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Health Account 
If you are an active Management or Administrative & Technical 
employee and you are enrolled in the Health Account Plan (HAP), you 
are eligible to receive incentive credits in a Health Account. You can also 
earn additional incentive credits when you participate in certain health 
and wellness programs. 

The Health Account is legally considered a “health reimbursement 
arrangement,” which allows you to pay for certain health care services 
on a before-tax basis using the incentive credits you earn. This means 
that certain health care services can actually cost you less because you 
do not pay taxes on the expenses.  

As long as you are enrolled in the HAP, the Company will make a 
contribution to the Health Account for you at the start of every year. You 
are also eligible to earn incentive credits for a Health Account by 
participating in a health screening and either testing tobacco free or 
completing a tobacco cessation program each year. These Health Account activities are administered by PG&E’s 
partner, Provant Health Solutions, a nationally accredited, independent health and wellness company. 

The Health Account is part of the PG&E-sponsored medical plan for active employees, and you can only enroll in 
the PG&E-sponsored medical plans during very specific times — when you are first hired, when you enroll during 
Open Enrollment each year, or when you have an eligible mid-year change in status event (see “Change-in-Status 
Events” in the What If…section). You are eligible for a Health Account when you enroll in the HAP and your Health 
Account becomes automatically active once your account is credited.  

Your Health Account administrator will depend on who administers your HAP. If Anthem Blue Cross (“Anthem”) is 
your provider, Your Spending Account (YSA) will administer your Health Account. If Kaiser Permanente Insurance 
Company (referred to as “KPIC” or “Kaiser Health Payment Services” in this document) is your provider, Kaiser 
Health Payment Services will administer your Health Account.  

If you have any questions about the Health Account, IRS rules, or your claims, you may contact your account 
administrator. Anthem members can call YSA at 800-964-9902 or log on to 
http://www.yourspendingaccount.com/pge. YSA representatives are available from 5 a.m. to 5 p.m. Pacific time, 
Monday through Friday. KPIC members can call Kaiser Health Payment Services at 877-750-3399 or visit Kaiser 
Permanente’s website at kp.org/healthpayment. Kaiser Permanente representatives are available from 5 a.m. to 
7 p.m. Pacific time, Monday through Friday. 

You are not eligible for the Health Account if you are on Long-Term Disability, a union-represented employee, an 
intern, a contract or agency worker, a hiring hall employee, or a retired employee.  

Although the Health Account sounds similar to the Health Care Flexible Spending Account (HCFSA), it is a 
different type of plan (see the Flexible Spending Accounts section).

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this section 
are also applicable to employees of 
PG&E Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans and 
programs and such employees meet the 
eligibility requirements of the plans or 
programs. 
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Health Accounts at a Glance 

Health Account  When you enroll in the Health Account Plan (HAP), once a year PG&E deposits an 
initial credit to your Health Account. In 2013, the amount of the credit is $750 for 
single coverage or $1,500 for family coverage for employees with existing PG&E 
medical coverage and transitioning onto the HAP. For new hires in 2013 and for 
all employees in 2014 and beyond, the amount of the credit will be $500 for 
single coverage or $1,000 for family coverage. 

 Once a year, when you complete your health screening and either test tobacco-
free or participate in a smoking cessation program, you can earn additional 
credits worth up to $500 for single coverage or $1,000 for family coverage. 

 If you file a claim, you’ll be reimbursed when you have enough credits in your 
Health Account to cover the claim. 

 Any remaining account balance at the end of the year, if applicable, will 
automatically roll forward to the next year as long as you remain eligible and 
enrolled in the HAP, unless you have used up your account credits. If you 
terminate your PG&E-sponsored medical plan coverage, you will forfeit the 
balance in the account, unless you terminate coverage because you are retiring 
and you remain eligible for PG&E-sponsored retiree medical coverage. 

For additional information, see “How the Health Account Works” in the Health 
Account section. 

 

Eligibility 
If you are an active Management or Administrative & Technical employee who is enrolled in the Health Account 
Plan (HAP), you are eligible to earn credits for the Health Account. If you terminate your HAP coverage for active 
Management and Administrative & Technical employees (for example, you transfer to a union-represented 
position, leave the Company, or drop coverage), you will no longer be eligible for the Health Account and will 
forfeit any balances remaining in the account (unless you become a participant back in the HAP in the same 
calendar year, in which case your Health Account balance, if any, will be reinstated). There is one exception at 
retirement: If you retire and are eligible for PG&E’s retiree medical coverage, you will keep any unused account 
balance for your future use. To continue in the HAP after you terminate employment, see “Continuing Coverage 
Under COBRA” and “Conversion to an Individual Medical Policy” in the Health Care Participation section. 

In 2013, if you go on Long Term Disability, you will no longer be eligible for HAP coverage effective the first of the 
month following your LTD benefit EFFECTIVE DATE. You will need to select a different medical plan, and any unused 
credits in your Health Account will be forfeited (unless you become a participant back in the HAP in the same 
calendar year, in which case your Health Account balance, if any, will be reinstated). Management and 
Administrative & Technical employees who are on Long-Term Disability (LTD) are not eligible for Health Account 
credits. For more information, please see “If You Are on Long-Term Disability” on page 15  

How the Health Account Works 
The Company will automatically open a Health Account for you once you are enrolled in the HAP and will deposit 
the annual Company credit into your account. Further, the Company will credit your account with additional credit 
amounts once you complete a qualifying health activity (health screening or tobacco free test/smoking cessation 
program). It may take three to six weeks for a credit to be reflected in your Health Account. Note that your Health 
Account is merely a recordkeeping account (also called a “notional” account). Incentive credits you earn will be 
credited to your Health Account, but the Health Account is not funded. All reimbursements of ELIGIBLE EXPENSES are 
made from the Company’s general assets. The account has no actual cash value that can be used elsewhere. 

You may not contribute to the Health Account by making deposits to your Health Account through payroll 
deductions from your before-tax or after-tax pay. 
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For IRS purposes, the Company credits are not technically “paid” to you before going into the accounts, so they 
bypass all income tax withholding. Therefore, federal income taxes, Social Security taxes, Medicare taxes and 
state income taxes are not withheld from any of these credits, nor are any such taxes due when the money is 
used to pay for eligible expenses. 

How to Earn Credits for Your Health Account 
Your Health Account will be established when you enroll in the PG&E sponsored HAP. You can also earn 
additional credits, once a year, when you complete specific Health Account activities, as offered each year by the 
Company.  

You must complete these Health Account activities by the end of the third quarter in any calendar year to earn 
credits for that year. Health Account activities completed in the fourth quarter will earn incentives for the next 
calendar year. Incentive credits you earn will be credited to your Health Account shortly after you complete the 
activity. Credits are not prorated if you enroll in the plan on a midyear basis. Any unused balances rollover into the 
next calendar year as long as you remain enrolled in the HAP. 

Health Screenings 

You can take a health screening to earn an annual credit of $250 for single coverage or $500 for family 
coverage. Your participation in the health screenings earns credits for the entire family. You have a choice of 
three locations for completing a health screening:  

 On-site at larger PG&E locations: Specific locations and dates will be determined and communicated annually. 
The onsite health screening consists of a fasting finger prick to measure total cholesterol, HDL, LDL, 
triglycerides, LDL/HDL risk ratio and glucose. Body mass index (BMI), height, weight and blood pressure 
measurements will also be taken.  

 At your health care provider: If you complete a health screening at your provider’s office, you will need to 
download a Health Screening Results form from Provant’s Health & Wellness portal. Your provider must 
complete the form with results from the past 12 months or order a wellness screening for new results, then 
submit the form to Provant. Note that a health screening at your health care provider does not include the 
tobacco screening, which can only be conducted onsite at PG&E or via the concierge service option. 

 Via a concierge service: You can contact Provant to schedule a health screening (including the tobacco 
screening) at your home or for small groups at your work location. Screenings must be scheduled at least two 
weeks in advance. Results for health screenings conducted at home will not be immediately available. You’ll 
be able to access your results online at https://pge.provantonline.com two to three weeks after your 
screening.  

Health Account deposits will be based on participation, not on outcomes. The purpose of the health screening is 
to identify any potential health risks so you and your doctor can create a plan for making healthy choices that will 
lead to overall health improvements. Identifying data, such as your individual results, will not be shared with 
PG&E. PG&E will only see de-identified summary health screening data in an effort to understand overall health 
trends and areas that may need attention in PG&E’s health and wellness programs. However, in order to receive 
the additional earned credits into your Health Account, you must agree to release your personal results to 
Provant. 

You are only eligible for one annual health screening credit each year, even though there may be a change in 
medical plan coverage during the year. 

Tobacco-Free Participation  

The health screenings described above also include a test to verify if you are tobacco-free. If you test tobacco 
free, you will earn an annual $250 credit for single coverage or $500 for family coverage.  

If you do not test tobacco free, you can complete a smoking cessation program to earn the credit. The smoking 
cessation program, administered by Provant, can be completed onsite, telephonically, or online.  
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The five-week telephonic comprehensive tobacco cessation program is facilitated by a certified tobacco cessation 
specialist and helps participants improve their health by teaching them the necessary behavior skills required to 
achieve a tobacco free life. Available via telephone, the program incorporates ICSI (Institute for Clinical System 
Improvement) and U.S. Surgeon General Guidelines for tobacco use prevention and cessation. PG&E Tobacco 
Cessation Program onsite and telephonic participants receive a kit with the program that includes: Participant 
Workbook, Guide Imagery CD, Break IT Survival Kit, Community Resources Information, and Program Completion 
Certificate.  

The telephonic program helps participants:  

 Understand the tobacco habit and nicotine addiction 

 Identify smoking/tobacco usage triggers and readiness to quit 

 Learn various techniques for stopping and remaining tobacco-free; 

 Develop strategies to overcome urges; and  

 STAY tobacco-free once they have quit 

For telephonic participants, Provant health coaches are available: Monday through Friday, 5 a.m. to 4 p.m., 
Pacific time. As needed, your health coach will also provide you with tools, guidance and information on how to 
access Provant programs and services to support your journey to better health.  

If you would prefer to complete your tobacco cessation program online, the online Tobacco Cessation Workshop 
is a comprehensive five-week program which focuses on assisting individuals in understanding the risks of 
smoking and in taking action to successfully quit. The online workshop helps participants overcome the barriers 
to quitting smoking and developing personal wellness behaviors to maintain success.  

Provant also offers both gum and lozenges for participants needing nicotine replacement therapy (NRT). 
Participants are required to obtain Primary Care authorization and submit an authorization form to Provant in 
order to obtain nicotine replacement therapy (NRT).  

You are only eligible for one annual tobacco-free participation credit each year, even though there may be a 
change in medical plan coverage during the year.  

Appeals Process: 

If you fail to earn Health Credits by completing the program’s health activities, you have the right to an appeals 
process. Alternative standards and waiver opportunities may apply for all similarly situated members. If you feel 
that it is unreasonably difficult to meet the program criteria to earn your incentive due to a medical condition or 
you would like to appeal your results due to a specific issue that prevents you from being able to meet the criteria 
as outlined, please call Provant Health at 877-239-3557 to initiate an appeal. Provant Health will proactively 
works with you and your PHYSICIAN to certify the issue and, if applicable, develop another way for you to qualify for 
the incentive. 

Setting Up Your Health Account 
Your Health Account is automatically set up once you enroll in HAP. Once the account is credited, you can obtain 
reimbursements for eligible health care claims from the Health Account. 

Logging on to your Health Account for the first time: 

 Anthem HAP members should go to www.yourspendingaccount.com/pge. Select the log-in link, then choose 
New User Registration to create your username and password.  

 KPIC HAP members should go to kp.org/healthpayment. If you aren’t registered on kp.org, you’ll be asked to 
create a new user ID, password, and security questions the first time you visit. 

Once logged on, you can easily access your account balance, enter a new claim and view the reimbursement 
schedule. Your account balance is available at any time online, or over the phone.  

For more information, contact your account administrator (YSA or Kaiser Health Payment Services). 
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Reimbursement of Eligible Health Care Expenses 
You can use the credits in your Health Account to “pay” for eligible health care expenses as defined by the IRS. 
When you obtain services that are eligible for reimbursement, you may “withdraw” the credits from your Health 
Account.  

If you are covered under both the Health Care Flexible Spending Account (HCFSA) and the Health Account, money 
will be deducted first from your HCFSA, since the HCFSA is a “use it or lose it” program, while funds in your Health 
Account can be used in future years. Your use of these accounts is limited by the type of expenses you incur. (See 
the Flexible Spending Accounts section for more information.) 

There are three ways to pay for eligible health care expenses:  

Approach One: Automatic Reimbursement 

If you are an Anthem member If you are a KPIC member 

 Any coinsurance or deductible liability that you 
have incurred will automatically be processed by 
Your Spending Account (YSA); and  

 If you have sufficient credits in your Health 
Account, you’ll automatically be sent a check for 
the amount that you owe. It is your responsibility to 
then pay the provider the owed amount. Instead of 
receiving a check for the amount you owe, you can 
direct YSA to directly deposit the amount into your 
bank account.  

 Any coinsurance or deductible liability that you have 
incurred will automatically be processed by Kaiser 
Health Payment Services; and  

 If you have sufficient credits in your Health Account, 
Kaiser Health Payment Services will automatically 
pay your provider and you do not have to process 
any payments.  

 

For both Anthem and KPIC HAP members, you can turn off this automatic payment feature any time in the 
calendar year. However, once turned off, it cannot be turned on again until the next calendar year. If you do turn 
off this feature, you will have to file a manual claim. 

Approach Two: Use Your Health Care Debit Card 

You’ll automatically receive YSA’s or KPIC’s debit card in the mail when you enroll in the Health Account. You’ll 
receive a single card even if you’re enrolled in more than one account (e.g, HCFSA and Health Account). The card 
is not available for the Dependent Care Flexible Spending Account (DCFSA). 

If you are an Anthem member If you are a KPIC member 

 Your Spending Account (YSA) will mail you a YSA 
Card.  

 Activate your card by following the instructions. 
 Your debit card is programmed to work only at 

retail pharmacies, drug stores and Express Scripts 
mail-order pharmacy. This card can only be used 
for prescription drug and medical supply 
purchases. Visit 
www.yourspendingaccount.com/pge for a list of 
expenses and locations where you can use your 
health care debit card. 

 Kaiser Health Payment Services will mail you a Health 
Payment Card. 

 Your debit card is programmed to work only at Kaiser 
Permanente pharmacies and the Kaiser Permanente 
mail-order pharmacy. Your card can only be used for 
prescription drug purchases. 

 Activate your card by following the instructions. 
 Visit kp.org/healthpayment for a list of expenses and 

locations where you can use your health care debit 
card. 

 

The available balance on your card will reflect the current amount available in your Health Account. If you also 
have a Health Care FSA, the available balance on your card will reflect the total available for both accounts.  

When you swipe your debit card, the system makes sure that your account is active and that you have sufficient 
funds for the full amount. If not, the transaction will be denied. As an alternative, you can swipe the card for the 
amount left in your account and pay the difference with another form of payment, or you can pay out of your 
pocket and file a claim for reimbursement. 
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Be sure to keep your itemized receipts as documentation. Although your health care debit card eliminates the 
need to file paper claims for prescription drugs and medical supplies, your charges must be verified. Always keep 
your receipts for tax purposes, in case Your Spending Account (YSA) or Kaiser Health Payment Services needs a 
receipt, or the IRS requests them to confirm a purchase. Your Spending Account (YSA) or Kaiser Health Payment 
Services will notify you within approximately a week from the date of your health care debit card swipe if a receipt 
is needed. If Your Spending Account (YSA) or Kaiser Health Payment Services has your e-mail information, 
notification will be electronic. Otherwise, it will be by mail. 

If you use the health care debit card for an ineligible expense or for one that Your Spending Account (YSA) or 
Kaiser Health Payment Services does not have proper documentation, you will be required to reimburse the 
account for the amount of that transaction.  

If you need to order a replacement or additional health care debit card, you can log on to your online account or 
call Your Spending Account (YSA) at 800-964-9902 or Kaiser Health Payment Services at 877-750-3399 to 
request another card. Be sure to call as well if your card is lost or stolen. 

For details on how to use your health care debit card and more information about how to submit expenses are 
available at Your Spending Account (YSA) at www.yourspendingaccount.com/pge or by calling 800-964-9902 if 
you are an Anthem member or Kaiser Health Payment Services at kp.org/healthpayment or 877-750-3399 if you 
are a KPIC member.  

Approach Three: Pay for the Expense and File a Claim 

You can also pay for out-of-pocket expenses using your own personal credit or debit card, cash or check, and keep 
your itemized receipt as documentation. Then, log in to your online account to file for reimbursement. For KPIC 
members, this option applies when you: 

 have opted out of the Automatic Reimbursement feature; 

 are paying for services not covered under the HAP; or 

 have depleted the funds in your Health Account. 

Here’s how the online or paper claim processing works: 

1. You may pay for the expense, although it is not necessary to pay the expense prior to submitting your claim 
for reimbursement. Nevertheless, you are responsible for paying all invoices on time, regardless of when you 
receive your reimbursement. 

2. If a portion of a health care expense is covered by any insurance for which you are eligible, file a claim under 
that plan first. You should receive an Explanation of Benefits (EOB) or similar statement showing how much 
the plan paid, if anything. If you do not receive one, contact the claims administrator or insurance company 
and request one. You also may submit an itemized print-out from your health plan’s website.  

3. Then, log in to your account by going to www.yourspendingaccount.com/pge and selecting the log-in link if you 
are an Anthem member, or to kp.org/healthpayment and entering your user ID and password if you are a 
KPIC member. Follow the prompts to file a claim. 

If you need help determining which of your expenses are eligible, you should contact Your Spending Account 
(YSA) or Kaiser Health Payment Services. Eligibility for reimbursement is based on when services are actually 
received, regardless of when you pay for such expenses. 

Print and mail the completed claim submission form, along with original invoices, receipts, Explanation of 
Benefits (EOB), or health plan website claims print-outs to: 

If you are an Anthem member If you are a KPIC member 

Your Spending Account (YSA) 
P.O. Box 785040 
Orlando, FL 32878-5040 

Kaiser Health Payment Services 
c/o HAS 
P.O. Box 1540 
Fargo, ND 58107-1540 
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Be sure to keep a photocopy of everything for yourself before you submit it to the Your Spending Account (YSA) or 
Kaiser Health Payment Services processing center. Or you may fax your completed claims submission form and a 
copy of the original invoices to 888-211-9900 if you are an Anthem member or 877-535-0821 if you are a KPIC 
member. Save a copy of your fax confirmation receipt as proof of successful submission. 

Processing of Manual Claims 

Claims are processed daily. Once your claim is processed, you’ll receive a reimbursement check mailed to your 
home. Or you can sign up for direct deposit into your bank account by signing up at 
http://www.yourspendingaccount.com/pge if you are an Anthem member or kp.org/healthpayment if you are a 
KPIC member. If you chose automatic bank account deposits for your Health Account for a calendar year, the 
election will automatically roll over when you re-enroll in the Plan for a future year. 

How to Avoid Overpayment 

When you pay for health care at the doctor, pharmacist, HOSPITAL, dentist, or eye doctor, always present your 
health insurance ID card first to ensure your claims are filed correctly. 

If your health care provider asks you to pay at the time of service, don’t pay right away. Instead, wait until your 
claim is processed and you receive your Explanation of Benefits (EOB). This helps avoid overpayment. Compare 
your EOB with the provider bill to verify the amount being charged by your provider is the same as the patient 
balance on the EOB. You then may pay using your own personal credit/debit card, cash or check and then request 
reimbursement online. 

Always Save Your Itemized Receipts 

Always save your itemized receipts regardless of how you pay. You’re responsible for ensuring your withdrawals 
are for IRS-approved expenses. You’ll need your receipts to verify your expenses were eligible if you’re ever 
audited. The IRS may require documentation to show the money was used for qualified expenses. Be sure your 
receipts have all of these details: 

 Date 

 Name and address of the provider or merchant 

 Description of the service provided or product purchased 

 Amount charged 

Health care debit card or credit card receipts, non-itemized cash register receipts, and cancelled checks are 
insufficient. Please be sure you have a doctor’s prescription for any over-the-counter medicines you purchase, as 
the eligibility of over-the-counter items may change. For updated information, visit 
http://www.yourspendingaccount.com/pge if you are an Anthem member or kp.org/healthpayment if you are a 
KPIC member. 

If requested by Your Spending Account (YSA) or Kaiser Health Payment Services, please be sure to provide your 
health care debit card receipts within the time frame requested. Otherwise, your payment or swipe transaction 
will be deemed ineligible and you will be required to refund the amount of transaction. If you fail to submit 
required receipts within your claim administrator’s designated time frames, your debit card will be deactivated. In 
addition, if you fail to reimburse your account, the total amount of the inELIGIBLE EXPENSES may be added to your 
W-2 as taxable income. 

Deadline for Submitting Health Care Claims and Receipts 
There is a three-month “run-out” period that ends March 31 of the following plan year during which you can 
submit and provide supporting documentation to substantiate claims for eligible services rendered in the prior 
year. For example, you have until March 31, 2014 to submit claims for eligible health care expenses incurred 
through December 31, 2013, provided funds have not already been exhausted.  
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Availability of Health Account Credits for Reimbursement 
For Health Account claims, you must first be enrolled in the Health Account Plan (HAP) in order for your Health 
Account to be established and for the claim to be reimbursed.  

The amount of the reimbursement will depend upon how much money is credited to your Health Account. You will 
be reimbursed in full for your ELIGIBLE EXPENSES, provided your account balance is equal to or greater than the 
amount of your claim. If your account balance is less than the amount of your claim, you will receive partial 
reimbursement for your claim. The remainder of your claim will be automatically paid during the next processing 
cycle or after sufficient funds are credited in your account. If you are covered under both the Health Care Flexible 
Spending Account (HCFSA) and the Health Account, claims will first be paid from your HCFSA.  

Your account balance will automatically roll forward to the next calendar year as long as you remain eligible, 
provided you have not used up your account funds. However, if you terminate your HAP coverage for Management 
and Administrative & Technical employees (for example, if you transfer to a union-represented position, leave the 
Company, drop coverage, or go onto LTD), you will forfeit any balance in the account, unless you continue your 
HAP medical coverage through COBRA or become a participant back in the HAP in the same calendar year. To 
continue in the HAP after you terminate employment, see “Continuing Coverage Under COBRA” and “Conversion 
to an Individual Medical Policy” in the Health Care Participation section. 

Additional Health Account Credits for Financial Hardship 
You may petition for additional credits to your Health Account due to a financial hardship. If the petition is 
granted, you will be given a one-time credit of $1,000 into your Health Account if you have single coverage and a 
$2,000 credit if you have family coverage. These credits must only be spent on medical expenses that are 
covered under the HAP. If you have outstanding medical claims at the time of the petition, the claims can be paid 
through additional Health Account funds. 

To be eligible for this provision, you must have reached the out-of-pocket maximum for a minimum of two years 
in a row. You may be eligible to petition once every two years provided you have reached the out-of-pocket 
maximum in each of the previous two years. Each petition will be considered separately. 

Participants may petition the Company to request additional Health Account credits based on hardship appeal 
only if they can demonstrate immediate and heavy financial need. Your request, submitted in writing, must 
describe your financial hardship and provide satisfactory proof of valid hardship.  

In reviewing your petition, the Company will look for:  

 sufficient proof that you have exhausted all other financial resources—insurance proceeds, liquidation of your 
other financial assets, other withdrawals and/or loans, and loans from commercial financial intermediaries; 
and 

 documentation that the additional Health Account credits will be used to cover unreimbursed medical 
expenses for the participant, spouse, dependents (as defined under Internal Revenue Code §152. 

As part of its review, the Company will take into consideration your total unreimbursed medical expenses, not just 
amounts that exceed 7.5% of your adjusted gross income. 

No special form is required -- you must simply describe your financial hardship in your own words and supply 
supporting documentation demonstrating your financial hardship (such as eviction notices or past-due bills). In 
your description, you must provide the purpose for which the additional funds are needed. 

You must submit your petition for additional credits in writing to:  

Pacific Gas and Electric Company  
Benefits Department Appeals  
1850 Gateway Blvd.,7th Floor 
Concord, CA 94520 
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Within 60 calendar days of the date the petition is received, you will receive a written response. There may be 
special circumstances where an extension of up to 90 calendar days may be required. You will be notified if such 
an issue occurs. If the Benefit Department denies your petition, you will receive a written response that will 
include the reason for the denial and an explanation of additional appeals procedure. You may then have the 
denial reviewed by the Employee Benefits Appeals Committee (EBAC). You must submit an appeal in writing 
stating the reasons for the appeal and enclosing all relevant documentation and information that supports the 
appeal. You will receive the EBAC’s decision within 90 calendar days of the EBAC’s receipt of the appeal unless 
there are special circumstances where an extension of up to an additional 90 calendar days may be required.  

If EBAC denies your appeal, you will receive a written response which will include: 

 the specific reason(s) for the denial of the claim; 

 a reference to the specific Plan provision(s) on which the denial is based; and 

 a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records and other information relevant to your claim for benefits; and 

 a statement of your right to bring a civil action under section 502(a) of ERISA. 

The decision to grant or deny the funding is non-grievable.  

Additional Health Credits 

If you earn less than $23.41/hour or less as of January 1, 2013, you’ll get an extra $500 in your Health Account 
on January 1. If you get a raise in 2013, you can still keep the extra $500 in your Health Account. New employees 
who join the plan during 2013 whose hourly rate is equal to or less than the $23.41/hour rate will receive the 
additional $500 in their Health Account during the calendar year. This minimum hourly wage rate may be 
increased every year and, if so, will be communicated during the annual open enrollment period.  

If You Have Both an HCFSA and a Health Account 

As long as you remain an eligible employee and are enrolled in the Health Account Plan (HAP), or you retire and 
are eligible for PG&E-sponsored retiree medical coverage, if you have a Health Account and a Health Care Flexible 
Spending Account (HCFSA), there are special rules governing the order in which the accounts can be used to 
cover ELIGIBLE EXPENSES. Your administrator will automatically debit the correct amount based on the type of 
expense you have.  

Your debit card is programmed to deduct money first from your HCFSA to help you avoid forfeiting unused 
amounts at the end of the year. After you use all the money in your HCFSA, the card will draw from your Health 
Account. Remember, balances in your Health Account roll over year after year, as long as you remain an eligible 
employee and enrolled in the Health Account Plan (HAP). 

What’s Eligible and What’s Not 

Health Account Eligible Expenses 
You can use your Health Account to pay for most eligible tax-deductible 
health care expenses for you and your Eligible Dependents — even if 
they are not enrolled in a Company-sponsored health care plan.  

The ELIGIBLE EXPENSES are defined by the IRS, and typically cover most 
treatments or services used in preventing an illness or improving a 
medical condition. For example, most health care expenses not covered 
or not paid in full by a health care plan, including deductibles, copayments, coinsurance or other out-of-pocket 
expenses for prescription drugs and out-of-network services, are eligible expenses. To be eligible, the service must 
be received during the period in which you are enrolled in the Health Account Plan (HAP). If you are enrolled in the 
HAP mid-year, for example, expenses incurred before you were enrolled are not eligible for reimbursement. 
Likewise, if you do not continue enrollment in the HAP, for example, during an unpaid leave of absence, expenses 

“Eligible Dependents” Defined 

Your Eligible Dependents are individuals 
who qualify as dependents under 
Internal Revenue Code Section 152, as 
modified by Code Section 105. 
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for health care services received during the period of the leave when you were not enrolled in the HAP are not 
eligible for reimbursement.  

Eligible health care expenses are subject to rules set by the IRS. Refer to the IRS Publication 502, Medical and 
Dental Expenses, available from your local IRS office (or the IRS website at www.irs.gov for more details on 
eligible health care expenses. Use IRS Publication 502 with caution, however, as it is meant only to help 
taxpayers determine what medical expenses can be deducted on their personal income tax returns and not what 
is reimbursable under a health reimbursement arrangement. Contact your administrator if you need further 
information about which expenses are reimbursable. 

Ineligible Expenses 
You cannot use your Health Account credits for any expenses paid for by any other medical, dental or vision plans, 
not considered tax-deductible by the IRS, or not considered an eligible care item. Refer to the IRS Publication 
502, Medical and Dental Expenses, available from your local IRS office (or the IRS website at www.irs.gov for 
more details on ineligible health care expenses. 

Partial Prepayments 
Many medical treatment programs span several plan years. For example, orthodontia or fertility treatment 
programs may take two or more years. Reimbursement of the entire expense “up-front” violates the “expense 
incurred” requirement. In the case of orthodontics, the orthodontist allocates service expenses over the course of 
the treatment plan. Payments you make for treatment received in the current calendar year are eligible for 
reimbursement from your account for the same calendar year. Contact Your Spending Account (YSA) at 
800-964-9902 or http://www.yourspendingaccount.com/pge if you are an Anthem Blue Cross member or Kaiser 
Health Payment Services if you are a KPIC member if you have questions about how claims for ongoing 
treatment programs will be reimbursed. Contact Kaiser Health Payment Services at 877-750-3399 or 
kp.org/healthpayment if you are a KPIC member. 

If Eligibility Is Denied 
To participate in a benefit plan, you and your dependents must meet the eligibility requirements and enroll or 
change your enrollment in the time frames specified by the plan. Before filing an eligibility appeal, you may call 
the HR Service Center first to see if the eligibility issue can be resolved informally. 

If you are not satisfied with the outcome of your contact with the HR Service Center, you may file an eligibility 
appeal with the Plan Administrator by writing to: 

Pacific Gas and Electric Company 
Benefits Department  
Plan Administrator Appeals 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

If the Benefits Department denies your appeal, you will receive written notice of the denial within 60 days of 
receipt of the initial appeal unless, due to special circumstances, an additional 60 days is required. Such 
notification will set forth: 

 the specific reason(s) for the denial of the appeal; 

 a reference to the Plan provisions which apply to the denial; 

 a description of any additional material or information necessary for a participant or beneficiary to perfect the 
appeal and an explanation of why such material or information is necessary; and 

 a description of the Plan’s review procedures and the time limits applicable to such procedures. 
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Eligibility Appeals 

If you are not satisfied with the Benefit Department’s decision on your appeal, you may then submit a written 
appeal for review (within 60 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit 
Appeals Committee (EBAC), the final decision maker in the appeals process, stating the reasons for your appeal 
and enclosing all documentation and any additional information to support your appeal. 

No special form or format is required in submitting a written appeal; you may submit written comments, 
documents, records, and other information relating to your claim. You may also request, free of charge, access to, 
or copies of, all documents, records, and other information relevant to your appeal for benefits. The review will 
take into account all comments, documents, records, and other information submitted by you relating to your 
claim, without regard to whether such information was submitted or considered at the initial benefit 
determination. 

Send your appeal to: 

Pacific Gas and Electric Company 
Benefits Department 
EBAC Appeals 
1850 Gateway Boulevard, 7th Floor  
Concord, CA 94520 

You will receive a final ruling from the EBAC within 60 days of the EBAC’s receipt of your appeal unless, due to 
special circumstances, the EBAC requires additional time to respond, up to another 60 days. 

If the EBAC denies your appeal, you will receive a written response which will include: 

 the specific reason(s) for the denial of the claim; 

 a reference to the specific Plan provision(s) on which the denial is based; and 

 a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records and other information relevant to your claim for benefits. 

Health Account Claims and Appeals 

Claims 

If a Health Account claim you submit is denied in part or whole, YSA or KPIC, as the third-party Claims 
Administrator, will provide you with written notice within 30 days of receiving your claim, with an explanation of 
why the claim was denied and any materials you can submit that would reverse the denial or perfect the claim. In 
certain cases an additional 15 days may be required by your Claims Administrator to respond to you. If an 
extension is required, you will be notified of this extension within the initial 30 days from the date of the Claims 
Administrators receipt of your claim.  

Send your claims to: 

If you are an Anthem member If you are a KPIC member 

Your Spending Account (YSA) 
P.O. Box 785040 
Orlando, FL 32878-5040 

Kaiser Health Payment Services 
c/o HAS 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

If YSA or KPIC needs additional information from you, you’ll be given 45 days from the receipt of this notice to 
provide the additional information. In this case, the third-party Claims Administrator will respond in writing within 
15 days after receiving your additional information. 
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Appeals 

If you believe this initial determination results in the denial of a Health Account benefit to which you may be 
entitled, you may appeal to the Plan Administrator. 

Send your first appeal to: 

If you are an Anthem member If you are a KPIC member 

Your Spending Account (YSA) 
P.O. Box 785040 
Orlando, FL 32878-5040 

Kaiser Health Payment Services 
c/o HAS 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

This appeal must be made in writing within 180 days after receiving written notice of the denial from YSA if you 
are an Anthem member or from KPIC if you are a KPIC member and must contain the following information: 

 the reason(s) for making the appeal; 

 the facts supporting the appeal; 

 the amount claimed; and 

 the name and address of the person filing the appeal (claimant). 

To expedite processing, you should also include a HIPAA AUTHORIZATION FOR USE AND/OR DISCLOSURE OF 
PROTECTED HEALTH INFORMATION form. You can access a copy online from the Human Resources Forms 
section of the PG&E@Work intranet site or by calling the HR Service Center at 415-973-4357 or toll-free at 
800-788-2363. 

YSA or Kaiser Health Payment Services will generally make a decision within 60 days after receiving the appeal 
and mail or email a copy of the decision to you promptly. The decision will either overrule or uphold the Plan 
Administrator’s earlier determination, based on plan parameters and guidelines received from PG&E. The 
decision will give specific reasons and references to the Health Account Plan provisions which support YSA’s or 
KPIC’s decision. 

Questions About Claims for Reimbursement 

You should refer any questions about your claims for reimbursement to your Claims Administrator at the 
following address and phone numbers.  

If you are covered by YSA:  

Your Spending Account (YSA) 
P.O. Box 785040 
Orlando, FL 32878-5040 

800-964-9902 

If you are covered by KPIC:  

Kaiser Health Payment Services 
c/o HAS 
P.O. Box 1540 
Fargo, ND 58107-1540 

877-750-3399 
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PG&E’s Claims and Appeals Review Process 

If you are not satisfied with the claims and appeals review process completed with YSA or KPIC, as applicable, 
you may elect to use PG&E's Claims and Appeal Review Process. You have 90 days from the date of receipt of 
the final decision from YSA or KPIC to elect this claims and appeals review process. 

The first step of the Claims and Appeals Review Process is to write to the Benefits Department, requesting a 
review of your appeal. Your appeal should include all pertinent documentation. To expedite processing, you 
should also include a HIPAA AUTHORIZATION FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH 
INFORMATION form. You can access a copy online from the Human Resources Forms section of the PG&E@Work 
intranet or by calling the HR Service Center at Company extension 8-223-4357, externally at 415-973-4357 or 
toll-free at 800-788-2363. 

Send your appeal to: 

Pacific Gas and Electric Company 
Benefits Department 
Appeals 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

The Benefits Department will review your appeal and make a decision within 60 days of the date on which the 
appeal is received (non-receipt of the HIPAA Authorization may delay your appeal). There may be special 
circumstances where an extension of up to 90 days may be required. You will be notified if such an issue occurs. 
If the Benefits Department denies your claim, you will receive a written response that will include: 

 the reason(s) for the denial; 

 a reference to the Plan provision(s) which apply to the denial; and 

 an explanation of additional appeals procedures. 

You may then have your appeal reviewed by the Employee Benefit Appeals Committee (EBAC). To do so, you must 
submit a new appeal in writing within 60 days of the date on which you received the Step One denial. Your appeal 
should state the reason(s) for your appeal and should include all relevant documentation and information 
supporting your appeal. Unless there are special circumstances where an extension of up to an additional 90 
days may be required, you shall receive EBAC’s decision within 90 days of EBAC’s receipt of the appeal. 

Send your appeal to: 

Pacific Gas and Electric Company 
Benefits Department 
EBAC Appeals 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

If EBAC denies your appeal, you will receive a written response which will include: 

 the specific reason(s) for the denial; 

 a reference to the specific Plan provision(s) on which the denial is based; 

 a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records and other information relevant to your claim for benefits; and 

 a statement of your right to bring a civil action under section 502(a) of ERISA. 
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More About the Accounts 

Account Limitations 

The various accounts are governed by IRS regulations. You should keep in mind these regulations and limitations: 

 If you have a Health Account, Health Care Flexible Spending Account (HCFSA) and/or a Dependent Care 
Flexible Spending Account (DCFSA), you cannot transfer money between any of the accounts. 

 All of the money in your Health Account must be used to pay for services received after your account has been 
activated and credited by the Company with Health Account credit. Any unused money left in a Health Account 
after all expenses for the Plan Year have been submitted will be carried forward into the following year.  

Deadline for Claim Reimbursements  

Claims can be submitted for reimbursement from the Health Account for ELIGIBLE EXPENSES incurred during the 
months in which you were covered under the Health Account Plan (HAP). Claims can be submitted to the 
processing center until March 31 of the following year. Please note that full documentation (all applicable 
receipts and statements) must be received, along with the claim, by the March 31 deadline. If complete 
documentation is not received by the March 31 deadline, then your claim will be denied. Any money remaining in 
the account after March 31 of the following year will be forfeited if you are no longer enrolled in HAP. 

If You Take a Leave of Absence Without Pay 
If you take a leave of absence without pay and terminate your PG&E-sponsored medical plan coverage, you will 
no longer be eligible to participate in the Health Account because eligibility for the Health Account is tied to your 
enrollment in the Health Account Plan (HAP):  

 If you return to work and are reinstated in the HAP in the same calendar year, your Health Account will also be 
reinstated at the previous value (awarded credits less claims processed to date). 

 If you do not return to work in the same calendar year, you will forfeit all funds accumulated in your Health 
Account. Upon returning to work in a different calendar year, a new Health Account will be established with no 
accumulated value. 

You can submit claims for reimbursement from the Health Account for ELIGIBLE EXPENSES incurred during the 
months in which you were an active Management or Administrative & Technical employee and employed by the 
Company. Claims can be submitted to the processing center until March 31 of the following year. Any money 
remaining in the account after March 31 of the following year will be forfeited if you are no longer enrolled in the 
HAP.  

For more information, please contact the HR Service Center at Company extension 8-223-4357, externally at 
415-973-4357 or toll-free at 800-788-2363, for more information. 

If You Are on Long-Term Disability 
If you are on Long-Term Disability (LTD), you are not eligible to participate in the Health Account. If you become 
disabled and go on Long-Term Disability (LTD), your eligibility will stop at the end of the month in which you go on 
LTD.  

You can submit claims for reimbursement from the Health Account for ELIGIBLE EXPENSES incurred during the 
months in which you were an active Management or Administrative & Technical employee and employed by the 
Company. Claims can be submitted to the processing center until March 31 of the following year. Any money 
remaining in the account after March 31 of the following year will be forfeited, unless you become a participant 
back in the HAP in the same calendar or you retire and are eligible for PG&E sponsored retiree medical coverage.  

For more information, please contact the HR Service Center at Company extension 8-223-4357, externally at 
415-973-4357 or toll-free at 800-788-2363, for more information. 
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If You Transfer to a Union-Represented Employee Position, Leave the 
Company or Retire 
If you transfer to a union-represented employee position or leave the Company, you will no longer be eligible for 
the Health Account and will forfeit any balances in the account (unless you become a participant back in the HAP 
in the same calendar year, in which case your Health Account balance, if any, will be reinstated). If you leave the 
Company, you can continue your participation in the Health Account when you enroll in the Health Account Plan 
(HAP) through COBRA (see “Continuing Coverage Under COBRA” and “Conversion to an Individual Medical Policy” 
in the Health Care Participation section). However, if participation is not continued through COBRA, your eligibility 
will stop at the end of the month in which you transfer to a union-represented employee position or leave the 
Company.  

You can submit claims for reimbursement from the Health Account for ELIGIBLE EXPENSES incurred during the 
months in which you were an active Management and Administrative & Technical employee and employed by the 
Company. Claims can be submitted to the processing center until March 31 of the following year. Any money 
remaining in the account after March 31 of the following year will be forfeited.  

For more information, please contact the HR Service Center at Company extension 8-223-4357, externally at 
415-973-4357 or toll-free at 800-788-2363, for more information. 

If You Retire 
If you retire and are eligible for PG&E-sponsored retiree medical coverage -- even if you waive retiree medical 
coverage when you first retire and subsequently enroll -- you can keep your unused Health Account balance. 
However, you won’t receive any new credits to your Health Account after you retire because eligibility for the 
credits is tied to enrollment in the HAP, and the HAP is not available to retirees.  

Before you become eligible for Medicare, you can use your remaining Health Account credits for eligible health 
care expenses, just as you did as an employee. When you become eligible for Medicare, you can use any 
remaining Health Account credits to help pay for medical premiums as well as eligible health care expenses.  

The Health Account is different than your Retiree Medical Savings Account (RMSA). You can use the RMSA only 
for PG&E retiree medical plan premiums.  

If your HAP was administered by KPIC immediately before your retirement, when you retire, your Health Account 
will be transferred to YSA for administration.  

For more information, please contact the HR Service Center at Company extension 8-223-4357, externally at 
415-973-4357 or toll-free at 800-788-2363, for more information.  

If You Are Re-Hired by the Company or Transfer from a Union-
Represented Employee Position 
Any money remaining in the account after March 31 of the year following the year in which you transfer to a 
union-represented position or leave the Company will be forfeited. However, if you are later re-hired by the 
Company or transfer back from a union-represented employee position to a Management or Administrative & 
Technical employee position in the same calendar year, your Health Account balance, if any, will be reinstated. 
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The Health Account and COBRA for Spouses, Registered Domestic 
Partners and Dependents 
In the event of a divorce, dissolution of marriage or legal separation, your former opposite-sex spouse and 
currently covered dependents can continue participation in the Health Account if they enroll in the Health Account 
Plan (HAP) through COBRA. Your former same-sex spouse or registered domestic partner can also continue 
participation through the continuation coverage that PG&E extends to same-sex spouses and registered domestic 
partners. (See “Continuing Coverage Under COBRA” and “Conversion to an Individual Medical Policy” in the Health 
Care Participation section). Both forms of continuation coverage are referred to in this section for ease of 
reference as “COBRA.”  

If COBRA is elected, a separate Health Account will be established for your former spouse or registered domestic 
partner by YSA or KPIC, and that account will be credited with the full value of the amount in the employee’s 
account as of the EFFECTIVE DATE of COBRA coverage. If your former spouse or former registered domestic partner 
continues coverage for him- or herself as well as for additional dependents through COBRA family coverage, one 
Health Account will be established and funded in connection with such election of COBRA family coverage. If 
dependents over the age of 18 enroll for individual COBRA coverage, a separate Health Account will be 
established for each of them and credited with the full value of the amount in the employee’s account as of the 
effective date of COBRA coverage. During the applicable COBRA-coverage period each such COBRA-established 
Health Account will be credited every January with the basic, annual credit PG&E provides for that calendar year 
to Health Accounts generally. However, COBRA-established Health Accounts are not eligible to receive any other 
additional incentive funding or credits which are provided to participating employees. If COBRA is not elected, 
your former spouse or registered domestic partner as well as dependents’ eligibility for the Health Account will 
stop at the end of the month in which the qualifying event occurred.  

Claims can be submitted for reimbursement from the Health Account for ELIGIBLE EXPENSES incurred during the 
months in which the former spouse or registered domestic partner as well as any dependents were covered under 
a PG&E-sponsored medical plan. Claims can be submitted to the processing center until March 31 of the 
following year. Any money remaining in the account after March 31 of the following year will be forfeited.  

If you die, your surviving spouse will inherit your Health Account credits as long as they are eligible and elect 
medical coverage through PG&E. However, they won’t receive any new Health Account credits because the HAP is 
not available for retirees or surviving spouses.  

For more information, please contact the HR Service Center at Company extension 8-223-4357, externally at 
415-973-4357 or toll-free at 800-788-2363, for more information. 
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