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HISTORY: 
Added Stats 1993 ch 1208 § 2 (AB 547). 

§ 1367.68. Coverage for surgical procedure for conditions affecting 
upper or lower jawbone 

(a) Any provision in a health care service plan contract entered into,
amended, or renewed in this state on or after July 1, 1995, that excludes
coverage for any surgical procedure for any condition directly affecting the
upper or lower jawbone, or associated bone joints, shall have no force or effect
as to any enrollee if that provision results in any failure to provide medically-
necessary basic health care services to the enrollee pursuant to the plan’s
definition of medical necessity. 

 
 
 
 

 

(b) For purposes of this section, “plan contract” means every plan contract, 
except a specialized health care service plan contract, that covers hospital, 
medical, or surgical expenses. 

(c) Nothing in this section shall be construed to prohibit a plan from 
excluding coverage for dental services provided that any exclusion does not 
result in any failure to provide medically-necessary basic health care services. 

HISTORY: 
Added Stats 1994 ch 1282 § 1 (AB 2994). 

§ 1367.69. Obstetrician-gynecologists as eligible primary care physi­
cians 

(a) On or after January 1, 1995, every health care service plan contract that 
provides hospital, medical, or surgical coverage, that is issued, amended, 
delivered, or renewed in this state, shall include obstetrician-gynecologists as 
eligible primary care physicians, provided they meet the plan’s eligibility 
criteria for all specialists seeking primary care physician status. 

(b) For purposes of this section, the term “primary care physician” means a 
physician, as defined in Section 14254 of the Welfare and Institutions Code, 
who has the responsibility for providing initial and primary care to patients, 
for maintaining the continuity of patient care, and for initiating referral for 
specialist care. This means providing care for the majority of health care 
problems, including, but not limited to, preventive services, acute and chronic 
conditions, and psychosocial issues. 

HISTORY: 
Added Stats 1994 ch 759 § 2 (AB 2493). 

§ 1367.695. Requirement for enrollee’s choice of obstetrical or gyne­
cological services provider 

(a) The Legislature finds and declares that the unique, private, and per­
sonal relationship between women patients and their obstetricians and gyne­
cologists warrants direct access to obstetrical and gynecological physician 
services. 

(b) Each health care service plan contract issued, amended, renewed, or 
delivered in this state, except a specialized health care service plan, shall allow 
an enrollee the option to seek obstetrical and gynecological physician services 
directly from a participating obstetrician and gynecologist or directly from a 
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participating family physician and surgeon designated by the plan as provid­
ing obstetrical and gynecological services. 

(c) In implementing this section, a health care service plan may establish 
reasonable requirements governing utilization protocols and the use of obste­
tricians and gynecologists, or family physicians and surgeons, as provided for 
in subdivision (b), participating in the plan network, medical group, or 
independent practice association, if those requirements are consistent with the 
intent of this section, are customarily applied to other physicians and sur­
geons, such as primary care physicians and surgeons, to whom the enrollee has 
direct access, and are no more restrictive for the provision of obstetrical and 
gynecological physician services. An enrollee shall not be required to obtain 
prior approval from another physician, another provider, or the health care 
service plan prior to obtaining direct access to obstetrical and gynecological 
physician services, but the plan may establish reasonable requirements for the 
participating obstetrician and gynecologist or family physician and surgeon, as 
provided for in subdivision (b), to communicate with the enrollee’s primary 
care physician and surgeon regarding the enrollee’s condition, treatment, and 
any need for followup care. 

(d) This section does not diminish the requirements of Section 1367.69. 

HISTORY: 
Added Stats 1998 ch 22 § 1 (AB 12). Amended 

Stats 1999 ch 525 § 98 (AB 78), operative July 

1, 2000; Stats 2000 ch 857 § 33 (AB 2903); Stats 
2019 ch 632 § 7 (AB 1622), effective January 1, 
2020. 

§ 1367.7. Coverage for prenatal diagnosis of genetic disorders of fetus 

On and after January 1, 1980, every health care service plan contract that 
covers hospital, medical, or surgical expenses on a group basis, and which 
offers maternity coverage in such groups, shall also offer coverage for prenatal 
diagnosis of genetic disorders of the fetus by means of diagnostic procedures in 
cases of high-risk pregnancy. Every health care service plan shall communicate 
the availability of such coverage to all group contract holders and to all groups 
with whom they are negotiating. 

HISTORY: 
Added Stats 1979 ch 629 § 1. 

§ 1367.71. General anesthesia and associated facility charges for den­
tal procedures 

(a) Every health care service plan contract, other than a specialized health 
care service plan contract, that is issued, amended, renewed, or delivered on or 
after January 1, 2000, shall be deemed to cover general anesthesia and 
associated facility charges for dental procedures rendered in a hospital or 
surgery center setting, when the clinical status or underlying medical condi­
tion of the patient requires dental procedures that ordinarily would not require 
general anesthesia to be rendered in a hospital or surgery center setting. The 
health care service plan may require prior authorization of general anesthesia 
and associated charges required for dental care procedures in the same 
manner that prior authorization is required for other covered diseases or 
conditions. 

(b) This section shall apply only to general anesthesia and associated facility 


