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services, low-income consumers, consumers with disabilities, consumers 
with low literacy rates, and consumers with multiple health conditions, 
including behavioral health. The organizations shall also have experience 
with, and the capacity for, collecting and reporting data regarding the 
consumers they assist, including demographic data, source of coverage, 
regulator, type of problem or issue, and resolution of complaints. 

HISTORY: 
Added Stats 2014 ch 31 § 7 (SB 857), effective 

June 20, 2014. Amended Stats 2015 ch 303 § 

256 (AB 731), effective January 1, 2016; Stats 
2021 ch 696 § 8 (AB 172). 

§ 1368.1. Information provided by plan denying coverage to enrollee 
with terminal illness; Conference to review information 

(a) A plan that denies coverage to an enrollee with a terminal illness, which 
for the purposes of this section refers to an incurable or irreversible condition 
that has a high probability of causing death within one year or less, for 
treatment, services, or supplies deemed experimental, as recommended by a 
participating plan provider, shall provide to the enrollee within five business 
days all of the following information: 

(1) A statement setting forth the specific medical and scientific reasons for 
denying coverage. 

(2) A description of alternative treatment, services, or supplies covered by 
the plan, if any. Compliance with this subdivision by a plan shall not be 
construed to mean that the plan is engaging in the unlawful practice of 
medicine. 

(3) Copies of the plan’s grievance procedures or complaint form, or both. 
The complaint form shall provide an opportunity for the enrollee to request 
a conference as part of the plan’s grievance system provided under Section 
1368. 
(b) Upon receiving a complaint form requesting a conference pursuant to 

paragraph (3) of subdivision (a), the plan shall provide the enrollee, within 30 
calendar days, an opportunity to attend a conference, to review the information 
provided to the enrollee pursuant to paragraphs (1) and (2) of subdivision (a), 
conducted by a plan representative having authority to determine the dispo­
sition of the complaint. The plan shall allow attendance, in person, at the 
conference, by an enrollee, a designee of the enrollee, or both, or, if the enrollee 
is a minor or incompetent, the parent, guardian, or conservator of the enrollee, 
as appropriate. However, the conference required by this subdivision shall be 
held within five business days if the treating participating physician deter­
mines, after consultation with the health plan medical director or his or her 
designee, based on standard medical practice, that the effectiveness of either 
the proposed treatment, services, or supplies or any alternative treatment, 
services, or supplies covered by the plan, would be materially reduced if not 
provided at the earliest possible date. 

(c) Nothing in this section shall limit the responsibilities, rights, or author­
ity provided in Sections 1370 and 1370.1. 

HISTORY: 
Added Stats 1994 ch 582 § 1 (AB 3244). 
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§ 1368.2. Hospice care 

(a) On and after January 1, 2002, every group health care service plan 
contract, except a specialized health care service plan contract, which is issued, 
amended, or renewed, shall include a provision for hospice care. 

(b) The hospice care shall at a minimum be equivalent to hospice care 
provided by the federal Medicare program pursuant to Title XVIII of the Social 
Security Act. 

(c) The hospice care provided under this section is not required to include 
preliminary services set forth in subdivision (d) of Section 1749. However, an 
enrollee who receives those preliminary services shall remain eligible for 
coverage of curative treatment by a health care service plan during the course 
of preliminary services and prior to the election of hospice services. 

(d) The following are applicable to this section and to paragraph (7) of 
subdivision (b) of Section 1345: 

(1) The definitions in Section 1746, except for subdivisions (o) and (p) of 
that section. 

(2) The “federal regulations” which means the regulations adopted for 
hospice care under Title XVIII of the Social Security Act in Title 42 of the 
Code of Federal Regulations, Chapter IV, Part 418, except Subparts A, B, G, 
and H, and any amendments or successor provisions thereto. 
(e) The director no later than January 1, 2001, shall adopt regulations to 

implement this section. The regulations shall meet all of the following 
requirements: 

(1) Be consistent with all material elements of the federal regulations that 
are not by their terms applicable only to eligible Medicare beneficiaries. If 
there is a conflict between a federal regulation and any state regulation, 
other than those adopted pursuant to this section, the director shall adopt 
the regulation that is most favorable for plan subscribers, members or 
enrollees to receive hospice care. 

(2) Be consistent with any other applicable federal or state laws. 
(3) Be consistent with the definitions of Section 1746, except for subdivi­

sions (o) and (p) of that section. 
(f) This section is not applicable to the subscribers, members, or enrollees of 

a health care service plan who elect to receive hospice care under the Medicare 
program. 

HISTORY: 
Added Stats 1999 ch 528 § 2 (AB 892). 

Amended Stats 2000 ch 857 § 35 (AB 2903); 

Stats 2004 ch 825 § 1 (AB 1299); Stats 2005 ch 
77 § 30 (SB 64), effective January 1, 2006. 

§ 1368.5. Pharmacist coverage 

(a) Every health care service plan that offers coverage for a service that is 
within the scope of practice of a duly licensed pharmacist shall pay or 
reimburse the cost of the service performed by a pharmacist at an in-network 
pharmacy or a pharmacist at an out-of-network pharmacy if the health care 
service plan has an out-of-network pharmacy benefit. 

(b) Payment or reimbursement may be made pursuant to this section for a 
service performed by a duly licensed pharmacist only when all of the following 
conditions are met: 


