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(ii) The availability of individual health coverage, including through 
Covered California, including at least all of the following: 

(I) That, beginning on January 1, 2014, individuals seeking cover­
age may not be denied coverage based on health status. 

(II) That the premium rates for coverage offered by a health care 
service plan or a health insurer cannot be based on an individual’s 
health status. 

(III) That individuals obtaining coverage through Covered Califor­
nia may, depending upon income, be eligible for premium subsidies 
and cost-sharing subsidies. 

(IV) That individuals seeking coverage must obtain this coverage 
during an open or special enrollment period, and a description of the 
open and special enrollment periods that may apply. 

(C) As a condition of receiving payment for a reporting period pursuant 
to this section, a health care service plan shall provide the State Depart­
ment of Health Care Services with a complete, final annual reconciliation 
report by the earlier of December 31, 2014, or an earlier date as prescribed 
by Section 1373.62, as it existed on January 1, 2007, for that reporting 
period. To the extent that it receives a complete, final reconciliation report 
for a reporting period by the date required pursuant to this subparagraph, 
the State Department of Health Care Services shall complete reconcilia­
tion with the health care service plan for that reporting period within 18 
months after receiving the report. 

(b) If the state fails to expend, pursuant to this section, sufficient funds for 
the state’s contribution amount to any health care service plan, the health care 
service plan may increase the monthly payments that its subscribers are 
required to pay for any standard benefit plan to the amount that the State 
Department of Health Care Services would charge without a state subsidy for 
the same plan issued to the same individual within the program. 

(c) Notwithstanding Chapter 3.5 (commencing with Section 11340) of Part 1 
of Division 3 of Title 2 of the Government Code, the State Department of 
Health Care Services may implement, interpret, or make specific this section 
by means of all-county letters, plan letters, plan or provider bulletins, or 
similar instructions, without taking regulatory action. 

HISTORY: 
Added Stats 2002 ch 794 § 7 (AB 1401). 

Amended Stats 2013 ch 441 § 8 (AB 1180), 

effective October 1, 2013; Stats 2015 ch 18 § 8 
(SB 75), effective June 24, 2015. 

§ 1373.65. Termination of contract with provider group or general 
acute care hospital; Written notice; Right of enrollee to keep provider 
for designated time period 

(a) At least 75 days before the termination date of its contract with a 
provider group or a general acute care hospital, the health care service plan 
shall submit an enrollee block transfer filing to the department that includes 
the written notice the plan proposes to send to affected enrollees. The plan may 
not send this notice to enrollees until the department has reviewed and 
approved its content. If the department does not respond within seven days of 
the date of its receipt of the filing, the notice shall be deemed approved. 

(b) At least 60 days before the termination date of a contract between a 
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health care service plan and a provider group or a general acute care hospital, 
the plan shall send the written notice described in subdivision (a) by United 
States mail to enrollees who are assigned to the terminated provider group or 
hospital. A plan that is unable to comply with the timeframe because of exigent 
circumstances shall apply to the department for a waiver. The plan is excused 
from complying with this requirement only if its waiver application is granted 
by the department or the department does not respond within seven days of 
the date of its receipt of the waiver application. If the terminated provider is a 
hospital and the plan assigns enrollees to a provider group with exclusive 
admitting privileges to the hospital, the plan shall send the written notice to 
each enrollee who is a member of the provider group and who resides within a 
15-mile radius of the terminated hospital. If the plan operates as a preferred 
provider organization or assigns members to a provider group with admitting 
privileges to hospitals in the same geographic area as the terminated hospital, 
the plan shall send the written notice to all enrollees who reside within a 
15-mile radius of the terminated hospital. 

(c) The health care service plan shall send enrollees of a preferred provider 
organization the written notice required by subdivision (b) only if the termi­
nated provider is a general acute care hospital. 

(d) If an individual provider terminates the provider’s contract or employ­
ment with a provider group that contracts with a health care service plan, the 
plan may require that the provider group send the notice required by 
subdivision (b). 

(e) If, after sending the notice required by subdivision (b), a health care 
service plan reaches an agreement with a terminated provider to renew or 
enter into a new contract or to not terminate their contract, the plan shall offer 
each affected enrollee the option to return to that provider. If an affected 
enrollee does not exercise this option, the plan shall reassign the enrollee to 
another provider. 

(f) A health care service plan and a provider shall include in all written, 
printed, or electronic communications sent to an enrollee that concern the 
contract termination or block transfer, the following statement in not less than 
8-point type: “If you have been receiving care from a health care provider, you 
may have a right to keep your provider for a designated time period. Please 
contact your health plan’s customer service department, and if you have 
further questions, you are encouraged to contact the Department of Managed 
Health Care, which protects consumers, by telephone at its toll-free number, 
1-888-466-2219, or at a TDD number for the hearing and speech impaired at 
1-877-688-9891, or online at www.dmhc.ca.gov”. 

(g) For purposes of this section, “provider group” means a medical group, 
independent practice association, or any other similar organization. 

HISTORY: 
Added Stats 2003 ch 591 § 3 (AB 1286). 

Amended Stats 2004 ch 164 § 2 (AB 1596); 

Stats 2016 ch 94 § 17 (AB 1709), effective 
January 1, 2017; Stats 2019 ch 113 § 5 (AB 
1802), effective January 1, 2020. 

§ 1373.7. Out of state contracts; Psychologist licensure requirements 

A health care service plan contract, which is written or issued for delivery 
outside of California and which provides benefits for California residents that 
are within the scope of psychological practice, shall not be deemed to prohibit 
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