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STATE OF CALIFORNIA

DEPARTMENT OF INSURANCE

45 Fremont Street

San Francisco, California 94105

TEXT OF PROPOSED EMERGENCY REGULATION

Date: January 12, 2015 REGULATION FILE: ER-201.5-00001

.:PROVIDER NETWORK ADEQUACY EMERGENCY REGULATION

Title 10. Investment
Chapter 5. Insurance Commissioner

Subchapter 2. Policy For~cns and Other Documents
Article 6. Provider Network Access Standards for Disability. Policies and Agreements

Amend § 2240. Definitions.
As used in this Article:

Li 11
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(~ a) ".Certificate" means an individual or family certificate of coverage issued pursuant to an
insurance contract.
(s b) "Covered person" means either a primary covered person or a dependent covered person
eligible. to receive health care services under the insurance contract providing network
provider services.
{~ c) "Dependent covered person".means someone who is eligible for coverage under an
insurance contract through his or her relationship with or dependency upon a primary covered
person..
{e d) ̀̀ Emergency health care services" means health care services rendered far any condition i~

5 ~ b

^^~' ̂~•~~~~•~~~,. manifesting itself by acute s~ptoms of sufficient severit~includin~
severe pain) such that the absence of immediate medical attention could reasonably be expected
to result in any of the following: (1) Placing the patient's health in serious ieopard~(2) Serious
impairment to bodily functions, (3) Serious dysfunction of any bodily or a~ n or part. (4) active



labor. "Emer~encv health care services" also includes services rendered for a psychiatric
emergene~
(e) "Essential community provider" (ECP) means providers that serve predominantly tow-
income, medically underserved individuals as defined in 45 CFR Section 156 235 published„ T _ _ „~, ,,,, , „ .. , . ,. ... , . .. _

(f} "Network provider" means an institution or a health care professional which renders health
.care services to covered persons pursuant to a contract to provide such services at alternative
rates.
{g) "Network provider services" means .health care services which are. covered under an
insurance contract when rendered by a network provider within the service area.
{h) ̀̀ Non-network provider services" means covered health care services delivered by a health
care provider who is not contracted with the insurer either drrectly or indirectly.
(i) "Health care professional" means a licensee or certificate holderenumerated in Insurance
Code 10.176 as of the effective date of this Article or as that Section may be amended thereafter.
(j) "Insurer" means an insurer who provides "health insurance" as defined in Section 106(b), and
includes those who authorize insureds to select providers who .have. contracted with the insurer
for alternative rates of payment as described in Section 10133.
(k) "Primary care physician" means a physician who is responsible for providing initial and
primary care to patients, for maintaining the continuity of patient care or for. initiating referral for
specialist care. A primary. care physician may 6e either a physician who has limited his practice
of medicine to general practice or who is aboard-certified or board-eligible internist,
pediatrician, obstetrician-gynecologist or family practitioner.
(1) "Primary covered person" means a person eligible for coverage under an insurance contract or
certificate.
(m) "Service .area" means the State of California or any other geographic area within the state
designated in the contract within which network provider services are rendered to covered
personsforcovered benefits.
(n) "Network" means all institutions or health care .professionals that are utilized to provide
medical services to covered persons pursuant to a contract with an insurer to provide such
services at alternative rates as described in Insurance Code Section 1 Q 1 ~3. A network as defined
herein can be directly contracted with by an insurer or leased by an insurer.
(a} "Limited English proficiency" means a limited ability or an inability to speak read write or
understand the English lan~ua~e at a level that permits the covered t~erson to interact effectively
with his or her health care providers or health insurer.

Note: Authority cited: Section 10133.5, Insurance Code. Reference: Sections 106{b), 10133,
10133.5, 101.44.5 and 10176, Insurance Code.

Amend§ 2240,1. Adegaacy and Accessibility of Provider Services.
(a) The provisions of this article apply to "health insurance" policies. as defined by Insurance
Code. section 106(b). Notwiths~andir~g the above, the provisions of this article do not apply to

~~'~~~~~~^'.specialized policies of health insurance that. provide coverage for vision care
expenses only or dental care expenses only.
(b) In arranging for nettivork provider services, insurers shall ensure that:
(1) Network providers are duly licensed or accredited and that they are sufficient, in number e~
stye, capacit~nd specralt_v, to be capable of furnishing the health care services covered by the
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insurance contract, taking into account the number of covered persons, their characteristics and
:.medical needs including the frequency of accessing needed medical care within the prescribed
geographic distances outlined herein and the. projected demand for services by type of services.
(2) Decisions pertaining to health care services to be rendered by providers to covered persons
are .based on such persons' medical needs and are made by or under the. supervision of licensed
and. appropriate health care professionals.
{3) Facilities used by providers to render -health care services are Located within reasonable
proximity to the work places or the principal residences of the. primary covered persons, are
reasonably accessible by public transportation and. are reasonably accessible to the physically
handicapped.
(4) ~s~Health care services .(excluding emergency health care services) are available at least
40 hours. per week, except for weeks including holidays.. Such services shall be available until at
least l O:OQ p.m. at Least one day per. week or for at least four hours each Saturday, except for
Saturdays falling on holidays.
(S) Emergency health care services are available and accessible within the service area at all
:times.
(6} -Health .care services are accessible to covered persons through network ,providers, or
other network arrangement.
(7) Net4vork provider services are rendered pursuant to written procedures which. include a
documented system for monitoring and evaluating accessibility of such care. The monitoring of
waiting time for appointments, as described in Section 2244.15, sha11 be a part of such a system.
(c) In arranging. for network provider services, insurers shall ensure that:
{1) There is the :equivalent of at least one full-time physician per 1,200 covered persons and at
least the .equivalent of one full-time primary care physician per. 2,000. covered persons.
(2) There. are primaiycare network providers with sufficient capacity to accept covered. persons
within30 minutes or 15 miles of each coveredperson's residence or yvorkplace.
(3} There are adequate full-time equivalents of primary care physicians in the nettivork acceptinz,
t1eW llat1e11tS CnVECeCl ~'?V the i~n7iCv tct a[`rnmmnclata antirir~atP~ Pnrnllmant rrr~~z~th

(~ ~ There are medically required network specialists who are certified or eligible for
certification by the appropriate specialty board with sufficient capacity to accept. covered persons
within 60 minutes or 30 miles of a covered person's residence or workplace. Notwithstanding the
above, the Commissioner may determinethat certain medical needs require. network specialty
care located .closer to covered persons when the nature and frequency. of use of such health care
services, and the standards of Insurance Code 10133.5(b) (3), support such modification,
(45} There are mental health and substance use disorder professionals with skills appropriate to
care far the mental health and substance use disorder needs of covered persons .and. with
sufficient capacity to accept covered. persons within 30 minutes or 15 miles of a covered .person's
residence or workplace. The network must adequately provide .for mental health and substance
use disorder treatment, including behavioral health thera~,~The network must take into account
the.. pattern and frequency with which different therapies particularly behavioral health ther~y

ve services av

insurer sha11 make the services available in such closer proximity
(A) Adequate networks include crisis intervention and stabilization psychiatric inpatient hospital
services, including voluntary tasvchiatrie inpatient services detoxification outpatient mental
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health and substance abuse evaluation and treatment, psvcholo~ical testing, outpatient services
:for monitoring drug therapy, partial hospitalization, intensive outpatient treatment, short-term
treatment in a crisis residential pro r~ am in a licensed psychiatric treatment facility with 24-hour

monitorin~,bv clinical staff for stabilization of an acute_psychiatric crisis. psychiatric observation
for an acute psychiatric crisis and services from mental health providers. Networks must also
provide for the diagnosis and medically necessary treatment of severe mental illnesses of a

experience to diagnose and treat mental health and substance abuse disorders.
~B) An insurer must establish a reasonable standard approved by the Department for the number
and geographic distribution of mental health providers who can treat severe mental illness of an
adult and serious .emotional disturbances of a child, taking into account the various types of
mental health practitioners acting within the scope of their licensure, and those practitioners
described in subdivision (c) of section 10144.51 of the`Insurance Code.
{C) The insurer must submit a narrative report describing the adequacy of its mental health and
substance abuse. disorder network to the Department for approval no less .frequently than
annually as part of the network adequacy report required by Section 2240.5.

substance use disorder services, including benefits,praviders, coverage, and other relevant
information, b~callina a customer service representative during normal business hours.
{~ 6) There is a network hospital. with sufficient capacity to accept covered persons for covered
services within 30 minutes or 15 miles of a covered person's residence or workplace. Networks
must include hospitals with sufficient capacity to serve the entire population of covered persons
based on normal utilization patterns.

with admitting and practice privileges at network hospitals.
(8) The network includes an adequate number of network outpatient retail pharmacies located in
sufficient proximity to covered persons to permit adequate routine and emer~encv access.
Similarly, ancillary laboratory and other services dispensed by order or prescription of the

~rimary care provider are available from contractingproviders at locations (where covered
persons are~ersonally served within a reasonable distance from the primary provider.
~d) Networks shall be designed to optimize access by using a variety of facilit~ypes, such as
ambulatory surgical centers Further, access to facilities, such as dialysis centers, shall be
designed to accommodate the intensity and frequency of use by the patient population, so as to
minimize the impact of accessing the service on the patient"s work and life activities.
(e) Networks must provide access to medicall~ppropriate care from a giialifed provider. If
medically appropriate care cannot be provided within the network, the insurer shall arrange for
the required care with available and accessible providers outside the network, with the ap bent
responsible for paying only the in-network cost sharing for the service. In addition to in-network
copavments and coinsurance, in-network cost sharing includes applicability of the in-network
deductible and accrual of cost sharing to the in-network ot~t-of-pocket maximum.
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shall be provided to the. Department no .less frequently than annually as part of the network
adequacy report required by Section 224Q.S. The standards shall be used in determining the
selection of health care professionals and facilities by the health carrier, its intermediaries and
any_provider networks with which it contracts. Selection criteria shall not be established in a
manner:
~1}That would allow a health carrier to avoid high-risk populations by excludin,~providers
because they are located in~eographic areas that contain populations or providers presenting a

road closures, so as to comply with access and timeliness standards throughout the calendar year.

(i) The insurer must measure the adequacy of its network at least twice a year, and demonstrate
and attest to .the. Department that it has done so, and submit a corrective action plan to the
Commissioner if the standards set forth in this article are not met.

{i) Notwithstandinff the above, the Commissioner mawdetermine that certain medical needs
require network providers andlor facilities located closer to covered persons when the nature and
frequency of use of such health care services, and the standards of Insurance Code section
10133:5 b (31, support such modification.
(bk} Nottivithstanding the above, these requirements are not intended. to prevent the covered
person from selecting providers as allowed by their insurance contract beyond the applicable
geographic area specfied,by these standards.

(~1) In determining whether an insurer's arrangements for network. provider services comply with
these regulations, the Commissioner shall consider to the extent the Commission deems
necessary, the practices of comparable health care service plans licensed under the Knox-Keene
Health Care Secviee Plan Act of 1975 Health and Safety Code Section 1340, et sea.

Note: Authority cited: Section 10133.5, Insurance Code. Reference:. Sections 106(b), 10133 and
10133.5, Insurance Code,

5

~, An adequate network must also demonstrate the capacity to provide medically necessary
organ, tissue, and stem cell transplant sur~erv. The insurer in its network adequacy report
required by Section 2240.5 shallidentify and locate each transplant center in its network by
name and address, and type of transplant provided in the facility.



Adopt new ~ 2240.15. Network Access Appointment Waiting Time Sta-ndards; t~uality
Assurance; Disclosure and Education.
(a For poses of this section, the follotivin~; definitions~ply:
~1) "A~pointment waiting time" means the time from the initial request for health care services
by a covered person or the covered person's treatingprovider to the earliest date offered for the
appointment for services, inclusive of time for obtaining authorization from the insurer or

42 United States Code ~ 300~g-13 tPublic Health Service Act X2713), and 45 Code of Federal
Re~uIations ~ l 46.130) and subdivision {a)(2)(A)Sii~ of section 10112.27 of the Insurance Code.
f 3) "Provider group" has the meanina~sef forth`in subdivision (~Z3) of section 10133.56 of the
Insurance Cade.
(4} "Triage" or "screening" means the assessment of a covered person's health concerns and
symptoms via communication, with a physician, re sg tered nurse, or other qualified health
`professional acting within his or her scope of practice and who is trained to screen or true an
insured who may need care, for the purpose of determinin t~ he ur~encv of the covered person's
:need for care. 

b

'~5) ̀'Triage or screening waiting time"-means the time waiting to speak by telephone with a
physician, registered nurse, or other qualified health professional acting within his or her scope
of practice and who is trained to screen or triage an insured who may need care.
f 6) "Urgent care" means health :care for a condition that requires prompt attention, consistent
with subdivision (hZ(2) of section .10123.135 of the Insurance Code.
(b) Standards :for Timely Access to Care.
(11 Insurers shall provide or arrange for the provision of covered health care services in a timely
manner appropriate for the nature of the covered person's condition consistent with good
professional practice. Insurers shall establish and maintain provider networks, olp 1CieS,

health care services, including but not limited to prior authorization processes, are completed in a
manner that assures the provision of covered health care services to covered persons in a timer
manner appropriate for the covered person's condition and in compliance with the requirements
of this section.
(3) When it is necessar f~provider or a covered .person to reschedule an appointment, the
appointment shall be promptly rescheduled in a manner that is appropriate for the covered
person's health care needs, and ensures continuity of care consistent with good professional
practice, and consistent with the objectives of Section 10133.5 of the Insurance Code and the
re~c uirements of this section.
(4) Interpreter services required by Section 10133.8 of the Insurance Code and Article 12 of Title
10 California Code of Regulations, commencing with Section 2538.1 shall be coordinated with
scheduled appointments for health"care services in a manner that ensures the provision of
interpreter services at the time of the appointment consistent with Title 10, California Code of
1ZeQulations, section 2538.6 without im~posin~ an undue delay on the scheduling of the
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appointment. This subdivision (c)(4) does not modify the requirements established in sections
10133.$ or 10133.9 of the Insurance Code.
~5) In addition to ensuring compliance with the clinical appropriateness standard set forth at
subdivision (c)(1}, each insurer shall ensure that its contracted provider network has ode uate
capacity and availability of licensed health care providers to offer covered persons appointments
that meet the following timeframes:
(A) Urgent care appointments for services that do not require prior authorization: within 48 hours
of the request for appointment, except as provided in subdivision (b~5)(G~;
B~gent care appointments for services that require prior authorization: within 96 hours of the
request for appointment, except as provided in subdivision (b)(5)(G~,
(~ Nan-ur e~ nt appointments for primary care: within ten business days of the request for
appointment, except as .provided in subdivisions (b}(5~{G) and (~(5)(H);
jD) Non-urgent appointments with specialist physicians: within fifteen business-dais of the
request for appointment, except as provided in subdivisions tb~(5)(G) and b)(5)(H~
(E) Non-urgent appointments with anon-physician mental health care provider: within ten
business days of the request for appointment, except as provided in subdivisions (b~5){G) and

~~~
{F)Non=urgent appointments for ancillary services for the diagnosis or treatment of injury,
illness, or other health condition: within fifteen business days of the request for appointment,
except as provided in subdivisions {b)(5)(G) and (b)(5)(H);
(G) The applicable waiting time for a parkicular appointment may be extended if the referring or
treating licensed health care provider, or the health professional providin6 triage or screening
services, as applicable, acting within the scope of his or her practice and consistent with
professionallyrecognized standards of practice, has determined and noted in the relevant record
that a longer waiting time wi11 not have a detrimental impact on the health of the covered person;
~H) Preventive care services, as defined at subdivision fa~(2), and periodic follow up care,
including butnat limited to, standing referralstospecialists for chronic conditions, periodic
office visits to monitor and treat pregnancy, cardiac or mental health conditions, and laboratorX
and radiological monitoring for recurrence of disease, may be scheduled in advance consistent

requirements re aa~ rdin~provider adequacy and accessibility established by this Article.
(7) Insurers shall provide or arrange for the provision, 24 hours per day, 7 days per week; of
triage or screening services b ty elephane as defined in subdivision (a){5).
(AZnsurers shall ensure that telephone triage or screening services are provided in a timely
manner appropriate for the insured's condition, and that the triage or screening waitin6 time does
not exceed 30 minutes.
(B) An .insurer may provide or arrange for the provision of telephone triage or screening services
through one or more of the fallowing means: insurer-operated telephone triage or screening
services consistent with subdivision {b~5); telephone medical advice services pursuant to
Section 10279 of the Insurance Code; the insurer's contracted primary care and mental health
care provider network; or other method that provides triage or screening services .consistent with
the requirements of this subdivision (b)(7)(B).
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~8) An insurer that arranges for the provision of telephone triage or screening services through
contracted primary care and mental health care providers shall require those providers to
maintain a procedure for trig ink ar screening covered persons' telephone calls which at a
minimum, shall include the employment, during and after business hours of a telephone
answering machine and/or an answering service and/or office staff that 4vi11 inform the caller•
(A) Re~ardina the IenQth of wait for a return call from the provider• and
(B) How the caller rnav obtain urgent or emergenev care including when applicable how to
contact another provider who has agreed to be on-call to triage or screen b~~hone or if needed
deliver urgent or emer~enc
(9 An insurer #hat arranges for the provision of triage or screening services through contracted

(c) (,)uality Assurance Processes. Each insurer shall have written quality assurance systems
policies and t~rocedures designed to ensure that the insurer's provider network is sufficient to
provide accessibility, availability and continuity of covered health care services as required by
the Insurance Code and this section. An insurer's quality assurance program shall address
(1) Standards for the t~rovsion of covered services in a timely manner consistent with the
requirements of this section.
(2) Compliance monitoring policies and procedures filed for the Commissioner's review and
approval, designed to accurately measure the accessibility and availability of contracted
providers, which shall include:
(A) Trackin6 and documenting network capacity and availability with respect to the standards set
forth in subdivision (bl;
(B) Conducting an annual covered person experience survey which shall be conducted in
accordance with valid and reliable survey methodolatry and designed to ascertain com Hance
with the standards set forth in`subdivision (b .The Department will rrtake this survey publicly
available; and
(C) Conducting an annual provider survey, which shall be eonducted in accordance with ualid
and reliable sL~rvev methodolo~v and designed to solicit from physicians and non-~~ician
mental health providers, perspective and concerns re~ardin compliance with the standards set
forth at subdivision (b). The Department will make this survey up blicly available• and
~D) Reviewing and evaluating, no less fre uq entiv than quarterly the information available to the
insurer reQardin~ accessibility, availability and continuity of care including but not limited to



information obtained through covered person and provider surveys covered person grievances
and appeals, and triage or screeningservices.
(3) An insurer shall implement prompt investigation and corrective action when com 1p lance
monitorin6 discloses that the insurer's provider network is not sufficient to ensure timely access
as required by this section, includin6 but not limited to taking all necessar and appropriate
action to identify the causes) underlvin~ identified timely access deficiencies and to brin its
network into combliance. Insurers shall wive advance written notice to all contracted providers
affectec! by a corrective action, and sha11 include: a description of the identified deficiencies the
rationale for the corrective action, and the name and telephone number of the person authorized
to respond to provider concerns re~ardin~ the insurer's corrective action.
(d) Disclosure and Education.
(1) InsLirers sha11 disclose in all policies, certificates and coverage materials the availability of

insurer newsletters or comparable communications to covered persons, the insurer's standards
for timely access.

The telephone number at tivhich covered persons can access triage and screening services
shall be included on covered person membership cards. An insurer may comply with this
requirement throii~h an additional selection in its automated customer servicetelephone
answering system, where applicable, provided that the customer service number is included on
the covered berson's membership card.

Note: Authority cited: Section 10133.5, Insurance Code. Reference: Sections 106(b 10133
10133.5 and 10133.8 Insurance Cade

Adopt new & 2240.16. Access Standards for Pediatric Vision and Oral Essential Health
Benefits.

specialist dentists ophthalmoloffists optometrists and opticians to offer insureds appointments
for covered oral and vision services in accordance with the fallowing requirements•
(1) Urgent appointments within the pediatric orat and vision provider network shall be offered
within 72 hours of the time of request for appointment, when consistent with the covered
person's individual needs and as required by professionally recognized standards of ractice•
(2)Non-urgent appointments shall be offered within 36 business days of the request for
~pointment; and
(3) Preventive pediatric oral and vision care appointments shall be offered within 40 business
days of the request far appointment.
(c) The applicable tivaitin~ time for a particular appointment may be extended if the referring or
treating licensed health care provider or the health tarofessional providing triage or screening
services, as applicable, acting within the scope of his or her practice and consistent with

full-time equivalents of primary care network practitioners accepting new patients covered b,~the_
policy to accommodate antic~ated enrollment rg owth.



professionally recognized standards of practice has determined and noted in the relevant record
that a longer waiting time will nat have a detrimental impact on the health of the covered person

Note: Authority cited: Section 10133.5, Insurance Code. Reference: Sections 106(b) 10133
10133.5 and 10112.27 Insurance Cade.

Amend § 2240.4. Contracts with. ~'~~~ Network Providers.
(a) Insurers shall establish written policies and procedures far recruiting network providers
credentialin~ network providers, contracting with network providers and mana~in~ their
networks.
~}~Effective June 30, 2008, contracts between network providers and insurers or their agents
sha11:1) be in .writing and be fair and. reasonable as to the parties to such contracts; 2) provide
that network providers shall not make any additional charges for rendering network. services
except as provided for in the. contract between the insurer and the .insured; 3) include all the
agreements between the parties pertaining to the rendering of network provider services; 4) recite
that the. provider's primary consideration shall be the quality of the health care services rendered
to covered persons; 5) include provisions. ensuring that providers sha11 not discriminate. against
any insured in the provision of contracted services on the basis of sex, marital status, sexual
orientation, race, color, religion, ancestry, national origin, disability, health status, health
insurance coverage, Litilization of medical or mental health services or supplies, or other
unlawful basis including without limitation, the filing by such insured of any complaint,
grievance, or legal action against a providery- b) contain a provision re uirinthat network
facilities shall determine and disclose to the insuredperson prior to an insL~red person's non-
emeraencv episode of care the non-network providers who are likely to be involved in providing
care, and the estimated cost of that non-network care to the insured person For example for a
sur~ery in a network hospital the hospital shalt disclose to the insured person prior to the
surgery all non-network providers such as anesthesialo~ists radiologists and pathologists who
are anticipated to be involved in the insured person's care and the estimated cost of their non-
network services. This disclosure is to be made sufficiently in advance of the scheduled episode

(c) Insurers shall afford essential community providers equal o~portunity to participate in
contracts for alternative rates of payment to assure ad~uacy of number and location of
institutional facilities and professional providers in whathave been determined to be underserved
communities and ,populations.
(1) An insurer shall not discriminate a~ainst,a~rovider on the basis of the provider's Qualifying
as an essential community provider under state or federal law.
(2) When contracting with an essential community provider an insurer shall offer contractual
terms that are fair and reasonable, and similar to the terms offered to other similarlysituated
providers.
(3) Nothing in this section shall be construed to require an insurer to contract with an essential
community provider if such provider refuses to accept the enerall~a~ licable payment rates of
the insurer.
{d) An insurer shall notify the Department at least 10 days before the termination of a contract
with a provider, provider group, or facility, and in such notice shall demonstrate that its network
remains in compliance with the network ade~juacv requirements of this Article
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Note: Authority cited: Section 10133.5, Insurance Code. Reference: Sections 10133 and 10133.5,
Insurance Code.

Amend.§ 2240.5. Filing and Reporting Requirements.
(a) For all health insurance policies that include the option of utilizing contracted providers to
provide health. care services, the insurer shall file a network adequac~eport with the
Departrrtent, with accompany¢ documents, as follows:
~1) Be~innin~ on June 1, 2015 and, notwithstanding anv additional filings the insurer may have
made, annually thereafter on June 1, a :network adequacy report for all health insurance policies
providing current coverage or new health insurance policies.
(2) Upon request by the Commissioner, a network ade~uacv report for all health insurance
policies providing current coverage or ne~v health insurance policies.

Whenever an insurer seeks approval from the department for any policy form that relies upon
or includes the,option of utilizing contracted network providers to deliver health care
services, the insurer shall at the same time .file a network adequacyreport for the policy form for
which approval is sour ht..:,-~, ~~o D„~;,.y ~ ~~ „~ a, ;,~,~,o ~„r;~ r,o ,,,~ ~

V 1 V11V l I L^

(b) Network adequacy reports, and accompanying documents shall be electronically filed with
the Health Policy Approval Bureau through the "California Life &Health" instance of the
System for Electronic Rate and Farm Flinff (SERFF) of the National Association of Insurance
Commissioners (NAIC}.
~c~ Network adequacy reports shall consist ~f:
{1) A report describing the number and location of all network providers b cy ounty or zip code.
including facilities, primary care providers, specialty providers and mental health providers
including behavioral health providers, utilized by the insurer to provide services to covered
persons and demonstrating that the insurer is in compliance with all the accessibility and
availability requirements of these regulations, and identif~na the location and extent of areas of
non-compliance,
T,, ~. ('., Wit;.,
b~

change to ̀the service area since the filinff of the most recently filed network adequacy report
(d) The following documents must be submitted with the network adequacy report:
{~} ~1,ZAn affidavit or attestation acknowledging compliance with alt the a•equirements of this
regulation.
{~-} ~2,~A copy of writtenprocedures required by Section 2240.1(b)(7).
{-4~ ~3,ZComplete copies, including all appendices, attachments and exhibits., of the most
commonly utilized network provider contracts for each type of provider the insurer {or its agent
if ~:ising a leased network) includes in the provider network, including but not limited to hospital,
individual physician, group physician, laboratory, mental health rehabilitation and ancillary
service. contracts, Rakes or rate. schedules need. noC be provided with this f lino. All material
changes to provider contracts must. be filed with the Policy .Approval. Bureau as they become
effective..
(4) Copies of all written policies and procedures for recruiting network providers credentiali~
or accrediting network providers, contracting with network providers and manaain~ the
insurer's networks, including the selection and tiering standards rewired by subdivision (~} of
Section 2240.1.
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(5) The mental health and substance abuse disorder access report required b
subdivision (c)(5)fCl of Section 2240.1.
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{6) The timely access standards set forth in the insurer's policies and procedures including as
may be applicable, anv alternative time-elapsed standards and alternatives to time-elapsed
standards for which the insurer obtained. the Department's prior ap rovaL

provider and insured surveyprocesses;
(8) A report re~ardin~ anv noncompliance by the insurer with the provisions of this article The
report shall state whether or not an incident or pattern described in subdivision (d)L,)(A~or
(d)(8)(B) below occurred during the reportingperiod and if so shall include a description of the
identified non=compliance and the insurer's responsive investigation determination and
corrective action:
(A) Any incidents of noncompliance resulting in substantial harm to an insured or
(B) Andpatterns of non-compliance.

(11) Data re~ardinQ the extent to which members used out-of-network services during the
reporting period, including the number of out-af-network claims b~ype of provider dollar vales
of total claims avera e value er claim, total amount aid b the health lan avera e amount
paid per claim, total unpaid claim balances and average unpaid claim balance der claim
{12} Data re~ardin~ the extent to which members used emergency room services durin6 the
reporting period.
{13) Theinformation identif iy nand rovidin~ the location of each transplant center in the
network by name and address and type of tran~lant provided in the facility required by
subdivision (fl of Section 2240.1.
(T4) Information confirming the status of the insurer's provider network and enrollment at the
time of the report, which shall include on a county-bv-county basis in a format ap roved by the
DeLartment:
(A1 The insurer's enrollment in each product Line; and

12



(B) A complete list of the insurer's contracted physicians hospitals. and other contracted
providers including name location specialtyand subspecialt~quaiifications California license
number and National Provider Identification Number as applicable Physician specialty
designation shall specify board certification or eli i~ bility consistent with the specialty
designations recognized by the American Board of Medical Specialties.

:report until the Department implements aweb-based application that provides for electronic
submission via a web portal designated for the collection of insurer network data Upon the
Department's implementation of the designated network data collection web portal the
information re uiq red by subdivision~d)(14~ sha11 be submitted directly to the web Mortal
(~~ An insurer must notify the department .immediately at any time that a material change to any
of its networks results in the insurer being out of compliance with any of the provisions of these
regulations and, at the same time, submit. a corrective .plan .specifying all actions that the insurer
is taking, or will take, to come into compliance with these provisions, and estimating the time
required to da so.
(e g) Health insurers that contract for alternative rates of payment with providers shall annually
submit a report. to the Department through the National Association of Insurance Commissioners
(NAIC) System for Electronic Rate and Form Filin~~SERFF) no later than March 31 art
x^ *~'-~-rv" " c ^ ~ • ~ ~~~ ~~.Yu~===L~=~ ~~n~~~~~-R~z~~ on complaints received in the
previous calendar year by the insurer regarding ~t~ `access to care by covered persons and
issues with contracted providers. This report sha11 include the following:

~ A summary of receipt and resolution of complaints from covered persons regarding access
to or availability of any of the folloti~ing services by type of service: primary care. services,
specialty care. services, mental health professional services and hospital services.
(2) A summary of receipt and resolution of complaints received from providers by network and
type of service• primary care services specialty care services mental health professional
services, hospital services, and other services.
(3) The summaries required by subdivision (~~11 and ~,~) above shall include the followin~~
(A} Total number of complaints in the prior calendar ,~ ear.
(B) Identity of complainant.
(C Description of complaint.
(D) Status of comalaint as either resolved or unresolved.
(E Date complaint .received.
{F} Time from receipt of the complaint to resolution of the complaint if applicable or a

(G) Reason or reasons for failure to resolve the complaint if a~ lip cable•
~H) Description of complaint resolution, if applicable.
(h) The Commissioner may audit compliance with the requirements of this article through
requests for additional background information reaardin~ surveys undertaken by an insurer and
throu~li direct surveyproviders and covered persons.
(€ i) The department shall review these complaint reports and any complaints received by the
department regarding timely access to care and shall make this information public.

Note: Authority cited: Section. 1Q133.5, Insurance Code. Reference; Sections 1.0133 and 10133.5,
Insurance .Code.
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Adopt new ~ 2240.6. Notice and Information to Covered Persons.
{a) Network provider directories shalE be u dp ated pursuant to the rectuirements set forth in this
section and shall be offered to accommodate individuals with Limited English proficiency or
disabilities.
{b) An insurer shall post its current network provider directory on its Internet web site and inform

c~vera~;e ma[eriais. ine netw~rx provlaer inzormation provlaea on the website sriaii ne upciateq

weekly. The network provider directory shall be available online to both covered persons and
consumers shopping for coverage without requirements to log on or enter a password or apoli~
number.
f can insurer shall maintain accurate provider directories for its networks as to the data
elements listed in subdivision (~), below; and shall demonstrate the accuracy of its directories at
the request of the Department.
~d) In addition to providing the network provider directory on its Internet web site, the insurer
ehal~ alen ir~fnrm itc nn~rnra~ r~Prcnnc nftl~a aci~il~l~il~t.r ..f ~ ..~Y.o~. ~...,..~, ~.ftl.n ,,o~-.,...,.1~ .....~~.;,~1,,«

..y... . ~~...... .,.~... ~.1 y..~ ,~, y.,..k... ..N r

addendum to any existin¢ paper copy network provider director
(e) If an insurer has more than one provider network, fts provider directories shall make it
reasonably clear to a covered person which network applies to each insurance product.
(~ The network provider directory shall inform covered persons re~ardin~ the availability of
translations and interpreter services in lan~uaQes other than English pursuant to section 10133.8
of the Insurance Code.
(~1 The networ~rovder directory shall list the following for each provider:

(1) The name of the provider,
(2) The specialty area or areas of the provider,
(3} Whether the provider is currently acceptin ne~v patients,
(4) Whether the provider may be accessed without referral,
{5) The location(s), including address, and contact information for the provider
~~gender of the provider,
(7) Lan~ua~es spoken by the .provider,
(8ZLangua~es spoken by office staff,
~9) List of network facilities where the provider has admittin~rivile ems,,
X10) Whether the provider is a primary care physician (PCP ,
and
(11) Whether the office is ADA accessible.

(h} The :network provider directories, bath printed and online, shall also inform consumers of the
requirements of this article re~ardina the ins«rer's obligation to offer consumers primary care
and specialty care within the. st~ecified time frames.
(i) The network provider directories, bath printed and online, shall identify those cantractin~
providers ~vho are themselves multilingual or who employ other multilingual providers and/or
office staff, based on lan~ua~e capability disclosure forms signed by the mtiltilin~ual providers
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and/or office staff, attesting to their fluency in lan,~Qes other than English; chances to this
information shall be reflected in provider directory u dp ates•

(i) An insurer shall promptly notify those patients seen b~provider within the past year when
the provider ̀ for any reason, leaves the insurer's network. This may include, but is not limited to,
the _provider's decision to retire or sto~practicin~ medicine for other reasons, relocatin two an
area outside the service area, leaving a group practice that is included as a partlGlpant in the
network, or withdrawing from a network for any other reason.

Note: Authority cited: Section 10133.5, Insurance. Code. Reference: Sections 10133, 10133.5 and
10133.8 - Insurance Code.

Adopt new ~ 2240.7. Discretionary Waiver of Network Access Standards.
(a) If an insurer is unable to meet the network access standards) required by this article, the
insurer may apply to the Commissioner for a discretionary waiver of any network access
standards and offer an alternate access deliver~ystem. A waiver application must be
resubmitted annually.
(b) An application for waiver shall anly be reviewed and may be granted for the following

(2) There are sufficient numbers ar types of providers or facilities in the service area to meet the
standards required by this article, but the insurer is unable to contract with sufficient providers or
facilities to meet the network access standards set forth in this article.
~3) An insurer's provider network has been previousl~~proved under this article, and a provider
or facility subsequently becomes unavailable within the service area.
~) The application includes a proposal reQardin~ innovative nerivork design, such as primary
care medical homes, "Centers of Excellence," or accountable care organizations.
(c) In order for a waiver to be granted, the insurer must:.
(1~Propose an alternate access delivery system that will provide covered persons with access to
medicallynecessary care on a reasonable basis withoLrt detriment to their health.
(2) Ensure that covered persons obtain all covered services in the alternate access delivery
system at no greater cost to the covered persons than if the services were obtained from network
providers or facilities. Coinsurance, copayments and deductible requirements shall ap~ly to
alternate access deliver~systems at the same level. the~~plied to in-network services.
~) Demonstrate in its alternate access delivery system proposal a reasonable basis for not
meeting, andstandard set forth in this Article, and include an explanation of why the roposed
alternative access deliver~vstem provides covered persons with a sufficient number of the
appropriate types of providers or facilities to which the standard in question applies.
~) Demonstrate in its alternate access deliver~vstem proposal how the inspirer will assist
covered persons to locate providers and facilities in a manner that assures both availability
accessibility.
(A) Covered~ersons must be able to obtain health care services from a provider or facility within
the closest reasonable proximity of the covered person in a timely manner appropriate for the
covered person's health needs.
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(B) Alternate access deliver~ystems.inch~de, but are not limited to, such insurer strate ies as
use of out-of-county or out-of-service-area providers or facilities and exceptions to network
standards based upon rural locations in the service area.
(d~ The application shall include, at a minimum, the following:
(1 } A description of the affected area and covered persons in that area and how the insurer
determined the absence of providers or facilities.
(2) Alternatives that were considered, including bud not limited to, telemedicine or hone
consultation.
~3~pplicable reason or reasons set forth in subdivision (b~
(4} Any identified issues or risks that madprevent the alternate access delivery system from
providing covered persons with access to medically necessary care on a reasonable basis without
detriment to their health.
~} The alternate access deliverer s~~roposal described. and a description of how the
proposed alternate access deliver~system will satisfy the standards set forth in subdivision (c).
Vie) The Commissioner shall not approve an alternate access delivery system unless:
~l) The insurer provides substantial evidence of good faith efforts on its part to contract with
providers or facilities and can demonstrate that there is not an available provider or facility with
which the insurer can contract to meet the standards set forth in this article.
{2) The proposed alternate access deliver~~tem will provide:covered persons with access to
medically necessary care on a reasonable basis without detriment to their health.

Note: Authorit~ed: Section 10133.5, Insurance Code. Reference: Sections 10133 and 1Q133.5,
Insurance Code.
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§ 156.235 Essential community providers., 45 C.F.a. § 'i56.235

Gode of Federal Regulations
Title ~.5. Public 4b'elfare

Subtitle A. Department of Health and Human Services (Refs & Annos)
Subchapter B. Requirements Relating to Health Care Access (Refs &Annos)
Part i~b. Health Insurance Issuer Standards Under the Affordable Care Act, Including Standards
Related to Exchanges (Refs & Annos)
Subpart C. Qualified Health Plan Minimum Certification Standards (Refs & Annos)

45 C.F.R.. § i5b.23S

§ 1y6,23~ Essential community providers.

Effective: May 2g, aoi2
C~irrentness

(a) General requirement.

(7) A QHP issuer must have a sufficient number and geographic distribution of essential community providers, where
available, to ensure reasonable and timely access to a broad range of such providers for low-income, medically underserved
individuals in khe QHP's service area, in accordance with the Exchange's network adequacy standards.

(2} A QFiP issuer il;aC providss a majority of covered professional services through physrcians employed by the issuer
ar through a single contracted medical group may instead comply with the alterna!e standard described in paragraph (b}
of this section.

{3} Nothing in this requirement shall be construed to require. any QHP to provide. coverage for. any specific medical
~= procedure provided by the essential community provider.

(b) Alternate standard. A QHP issuer described in para;raph (a)(2) of this secfson must have a sufficient number a~~d geographic
distributio~~ of employed providers and hospital facilities, or providers of its contracted medical group and hospital facilities to
ensure reasonable and timely access for lox -income, medically undecserved individuals in the QHP's service area, in accordance
with the Exchange's network adequacy standards.

{c) Definition. Essential community providers are providers that serve predominantly lo~~-income, medically underserved
individuals, including providers that meet the criteria afparabraph (c)(1) or(2) of this section, and providers that met the criteria
under paragraph (c}(1) or (2) of this section on the publication dake of this regulation unless the prodider lost its status antler
paragraph (c)(1) or {2) of this section thereafter as a result of violating Federal law:

(1) Health care providers defined in section 340B(a){4) of the PH5 Act; and

(2) Providers described in section 1927(c)(1)(D}(i)(N} of the Act as set forth by section 221 of Public Law 111-8.
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§ 15n.235 Essential community providers., A5 G.F.R. § 156.235

{d) Payment rates. Nothing in paragraph (a) of this section shall b~ construed to require a QHI' issuer to contract with an essential
community provider if such provider refuses to accept the generally applicable payment rates of such issuer.

(e} Payment of federally-qualified health centers. If an item or service covered by a QHF' is provided by afederally-qualified
health centzr (as defined in section•29~5(1)(2)(B) of the Act) to an enrollee of a QI-1P, the QI~ffP issuer must pay the federally-
qualified health center for the item or service an amount that is not less than chi amount of payment that would have been
paid to the center under section 1902(bb) of ih~ Act for such item or service, Nothing in this ;paragraph (e~ would preclude a
QHP .issuer and federally-qualified health center from mutually agreeing upon payment rates other than those that would have
been paid to the center under section 1942(6b) of the Act, as long as such mutuat[y agreed upon rates are ai least eyuaI fo the
generally applicable payment rates of the issuer indicated in paragraph (d) of this Sectipn.

SOURCE: 6'? FR 16955, i700i, April $, 1947; 6? FR 31669, June I0,19~7; ?6 FR 77~ 1 i, Dec. l3, 201 l; 77 FR 18468, March
27, 2012; 77 FR 184b9, March 27,.2012; 77 FR 4.'670, July 24, 2012; 7$ FR 12865, Feb. Z5, 2013; 78 FR 15535, March. 1l,
2013; 78 ~R 39~~8, July I, 2013.; 79 FR 303 0, May 27, 2014, unless otherwise noted.

At.TTHORITY:TideIoftheAffordableCareAct,sections 1301-1304,1311-1313,1321-1322,132a,133d, i34?-1343,14Q1-
1402, Pub,L. 1I1-148, 12~ Stat. lt9 (~2 U.5.C. 1821-180?, 18031-18032, 1(741-1$(742, 1304, 18054, 18061, 1$063,
18471, 180$2, 26 U.S.C. 3bB, and31 U.S.C. 9701).
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