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ment processes, including drug utilization review, quantity limits, and 
therapeutic interchange. 

(5) Evaluate and analyze treatment protocols and procedures related to 
the plan’s formulary at least annually. 

(6) Review and approve all clinical prior authorization criteria, step
therapy protocols, and quantity limit restrictions applied to each covered
drug. 

 
 

(7) Review new United States Food and Drug Administration-approved 
drugs and new uses for existing drugs. 

(8) Ensure that the plan’s formulary drug list or lists cover a range of 
drugs across a broad distribution of therapeutic categories and classes and 
recommended drug treatment regimens that treat all disease states and do 
not discourage enrollment by any group of enrollees. 

(9) Ensure that the plan’s formulary drug list or lists provide appropriate 
access to drugs that are included in broadly accepted treatment guidelines 
and that are indicative of general best practices at the time. 
(g) This section shall be interpreted consistent with federal guidance issued 

under paragraph (3) of subdivision (a) of Section 156.122 of Title 45 of the Code 
of Federal Regulations. This section shall apply to the individual, small group, 
and large group markets. 

HISTORY: 
Added Stats 2015 ch 619 § 3 (AB 339), effec­

tive January 1, 2016. 

§ 1367.42. Enrollee access to prescription drug benefits at in-network 
retail pharmacy; Effect on cost-sharing 

(a) For plan years commencing on or after January 1, 2017, a plan that 
provides essential health benefits shall allow an enrollee to access prescription 
drug benefits at an in-network retail pharmacy unless the prescription drug is 
subject to restricted distribution by the United States Food and Drug Admin­
istration or requires special handling, provider coordination, or patient edu­
cation that cannot be provided by a retail pharmacy. 

(b) A nongrandfathered individual or small group health plan contract may 
charge an enrollee a different cost sharing for obtaining a covered drug at a 
retail pharmacy, but all cost sharing shall count toward the plan’s annual 
limitation on cost sharing consistent with Section 1367.006. 

HISTORY: 
Added Stats 2015 ch 619 § 4 (AB 339), effec­

tive January 1, 2016. 

§ 1367.43. Prorated cost for partial fill of prescription 

Commencing January 1, 2019, a health care service plan shall prorate an 
enrollee’s cost sharing for a partial fill of a prescription dispensed pursuant to 
Section 4052.10 of the Business and Professions Code. This section shall only 
apply to oral, solid dosage forms of prescription drugs. 

HISTORY: 
Added Stats 2017 ch 615 § 3 (AB 1048), 

effective January 1, 2018. 
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§ 1367.45. Coverage for approved AIDS vaccine; Cost effective price 

(a) Every individual or group health care service plan contract that is 
issued, amended, or renewed on or after January 1, 2002, that covers hospital, 
medical, or surgery expenses shall provide coverage for a vaccine for acquired 
immune deficiency syndrome (AIDS) that is approved for marketing by the 
federal Food and Drug Administration and that is recommended by the United 
States Public Health Service. 

(b) This section may not be construed to require a health care service plan 
to provide coverage for any clinical trials relating to an AIDS vaccine or for any 
AIDS vaccine that has been approved by the federal Food and Drug Adminis­
tration in the form of an investigational new drug application. 

(c) A health care service plan that contracts directly with an individual 
provider or provider organization may not delegate the risk adjusted treat­
ment cost of providing services under this section unless the requirements of 
Section 1375.5 are met. 

(d) Nothing in this section is to be construed in any manner to limit or 
impede a health care service plan’s power or responsibility to negotiate the 
most cost-effective price for vaccine purchases. 

(e) Nothing in this section shall be construed to deny or restrict in any way 
the department’s authority to ensure plan compliance with this chapter when 
a plan provides coverage for prescription drugs. 

HISTORY: 
Added Stats 2001 ch 634 § 2 (SB 446). 

Amended Stats 2002 ch 791 § 5 (SB 842). 

§ 1367.46. Coverage for HIV testing required 

Every individual or group health care service plan contract that is issued, 
amended, or renewed on or after January 1, 2009, that covers hospital, 
medical, or surgery expenses shall provide coverage for human immunodefi­
ciency virus (HIV) testing, regardless of whether the testing is related to a 
primary diagnosis. 

HISTORY: 
Added Stats 2008 ch 631 § 1 (AB 1894), 

effective January 1, 2009. 

§ 1367.47. Maximum amount health care service plan may require 
enrollee to pay at point of sale for covered prescription drug 

(a) The maximum amount a health care service plan may require an 
enrollee to pay at the point of sale for a covered prescription drug is the lesser 
of the following: 

(1) The applicable cost-sharing amount for the prescription drug. 
(2) The retail price. 

(b) A health care service plan shall not require a pharmacist or pharmacy to 
charge or collect from an enrollee a cost-sharing amount that exceeds the total 
retail price for the prescription drug. 

(c) The payment rendered shall constitute the applicable cost sharing and 
shall apply to the deductible, if any, and also to the maximum out-of-pocket 


