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associations, or other contracting entities to pay claims for covered services. 
This section shall not be construed to prevent a plan from assigning, by a 
written contract, the responsibility to pay interest and late charges pursuant 
to this section to medical groups, independent practice associations, or other 
entities. 

(g) A plan shall not delay payment on a claim from a physician or other 
provider to await the submission of a claim from a hospital or other provider, 
without citing specific rationale as to why the delay was necessary and 
providing a monthly update regarding the status of the claim and the plan’s 
actions to resolve the claim, to the provider that submitted the claim. 

(h) A health care service plan shall not request or require that a provider 
waive its rights pursuant to this section. 

(i) This section shall not apply to capitated payments. 
(j) This section shall apply only to claims for services rendered to a patient 

who was provided emergency services and care as defined in Section 1317.1 in 
the United States on or after September 1, 1999. 

(k) This section shall not be construed to affect the rights or obligations of 
any person pursuant to Section 1371. 

(l) This section shall not be construed to affect a written agreement, if any, 
of a provider to submit bills within a specified time period. 

HISTORY: 
Added Stats 1998 ch 994 § 4 (AB 1560). 

Amended Stats 2000 ch 825 § 4 (SB 1177), ch 
827 § 4 (AB 1455). 

§ 1371.36. Denial of payment based on authorization 

(a) A health care service plan shall not deny payment of a claim on the basis 
that the plan, medical group, independent practice association, or other 
contracting entity did not provide authorization for health care services that 
were provided in a licensed acute care hospital and that were related to 
services that were previously authorized, if all of the following conditions are 
met: 

(1) It was medically necessary to provide the services at the time. 
(2) The services were provided after the plan’s normal business hours. 
(3) The plan does not maintain a system that provides for the availability 

of a plan representative or an alternative means of contact through an 
electronic system, including voicemail or electronic mail, whereby the plan 
can respond to a request for authorization within 30 minutes of the time that 
a request was made. 
(b) This section shall not apply to investigational or experimental therapies, 

or other noncovered services. 

HISTORY: 
Added Stats 2000 ch 827 § 5 (AB 1455), 

effective January 1, 2001. 

§ 1371.37. Prohibition against unfair patterns 

(a) A health care service plan is prohibited from engaging in an unfair 
payment pattern, as defined in this section. 

(b) Consistent with subdivision (a) of Section 1371.39, the director may 
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investigate a health care service plan to determine whether it has engaged in 
an unfair payment pattern. 

(c) An “unfair payment pattern,” as used in this section, means any of the 
following: 

(1) Engaging in a demonstrable and unjust pattern, as defined by the 
department, of reviewing or processing complete and accurate claims that 
results in payment delays. 

(2) Engaging in a demonstrable and unjust pattern, as defined by the 
department, of reducing the amount of payment or denying complete and 
accurate claims. 

(3) Failing on a repeated basis to pay the uncontested portions of a claim 
within the timeframes specified in Section 1371, 1371.1, or 1371.35. 

(4) Failing on a repeated basis to automatically include the interest due 
on claims pursuant to Section 1371. 
(d)(1) Upon a final determination by the director that a health care service 
plan has engaged in an unfair payment pattern, the director may: 

(A) Impose monetary penalties as permitted under this chapter. 
(B) Require the health care service plan for a period of three years from 

the date of the director’s determination, or for a shorter period prescribed 
by the director, to pay complete and accurate claims from the provider 
within a shorter period of time than that required by Section 1371. The 
provisions of this subparagraph shall not become operative until January 
1, 2002. 

(C) Include a claim for costs incurred by the department in any 
administrative or judicial action, including investigative expenses and the 
cost to monitor compliance by the plan. 
(2) For any overpayment made by a health care service plan while subject 

to the provisions of paragraph (1), the provider shall remain liable to the 
plan for repayment pursuant to Section 1371.1. 
(e) The enforcement remedies provided in this section are not exclusive and 

shall not limit or preclude the use of any otherwise available criminal, civil, or 
administrative remedy. 

(f) The penalties set forth in this section shall not preclude, suspend, affect, 
or impact any other duty, right, responsibility, or obligation under a statute or 
under a contract between a health care service plan and a provider. 

(g) A health care service plan may not delegate any statutory liability under 
this section. 

(h) For the purposes of this section, “complete and accurate claim” has the 
same meaning as that provided in the regulations adopted by the department 
pursuant to subdivision (a) of Section 1371.38. 

(i) On or before December 31, 2001, the department shall report to the 
Legislature and the Governor information regarding the development of the 
definition of “unjust pattern” as used in this section. This report shall include, 
but not be limited to, a description of the process used and a list of the parties 
involved in the department’s development of this definition as well as recom­
mendations for statutory adoption. 

(j) The department shall make available upon request and on its website, 
information regarding actions taken pursuant to this section, including a 
description of the activities that were the basis for the action. 
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HISTORY: 
Added Stats 2000 ch 827 § 6 (AB 1455), 

effective January 1, 2001. 

§ 1371.38. Regulations and reports 

(a) The department shall, on or before July 1, 2001, adopt regulations that 
ensure that plans have adopted a dispute resolution mechanism pursuant to 
subdivision (h) of Section 1367. The regulations shall require that any dispute 
resolution mechanism of a plan is fair, fast, and cost-effective for contracting 
and non-contracting providers and define the term “complete and accurate 
claim, including attachments and supplemental information or documenta­
tion.” 

(b) On or before December 31, 2001, the department shall report to the 
Governor and the Legislature its recommendations for any additional statu­
tory requirements relating to plan and provider dispute resolution mecha­
nisms. 

HISTORY: 
Added Stats 2000 ch 827 § 7 (AB 1455), 

effective January 1, 2001. 

§ 1371.39. Instances of unfair payment patterns 

(a) Providers may report to the department through the toll-free provider 
line, email address, or another method designated by the department, in­
stances in which the provider believes a plan is engaging in an unfair payment 
pattern. 

(b) Plans may report to the department through the toll-free provider line, 
email address, or another method designated by the department, instances in 
which the plan believes a provider is engaging in an unfair billing pattern. 

(c) “Unfair billing pattern” means engaging in a demonstrable and unjust 
pattern of unbundling of claims, upcoding of claims, or other demonstrable and 
unjustified billing patterns, as defined by the department. 

(d) On or before July 1, 2019, and at least annually thereafter, the depart­
ment shall review complaints filed pursuant to subdivision (a). If the review of 
complaint data indicates a possible unfair payment pattern, the department 
may conduct an audit or an enforcement action pursuant to subdivision (s) of 
Section 1300.71 of Title 28 of the California Code of Regulations. 

HISTORY: 
Added Stats 2000 ch 827 § 8 (AB 1455), 

effective January 1, 2001. Amended Stats 2018 
ch 303 § 1 (AB 2674), effective January 1, 2019. 

§ 1371.4. Authorization for emergency services 

(a) A health care service plan that covers hospital, medical, or surgical 
expenses, or its contracting medical providers, shall provide 24-hour access for 
enrollees and providers, including, but not limited to, noncontracting hospi­
tals, to obtain timely authorization for medically necessary care, for circum­
stances where the enrollee has received emergency services and care is 
stabilized, but the treating provider believes that the enrollee may not be 
discharged safely. A physician and surgeon shall be available for consultation 
and for resolving disputed requests for authorizations. A health care service 


