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tively market only to medium employer groups of 51 to 199 eligible 
employees, and apply a risk adjustment factor of no more than 115 percent 
and no less than 85 percent of the standard employee risk rate. 
(b) Health care service plans shall be required to comply with this section 

only beginning with the date when coverage begins to be offered through the 
State Health Purchasing Program pursuant to Part 8.7 (commencing with 
Section 2120 of Division 2 of the Labor Code. 

HISTORY: 
Added Stats 2003 ch 673 § 3 (SB 2). 

§ 1357.22. Requirements of health care plan contracts for certain 
large and medium employers (Inoperative) 

On and after January 1, 2006, a health care service plan contract with an 
employer as defined in Section 2122.6 of the Labor Code providing health 
coverage to enrollees or subscribers shall meet all of the following require­
ments: 

(a) The employer shall be responsible for the cost of health care coverage 
except as provided in this section. 

(b) An employer may require a potential enrollee to pay up to 20 percent 
of the cost of the coverage, proof of which is provided by the employer in lieu 
of paying the fee required by Part 8.7 (commencing with Section 2120) of 
Division 2 of the Labor Code, unless the wages of the potential enrollee are 
less than 200 percent of the federal poverty guidelines, as specified annually 
by the United States Department of Health and Human Services. For 
enrollees making a contribution for family coverage and whose wages are 
less than 200 percent of the federal poverty guidelines for a family of three, 
the applicable enrollee contribution shall not exceed 5 percent of wages. For 
enrollees making a contribution for individual coverage and whose wages 
are less than 200 percent of the federal poverty guidelines for an individual, 
the applicable enrollee contribution shall not exceed 5 percent of wages of 
the individual. 

(c) If an employer, as defined in Section 2122.6 of the Labor Code, chooses 
to purchase more than one means of coverage for potential enrollees and, if 
applicable, dependents, the employer may require a higher level of contri­
bution from potential enrollees as long as one means of coverage meets the 
standards of this section. 

(d) An employer, as defined in Section 2122.6 of the Labor Code, may 
purchase health care coverage that includes additional out-of-pocket ex­
penses, such as copayments, coinsurance, or deductibles. In reviewing 
subscriber or enrollee share-of-premium, deductibles, copayments, and other 
out-of-pocket costs, the department shall consider those permitted by the 
board under Part 8.7 (commencing with Section 2120) of Division 2 of the 
Labor Code. 

(e) Notwithstanding subdivision (b), a medium employer may require an 
enrollee to contribute more than 20 percent of the cost of coverage if both of 
the following apply: 

(1) The coverage provided by the employer includes coverage for depen­
dents. 
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(2) The employer contributes an amount that exceeds 80 percent of the 
cost of the coverage for an individual employee. 
(f) The contract includes prescription drug coverage with out-of-pocket 

costs for enrollees consistent with subdivision (d). 

HISTORY: 
Added Stats 2003 ch 673 § 3 (SB 2). 

§ 1357.23. Reasonable efforts to contract with county hospital sys­
tems and clinics (Inoperative) 

On and after January 1, 2006, all health care service plans contracting with 
employers consistent with Section 1357.22 or with the State Health Purchas­
ing Program shall make reasonable efforts to contract with county hospital 
systems and clinics, including providers or networks of providers that refer 
enrollees to such hospitals and clinics, as well as community clinics and other 
safety net providers. This section shall not prohibit a plan from applying 
appropriate credentialing requirements consistent with this chapter. This 
section shall not apply to a nonprofit health care service plan that provides 
hospital services to its enrollees primarily through a nonprofit hospital 
corporation with which the health care service plan shares an identical board 
of directors. 

HISTORY: 
Added Stats 2003 ch 673 § 3 (SB 2). 

ARTICLE 3.15 
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HISTORY: Added Stats 2012 ch 852 § 4 (AB 1083), effective January 1, 2013, operative 
January 1, 2014. Former Article 3.15, entitled “Preexisting Condition Provisions and Late 
Enrollees”, consisting of H & S C §§  1357.50–1357.55, was added Stats 1992 ch 1128 § 6, 
operative July 1, 1993, and repealed January 1, 2014, by the terms of former H & S C § 

1357.55. 

§ 1357.50. Definitions 

(a) For purposes of this article, the following definitions shall apply: 
(1) “Health benefit plan” means a health care service plan contract that 

provides medical, hospital, and surgical benefits. The term does not include 
coverage of Medicare services pursuant to contracts with the United States 
government, Medicare supplement coverage, or coverage under a specialized 
health care service plan contract. 

(2) “Preexisting condition provision” means a contract provision that 
excludes coverage for charges or expenses incurred during a specified period 
following the enrollee’s effective date of coverage, as to a condition for which 


