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§ 1367.45. Coverage for approved AIDS vaccine; Cost effective price 

(a) Every individual or group health care service plan contract that is 
issued, amended, or renewed on or after January 1, 2002, that covers hospital, 
medical, or surgery expenses shall provide coverage for a vaccine for acquired 
immune deficiency syndrome (AIDS) that is approved for marketing by the 
federal Food and Drug Administration and that is recommended by the United 
States Public Health Service. 

(b) This section may not be construed to require a health care service plan 
to provide coverage for any clinical trials relating to an AIDS vaccine or for any 
AIDS vaccine that has been approved by the federal Food and Drug Adminis­
tration in the form of an investigational new drug application. 

(c) A health care service plan that contracts directly with an individual 
provider or provider organization may not delegate the risk adjusted treat­
ment cost of providing services under this section unless the requirements of 
Section 1375.5 are met. 

(d) Nothing in this section is to be construed in any manner to limit or 
impede a health care service plan’s power or responsibility to negotiate the 
most cost-effective price for vaccine purchases. 

(e) Nothing in this section shall be construed to deny or restrict in any way 
the department’s authority to ensure plan compliance with this chapter when 
a plan provides coverage for prescription drugs. 

HISTORY: 
Added Stats 2001 ch 634 § 2 (SB 446). 

Amended Stats 2002 ch 791 § 5 (SB 842). 

§ 1367.46. Coverage for HIV testing required 

Every individual or group health care service plan contract that is issued, 
amended, or renewed on or after January 1, 2009, that covers hospital, 
medical, or surgery expenses shall provide coverage for human immunodefi­
ciency virus (HIV) testing, regardless of whether the testing is related to a 
primary diagnosis. 

HISTORY: 
Added Stats 2008 ch 631 § 1 (AB 1894), 

effective January 1, 2009. 

§ 1367.47. Maximum amount health care service plan may require 
enrollee to pay at point of sale for covered prescription drug 

(a) The maximum amount a health care service plan may require an 
enrollee to pay at the point of sale for a covered prescription drug is the lesser 
of the following: 

(1) The applicable cost-sharing amount for the prescription drug. 
(2) The retail price. 

(b) A health care service plan shall not require a pharmacist or pharmacy to 
charge or collect from an enrollee a cost-sharing amount that exceeds the total 
retail price for the prescription drug. 

(c) The payment rendered shall constitute the applicable cost sharing and 
shall apply to the deductible, if any, and also to the maximum out-of-pocket 
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limit in the same manner as if the enrollee had purchased the prescription 
drug by paying the cost-sharing amount. 

HISTORY: 
Added Stats 2018 ch 770 § 2 (AB 2863), 

effective January 1, 2019. 

§ 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 

(a) A contract issued, amended, renewed, or delivered on or after January 1, 
2015, by or on behalf of a health care service plan and a provider or supplier 
shall not contain any provision that restricts the ability of the health care 
service plan to furnish consumers or purchasers information concerning any of 
the following: 

(1) The cost range of a procedure or a full course of treatment, including, 
but not limited to, facility, professional, and diagnostic services, prescription 
drugs, durable medical equipment, and other items and services related to 
the treatment. 

(2) The quality of services performed by the provider or supplier. 
(b) Any contractual provision inconsistent with this section shall be void and 

unenforceable. 
(c) A health care service plan shall provide the provider or supplier an 

advance opportunity of 30 days to review the methodology and data developed 
and compiled by the health care service plan, and used pursuant to subdivision 
(a), before cost or quality information is provided to consumers or purchasers, 
including material revisions or additions of new information. At the time the 
health care service plan provides a provider or supplier with the opportunity to 
review the methodology and data, it shall also notify the provider or supplier 
in writing of their opportunity to provide an Internet Web site link pursuant to 
subdivision (f). 

(d) If the information proposed to be furnished to enrollees and subscribers 
on the quality of services performed by a provider or supplier is data that the 
plan has developed and compiled, the plan shall utilize appropriate risk 
adjustment factors to account for different characteristics of the population, 
such as case mix, severity of patient’s condition, comorbidities, outlier epi­
sodes, and other factors to account for differences in the use of health care 
resources among providers and suppliers. 

(e) Any Internet Web site owned or controlled by a health care service plan, 
or operated by another person or entity under contract with or on behalf of a 
health care service plan, that displays the information developed and compiled 
by the health care service plan as referenced by this section shall prominently 
post the following statement: 

“Individual facilities or health care providers may disagree with the meth­
odology used to define the cost ranges, the cost data, or quality measures. 
Many factors may influence cost or quality, including, but not limited to, the 
cost of uninsured and charity care, the type and severity of procedures, the 
case mix of a facility, special services such as trauma centers, burn units, 


