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the plan’s response, and describes remedial actions for deficiencies requiring 
longer periods for the remedy required by the director or proposed by the plan. 

(d) If requested in writing by the plan, the director shall append the plan’s 
response to the final report issued pursuant to subdivision (c). The plan may 
modify its response or statement at any time and provide modified copies to the 
department for public distribution not later than 10 days from the date of 
notification from the department that the final report will be made available to 
the public. The addendum to the response or statement shall also be made 
available to the public. 

(e) Notwithstanding subdivision (c), any health care service plan that 
contracts with the State Department of Health Services to provide service to 
Medi-Cal beneficiaries pursuant to Chapter 8 (commencing with Section 
14200) of Part 3 of Division 9 of the Welfare and Institutions Code may make 
a written request to the director to permit the State Department of Health 
Services to review its examination report. 

(f) Upon receipt of the written request described in subdivision (e), the 
director may, consistent with Section 7921.505 of the Government Code, 
permit the State Department of Health Services to review the plan’s exami­
nation report. 

(g) Nothing in this section shall be construed as affecting the director’s 
authority pursuant to Article 7 (commencing with Section 1386) or Article 8 
(commencing with Section 1390). 

HISTORY: 
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1976 ch 652 § 5, effec-
tive August 28, 1976, operative July 1, 1976; 
Stats 1979 ch 1061 § 1, operative July 1, 1980; 
Stats 1985 ch 908 § 3; Stats 1986 ch 718 § 5; 

Stats 1989 ch 845 § 3; Stats 1991 ch 722 § 5 (AB  
1669); Stats 1992 ch 1021 § 2 (SB 1643); Stats 
1998 ch 215 § 1 (AB 1377); Stats 1999 ch 525 § 
129 (AB 78), operative July 1, 2000; Stats 2021 
ch 615 § 227 (AB 474), effective January 1, 
2022, operative January 1, 2023. 

§ 1383. Annual report to department 

Every plan that is a health maintenance organization qualified under 
Section 1310(d) of Title XIII of the federal Public Health Service Act, shall 
provide the department with a copy of the reports the plan files annually with 
the United States Department of Health, Education, and Welfare pursuant to 
Title XIII of the federal Public Health Service Act. 

HISTORY: 
Added Stats 1979 ch 1083 § 11.5. 

§ 1383.1. Policy on second medical opinion 

(a) On or before July 1, 1997, every health care service plan shall file with 
the department a written policy, which is not subject to approval or disapproval 
by the department, describing the manner in which the plan determines if a 
second medical opinion is medically necessary and appropriate. Notice of the 
policy and information regarding the manner in which an enrollee may receive 
a second medical opinion shall be provided to all enrollees in the plan’s 
evidence of coverage. The written policy shall describe the manner in which 
requests for a second medical opinion are reviewed by the plan. 

(b) This section shall not apply to any health care service plan contract 
authorized under Article 5.6 (commencing with Section 1374.60). 
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(c) Nothing in this section shall require a health care service plan to cover 
services or provide benefits that are not otherwise covered under the terms and 
conditions of the plan contract, nor to provide services through providers who 
are not under contract with the plan. 

HISTORY: 
Added Stats 1996 ch 1091 § 1 (AB 3251). 

Amended Stats 1998 ch 215 § 2 (AB 1377), 
effective January 1, 1999. 

§ 1383.15. Second opinion 

(a) When requested by an enrollee or participating health professional who 
is treating an enrollee, a health care service plan shall provide or authorize a 
second opinion by an appropriately qualified health care professional. Reasons 
for a second opinion to be provided or authorized shall include, but are not 
limited to, the following: 

(1) If the enrollee questions the reasonableness or necessity of recom­
mended surgical procedures. 

(2) If the enrollee questions a diagnosis or plan of care for a condition that 
threatens loss of life, loss of limb, loss of bodily function, or substantial 
impairment, including, but not limited to, a serious chronic condition. 

(3) If the clinical indications are not clear or are complex and confusing, a 
diagnosis is in doubt due to conflicting test results, or the treating health 
professional is unable to diagnose the condition, and the enrollee requests an 
additional diagnosis. 

(4) If the treatment plan in progress is not improving the medical 
condition of the enrollee within an appropriate period of time given the 
diagnosis and plan of care, and the enrollee requests a second opinion 
regarding the diagnosis or continuance of the treatment. 

(5) If the enrollee has attempted to follow the plan of care or consulted 
with the initial provider concerning serious concerns about the diagnosis or 
plan of care. 
(b) For purposes of this section, an appropriately qualified health care 

professional is a primary care physician or specialist who is acting within his 
or her scope of practice and who possesses a clinical background, including 
training and expertise, related to the particular illness, disease, condition or 
conditions associated with the request for a second opinion. For purposes of a 
specialized health care service plan, an appropriately qualified health care 
professional is a licensed health care provider who is acting within his or her 
scope of practice and who possesses a clinical background, including training 
and expertise, related to the particular illness, disease, condition or conditions 
associated with the request for a second opinion. 

(c) If an enrollee or participating health professional who is treating an 
enrollee requests a second opinion pursuant to this section, an authorization or 
denial shall be provided in an expeditious manner. When the enrollee’s 
condition is such that the enrollee faces an imminent and serious threat to his 
or her health, including, but not limited to, the potential loss of life, limb, or 
other major bodily function, or lack of timeliness that would be detrimental to 
the enrollee’s ability to regain maximum function, the second opinion shall be 
authorized or denied in a timely fashion appropriate for the nature of the 
enrollee’s condition, not to exceed 72 hours after the plan’s receipt of the 


