shall require every health 
care service plan and specialized health care service plan to assess the 
linguistic needs of the enrollee population, excluding Medi-Cal enrollees, and 
to provide for translation and interpretation for medical services, as indicated. 
A health care service plan that participates in the Healthy Families Program 
may assess the Healthy Families Program enrollee population separately from 
the remainder of its enrollee population for purposes of subparagraph (A) of 
paragraph (1). A health care service plan that chooses to separate its Healthy 
Families Program enrollment from the remainder of its enrollee population 
shall treat the Healthy Families Program population separately for purposes 
of determining whether subparagraph (A) of paragraph (1) is applicable, and 
shall also treat the Healthy Families Program population separately for 
purposes of applying the percentage and numerical thresholds in subpara­
graph (A) of paragraph (1). The regulations shall include the following: 

(1) Requirements for the translation of vital documents that include the 
following: 

(A) A requirement that all vital documents, as defined pursuant to 
subparagraph (B), be translated into an indicated language, as follows: 

(i) A health care service plan with an enrollment of 1,000,000 or more 
shall translate vital documents into the top two languages other than 
English as determined by the needs assessment as required by this 
subdivision and any additional languages when 0.75 percent or 15,000 
of the enrollee population, whichever number is less, excluding Medi-
Cal enrollment and treating Healthy Families Program enrollment 
separately indicates in the needs assessment as required by this 
subdivision a preference for written materials in that language. 

(ii) A health care service plan with an enrollment of 300,000 or more 
but less than 1,000,000 shall translate vital documents into the top one 
language other than English as determined by the needs assessment as 
required by this subdivision and any additional languages when 1 
percent or 6,000 of the enrollee population, whichever number is less, 
excluding Medi-Cal enrollment and treating Healthy Families Program 
enrollment separately indicates in the needs assessment as required by 
this subdivision a preference for written materials in that language. 

(iii) A health care service plan with an enrollment of less than 
300,000 shall translate vital documents into a language other than 
English when 3,000 or more or 5 percent of the enrollee population, 
whichever number is less, excluding Medi-Cal enrollment and treating 
Healthy Families Program enrollment separately indicates in the needs 
assessment as required by this subdivision a preference for written 
materials in that language. 


