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zation Schedule/United States, jointly adopted by the American Academy 
of Pediatrics, the Advisory Committee on Immunization Practices, and the 
American Academy of Family Physicians, unless the State Department of 
Health Services determines, within 45 days of the published date of the 
schedule, that the schedule is not consistent with the purposes of this 
section. 
(2) Provide for all of the following: 

(A) Periodic health evaluations. 
(B) Immunizations. 
(C) Laboratory services in connection with periodic health evaluations. 

HISTORY: 
Added Stats 1992 ch 1134 § 2 (SB 371), as H 

& S C §  1367.5. Renumbered by Stats 1994 ch 

146 § 98 (AB 3601). Amended Stats 1996 ch 556 
§ 2 (SB 686); Stats 1999 ch 525 § 97 (AB 78), 
operative July 1, 2000. 

§ 1367.36. Costs of required immunization of children 

(a) A risk-based contract between a health care service plan and a physician 
or physician group that is issued, amended, delivered, or renewed in this state 
on or after January 1, 2001, shall not include a provision that requires a 
physician or a physician group to assume financial risk for the acquisition costs 
of required immunizations for children as a condition of accepting the 
risk-based contract. A physician or physician group shall not be required to 
assume financial risk for immunizations that are not part of the current 
contract. 

(b) Beginning January 1, 2001, with respect to immunizations for children 
that are not part of the current contract between a health care service plan and 
a physician or physician group, the health care service plan shall reimburse a 
physician or physician group at the lowest of the following, until the contract 
is renegotiated: (1) the physician’s actual acquisition cost, (2) the “average 
wholesale price” as published in the Drug Topics Red Book, or (3) the lowest 
acquisition cost through sources made available to the physician by the health 
care service plan. Reimbursements shall be made within 45 days of receipt by 
the plan of documents from the physician demonstrating that the immuniza­
tions were performed, consistent with Section 1371 or through an alternative 
funding mechanism mutually agreed to by the health care service plan and the 
physician or physician group. The alternative funding mechanism shall be 
based on reimbursements consistent with this subdivision. 

(c) Physicians and physician groups may assume financial risk for providing 
required immunizations, if the immunizations have experiential data that has 
been negotiated and agreed upon by the health care service plan and the 
physician risk-bearing organization. However, a health care service plan shall 
not require a physician risk-bearing organization to accept financial risk or 
impose additional risk on a physician risk-bearing organization in violation of 
subdivision (a). 

(d) A health care service plan shall not include the acquisition costs 
associated with required immunizations for children in the capitation rate of a 
physician who is individually capitated. 

HISTORY: 
Added Stats 2000 ch 845 § 1 (SB 168). 
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§ 1367.4. Effect of blindness on coverage 

No plan issuing, providing, or administering any contract of individual or 
group coverage providing medical, surgical, or dental expense benefits applied 
for and issued on or after January 1, 1986, shall refuse to cover, or refuse to 
continue to cover, or limit the amount, extent, or kind of coverage available to 
an individual, or charge a different rate for the same coverage solely because 
of blindness or partial blindness. 

“Blindness or partial blindness” means central visual acuity of not more 
than 20/200 in the better eye, after correction, or visual acuity greater than 
20/200 but with a limitation in the fields of vision so that the widest diameter 
of the visual field subtends an angle no greater than 20 degrees, certified by a 
licensed physician and surgeon who specializes in diseases of the eye or a 
licensed optometrist. 

HISTORY: 
Added Stats 1985 ch 971 § 1. 

§ 1367.41. Pharmacy and therapeutics committee 

(a) Commencing January 1, 2017, a health care service plan shall maintain 
a pharmacy and therapeutics committee that shall be responsible for develop­
ing, maintaining, and overseeing any drug formulary list. If the plan delegates 
responsibility for the formulary to any entity, the obligation of the plan to 
comply with this chapter shall not be waived. 

(b) The pharmacy and therapeutics committee board membership shall 
conform with both of the following: 

(1) Represent a sufficient number of clinical specialties to adequately 
meet the needs of enrollees. 

(2) Consist of a majority of individuals who are practicing physicians, 
practicing pharmacists, and other practicing health professionals who are 
licensed to prescribe drugs. 
(c) Members of the board shall abstain from voting on any issue in which the 

member has a conflict of interest with respect to the issuer or a pharmaceutical 
manufacturer. 

(d) At least 20 percent of the board membership shall not have a conflict of 
interest with respect to the issuer or any pharmaceutical manufacturer. 

(e) The pharmacy and therapeutics committee shall meet at least quarterly 
and shall maintain written documentation of the rationale for its decisions 
regarding the development of, or revisions to, the formulary drug list. 

(f) The pharmacy and therapeutics committee shall do all of the following: 
(1) Develop and document procedures to ensure appropriate drug review 

and inclusion. 
(2) Base clinical decisions on the strength of the scientific evidence and 

standards of practice, including assessing peer-reviewed medical literature, 
pharmacoeconomic studies, outcomes research data, and other related 
information. 

(3) Consider the therapeutic advantages of drugs in terms of safety and 
efficacy when selecting formulary drugs. 

(4) Review policies that guide exceptions and other utilization manage­


