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family shall not have a deductible that is greater than the deductible limit 
for individual coverage for that product. 

(B) Except as provided in paragraph (2), if a large group market health 
care service plan contract for family coverage that is issued, amended, or 
renewed on or after January 1, 2017, includes a deductible, an individual 
within a family shall not have a deductible that is more than the 
deductible limit for individual coverage for that product. 
(2)(A) If a health care service plan contract for family coverage includes a 
deductible and is a high deductible health plan under the definition set 
forth in Section 223(c)(2) of Title 26 of the United States Code, the plan 
contract shall include a deductible for each individual covered by the plan 
that is equal to either the amount set forth in Section 223(c)(2)(A)(i)(II) of 
Title 26 of the United States Code or the deductible for individual coverage 
under the plan contract, whichever is greater. 

(B) If a large group market health care service plan contract for family 
coverage that is issued, amended, or renewed on or after January 1, 2017, 
includes a deductible and is a high deductible health plan under the 
definition set forth in Section 223(c)(2) of Title 26 of the United States 
Code, the plan contract shall include a deductible for each individual 
covered by the plan that is equal to either the amount set forth in Section 
223(c)(2)(A)(i)(II) of Title 26 of the United States Code or the deductible for 
individual coverage under the plan contract, whichever is greater. 

(h) For nongrandfathered health plan contracts in the group market, “plan 
year” has the meaning set forth in Section 144.103 of Title 45 of the Code of 
Federal Regulations. For nongrandfathered health plan contracts sold in the 
individual market, “plan year” means the calendar year. 

(i) “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 thereunder. 

HISTORY: 
Added Stats 2013 ch 316 § 3 (SB 639), effec­

tive January 1, 2014. Amended Stats 2014 ch 
71 § 84 (SB 1304), effective January 1, 2015, ch 

572 § 8 (SB 959), effective January 1, 2015 (ch 
572 prevails); Stats 2015 ch 641 § 1 (AB 1305), 
effective January 1, 2016. 

§ 1367.0061. Accrual balance toward annual deductible and annual 
out-of-pocket maximum; Notice to enrollee; Availability of information 

(a) For a health care service plan contract issued, amended, or renewed on 
or after July 1, 2022, in the individual or group market, a health care service 
plan shall monitor an enrollee’s accrual toward their annual deductible, if any, 
for covered benefits, as set forth in this section and any regulations promul­
gated by the department. 

(1) A health care service plan shall provide an enrollee with their accrual 
balance toward their annual deductible for every month in which benefits 
were used and until the accrual balance equals the full deductible amount. 

(2) A health care service plan subject to this section shall establish and 
maintain a system that allows an enrollee to request their most up-to-date 
accrual balance toward their annual deductible from their health care 
service plan at any time. 
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(3) If the health care service plan contract includes more than one annual 
deductible for an enrollee, then this section applies to each deductible. 
(b) For a health care service plan contract issued, amended, or renewed on 

or after July 1, 2022, in the individual or group market, a health care service 
plan shall monitor an enrollee’s accrual toward their annual out-of-pocket 
maximum, if any, for covered benefits, as set forth in this section and any 
regulations promulgated by the department. 

(1) A health care service plan shall provide an enrollee with their accrual 
balance toward their annual out-of-pocket maximum for every month in 
which benefits were used and until the accrual balance equals the full 
out-of-pocket maximum. 

(2) A health care service plan subject to this section shall establish and 
maintain a system that allows an enrollee to request their most up-to-date 
accrual balance toward their annual out-of-pocket maximum from their 
health care service plan at any time. 
(c) Accrual updates shall be mailed to enrollees unless the enrollee has 

elected to opt out of mailed notice and elected to receive the accrual update 
electronically, or unless the enrollee has previously opted out of mailed notices. 

(1) Enrollees who have opted out of receiving mailed notice may opt back 
in at any time. 

(2) Accrual updates may be included with evidence of benefit statements. 
(d) A health care service plan shall notify enrollees of their rights pursuant 

to this section, including, but not limited to, how to request information and 
how to opt out of mailed notices and elect to instead receive their accrual 
update electronically, in the manner set forth by the department. The depart­
ment may issue guidance regarding implementation of, and compliance with, 
this subdivision. This guidance shall not be subject to the Administrative 
Procedure Act (Chapter 3.5 (commencing with Section 1340) of Part 1 of 
Division 3 of Title 2 of the Government Code), until January 1, 2027. The 
department shall consult with stakeholders in developing guidance pursuant 
to this subdivision. 

(e) If a health care service plan delegates claims payment functions to a 
contracted entity, including, but not limited to, a medical group or independent 
practice association, then the delegated entity shall comply with the require­
ments of this section. A health care service plan shall specify by contract the 
delegated entity’s responsibilities and shall monitor the delegated entity to 
ensure compliance with this section. Notwithstanding delegation pursuant to 
this subdivision, the health care service plan shall remain responsible for 
compliance with this section. 

HISTORY: 
Added Stats 2021 ch 602 § 1 (SB 368), effec­

tive January 1, 2022. 

§ 1367.0065. [Section repealed 2016.] 

HISTORY: 
Added Stats 2013 ch 316 § 4 (SB 639), effec-

tive January 1, 2014, repealed January 1, 2016, 
by its own terms. The repealed section related 
to limitation on annual out-of-pocket expenses 

for covered essential health benefits for non-
grandfathered individual and group health 
care service plans that cover essential health 
benefits and were issued, amended, or renewed 
for the 2014 plan year. 
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§ 1367.007. Limitation on deductible for small employer health care 
service plan 

(a)(1) For a small employer health care service plan contract offered, sold, or 
renewed on or after January 1, 2014, the deductible under the plan shall not 
exceed: 

(A) Two thousand dollars ($2,000) in the case of a plan contract covering 
a single individual. 

(B) Four thousand dollars ($4,000) in the case of any other plan 
contract. 
(2) The dollar amounts in this section shall be indexed consistent with 

Section 1302(c)(4) of PPACA and any federal rules or guidance pursuant to 
that section. 

(3) The limitation in this subdivision shall be applied in a manner that 
does not affect the actuarial value of any small employer health care service 
plan contract. 

(4) For small group products at the bronze level of coverage, as defined in 
Section 1367.008, the department may permit plans to offer a higher 
deductible in order to meet the actuarial value requirement of the bronze 
level. In making this determination, the department shall consider afford-
ability of cost sharing for enrollees and shall also consider whether enrollees 
may be deterred from seeking appropriate care because of higher cost 
sharing. 
(b) Nothing in this section shall be construed to allow a plan contract to have 

a deductible that applies to preventive services as defined in Section 1367.002. 
(c) “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 thereunder. 

HISTORY: 
Added Stats 2013 ch 316 § 5 (SB 639), effec-

tive January 1, 2014. Amended Stats 2015 ch 
641 § 2 (AB 1305), effective January 1, 2016. 

§ 1367.008. Levels of coverage for nongrandfathered individual mar­
ket; Determination of actuarial value for nongrandfathered indi­
vidual health care service plans; Catastrophic plan 

(a) Levels of coverage for the nongrandfathered individual market are 
defined as follows: 

(1) Bronze level: A health care service plan contract in the bronze level 
shall provide a level of coverage that is actuarially equivalent to 60 percent 
of the full actuarial value of the benefits provided under the plan contract. 

(2) Silver level: A health care service plan contract in the silver level shall 
provide a level of coverage that is actuarially equivalent to 70 percent of the 
full actuarial value of the benefits provided under the plan contract. 

(3) Gold level: A health care service plan contract in the gold level shall 
provide a level of coverage that is actuarially equivalent to 80 percent of the 
full actuarial value of the benefits provided under the plan contract. 

(4) Platinum level: A health care service plan contract in the platinum 
level shall provide a level of coverage that is actuarially equivalent to 90 


