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than 31 days after the date of the final determination under Title II or Title 
XVI of the United States Social Security Act that the qualified beneficiary is 
no longer disabled. A qualified beneficiary eligible for 36 months of continu­
ation coverage as a result of a disability shall notify the plan, or the employer 
or administrator that contracts to perform the notice and administrative 
services, within 30 days of a determination that the qualified beneficiary is 
no longer disabled. 

(6) In the case of a qualified beneficiary who is initially eligible for and 
elects continuation coverage pursuant to paragraph (2) of subdivision (d) of 
Section 1366.21, but who has another qualifying event, as described in 
paragraph (1), (3), (4), or (5) of subdivision (d) of Section 1366.21, within 36 
months of the date of the first qualifying event, and the qualified beneficiary 
has notified the plan, or the employer or administrator under contract to 
provide administrative services, of the second qualifying event within 60 
days of the date of the second qualifying event, the date 36 months after the 
date of the first qualifying event. 

(7) The employer, or any successor employer or purchaser of the employer, 
ceases to provide any group benefit plan to his or her employees. 

(8) The qualified beneficiary moves out of the plan’s service area or the 
qualified beneficiary commits fraud or deception in the use of plan services. 
(b) If the group contract between the plan and the employer is terminated 

prior to the date the qualified beneficiary’s continuation coverage would 
terminate pursuant to this section, coverage under the prior plan shall 
terminate and the qualified beneficiary may elect continuation coverage under 
the subsequent group benefit plan, if any, pursuant to the requirements of 
subdivision (b) of Section 1366.23 and subdivision (c) of Section 1366.24. 

(c) The amendments made to this section by Assembly Bill 1401 of the 
2001-02 Regular Session shall apply to individuals who begin receiving 
continuation coverage under this article on or after January 1, 2003. 

HISTORY: 
Added Stats 1997 ch 665 § 1 (SB 719). 

Amended Stats 1998 ch 107 § 11 (AB 112), 

effective July 6, 1998; Stats 2002 ch 794 § 3 (AB 
1401); Stats 2010 ch 24 § 4 (SB 838), effective 
June 3, 2010. 

§ 1366.28. Failures to comply 

A health care service plan subject to this article shall not be obligated to 
provide continuation coverage to a qualified beneficiary pursuant to this article 
if an enrollee fails to make the notification required by Section 1366.24, or if 
the employer of the enrollee fails to comply with Section 1366.25. 

HISTORY: 
Added Stats 1997 ch 665 § 1 (SB 719), effec­

tive January 1, 1998. 

§ 1366.29. Continuing coverage for enrollees who have exhausted 
continuation coverage under COBRA 

(a) A health care service plan shall offer an enrollee who has exhausted 
continuation coverage under COBRA the opportunity to continue coverage for 
up to 36 months from the date the enrollee’s continuation coverage began, if 
the enrollee is entitled to less than 36 months of continuation coverage under 
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COBRA. The health care service plan shall offer coverage pursuant to the 
terms of this article, including the rate limitations contained in Section 
1366.26. 

(b) Notification of the coverage available under this section shall be included 
in the notice of the pending termination of COBRA coverage that is required to 
be provided to COBRA beneficiaries and that is required to be provided under 
Section 1366.24. 

(c) For purposes of this section, “COBRA” means Section 4980B of Title 26 
of the United States Code, Sections 1161 et seq. of Title 29 of the United States 
Code, and Section 300bb of Title 42 of the United States Code. 

(d) This section shall not apply to specialized health care service plans 
providing noncore coverage, as defined in subdivision (g) of Section 1366.21. 

(e) This section shall become operative on September 1, 2003, and shall 
apply to individuals who begin receiving COBRA coverage on or after January 
1, 2003. 

HISTORY: 
Added Stats 2002 ch 794 § 4 (AB 1401), 

operative September 1, 2003. 

ARTICLE 4.6 

Coverage for Federally Eligible Defined Individuals 

Section 
1366.35. Required coverage [Inoperative; Operative date contingent]. 
1366.50. Notice of eligibility for reduced-cost coverage through California Health Benefit Ex­

change or no-cost coverage through Medi-Cal. 

HISTORY: Added Stats 2000 ch 810 § 1 (SB 265). 

§ 1366.35. Required coverage [Inoperative; Operative date contin­
gent] 

(a) A health care service plan providing coverage for hospital, medical, or 
surgical benefits under an individual health care service plan contract may 
not, with respect to a federally eligible defined individual desiring to enroll in 
individual health insurance coverage, decline to offer coverage to, or deny 
enrollment of, the individual or impose any preexisting condition exclusion 
with respect to the coverage. 

(b) For purposes of this section, “federally eligible defined individual” means 
an individual who, as of the date on which the individual seeks coverage under 
this section, meets all of the following conditions: 

(1) Has had 18 or more months of creditable coverage, and whose most 
recent prior creditable coverage was under a group health plan, a federal 
governmental plan maintained for federal employees, or a governmental 
plan or church plan as defined in the federal Employee Retirement Income 
Security Act of 1974 (29 U.S.C. Sec. 1002). 

(2) Is not eligible for coverage under a group health plan, Medicare, or 
Medi-Cal, and does not have other health insurance coverage. 

(3) Was not terminated from his or her most recent creditable coverage 
due to nonpayment of premiums or fraud. 
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(4) If offered continuation coverage under COBRA or Cal-COBRA, has 
elected and exhausted that coverage. 
(c) Every health care service plan shall comply with applicable federal 

statutes and regulations regarding the provision of coverage to federally 
eligible defined individuals, including any relevant application periods. 

(d) A health care service plan shall offer the following health benefit plan 
contracts under this section that are designed for, made generally available to, 
are actively marketed to, and enroll, individuals: (1) either the two most 
popular products as defined in Section 300gg-41(c)(2) of Title 42 of the United 
States Code and Section 148.120(c)(2) of Title 45 of the Code of Federal 
Regulations or (2) the two most representative products as defined in Section 
300gg-41(c)(3) of the United States Code and Section 148.120(c)(3) of Title 45 
of the Code of Federal Regulations, as determined by the plan in compliance 
with federal law. A health care service plan that offers only one health benefit 
plan contract to individuals, excluding health benefit plans offered to Medi-Cal 
or Medicare beneficiaries, shall be deemed to be in compliance with this article 
if it offers that health benefit plan contract to federally eligible defined 
individuals in a manner consistent with this article. 

(e)(1) In the case of a health care service plan that offers health insurance 
coverage in the individual market through a network plan, the plan may do 
both of the following: 

(A) Limit the individuals who may be enrolled under that coverage to 
those who live, reside, or work within the service area for the network 
plan. 

(B) Within the service area of the plan, deny coverage to individuals if 
the plan has demonstrated to the director that the plan will not have the 
capacity to deliver services adequately to additional individual enrollees 
because of its obligations to existing group contractholders and enrollees 
and individual enrollees, and that the plan is applying this paragraph 
uniformly to individuals without regard to any health status-related factor 
of the individuals and without regard to whether the individuals are 
federally eligible defined individuals. 
(2) A health care service plan, upon denying health insurance coverage in 

any service area in accordance with subparagraph (B) of paragraph (1), may 
not offer coverage in the individual market within that service area for a 
period of 180 days after the coverage is denied. 
(f)(1) A health care service plan may deny health insurance coverage in the 
individual market to a federally eligible defined individual if the plan has 
demonstrated to the director both of the following: 

(A) The plan does not have the financial reserves necessary to under­
write additional coverage. 

(B) The plan is applying this subdivision uniformly to all individuals in 
the individual market and without regard to any health status-related 
factor of the individuals and without regard to whether the individuals are 
federally eligible defined individuals. 
(2) A health care service plan, upon denying individual health insurance 

coverage in any service area in accordance with paragraph (1), may not offer 
that coverage in the individual market within that service area for a period 
of 180 days after the date the coverage is denied or until the issuer has 
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demonstrated to the director that the plan has sufficient financial reserves to 
underwrite additional coverage, whichever is later. 
(g) The requirement pursuant to federal law to furnish a certificate of 

creditable coverage shall apply to health insurance coverage offered by a 
health care service plan in the individual market in the same manner as it 
applies to a health care service plan in connection with a group health benefit 
plan. 

(h) A health care service plan shall compensate a life agent or fire and 
casualty broker-agent whose activities result in the enrollment of federally 
eligible defined individuals in the same manner and consistent with the 
renewal commission amounts as the plan compensates life agents or fire and 
casualty broker-agents for other enrollees who are not federally eligible 
defined individuals and who are purchasing the same individual health benefit 
plan contract. 

(i) Every health care service plan shall disclose as part of its COBRA or 
Cal-COBRA disclosure and enrollment documents, an explanation of the 
availability of guaranteed access to coverage under the Health Insurance 
Portability and Accountability Act of 1996, including the necessity to enroll in 
and exhaust COBRA or Cal-COBRA benefits in order to become a federally 
eligible defined individual. 

(j) No health care service plan may request documentation as to whether or 
not a person is a federally eligible defined individual other than is permitted 
under applicable federal law or regulations. 

(k) This section shall not apply to coverage defined as excepted benefits 
pursuant to Section 300gg(c) of Title 42 of the United States Code. 

(l) This section shall apply to health care service plan contracts offered, 
delivered, amended, or renewed on or after January 1, 2001. 

(m)(1) This section shall be inoperative on January 1, 2014. 
(2) If Section 5000A of the Internal Revenue Code, as added by Section 

1501 of PPACA, is repealed or amended to no longer apply to the individual 
market, as defined in Section 2791 of the federal Public Health Service Act 
(42 U.S.C. Section 300gg-91), this section shall become operative on the date 
of that repeal or amendment. 

(3) For purposes of this subdivision, “PPACA” means the federal Patient 
Protection and Affordable Care Act (Public Law 111-148), as amended by the 
federal Health Care Education and Reconciliation Act of 2010 (Public Law 
111-152), and any rules, regulations, or guidance issued pursuant to that 
law. 

HISTORY: 
Added Stats 2000 ch 810 § 1 (SB 265). 

Amended Stats 2013 ch 441 § 4 (AB 1180), 

effective October 1, 2013, inoperative January 
1, 2014, operative date contingent. 

§ 1366.50. Notice of eligibility for reduced-cost coverage through Cali­
fornia Health Benefit Exchange or no-cost coverage through Medi-Cal 

(a)(1) On and after January 1, 2014, a health care service plan providing 
individual or group health care coverage shall provide to enrollees or 
subscribers who cease to be enrolled in coverage a notice informing them 
that they may be eligible for reduced-cost coverage through the California 
Health Benefit Exchange (Exchange) established under Title 22 (commenc­
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ing with Section 100500) of the Government Code or no-cost coverage 
through Medi-Cal. The notice shall include information on obtaining cover­
age pursuant to those programs, shall be in no less than 12-point type, and 
shall be developed by the department, no later than July 1, 2013, in 
consultation with the Department of Insurance and the Exchange. The 
notice shall also include information that individuals eligible for the Medi­
care Program should examine their options carefully, as delaying Medicare 
enrollment may result in substantial financial implications, as well as 
information on how to find enrollment advice or assistance. 

(2) The notice described in paragraph (1) may be incorporated into or sent 
simultaneously with and in the same manner as any other notices sent by 
the health care service plan. 
(b)(1) A health care service plan providing individual or group health care 
coverage shall annually notify an enrollee or subscriber that if the enrollee 
or subscriber ceases to be enrolled in coverage, the health care service plan 
will provide information, including the enrollee’s or subscriber’s name, 
address, and other contact information, such as email address, to the 
Exchange so that the enrollee or subscriber may obtain other coverage. An 
enrollee or subscriber may opt out of this transfer of information to the 
Exchange. This notice may be incorporated into or sent simultaneously with 
other notices sent by the health care service plan. 

(2) Beginning January 1, 2021, a health care service plan providing 
individual or group health care coverage that has notified its enrollees or 
subscribers consistent with paragraph (1) shall provide to the Exchange the 
name, address, and other contact information of an enrollee or subscriber 
who ceased to be enrolled in coverage and who did not opt out of the 
information transfer. The information shall be provided in a manner 
prescribed by the Exchange. 

(3) The Exchange may use any contact method to communicate with and 
inform an enrollee or subscriber who ceases to be enrolled in coverage of 
available coverage options. 
(c) This section does not apply to a specialized health care service plan 

contract or a Medicare supplemental plan contract. 

HISTORY: 
Added Stats 2012 ch 851 § 3 (AB 792), effec-

tive January 1, 2013. Amended Stats 2019 ch 
845 § 2 (SB 260), effective January 1, 2020. 

ARTICLE 5 

Standards 

Section 
1367. Requirements for health care service plans. 
1367.001. Individual or group health care service plan restrictions on lifetime and annual limits 

on dollar value of covered benefits; Exceptions. 
1367.002. Group or individual nongrandfathered health care service plan minimum required 

coverage. 
1367.003. Rebate on pro rata basis; Conditions; Minimum medical loss ratios; Total amount of 

rebate; Adoption of regulations; Applicability. 
1367.004. Plans covering dental services; MLR annual report requirement; Examination by 

director; Use of data by Legislature; Compliance guidance exempt from APA. 
1367.005. Individual or small group health care service plan to cover essential health benefits; 

Provisions. 
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Section 
1367.006. Nongrandfathered individual and group health care service plans that cover essential  

health benefits; Limit on annual out-of-pocket expenses for covered essential health  
benefits.  

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

1367.0065. [Section repealed 2016.]  
1367.007. Limitation on deductible for small employer health care service plan.  
1367.008. Levels of coverage for nongrandfathered individual market; Determination of actuarial  

value for nongrandfathered individual health care service plans; Catastrophic plan.  
1367.0085. Actuarial value for nongrandfathered bronze level high deductible health plan.  
1367.009. Levels of coverage for nongrandfathered small group market; Determination of actu­

arial value for nongrandfathered small employer health care service plans.  
1367.01. Written policies and procedures for review and approval, modification, delay or denial of  

services; Medical director to ensure compliance; Compliance review.  
1367.010. Minimum value of sixty percent for large group health care service plan contract.  
1367.012. Renewal of small employer health care service plan contract; Notice; Exemptions;  

Amendments for compliance.  
1367.015. Decisions to deny requests by providers for authorization or claim reimbursement for  

mental health services.  
1367.016. Premium payments from third-party entities; Reimbursement; Dispute resolution.  
1367.02. Filing relating to any economic profiling policies or procedures; Availability to public;  

“Economic profiling”.  
1367.03. Timely access requirements.  
1367.031. Information regarding standards for timely access to health care services.  
1367.035. Standards for timely access to health care services; Required inclusion of network  

adequacy data.  
1367.04. Language assistance in obtaining health care services; Adoption of regulations and  

standards; Considerations; Reports; Public input; Contracts.  
1367.041. Required non-English insurance documents.  
1367.042. Information made available by health care service plan.  
1367.043. Cultural competency training.  
1367.045. Void and unenforceable contract provision.  
1367.05. Contract with dental college.  
1367.06. Service plan to cover outpatient prescription drug benefits to provide coverage for inhaler  

spacers, nebulizers, and peak flow meters when medically necessary for treatment of  
pediatric asthma.  

1367.07. Report by health care service plan on cultural appropriateness in specified contexts.  
1367.08. Compensation disclosure.  
1367.09. Return to skilled nursing.  
1367.1. Application to transitionally licensed plans.  
1367.2. Coverage for alcoholism; Notice of coverage.  
1367.3. Coverage plan for comprehensive preventive care of children.  
1367.34. Coverage for adverse childhood experiences screenings.  
1367.34. Coverage for home test kits by health care service plans.  
1367.35. Comprehensive preventive care of children of specified ages.  
1367.36. Costs of required immunization of children.  
1367.4. Effect of blindness on coverage.  
1367.41. Pharmacy and therapeutics committee.  
1367.42. Enrollee access to prescription drug benefits at in-network retail pharmacy; Effect on  

cost-sharing.  
1367.43. Prorated cost for partial fill of prescription.  
1367.45. Coverage for approved AIDS vaccine; Cost effective price.  
1367.46. Coverage for HIV testing required.  
1367.47. Maximum amount health care service plan may require enrollee to pay at point of sale  

for covered prescription drug.  
1367.49. Information to be furnished to consumers or purchasers concerning cost range of  

procedure or full course of treatment, or quality of services performed by provider or  
supplier; Review of methodology and data; Online posting; Definitions.  

1367.5. Health service plan contract restrictions.  
1367.50. Disclosure of claims data to qualified entity.  
1367.51. Coverage of equipment and supplies for treatment of diabetes; Prescription items;  

Outpatient self-management and training.  
1367.54. California Prenatal Screening Program.  
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Section 
1367.6. Coverage for breast cancer screening, diagnosis, and treatment; Denial of enrollment or  

coverage on grounds related to breast cancer; Prosthetic devices or reconstructive  
surgery.  

1367.61. Coverage for prosthetic devices to restore method of speaking incident to laryngectomy.  
1367.62. Restrictions on limiting inpatient hospital care following childbirth; Proscription on  

specified treatment and coverage practices; Notice of required coverage.  
1367.625. Maternal mental health program.  
1367.626. Maternal and infant health equity program through use of doulas; Report.  
1367.63. Reconstructive surgery.  
1367.635. Mastectomies and lymph node dissections.  
1367.64. Coverage for screening and diagnosis of prostate cancer.  
1367.65. Coverage for mammography for screening and diagnostic purposes.  
1367.656. Healthcare coverage for orally administered anticancer medication.  
1367.66. Coverage for annual cervical cancer screening test; Coverage for the human papilloma­

virus vaccine.  
1367.665. Coverage for cancer screening tests.  
1367.667. Health care service plan; Biomarker testing.  
1367.668. Insurance contract colorectal cancer screening requirement.  
1367.67. Coverage for osteoporosis.  
1367.68. Coverage for surgical procedure for conditions affecting upper or lower jawbone.  
1367.69. Obstetrician-gynecologists as eligible primary care physicians.  
1367.695. Requirement for enrollee’s choice of obstetrical or gynecological services provider.  
1367.7. Coverage for prenatal diagnosis of genetic disorders of fetus.  
1367.71. General anesthesia and associated facility charges for dental procedures.  
1367.8. Coverage for handicapped persons.  
1367.9. Coverage for conditions attributable to diethylstilbestrol.  
1367.10. Disclosure of effect of participation in plan on choice of provider.  
1367.11. Direct reimbursement to providers of covered medical transportation services [Re­

pealed].  
1367.12. Number of forms to be submitted per claim for payment or reimbursement.  
1367.15. Closure of “block of business”.  
1367.18. Coverage for orthotic and prosthetic devices and services; Benefit amount.  
1367.19. Coverage for special footwear for those suffering from foot disfigurement.  
1367.20. Provision of list of prescription drugs on plan’s formulary.  
1367.205. Formularies to be posted on Internet Web site; Required updates; Template.  
1367.206. Step therapy; Exception.  
1367.207. Enrollee information request requirements for plans with prescription drug benefits  

and drug formularies.  
1367.21. Limitation or exclusion of coverage for drug prescribed for use different from which drug  

was approved.  
1367.215. Coverage of pain management medications for terminally ill patients.  
1367.22. Plan’s obligations relating to drug previously approved for enrollee’s medical condition.  
1367.23. Plan provision requiring notification of group contractholders and subscribers of cancel­

lation.  
1367.24. Process for authorization of medically necessary nonformulary prescription drug; Re­

quired recordkeeping by plan; Review of plan’s provision of prescription drug benefits.  
1367.241. Prior authorization for prescription drugs; External exception request review.  
1367.243. Prescription drug reporting requirements for health service plans reporting rate  

information; Legislative report on drug cost impact on health care premiums.  
1367.244. Request for exception to plan’s step therapy process for prescription drugs.  
1367.25. Contraceptive coverage.  
1367.251. Deductible, coinsurance, copayment and cost sharing requirements for abortion and  

abortion related services.  
1367.255. Vasectomy services and procedures under health care service plan; Religious employer  

exception.  
1367.26. [Section repealed 2016.]  
1367.27. Provider directory.  
1367.28. Directory of gender-affirming service providers.  
1367.29. Issuance of identification card to assist enrollee with accessing health benefits coverage  

information; Contents of identification card.  
1367.30. Group health care service plan contracts; Applicable law.  
1367.31. Referral requirement prohibited for receiving reproductive and sexual health care  

coverage or services.  
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Section 
1367.32. Required enrollee information for religious employer plan without abortion and contra­

ception coverage or benefits.  
1367.33. Contraceptive coverage requirements for plans operated by institutions of higher  

learning.  
1368. Grievance systems. 
1368.01. Time period in which to resolve grievances; Expedited review for cases involving serious  

threat to patient’s health.  
1368.015. Online grievance procedure.  
1368.016. Establishment of Internet Web site; Link to specified information required; Updates;  

Applicability of section.  
1368.02. Toll-free telephone number for complaints.  
1368.03. Participation in plan’s grievance process before complaint with department.  
1368.04. Enforcement by director; Violations; Administrative penalty.  
1368.05. Direct consumer assistance activities by Department of Managed Health Care; Contracts  

with community-based consumer assistance organizations.  
1368.1. Information provided by plan denying coverage to enrollee with terminal illness; Confer­

ence to review information.  
1368.2. Hospice care.  
1368.5. Pharmacist coverage.  
1368.6. Pilot project to assess the impact of heath care service plan and prohibitions of dispensing  

prescription drugs; Required reporting [Repealed effective January 1, 2023].  
1368.7. State of emergency or health emergency; Access to medically necessary health care  

services; Disruption to operation of health care service plan.  
1369. Participation by subscribers and enrollees. 
1370. Review procedures. 
1370.1. Review subcommittees.  
1370.2. Review of appeal of contested claim.  
1370.4. Independent external review process for coverage decisions on experimental or investi­

gational therapies.  
1370.6. Coverage for approved clinical trials.  
1371. Reimbursement of claims; Contested claims. 
1371.1. Notification to provider of overpayment; Reimbursement; Contested claims; Accrual of  

interest.  
1371.2. Prohibited request for reimbursement or reduction of level of payment.  
1371.22. Acceptance of lowest payment rate charged by provider to patient or third-party;  

Inapplicability of policy provision to cash payments made to provider by patient  
without private or public health care.  

1371.25. Liability.  
1371.3. Assignment of right to reimbursement.  
1371.30. Independent dispute resolution process for noncontracting individual health profes­

sional.  
1371.31. Reimbursement rate for noncontracting individual health professional; Reporting re­

quirements; Exemptions.  
1371.35. Time limits for reimbursement, contest, or denial of certain claims; What constitutes  

complete claim; Claims excepted from time limits.  
1371.36. Denial of payment based on authorization.  
1371.37. Prohibition against unfair patterns.  
1371.38. Regulations and reports.  
1371.39. Instances of unfair payment patterns.  
1371.4. Authorization for emergency services.  
1371.5. Use of emergency response system.  
1371.55. Services received from noncontracting air ambulance provider; “In-network cost-sharing  

amount”.  
1371.56. Noncontracting ground ambulance provider; In-network cost-sharing amount.  
1371.8. Rescission or modification of authorization after service provided.  
1371.9. “In-network cost-sharing amount” for services provided by noncontracting individual  

health professional; Exemptions.  
1372. Contracts; Use of evidence of coverage; Exception. 
1373. Required or prohibited contract provisions. 
1373.1. Conversion provisions.  
1373.2. Conversion rights of dependent spouse upon change of status.  
1373.3. Selection of primary care physician.  
1373.4. Limitation on copayments and deductibles for specified maternity services.  
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Section 
1373.5. Coverage of spouses covered under terms of same master contract; Maximum contractual  

benefits.  
1373.6. Conversion coverage.  
1373.62. [Section repealed 2008.]  
1373.620. Required notices for health care service plans.  
1373.621. Additional benefits for former employee meeting tenure and age requirements and for  

employee’s spouse or former spouse; Applicability.  
1373.622. Provision of coverage after termination of pilot program; Applicable rules.  
1373.65. Termination of contract with provider group or general acute care hospital; Written  

notice; Right of enrollee to keep provider for designated time period.  
1373.7. Out of state contracts; Psychologist licensure requirements.  
1373.8. Contractees’ right to select licensed professionals in California to perform contract  

services.  
1373.9. Duty to give reasonable consideration to proposals for affiliation.  
1373.95. Written policy on continuity of care from health care service plan.  
1373.96. Completion of covered services.  
1373.10. Acupuncture.  
1373.11. Affiliation with podiatrists.  
1373.12. Duty of health care service plan to consider affiliation with chiropractors.  
1373.13. Discrimination against licensed dentists; Legislative intent.  
1373.14. Exclusion of victims of progressive, degenerative and dementing illnesses.  
1373.18. Calculation of enrollee copayments for specified contracts of health care service plan.  
1373.19. Selection of arbitrator.  
1373.20. Arbitration requirements.  
1373.21. Written arbitration decisions.  
1374. Coverage less favorable for employees than spouses. 
1374.1. Availability of dependent coverage.  
1374.3. Compliance with standards for insurance incident to support and for insurance coverage  

relating to Medi-Cal beneficiaries.  
1374.5. Unenforceability of lifetime waiver of mental health services coverage in nongroup  

contract.  
1374.51. Voluntariness of psychiatric admission not to be used when determining eligibility for  

reimbursement.  
1374.55. Coverage for treatment of infertility; “Subsidiary”.  
1374.551. Standard fertility preservation services; Basic health care service.  
1374.56. Coverage for testing and treatment of phenylketonuria (PKU).  
1374.57. Exclusion of dependent child.  
1374.58. Group health care service plan to offer coverage for registered domestic partner equal to  

that provided to spouse.  
1374.7. Discrimination on basis of genetic characteristics.  
1374.75. Discrimination by health care service plan providers against victims of domestic  

violence.  
1374.8. Disclosure to employer that employee is receiving services.  
1374.9. Administrative penalties for discrimination on basis of genetic characteristics.  
1374.10. Inclusion of benefits for home health care.  
1374.11. Prisoners’ claims.  
1374.12. Restrictions on liability for expenses incurred while in state hospital.  
1374.13. Telehealth; Restrictions; Construction.  
1374.14. Telehealth services reimbursement.  
1374.141. Conditions for third-party telehealth service offer by health care service plan.  
1374.142. Reporting requirement for dental plans including plans with telehealth services  

through third-party corporate telehealth provider; Enrollee disclosures.  
1374.15. Disclosure of method used in calculating contract payment rates.  
1374.16. Standing referral to specialist.  
1374.17. Prohibition against denial of coverage for organ or tissue transplantation services based  

on HIV status.  
1374.18. “State Regulated” dental coverage.  
1374.19. Service plan or contract covering dental services; Coordination of benefits required.  
1374.192. Reimbursement for business expenses to prevent spread of diseases causing public  

health emergencies.  
1374.193. Service plan or contract covering dental services; Third party access to provider  

network contract, dental services, or contractual discounts.  
1374.194. Dental waiting period.  
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Section 
1374.195. Covered dental services; Contracts; Charge for services; Evidence of coverage and 

disclosure form; Required statement. 
1374.196. Establishment and maintenance of application programming interfaces. 
1374.197. Verification of health care provider credentialing application by health care service plan 

or disability insurer. 

HISTORY: Added Stats 1975 ch 941 § 2, operative July 1, 1976. 

§ 1367. Requirements for health care service plans 

A health care service plan and, if applicable, a specialized health care service 
plan shall meet the following requirements: 

(a) Facilities located in this state including, but not limited to, clinics, 
hospitals, and skilled nursing facilities to be utilized by the plan shall be 
licensed by the State Department of Public Health, where licensure is 
required by law. Facilities not located in this state shall conform to all 
licensing and other requirements of the jurisdiction in which they are 
located. 

(b) Personnel employed by or under contract to the plan shall be licensed 
or certified by their respective board or agency, where licensure or certifica­
tion is required by law. 

(c) Equipment required to be licensed or registered by law shall be so 
licensed or registered, and the operating personnel for that equipment shall 
be licensed or certified as required by law. 

(d) The plan shall furnish services in a manner providing continuity of 
care and ready referral of patients to other providers at times as may be 
appropriate consistent with good professional practice. 

(e)(1) All services shall be readily available at reasonable times to each 
enrollee consistent with good professional practice. To the extent feasible, 
the plan shall make all services readily accessible to all enrollees consis­
tent with Section 1367.03. 

(2) To the extent that telehealth services are appropriately provided 
through telehealth, as defined in subdivision (a) of Section 2290.5of the 
Business and Professions Code, these services shall be considered in 
determining compliance with Section 1300.67.2 of Title 28 of the Califor­
nia Code of Regulations. 

(3) The plan shall make all services accessible and appropriate consis­
tent with Section 1367.04. 
(f) The plan shall employ and utilize allied health manpower for the 

furnishing of services to the extent permitted by law and consistent with 
good medical practice. 

(g) The plan shall have the organizational and administrative capacity to 
provide services to subscribers and enrollees. The plan shall be able to 
demonstrate to the department that medical decisions are rendered by 
qualified medical providers, unhindered by fiscal and administrative man­
agement. 

(h)(1) Contracts with subscribers and enrollees, including group con­
tracts, and contracts with providers, and other persons furnishing ser­
vices, equipment, or facilities to or in connection with the plan, shall be 
fair, reasonable, and consistent with the objectives of this chapter. All 


