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preventive care and screenings provided in the comprehensive guidelines, as 
periodically updated, supported by the United States Health Resources and 
Services Administration. 

(4) With respect to women, those additional preventive care and screen­
ings not described in paragraph (1) as provided for in comprehensive 
guidelines supported by the United States Health Resources and Services 
Administration for purposes of this paragraph. 

(5) For the purposes of this section, the current recommendations of the 
United States Preventive Services Task Force regarding breast cancer 
screening, mammography, and prevention shall be considered the most 
current other than those issued in or around November 2009. 
(b) This section does not prohibit a health care service plan contract from 

providing coverage for services in addition to those recommended by the 
United States Preventive Services Task Force or to deny coverage for services 
that are not recommended by the United States Preventive Services Task 
Force. 

(c) A health care service plan shall provide coverage pursuant to subdivision 
(a) for plan years that begin on or after the date that is one year after the date 
the recommendation or guideline is issued. 

(1) A health care service plan that is required to provide coverage for any 
items and services specified in a recommendation or guideline described in 
subdivision (a) on the first day of a plan year shall provide coverage through 
the last day of the plan year, even if the recommendation or guideline 
changes or is no longer described in subdivision (a) during the plan year. 

(2) Notwithstanding paragraph (1), if a recommendation or guideline 
described in paragraph (1) of subdivision (a) that was in effect on the first 
day of a plan year is downgraded to a “D” rating, or if any item or service 
associated with any recommendation or guideline specified in subdivision (a) 
is subject to a safety recall or is otherwise determined to pose a significant 
safety concern by a federal agency authorized to regulate the item or service 
during a plan year, a health care service plan is not required to cover the 
item or service through the last day of the plan year. 
(d) This section does not apply to a specialized health care service plan that 

does not cover an essential health benefit, as defined in Section 1367.005. This 
section shall only apply to a health savings account-eligible health care service 
plan to the extent it does not fail to be treated as a high deductible health plan 
under Section 223 of Title 26 of the United States Code. 

(e) The department shall coordinate with the Department of Insurance if it 
adopts regulations to implement this section. 

HISTORY: 
Added Stats 2020 ch 302 § 4 (SB 406), effec­

tive September 29, 2020. 

§ 1367.003. Rebate on pro rata basis; Conditions; Minimum medical 
loss ratios; Total amount of rebate; Adoption of regulations; Applica­
bility 

(a) A health care service plan that issues, sells, renews, or offers health care 
service plan contracts for health care coverage in this state, including a 
grandfathered health plan, but not including specialized health care service 
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plan contracts that provide only dental or vision services, shall provide an 
annual rebate to each enrollee under that coverage, on a pro rata basis, if the 
ratio of the amount of premium revenue expended by the health care service 
plan on the costs for reimbursement for clinical services provided to enrollees 
under that coverage and for activities that improve health care quality to the 
total amount of premium revenue, excluding federal and state taxes and 
licensing or regulatory fees and after accounting for payments or receipts for 
risk adjustment, risk corridors, and reinsurance, is less than the following: 

(1) With respect to a health care service plan offering coverage in the large 
group market, 85 percent. 

(2) With respect to a health care service plan offering coverage in the 
small group market or in the individual market, 80 percent. 
(b) A health care service plan that issues, sells, renews, or offers health care 

service plan contracts for health care coverage in this state, including a 
grandfathered health plan, shall comply with the following minimum medical 
loss ratios: 

(1) With respect to a health care service plan offering coverage in the large 
group market, 85 percent. 

(2) With respect to a health care service plan offering coverage in the 
small group market or in the individual market, 80 percent. 
(c)(1) The total amount of an annual rebate required under this section shall 
be calculated in an amount equal to the product of the following: 

(A) The amount by which the percentage described in paragraph (1) or 
(2) of subdivision (a) exceeds the ratio described in paragraph (1) or (2) of 
subdivision (a). 

(B) The total amount of premium revenue, excluding federal and state 
taxes and licensing or regulatory fees and after accounting for payments 
or receipts for risk adjustment, risk corridors, and reinsurance. 
(2) A health care service plan shall provide a rebate owing to an enrollee 

no later than September 30 of the calendar year following the year for which 
the ratio described in subdivision (a) was calculated. 
(d) The director may adopt regulations in accordance with the Administra­

tive Procedure Act (Chapter 3.5 (commencing with Section 11340) of Part 1 of 
Division 3 of Title 2 of the Government Code) that are necessary to implement 
the medical loss ratio as described under Section 2718 of the federal Public 
Health Service Act (42 U.S.C. Sec. 300gg-18), and any federal rules or 
regulations issued under that section. 

(e) The requirements of this section shall be implemented as described in 
Section 2791 of the federal Public Health Service Act (42 U.S.C. Sec. 300gg-91) 
and the requirements of Section 2718 of the federal Public Health Service Act 
(42 U.S.C. Sec. 300gg-18) and any rules or regulations issued under those 
sections as in effect on January 1, 2017. 

(f) This section does not apply to provisions of this chapter pertaining to 
financial statements, assets, liabilities, and other accounting items to which 
subdivision (s) of Section 1345 applies. 

(g) This section does not apply to a health care service plan contract or 
insurance policy issued, sold, renewed, or offered for health care services or 
coverage provided in the Medi-Cal program (Chapter 7 (commencing with 
Section 14000) of Part 3 of Division 9 of the Welfare and Institutions Code). 
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HISTORY: 
Added Stats 2011 ch 644 § 2 (SB 51), effective 

January 1, 2012. Amended Stats 2018 ch 678 § 
1 (AB 2499), effective January 1, 2019. 

§ 1367.004. Plans covering dental services; MLR annual report re­
quirement; Examination by director; Use of data by Legislature; 
Compliance guidance exempt from APA 

(a) A health care service plan that issues, sells, renews, or offers a contract 
covering dental services shall file a report with the department by July 31 of 
each year, which shall be known as the MLR annual report. The MLR annual 
report shall be organized by market and product type and shall contain the 
same information required in the 2013 federal Medical Loss Ratio (MLR) 
Annual Reporting Form (CMS-10418). The department shall post a health care 
service plan’s MLR annual report on its Internet Web site within 45 days after 
receiving the report. 

(b) The MLR reporting year shall be for the calendar year during which 
dental coverage is provided by the plan. As applicable, all terms used in the 
MLR annual report shall have the same meaning as used in the federal Public 
Health Service Act (42 U.S.C. Sec. 300gg-18), Part 158 (commencing with 
Section 158.101) of Title 45 of the Code of Federal Regulations, and Section 
1367.003. 

(c) If the director decides to conduct a financial examination, as described in 
Section 1382, because the director finds it necessary to verify the health care 
service plan’s representations in the MLR annual report, the department shall 
provide the health care service plan with a notification 30 days before the 
commencement of the financial examination. 

(d) The health care service plan shall have 30 days from the date of 
notification to electronically submit to the department all requested records, 
books, and papers specified in subdivision (a) of Section 1381. The director may 
extend the time for a health care service plan to comply with this subdivision 
upon a finding of good cause. 

(e) The department shall make available to the public all of the data 
provided to the department pursuant to this section. 

(f) This section does not apply to a health care service plan contract issued, 
sold, renewed, or offered for health care services or coverage provided in the 
Medi-Cal program (Chapter 7 (commencing with Section 14000) and Chapter 
8 (commencing with Section 14200) of Part 3 of Division 9 of the Welfare and 
Institutions Code), the Medi-Cal Access Program (Chapter 2 commencing with 
Section 15810) of Part 3.3 of Division 9 of the Welfare and Institutions Code), 
or the California Major Risk Medical Insurance Program (Chapter 4 (com­
mencing with Section 15870) of Part 3.3 of Division 9 of the Welfare and 
Institutions Code), to the extent consistent with the federal Patient Protection 
and Affordable Care Act (Public Law 111-148). 

(g) The department may issue guidance to specialized health care service 
plans subject to this section regarding compliance with this section. The 
guidance shall not be subject to the rulemaking provisions of the Administra­
tive Procedure Act (Chapter 3.5 (commencing with Section 11340) of Part 1 of 
Division 3 of Title 2 of the Government Code), and shall be effective only until 
the department adopts regulations pursuant to that act. The department shall 
consult with the Department of Insurance in issuing the guidance specified in 
this section. 
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HISTORY: 
Added Stats 2014 ch 567 § 1 (AB 1962),

effective January 1, 2015. Amended Stats 2015

ch 303 § 252 (AB 731), effective January 1, 
2016; Stats 2018 ch 933 § 3 (SB 1008), effective 
January 1, 2019. 

§ 1367.005. Individual or small group health care service plan to 
cover essential health benefits; Provisions 

(a) An individual or small group health care service plan contract issued, 
amended, or renewed on or after January 1, 2017, shall include, at a minimum, 
coverage for essential health benefits pursuant to the federal Patient Protec­
tion and Affordable Care Act (PPACA) and as outlined in this section. For 
purposes of this section, “essential health benefits” means all of the following: 

(1) Health benefits within the categories identified in Section 1302(b) of 
PPACA: ambulatory patient services, emergency services, hospitalization, 
maternity and newborn care, mental health and substance use disorder 
services, including behavioral health treatment, prescription drugs, reha­
bilitative and habilitative services and devices, laboratory services, preven­
tive and wellness services and chronic disease management, and pediatric 
services, including oral and vision care. 

(2)(A) The health benefits covered by the Kaiser Foundation Health Plan 
Small Group HMO 30 plan (federal health product identification number 
40513CA035) as this plan was offered during the first quarter of 2014, as 
follows, regardless of whether the benefits are specifically referenced in 
the evidence of coverage or plan contract for that plan: 

(i) Medically necessary basic health care services, as defined in 
subdivision (b) of Section 1345 and Section 1300.67 of Title 28 of the 
California Code of Regulations. 

(ii) The health benefits mandated to be covered by the plan pursuant 
to statutes enacted before December 31, 2011, as described in the 
following sections: Sections 1367.002, 1367.06, and 1367.35 (preventive 
services for children); Section 1367.25 (prescription drug coverage for 
contraceptives); Section 1367.45 (AIDS vaccine); Section 1367.46 (HIV 
testing); Section 1367.51 (diabetes); Section 1367.54 (alpha-fetoprotein 
testing); Section 1367.6 (breast cancer screening); Section 1367.61 
(prosthetics for laryngectomy); Section 1367.62 (maternity hospital 
stay); Section 1367.63 (reconstructive surgery); Section 1367.635 (mas­
tectomies); Section 1367.64 (prostate cancer); Section 1367.65 (mam­
mography); Section 1367.66 (cervical cancer); Section 1367.665 (cancer 
screening tests); Section 1367.67 (osteoporosis); Section 1367.68 (surgi­
cal procedures for jaw bones); Section 1367.71 (anesthesia for dental); 
Section 1367.9 (conditions attributable to diethylstilbestrol); Section 
1368.2 (hospice care); Section 1370.6 (cancer clinical trials); Section 
1371.5 (emergency response ambulance or ambulance transport ser­
vices); subdivision (b) of Section 1373 (sterilization operations or proce­
dures); Section 1373.4 (inpatient hospital and ambulatory maternity); 
Section 1374.56 (phenylketonuria); Section 1374.17 (organ transplants 
for HIV); Section 1374.72 (mental health parity); and Section 1374.73 
(autism/behavioral health treatment). 

(iii) Any other benefits mandated to be covered by the plan pursuant 
to statutes enacted before December 31, 2011, as described in those 
statutes. 


