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ASSEMBLY THIRD READING
AB 1629 (Haney)

As Introduced January 26, 2026
Majority vote

SUMMARY

Requires a health care service plan (health plan) or health insurer, if they pay a contracting dental
provider directly for covered services, to pay a non-contracting dental provider directly for
covered services if the non-contracting provider submits a written assignment of benefits (AOB)
form signed by the enrollee. Requires a non-contracting dental provider to disclose specified
information on out-of-pocket costs to the patient. Requires the Department of Managed Health
Care (DMHC) and California Department of Insurance (CDI) to collect and report information
on dental provider network adequacy.

COMMENTS

Dental insurance. According to the California Health Benefits Review Program (CHBRP), the
majority of dental benefit plans are "fully insured" and regulated at the state level by DMHC and
CDIL. The Patient Protection and Affordable Care Act (ACA) helped California expand Medi-Cal
eligibility and offer dental benefits to newly eligible adult enrollees (the "expansion population").
Additionally, all Covered California health insurance plans offer embedded pediatric dental
coverage at no extra cost. For adults, a dental plan can be added to health plan purchases. Some
private-sector dental plans are referred to as "ERISA" plans, after the federal Employee
Retirement Income Security Act, which governs them. States are preempted from enforcing laws
on ERISA self-insured plans, but states are not barred from regulating state-licensed, fully
insured health plans that may contract with ERISA plans.

Dental insurance commonly divides oral health services into the following categories: preventive
and diagnostic, basic restorative services, major restorative services, and orthodontics.
Preventive and diagnostic services are typically the most generous in terms of coverage. Basic
restorative services include the treatments for common dental problems and are generally
straightforward and nonsurgical in nature, such as simple extractions and basic root canals.
Major restorative services, however, are often complex or lengthy, typically requiring more time
and expense than basic services. Coverage for major restorative services can be limited in many
dental plan designs and products.

Dental plans, like health plans, come in various models including Preferred Provider
Organization (PPO) plans. In a PPO arrangement, the health insurer contracts with a network of
providers who agree to accept lower fees and/or to control utilization. Enrollees in a PPO plan
receive a higher level of benefits if they go to a preferred provider than if they go to a non-
preferred or non-contracted provider.

AOB. A core function of dental insurance is the development of a network of dental providers
who agree to treat patients covered by the plan. Dentists who contract with a dental plan will
agree to terms about reimbursement rates, cost-sharing, benefits covered, and other details.
Contracting dentists are then listed as a participating provider by the insurance plan and have
access to the patient network covered by the plan. Contracting dentists are also able to bill the
dental plan directly for services while patients are responsible for paying any cost-sharing
amounts detailed under their coverage.
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Patients under a PPO plan may seek services from non-contracted providers. The patients may
seek an AOB, which is an arrangement where a patient requests that their plan payments be
made directly to a designated person or facility, such as a dentist, physician, or hospital. In the
context of this bill, an AOB would apply to non-contracting dentists. Under AOB, a patient may
permit a non-contracting dentist to bill the dental plan directly and collect authorized
reimbursement from the plan. The patient is on the hook to pay the dentist the remaining balance
of their bill. Under AOB non-contracting, dentists aren't required to limit their rates to
contractual levels, meaning the patient may pay higher cost-sharing amounts. For example, a
plan may cover a filling for $100 with the patient paying 20%. A contracted dentist would then
be able to collect $80 from the plan and $20 from the patient. However, if that patient had an
AOB with a non-contracting dentist who charges $150 for a filling, the dentist would collect $80
from the dental plan and $70 from the patient. If an AOB was not in place, the dentist would not
be able to directly bill the insurer, meaning the patient would be balance billed for the full $150
and have to seek reimbursement for $80 from their dental plan.

Network Adequacy Requirements. Network adequacy standards are utilized to ensure that plans
contain and maintain a network of providers adequate for enrollees to access medically necessary
care in a timely manner. In California, state law sets forth various network adequacy
requirements on plans and insurers, including the following:

1) Timely Access to Care. State law requires that plans meet a set of standards which include
specific time frames under which enrollees must be able to access care. These requirements
generally provide dental plan members the right to appointments within the following time
frames:

a) Urgent care within 72 hours;
b) Non-urgent care within 36 business days; and,
c) Preventive dental care within 40 business days.

For comparison, health plan members have the right to appointments within the following
time frames:

a) Urgent care without prior authorization: within 48 hours;

b) Urgent care with prior authorization: within 96 hours;

¢) Non-urgent primary care appointments: within 10 business days,
d) Non-urgent specialist appointments: within 15 business days;

e) Non-Urgent mental health (MH) appointments: within 15 business days for psychiatrist,
within 10 business days for non-physician MH provider; and,

f) Non-urgent appointments for ancillary services for the diagnosis or treatment of injury,
illness, or other health condition: within 15 business days.

2) Geographic Access. Health plans are also generally required to ensure geographic access,
meaning there are a sufficient number of providers located within a reasonable distance from
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where each enrollee lives or works. For example, primary care physicians (PCPs) and
hospitals should be located within 15 miles or 30 minutes from work or home.

Health plans must also ensure provider capacity such that health plan networks have enough
of each of the right types of providers to deliver the volume of services needed. For example,
plan networks should include one primary care provider for every 2,000 beneficiaries.

According to the Author

According to the author, every month, millions of Californians pay their monthly dental
insurance bill but never get the care they are entitled to. The author continues that dental
insurance providers intentionally make it difficult to use their insurance by delaying, denying, or
barely covering the cost of care. The author states that California has over 35,000 active dentists,
which is the most in the nation. The author argues that the issue isn't a lack of dentists — it's that
many of the dentists aren't in the insurance networks because insurance companies deliberately
keep their networks small to maximize profits, and force patients to go out-of-network. The
author continues that current law does not require insurance companies to directly cover out-of-
network dental services. Instead, the author states that patients must pay the full cost upfront and
then seek reimbursement from their insurer. The author argues that this means patients are
responsible for covering the entire bill at the time of their visit, placing the financial burden
squarely on them. The author concludes that this bill will stop insurance companies from
intentionally making it too difficult for families to use their dental insurance by requiring
insurers to ensure that insurance payments go directly to the dentist, so patients aren't burdened
with large upfront costs.

Arguments in Support

The California Dental Association (CDA), sponsor of this bill, states that due to limited in-
network options, many patients are forced to seek care from out-of-network providers. CDA
continues that a common frustration is that some dental plans refuse to honor a patient's AOB,
which allows patients to direct their dental benefits to their out-of-network dentist, enabling the
dentist to handle payment directly. CDA states that most medical insurance plans honor AOB
requests, but some dental plans do not, often requiring patients to pay for care upfront, leaving
them with significant out-of-pocket costs. CDA argues that patients should not be penalized for
choosing to see an out-of-network dentist, especially when their plan fails to provide an adequate
network. CDA continues that regulators need a full and comprehensive view of all dental plan
enrollees using a provider network to determine whether the plan is effectively meeting the needs
of policyholders. CDA argues that due to these "blind spots," the state cannot fully evaluate
whether dental plans offer enough in-network dentists and specialists to deliver the promised
care.

Arguments in Opposition

The California Association of Dental Plans (CADP) opposes this bill, stating that the new
requirements and mandates could increase consumers costs, reduce dental networks, and
negatively impact access to affordable dental care. CADP believes the dental network reporting
provisions in this bill are unnecessary and duplicative as current statutes and regulations already
require dental plans to submit thorough and extensive dental network and access information to
regulators to review and approve dental networks for Californians. CADP continues that while
AOB can be appropriate in certain arrangements, a statutory mandate eliminates flexibility and
restricts the ability of private parties to structure insurer/provider relationships that best meet
their operational and financial needs. CADP further argues that the predetermination and prior
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authorization language in the bill is unclear if it applies only to out-of-network providers or all
dental network providers.

FISCAL COMMENTS
According to the Assembly Committee on Appropriations:

1) CDI estimates costs of $224,000 in fiscal year (FY) 2026-27, $222,000 in FY 2027-28, and
$356,000 in FY 2028-29 and ongoing (Insurance Fund) to amend network adequacy
regulations, review policy forms, and expand network adequacy reviews. CDI reports it
currently reviews only specialized health insurance policies that provide pediatric essential
health benefit dental care for network adequacys; this bill requires CDI to review all
specialized health insurance policies that provide dental coverage.

2) Costs to DMHC of an unknown amount. However, assuming DMHC's costs to implement
this bill would be similar to those for AB 371 (Haney), of the current legislative session,
costs to DMHC could be in the millions of dollars per year (Managed Care Fund).

VOTES

ASM HEALTH: 12-0-4

YES: Bonta, Addis, Aguiar-Curry, Ahrens, Caloza, Carrillo, Mark Gonzalez, Patel, Rogers,
Schiavo, Sharp-Collins, Stefani

ABS, ABST OR NV: Chen, Johnson, Patterson, Sanchez

ASM APPROPRIATIONS: 11-0-4

YES: Wicks, Aguiar-Curry, Calderon, Caloza, Fong, Mark Gonzélez, Krell, Pacheco, Pellerin,
Sharp-Collins, Solache

ABS, ABST OR NV: Hoover, Dixon, Ta, Tangipa
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