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increased staffing and other resources attributable to these new responsibili­
ties, and any redirection of existing staff and resources to carry out these 
responsibilities. A single copy of the report shall be made available at no cost 
to members of the public upon request. The department may recover the cost 
of additional copies that are requested. 

(b) This section shall become operative on January 1, 2001, and then only if 
Assembly Bill 55 of the 1999-2000 Regular Session is enacted. 

HISTORY: 
Added Stats 1999 ch 542 § 11 (SB 189), 

effective January 1, 2000, operative January 1, 
2001. 
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HISTORY: Added Stats 1993 ch 987 § 3. 

§ 1374.60. Definitions 

For purpose of this article, the following definitions shall apply: 
(a) A “point-of-service plan contract” means any plan contract offered by a 

health care service plan whereby the health care service plan assumes 
financial risk for both “in-network coverage or services” and “out-of-network 
coverage or services.” 

The term “point-of-service plan contract” shall not apply to a plan contract 
where the out-of-network coverage or service is underwritten by an insur­
ance company admitted in this state or is provided by a self-insured 
employer and is offered in conjunction with in-network coverage or services 
provided pursuant to a health care service plan contract. 

(b) “Out-of-network coverage or services” means health care services 
received either from (1) providers who are not employed by, under contract 
with, or otherwise affiliated with the health care service plan, except for 
health care services received from these providers in an emergency or when 
referred or authorized by the plan under procedures specifically reviewed 
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and approved by the director or (2) providers who are employed by, under 
contract with, or otherwise affiliated with a health care service plan in 
instances when the “in-network coverage or services” requirements for care 
set forth in the health care service plan’s approved evidence of coverage are 
not met. 

(c) “In-network coverage or services” means all of the following: 
(1) All the health care services provided or offered under the require­

ments of this chapter that are received from a provider employed by, under 
contract with, or otherwise affiliated with the health care service plan and 
in accordance with the procedures set forth in the plan’s approved 
evidence of coverage. 

(2) Health care services received from a provider not affiliated with the 
health care service plan when the plan arranges for the enrollee to receive 
services from that provider. 

(3) Out-of-area emergency care provided in accordance with the proce­
dures set by the health care service plan to be followed in securing these 
services. 

HISTORY: 
Added Stats 1993 ch 987 § 3 (SB 1221). 

Amended Stats 1999 ch 525 § 115 (AB 78), 
operative July 1, 2000. 

§ 1374.62. Application to risk transferred through reinsurance 

A point-of-service plan contract, in which any risk for out-of-network 
coverage or services is transferred from a health care service plan through 
reinsurance, shall be subject to this article. 

HISTORY: 
Added Stats 1993 ch 987 § 3 (SB 1221), 

effective January 1, 1994. 

§ 1374.64. Plan criteria 

(a) Only a plan that has been licensed under this chapter and in operation 
in this state for a period of five years or more, or a plan licensed under this 
chapter and operating in this state for a period of five or more years under a 
combination of (1) licensure under this chapter and (2) pursuant to a certificate 
of authority issued by the Department of Insurance may offer a point-of-service 
contract. A specialized health care service plan shall not offer a point-of-service 
plan contract unless this plan was formerly registered under the Knox-Mills 
Health Plan Act (Article 2.5 (commencing with Section 12530) of Chapter 6 of 
Part 2 of Division 3 of Title 2 of the Government Code), as repealed by Chapter 
941 of the Statutes of 1975, and offered point-of-service plan contracts 
previously approved by the director on July 1, 1976, and on September 1, 1993. 

(b) A plan may offer a point-of-service plan contract only if the director has 
not found the plan to be in violation of any requirements, including adminis­
trative capacity, under this chapter or the rules adopted thereunder and the 
plan meets, at a minimum, the following financial criteria: 

(1) The minimum financial criteria for a plan that maintains a minimum 
net worth of at least five million dollars ($5,000,000) shall be: 

(A)(i) Initial tangible net equity so that the plan is not required to file 
monthly reports with the director as required by Section 


