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requirements and standards pending further review and comment. Nothing in 
this subdivision prohibits the director from adopting regulations, including 
emergency regulations, under the rulemaking provisions of the Administrative 
Procedure Act. 

(d) The board shall meet at least quarterly and at the call of the chair. In 
order to preserve the independence of the board, the director shall not serve as 
chair. The members of the board may establish their own rules and procedures. 
All members shall serve without compensation, but shall be reimbursed from 
department funds for expenses actually and necessarily incurred in the 
performance of their duties. 

(e) For purposes of this section, “board” means the Financial Solvency 
Standards Board. 

HISTORY: 
Added Stats 1999 ch 529 § 1 (SB 260). 

Amended Stats 2000 ch 1067 § 5 (SB 2094); 

Stats 2005 ch 77 § 27 (SB 64), effective January 
1, 2006; Stats 2007 ch 577 § 10 (AB 1750), 
effective October 13, 2007. 

§ 1347.5. Implementation of Medi-Cal program’s premium and cost-
sharing payments by health care service plan 

(a) A health care service plan providing individual coverage in the Exchange 
shall cooperate with requests from the Exchange to collaborate in the devel­
opment of, and participate in the implementation of, the Medi-Cal program’s 
premium and cost-sharing payments under Sections 14102 and 14148.65 of the 
Welfare and Institutions Code for eligible Exchange enrollees. 

(b) A health care service plan providing individual coverage in the Exchange 
shall not charge, bill, ask, or require an enrollee receiving benefits under 
Section 14102 or 14148.65 of the Welfare and Institutions Code to make any 
premium or cost-sharing payments for any services that are subject to 
premium or cost-sharing payments by the State Department of Health Care 
Services under Section 14102 or 14148.65 of the Welfare and Institutions Code. 

(c) For purposes of this section, “Exchange” means the California Health 
Benefit Exchange established pursuant to Title 22 (commencing with Section 
100500) of the Government Code. 

HISTORY: 
Added Stats 2014 ch 31 § 6 (SB 857), effective 

June 20, 2014. Amended Stats 2015 ch 303 § 
249 (AB 731), effective January 1, 2016. 

§ 1347.8. Annual report on funds maintained in segregated account 
pursuant to federal Patient Protection and Affordable Care Act 

(a) Beginning on July 1, 2023, and annually thereafter, a health care service 
plan providing a qualified health plan through the Exchange shall report to the 
director the total amount of funds maintained in a segregated account 
pursuant to subdivision (a) of Section 1303 of the federal Patient Protection 
and Affordable Care Act (Public Law 111-148). This annual report shall contain 
the ending balance of the account and the total dollar amount of claims paid 
during the reporting year. 

(b) For purposes of this section: 
(1) “Exchange” means the California Health Benefit Exchange estab­

lished pursuant to Title 22 (commencing with Section 100500) of the 
Government Code. 
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(2) “Qualified health plan” has the same meaning as defined in Section 
1301 of the federal Patient Protection and Affordable Care Act (Public Law 
111-148). 

HISTORY: 
Added Stats 2022 ch 563 § 1 (AB 2205), 

effective January 1, 2023. 

§ 1348. Antifraud plan 

(a) Every health care service plan licensed to do business in this state shall 
establish an antifraud plan. The purpose of the antifraud plan shall be to 
organize and implement an antifraud strategy to identify and reduce costs to 
the plans, providers, subscribers, enrollees, and others caused by fraudulent 
activities, and to protect consumers in the delivery of health care services 
through the timely detection, investigation, and prosecution of suspected 
fraud. The antifraud plan elements shall include, but not be limited to, all of 
the following: the designation of, or a contract with, individuals with specific 
investigative expertise in the management of fraud investigations; training of 
plan personnel and contractors concerning the detection of health care fraud; 
the plan’s procedure for managing incidents of suspected fraud; and the 
internal procedure for referring suspected fraud to the appropriate govern­
ment agency. 

(b) Every plan shall submit its antifraud plan to the department no later 
than July 1, 1999. Any changes shall be filed with the department pursuant to 
Section 1352. The submission shall describe the manner in which the plan is 
complying with subdivision (a), and the name and telephone number of the 
contact person to whom inquiries concerning the antifraud plan may be 
directed. 

(c) Every health care service plan that establishes an antifraud plan 
pursuant to subdivision (a) shall provide to the director an annual written 
report describing the plan’s efforts to deter, detect, and investigate fraud, and 
to report cases of fraud to a law enforcement agency. For those cases that are 
reported to law enforcement agencies by the plan, this report shall include the 
number of cases prosecuted to the extent known by the plan. This report may 
also include recommendations by the plan to improve efforts to combat health 
care fraud. 

(d) Nothing in this section shall be construed to limit the director’s authority 
to implement this section in accordance with Section 1344. 

(e) For purposes of this section, “fraud” includes, but is not limited to, 
knowingly making or causing to be made any false or fraudulent claim for 
payment of a health care benefit. 

(f) Nothing in this section shall be construed to limit any civil, criminal, or 
administrative liability under any other provision of law. 

HISTORY: 
Added Stats 1998 ch 837 § 1 (SB 956). 

Amended Stats 1999 ch 525 § 48 (AB 78), 
operative July 1, 2000. 

§ 1348.5. Compliance with other law 

A health care service plan shall comply with the provisions of Section 56.107 
of the Civil Code to the extent required by that section. To the extent this 


