
Teenagers and California Consent Laws
By Secily BaSon-Mitchell, MD

The legal ability of minors to consent 
to a range of sensitive health care 
services, including sexual and re 
pro ductive health care, mental 

health services, and alcohol and drug abuse 
treatment, has changed significantly over the 
past 30 years.  While it is known that parental 
involvement in minors’ health care decisions 
produces better health care results, many 
minors will not seek important health services 
if they are forced to involve their parents. 

In California, physicians are not only able 
to care for a teen’s reproductive health without 
parental consent, in most cases, the health care 
provider is not permitted to inform a parent or 
legal guardian without the minor’s consent. 
Ex cept in cases of sexual assault, the provider 
can only share the minor’s medical information 
with a parent or legal guardian with a signed 
authorization from the minor. Of particular 
note:  
 ➤ A minor may consent to medical care 

related to the prevention or treatment 
of pregnancy, except sterilization. 

 ➤ A minor may receive birth control 
without parental consent.

 ➤ A minor may consent to an abortion 
without parental consent. California 
does not have any of the abortion 
restrictions (waiting periods, mandated 
parental involvement, limitations on 
publiclyfunded abortions) often found 
in other states.

 ➤ A minor who may have been sexually 
assaulted may consent to medical care 
related to the diagnosis, treatment, and 
the collection of medical evidence with 
regard to the assault. Sexual assault 
includes rape, acts of oral copulation, 
sodomy, and other crimes of a sexual 
nature. The health care provider must 
attempt to contact the minor’s parent/
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guardian and note in the minor’s record 
the day and time of the attempted con
tact and whether it was successful. This 
provision does not apply if the treating 
professional reasonably believes that the 
parent/guardian committed the assault 
or if a minor who is 12 years of age or 
older is alleged to have been raped.

 ➤ Both rape and sexual assault of a minor 
are considered child abuse under 
California law and must be reported as 
such to the appropriate authorities by 
mandated reporters. The child abuse 
authorities investigating a child abuse 
report legally may disclose to parents 
that a report was made.  

CARInG FoR tEEnAGE 
PAtIEntS – tHE InItIAL vISIt

Because confidentiality is a significant bar
rier for teens and young adults in seeking re
productive health care, the primary goal of the 
initial reproductive health visit with a teenager 
is to allow patients and parents the chance to 
visit the office, meet the health care provider, 
and especially to develop trust. Rather than 
problemfocused care, the intent of the initial 
contact is optimally to introduce the patient to 
the concept of preventive health care services, 
including education and guidance. When 
meeting the adolescent and parent, a thorough 
explanation of the scope of the visit and confi
dentiality issues should be provided. The first 
visit should include: 1) an initial meeting with 
both the patient and parent together, 2) a con
fidential visit between the health care provider 
and patient, and 3) a concluding consultation 
with the patient and parent again. If a parent 
desires time alone with the health care provid
er, this should be discussed in front of the ado
lescent patient and should be avoided if at all 
possible.

ConFIDEntIALIty

In my own practice I do not talk to parents 
in person alone or by phone and make that 
clear from the first visit. When called by a par
ent, my assistant calls the parent back and lets 
them know that I will call the teen directly. I 
also tell this to the teen to reassure her that her 
confidentiality will be maintained. It’s best 
framed in the first visit that the law protects 
both the teen and the provider in maintaining 
confidentiality and that this is the first oppor
tunity for teenagers to take control of their 
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National Practitioner Databank and 
California Licensing Board Reporting

By Shannon R. gateS, eSq.

Federal law requires that any insurance 
company that makes a payment 
under an insurance policy for the 
benefit of a health care practitioner in 

settlement of or in satisfaction of a claim or 
judgment for medical malpractice must report 
to the National Practitioner Databank (NPDB) 
and the appropriate state licensing board(s). 

The law goes on to say that these payments 
“shall not be construed as creating a presump
tion that medical malpractice has occurred. 45 
C.F.R. §60.7(d).”

What Is PRF required to report to the 
NPDB?

PRF is required to report to the NPDB any 
payment made as a result of a written claim or 
complaint demanding monetary payment for 
damages based on a practitioner’s provision of, 
or failure to provide, health care services. 

The amount of the payment is irrelevant, 
which means that any Code Green or settle
ment payment will need to be reported if the 
payment is the result of the patient’s written 
demand for payment. The NPDB interprets the 
writing requirement to include any form of 
writing, including prelitigation written com
munications. This would include emails, let
ters, 90Day Notices and Complaints. 

A waiver of a debt is not considered a pay
ment and so does not need to be reported. 
Therefore, if a practitioner waives his or her 
fees, this does not need to be reported. Also, if 
a practitioner makes a payment (for instance, a 
refund of fees) to a patient out of personal 
funds, the payment does not need to be re
ported. If a professional corporation or other 
business entity makes a payment to a patient 
solely for the benefit of the entity, the payment 
does not need to be reported. However, a pay
ment made for the benefit of a business entity 
that consists of only one practitioner must be 
reported if the payment was made by the enti
ty rather than by the sole practitioner out of 
personal funds.

The information requested in an NPDB 
report includes:
 1. Practitioner’s name, gender, date of 

birth, social security number, work 

address, specialty, license number, pro
fessional school, and year of graduation 

 2. Patient’s age and gender
 3. PRF’s name, address, and phone num

ber
 4. The court in which the action was filed, 

the date of filing, and the case number 
 5. Description of the judgment or settle

ment and any conditions, including 
terms of payment

 6. Description of the medical condition 
with which the patient presented for 
treatment

 7. Description of the procedure per
formed 

 8. Nature of the allegation
 9. The specific allegation 
 10. Description of the allegations and inju

ries or illnesses upon which the action 
or claim was based.

All reports must be sent to the NPDB 
within 30 days of the date of entry of a civil 
judgment, service of an arbitration award on 
the parties, or the signing of a settlement 
agreement. While information reported to the 
NPDB is confidential, PRF is required to send 
the report to the practitioner’s licensing 
board. 

What is PRF required to report to 
California licensing boards?

PRF is required to report medical mal
practice judgments, arbitration awards, and 
settlements that relate to a licensee’s alleged 
negligence, error, or omission in practice or by 
his or her rendering of unauthorized profes
sional services.

For the Medical Board, the Osteopathic 
Medical Board, the Board of Podiatric Medi
cine, and the Physician Assistant Board, PRF is 
required to report medical malpractice judg
ments and arbitration awards of any amount 
and settlements over $30,000. For the Dental 
Board, the Board of Registered Nursing, and 
the Board of Behavioral Sciences, reporting is 
required for settlements or arbitration awards 
over $10,000 and judgments of any amount. 
Finally, for the Acupuncture Board, the 
Physical Therapy Board and the Board of 

Occupational Therapy, reporting is required 
for judgments, arbitration awards and settle
ments over $3,000. 

The information required in these reports 
typically includes:
 1. Name and address of every claimant 

involved, whether or not the person 
received an award 

 2. Name, business address, and specialty 
of every licensee who was alleged to 
have acted improperly, whether or not 
that person was a named defendant 
and whether or not that person was 
required to pay any damages 

 3. Name, address, and principal place of 
business of every insurer providing pro
fessional liability insurance to any per
son described in #2, and the insured’s 
policy number 

 4. The court in which the action was filed, 
the date of filing, and the case number 

 5. Summary of the facts of each claim, 
including the date of occurrence and 
the licensee’s role in the care or profes
sional services provided 

 6. Name and business address of each 
attorney who represented a party in the 
settlement, arbitration, or civil action, 
and the name of the client he or she 
represented

 7. Amount and date of the judgment or 
settlement, or the amount of the arbi
tration award and the date of its service 
on the parties 

All reports must be sent within 30 days of 
the date of entry of a civil judgment, service 
of an arbitration award on the parties, or the 
signing of a settlement agreement. When re
porting to the Medical Board, the Osteopathic 
Medical Board, the Board of Podiatric Medi
cine, and the Physician Assistant Board, PRF is 
required to provide a copy of the relevant 
medical records and deposition transcripts. n

Shannon Gates, Esq., is associate general coun-
sel & claims administrator for PRF.
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Discharging a Patient from a Medical Practice
By liSa t. ungeReR, eSq.

Termination of the doctorpatient 
relationship should never be taken 
lightly and should be thought of as 
a last resort. Once someone has 

been accepted into your medical practice, the 
goal should be to avoid the need to discharge 
that patient. If a problem with a patient has 
come to your attention, the first step in avoid
ing a complete breakdown in the relationship 
is to reflect on whether there has been ade
quate attention to communication with the 
patient. Some points to consider: 
 ➤ Direct communication may sometimes 

reveal an alternative explanation for a 
patient’s “nonadherent” behavior. For 
example, patients may fail to take med
ications because they have insurance 
companies that thrive on erecting “pre 
authorization” hurdles. These hurdles 
sometimes require so much paperwork 
that the physician’s office and the 
patient give up and the health insurer 
does not pay for the medicine. A 
review of office staff procedures in 
handling insurance requests may clarify 
the source of some failures to take pre
scribed medications. 

 ➤ Some nonadherent patients may be 
forgetful or simply in denial about their 
need to comply with taking medica
tions or appearing for appointments 
and following up on referrals. 
Sometimes additional patient educa
tion, identifying family or other poten
tial caregivers who can influence the 
patient, or seeking available alternative 
resources can help resolve the issue.

 ➤ An interaction with the office staff may 
have been misinterpreted by the 
patient. In this case, a wellplaced, sin
cere apology can often defuse problems 
that could otherwise cause painful 
interactions for the office staff and the 
physician. 

 ➤ Recognizing patient anxiety as a result 
of a specific health problem or worri
some diagnosis and providing an 
empathetic response may quell 
impending disruptive behavior. 

 ➤ The patients’ disruptive behavior may 
result from a psychiatric disorder. A 

timely referral for mental health evalu
ation or other neurologic specialist is 
often necessary. However, the prompt 
recognition of a dangerous and threat
ening patient is imperative. The 
response may need to be as immediate 
as contacting law enforcement and tak
ing prompt measures to secure the 
office, staff, and waiting area. Legal 
assistance may be required to obtain 
court orders restraining the patient or 
family from appearing at the office or 
the homes of the physician or staff.

If the circumstances permit, a facetoface 
discussion with the patient and a chart note 
documenting the problem and the need for 
change can be of value. Even if the need for a 
prompt change does not allow for such a dis
cussion, there can still be documentation of 
the issues and attempts to resolve the issues.

Legitimate reasons to terminate patient care 
are highly fact dependent, and termination 
would not be acceptable if it endangers the pa
tient’s health or safety. For example, a patient’s 
failure to pay one bill should not of itself end the 
relationship. While the physician is not obliged 
to work for free, there are times when termina
tion for financial reasons can be problematic. 
In any situation where patient safety is poten
tially impacted, obtaining prompt assistance 
from PRF is strongly recommended, particu
larly if the patient is unlikely to find a specialty 
caregiver who can assume care of a serious 
continuing medical issue in a timely manner.

One question we are repeatedly asked is 
whether the practitioner should discharge the 
patient who has actually filed a lawsuit against 
the practitioner. We have seen some larger 
practices continue to care for a patient who is 
suing the practice, and to use that as a point in 
favor of the practice, in the course of a lawsuit. 
However, solo practitioners and others may 
feel that there is a conflict with continuing 
treatment. This can be a troublesome issue for 
practitioners, and they are advised to contact 
PRF and its counsel to discuss the issue.

Before making any decision to discharge a 
patient, physicians should consult their con
tracts with HMOs, PPOs and IPAs, as there 
may be contractual limitations on termination 
of the physician/patient relationship. Of course, 

a physician cannot discriminate against pa
tients on the basis of sex, race, national origin, 
sexual orientation, religion, ancestry, disability, 
and the like.

If a physician has concluded that the pa
tient should be discharged and has clearly 
identified the reasons for discharge, the next 
step is to notify the patient. A physician should 
not discontinue treatment of a patient without 
giving the patient reasonable notice and suffi
cient opportunity to make alternative arrange
ments for care. Reasonable notice may be more 
than 30 days depending on the patient’s condi
tion and their ability to locate an equivalent 
specialist to assume their care.

The physician should send the patient a 
letter providing written notice of termination, 
30 days or more in advance of termination. 
The letter should say that the physician will be 
available to see the patient during that time
frame in order to give the patient a reasonable 
opportunity to obtain another provider; pro
vide a brief, truthful, and objective explanation 
for terminating the relationship; include re
sources and/or recommendations to help a pa
tient locate another physician in the same spe
cialty as the physician; and include an offer to 
transfer records to a newlydesignated physi
cian upon signed patient authorization to do 
so. If the patient properly requests a copy of 
the records, they should be promptly provided. 
Two copies of the letter should be sent—one 
via first class mail and the second via certified 
mail with return receipt requested. 
Alternatively, the letter could be delivered by 
an overnight carrier who can prove delivery to 
the patient. Naturally, a signed and dated copy 
of the letter and proof of delivery should be 
kept in the patient’s medical chart. 

The ultimate take home message is that 
you have a resource in PRF and should consult 
PRF before undertaking any action to termi
nate the physicianpatient relationship. n

Lisa T. Ungerer, Esq. is Senior Counsel at 
Rankin, Sproat, Mires, Reynolds, Shuey & 
Mintz. She has vast experience in medical mal-
practice cases, medical products liability cases 
and appellate matters. 
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their policy obtained care. EOBs—which typi
cally identify the individual who received care, 
the health care provider, and the type of care 
obtained—essentially made it impossible for 
dependents, often minors and young adults, to 
obtain the confidential access to sexual and re
productive health care that they needed.

California changed that with Senate Bill 
138, which took effect on January 1, 2015. 
Under this law, individuals with health insur
ance under another person’s policy can submit 
a confidential communications request (CCR) 
to their insurer to request that insurance com
munications be sent to the patient rather than 
to the policyholder. Insurance companies must 
accept the CCR in two situations:

 ➤ When a patient asks for confidential 
communication of information relating 
to receipt of sensitive services. “Sensi
tive services” is defined by the law to 
include sexual and reproductive health 
services, birth control, abortion, STD/
HIV testing and treatment, pap smears/
annual exams, sexual assault services, 
and drug treatment, among other ser
vices.

 ➤ When it is stated by the patient that 
sharing all or part of a patient’s private 
health information, including type of 
care and location of the care, with the 
policy holder could lead to harm or 
harassment. The patient should never 
be asked for explanation.

In addition:
 ➤ Most MediCal Managed plans are 

required to comply with SB 138, but 
there are a few exceptions. If a Medi
Cal Managed plan is through a County 
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Teenagers (continued from page 1)

1 The opinion can be found at www.acog.org/ClinicalGuidanceandPublications/CommitteeOpinions/
CommitteeonAdolescentHealthCare/TheInitialReproductiveHealthVisit

2 An information sheet can be found at http://myhealthmyinfo.org/sites/default/files/Confidential-
Communications-Request.pdf

Organized Health System, the provider 
should contact the plan to make sure 
the plan will honor a CCR.

 ➤ A CCR filled out on the first visit may 
not cover that first visit. The insurance 
company must put the provider’s CCR 
into effect within seven days of receiv
ing the CCR by phone or email/online. 
The company has 14 days to put the 
CCR into effect after it receives a 
request sent by firstclass mail.  If a 
delay of sensitive health care is possi
ble, it is best to wait for teens requiring 
confidentiality to have called and 
received reassurance of an active CCR. 
A followup visit allows additional time 
for teen questions as well.

It is recommended that the provider brief
ly discuss the Confidential Communications 
Request and that information about how to 
submit a CCR2 be given to teen patients dur
ing the private interview portion of their first 
visit to avoid an EOB notice from destroying 
trust between the doctor and teen. n

Secily Bason-Mitchell, MD is an obstetrician 
and gynecologist at California Pacific Medical 
Center with an interest in promoting healthy 
attitudes in teenaged women regarding body 
image, sexual health, and birth control choices. 

own health care and their own bodies. I also 
have the teen give me a “secret code” so that 
when we talk on the phone she and I are clear 
who is on the other end of the line. 

The American College of Obstetricians and 
Gynecologists (ACOG) has an excellent com
mittee opinion1 on the first adolescent visit. 
Parents and adolescents should also be in
formed of any legal restrictions on the confi
dential nature of the patient–physician relation
ship. For example, if the patient has a major 
medical problem (not including pregnancy or a 
sexuallytransmitted disease) or if the patient 
discloses any evidence or risk of bodily harm to 
herself or himself or others, confidentiality may 
not be maintained. Additionally, all states have 
laws that mandate the reporting of physical or 
sexual abuse of minors.    

ConFIDEntIAL 
CoMMunICAtIon REquEStS

The Affordable Care Act opened the door 
for millions of young adults to remain covered 
through their parents’ health insurance until 
age 26.  There has been a downside, however, 
for young adults to remain under a parent’s 
health plan. Private health insurance billing 
and claims processing policies routinely pre
vented anyone insured as a dependent on 
someone else’s policy from obtaining sensitive 
services confidentially. Traditionally, the poli
cyholder would receive a notice from the in
surer each time a dependent would get medical 
care. One of the most frequent ways in which 
disclosure would occur was through explana
tion of benefits forms (EOBs) sent by insurers 
to policyholders after anyone covered under 

ONLINE CHILD ABUSE 
AND NEGLECT COURSE

The California Medical Association’s 
Institute for Medical Quality offers a free 
on-line training course on child abuse and 
neglect, which is approved for 1.25 CME 
credits. The course can be found at 
https://aapca3.org/free-on-line-
training-course-on-child-abuse-and-
neglect. n
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