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New Contact for Benefits Administration

Effective July 24, 2015, Pacific Gas and Electric Company (PG&E)  introduced a new partner for
benefits administration.

The following print version of content from the Summary of Benefits Handbook (the summary
plan description (“SPD”)) includes references to the old benefits administration team. (The SPD
website has been updated, but not the print version of the SPD.)

Where the following pages refer to the HR Service Center, you should use the following
contacts, instead of the HR Service Center:

· PG&E Benefits Service Center at 1-866-271-8144
(open weekdays from 7:30 a.m. to 5 p.m. Pacific time)

· Mercer BenefitsCentral, accessible via:
o PG&E@Work For Me (if on the PG&E network) or
o mypgebenefits.com (for those outside the network).

Other Resources

In addition to the PG&E Benefits Service Center and Mercer BenefitsCentral, you have two
other important benefits and human resource contacts that are not changing:

· PG&E Pension Call Center – Xerox is still providing benefits administration for
the retirement plans. Contact them online at https://pgepensioncenter.com or call
1-800-700-0057 Monday through Friday from 7:30 a.m. to 3:30 p.m. and.

· HR Service Center – While Mercer  administers most benefits other than retirement,
the HR Service Center will still help you with questions about your job title, classification
or changing your name or contact information. Contact them at
hrbenefitsquestions@exchange.pge.com, or call 1-800-788-2363
Monday through Friday from 7:30 a.m. to 5 p.m. Pacific time.
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Dental Coverage 
The Company offers dental coverage that emphasizes the value of diagnostic 
and preventive care, while also paying a significant portion of more expensive 
care when dental work is needed. 
Dental coverage is administered by Delta Dental of California. The Plan provides coverage worldwide and allows 
you to receive care from any licensed dentist. You may seek services from one of the many dentists who belong 
to the Delta Dentist Network, or you may go to a non-participating dentist. 

Eligibility and Enrollment 
For information on participating in dental coverage, see the Health Care Participation section. 
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Dental Coverage at a Glance 
Delta Dental will pay a specified percentage of allowed expenses after you pay any applicable deductibles or 
coinsurance. 

The following chart summarizes what the Plan will reimburse you for covered services. Note: All benefits are 
subject to Delta Dental’s usual, reasonable and customary allowances. 

Provisions Coverage 

Choice of Dentist Any; for maximum benefits, use a PPO or Premier Dentist 

Annual Deductible* Delta Dental PPO Network 
 $25/person and $75/family 
Delta Dental Premier Network or Non-Participating Dentist 
 $50/person and $150/family 
For all covered services 

Diagnostic and Preventive Care No deductible 
You pay 15% of eligible preventive care, including: 
 Two exams/year 
 Full-mouth X-rays and Panorex films once every five years 
 Bitewing X-rays twice/year for dependents up to age 18; once/year for 

adults age 18 and older 
 Two cleanings/year 
 Fluoride treatments 
 Space maintainers 

Basic Care Deductible required 
You pay 15% of eligible basic care, including: 
 Fillings 
 Root canals 
 Extractions 
 Oral surgery 
 Treatment of the gums (periodontia) 
 Sealants for eligible dependents under age 16 
 Permanent first molars through age 8 
 Second molars through age 15 

Major Care Deducible required 
You pay 15% of eligible major care, including: 
 Crowns 
 Inlays 
 Onlays 
 Cast restorations 
 Bridges 
 Implants 

Annual Maximum $2,500/person (excludes orthodontia) 

Orthodontia Benefit You pay 50% of covered expenses; lifetime maximum benefit of 
$2,000/person 

* If you use only Delta Dental PPO dentists throughout the full calendar year, you will pay the lower deductible. If at any time you use a non-
participating dentist or a Delta Dental dentist who is only in the Premier network, the higher deductible will apply. The maximum total 
deductible you will pay in any calendar year is $50/person or $150/family because you won’t be required to pay a separate deductible for 
using both a PPO dentist and a Delta Dental Premier or non-participating dentist. 
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In addition to your coinsurance, you are responsible for any charges over what Delta Dental will allow. Please 
note that the annual deductible, annual maximum and orthodontia lifetime maximum are the same regardless of 
whether services are received by a Delta Dentist or non-participating dentist. 

Reimbursement to members who do not use a Delta Dentist is based on the prevailing fee. The prevailing fee is 
the applicable percentage of the lesser of the fee charged or the fee which satisfies the majority of Delta Dentists 
for a single procedure as determined by Delta Dental of California. 

How Dental Coverage Works 
The Dental Plan is a fee-for-service plan. In other words, the Plan reimburses your covered expenses at a specified 
percentage after you pay any applicable deductible. You may seek services from one of the many dentists who 
participate in the Delta Dental PPO Network or Delta Dental Premier Network, or from a non-participating dentist. 

A feature of Delta Dental of California is the availability of a network of dentists. Approximately 93% of California 
dentists participate in the Delta Dental Premier Network. Delta Dental also has another network called the Delta 
Dental PPO Network that has fewer dentists, but many of the same dentists also participate in the Delta Dental 
Premier Network. Dentists in both networks file their fees with Delta Dental and agree to accept them as 
payment in full (these fees are called “usual, reasonable and customary”). You may receive treatment from any 
licensed dentist. However, there are three advantages to receiving treatment from a dentist in either the Delta 
Dental PPO Network or the Delta Dental Premier Network: 

 Delta Dental pays Delta dentists directly, so there are no claim forms to submit, and you do not have to pay 
the claims expense upfront. 

 The Dental Plan features agreed-upon fees for Delta Dentists, so you won’t be responsible for any excess 
charges above your normal deductible and coinsurance for allowed services. 

 You usually save money if you use a dentist that participates with Delta Dental, since Delta generally allows a 
higher reimbursement base for participating dentists. 

When services are provided by a Delta Dental PPO dentist, there is an annual deductible of $25 per person or 
$75 per family. When services are provided by a Delta Dental Premier Network dentist or a non-participating 
dentist, there is an annual deductible of $50 per person or $150 per family. You may seek services from dentists 
in both networks during a calendar year, but once services are rendered by a Delta Dental Premier dentist or a 
non-participating dentist, the annual deductible will “pop up” to the $50 per person/$150 per family for the rest 
of the year. The deductibles are coordinated between the Delta Dental PPO and the Delta Dental Premier 
Network. For example, if you have met the $25 individual annual Delta Dental PPO deductible and then seek 
services with a Delta Dental Premier Network dentist, the $25 will go towards the $50 individual annual 
deductible. 

If you would like a list of either of the two Delta networks of dentists, call Delta Dental at 888-217-5323 or check 
its website at www.deltadentalins.com/PG&E. 

Non-Participating Dentists 
If you receive treatment from a non-participating dentist, you will have to pay the dentist yourself, and then file a 
claim with Delta Dental for reimbursement. Please be advised that the methodology Delta uses for reimbursing 
non-participating dentists often results in larger out-of-pocket costs for you. When services are provided to you by 
a non-participating dentist, there is an annual deductible of $50 per person and $150 per family and your 
reimbursement from Delta Dental is based on the prevailing fee. The prevailing fee is the applicable percentage 
of the lesser of the fee charged or the fee which satisfies the majority of Delta Dental Plan of California’s 
Participating Dentists for a single procedure as determined by Delta Dental of California. You will be responsible 
for any expenses that exceed the reimbursement by Delta Dental. Covered expenses reimbursable to you are 
determined by Delta Dental. Additionally, you are responsible for paying any expenses not covered by Delta 
Dental, including any applicable deductible and coinsurance. 
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Predetermination of Costs 
If your dentist (whether or not he or she participates in one of Delta’s networks) recommends extensive dental 
work ($300 or more), you should have your dentist file a “Predetermination” with Delta Dental before the work 
begins. Delta Dental will provide a predetermination claim notice to both you and your dentist, advising ahead of 
time whether the proposed treatment is a covered benefit and, if so, how much Delta Dental will pay as well as 
what your share of the costs will be. 

Predetermination of costs does not guarantee payment. It is only an estimate of the amount Delta Dental will pay 
if you continue to be eligible and meet all the requirements of the Dental Plan at the time the treatment you have 
planned is completed. If you receive other covered services after receiving a predetermination of costs, Delta 
Dental will still only pay for covered services up to the $2,500 annual maximum. 

The Dental Plan does not cover all services your dentist may deem necessary or appropriate. For instance, while 
your dentist may recommend three cleanings a year, the Plan covers a total of only two cleanings during a 
calendar year. Any cleanings provided during periodontal procedures are counted as part of this annual limit. 

What’s Covered 
The Dental Plan provides benefits for diagnostic and preventive care, basic and major care, and orthodontia. 

 Diagnostic and Preventive Care — Includes exams and X-rays (and/or Panorex films), cleanings, fluoride 
treatments and space maintainers. 

 Basic Care — Includes fillings, extractions, oral surgery, treatment of the gums (periodontal) and root canals 
using standard procedures as determined by Delta Dental. Basic Care also includes sealants for Eligible 
Dependents under age 16 (permanent first molars through age 8 and second molars through age 15) using 
standard procedures as determined by Delta Dental. 

 Major Care — Includes implants, crowns, inlays, onlays, cast restorations and bridges fabricated by using 
accepted conventional procedures and materials as determined by Delta Dental. 

 Orthodontia — Includes braces and retainers to straighten teeth. 

Dental Plan 
If you use a participating Delta dentist, the Dental Plan pays 85% of covered expenses for Diagnostic and 
Preventive Care with no deductible. This includes two routine check-ups and two cleanings (including procedures 
that contain cleanings, such as deep cleaning or scaling) for each covered family member in any calendar year, 
plus periodontal X-rays and fluoride treatments. (See “Plan Limitations” on page 249.) 

If further dental care is needed and you see a Delta Dental Premier Network dentist or a non-participating dentist, 
you pay the first $50 as your annual individual deductible or $150 as your maximum family deductible. The 
network the dentist belongs to will determine the deductible amount. If you only seek care from Delta Dental PPO 
dentists, you will be responsible for a $25 annual deductible, up to a family maximum deductible of $75. If at any 
time during the year you seek care from a Delta Dental Premier Network or non-participating dentist, your annual 
deductible will be $50 per person, up to a family maximum deductible of $150. 

The Dental Plan pays 85% of covered expenses for Basic Care, such as fillings, and 85% for extractions, oral 
surgery and treatment of the gums (periodontal). For Major Care covered expenses, such as crowns and implants, 
the Plan also pays 85%. You pay the rest as your coinsurance. If you use a non-participating dentist, you may be 
responsible for more than your coinsurance and deductible. The Dental Plan pays up to $2,500 in dental benefits 
each year for each covered member of your family. 
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Orthodontic Benefits 
For orthodontic services, 50% of the total cost of expenses after your deductible - up to a lifetime maximum of 
$2,000 per covered family member -- is covered by Delta. Orthodontia benefits are paid in two installments. The 
first installment will be made for 25% of the cost of the approved treatment plan, after deductible. The remaining 
25% (subject to the lifetime cap) will be paid 12 months later. As noted here, calculations of orthodontic benefits 
are based on the total treatment plan amount and are subject to deductibles, the appropriate coinsurance 
percentage and the patient’s lifetime orthodontic maximum of $2,000 for each covered family member. 

Plan Limitations 
Benefits for the following services are limited as summarized below. Please note that if you exceed the Plan 
limits, you will be responsible for payment for services beyond the limits. For instance, your dentist may 
recommend more than two cleanings per year. While more cleanings may be advisable, the Plan will only cover 
the cost for two annual cleanings. You will be responsible for the cost of additional cleanings. 

Diagnostic and Preventive Benefits 
 Oral Examinations — Benefits are limited to two oral exams in a calendar year (January through December), 

while you are eligible under any Delta Dental plan. 

 Prophylaxis (cleanings) — Cleanings (including procedures that contain cleanings, such as deep cleaning or 
scaling) and fluoride treatments are covered only twice in a calendar year, while you are eligible under any 
Delta Dental plan. 

 Full Mouth X-rays — Complete mouth X-rays and Panorex films are covered only once every five years while 
you are eligible under any Delta Dental plan, unless your dentist shows a special need for an increased 
frequency and submits documentation to and receives authorization from Delta Dental. (Panorex films may be 
covered even if you receive a full-mouth X-ray.) 

 Supplementary Bitewing X-rays — Supplementary bitewing X-rays are covered only: 

 Twice in a calendar year for Eligible Dependents up to age 18, while they are eligible under any Delta 
Dental plan, or 

 Once a calendar year for adults age 18 and over, while they are eligible under any Delta Dental plan. 

If you or your dentist needs to reschedule an appointment, it is your responsibility to ensure the rescheduled 
appointment still meets the timing limitations of the Dental Plan in order to receive applicable benefits. 

Basic Care Benefits 
 Periodontal Procedures — Limited to two in a calendar year. If such procedures include prophylaxis (cleanings, 

including procedures that contain cleanings, such as deep cleaning or scaling), those cleanings are counted 
towards the annual limit. 

 Sealants — Pit and fissure sealants are limited to Eligible Dependents under age 16 (permanent first molars 
through age 8 and second molars through age 15) using standard procedures as determined by Delta Dental. 
Sealant benefits include the application of sealants only to permanent posterior molar teeth with no decay, 
with no restorations and with occlusal surface intact. Sealant benefits do not include the repair or 
replacement of a sealant on any tooth within two years (24 months) of its application. 

Major Care Benefits 
 Crowns, Inlays, Onlays and Cast Restorations — If you receive any such restoration while a member of a 

Company-sponsored Dental Plan or any other plan provided through Delta Dental, a restoration for the same 
tooth can only be replaced after five years, unless Delta determines that replacement is required because the 
restoration is unsatisfactory or the tooth involved has experienced extensive loss or changes to tooth structure 
or supporting tissues since the replacement of the restoration. 
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 Prosthodontic Benefits — The Dental Plan will pay the applicable percentage of the dentist’s filed fee for 
standard cast chrome or acrylic complete or partial dentures (removable prosthetic appliances provided to 
replace missing natural, permanent teeth which are constructed using accepted conventional procedures and 
materials). Benefits for prosthodontic appliances are paid by Delta only once every five years, unless Delta 
determines that there is such extensive loss of remaining teeth or change in supporting tissues that the 
existing appliance cannot be made satisfactory. Replacement of a prosthodontic appliance not provided under 
a Delta plan will be made if it is unsatisfactory and cannot be made satisfactory. 

 Implants — For implants (materials implanted into or on bone or soft tissue) or the removal of implants, you 
pay 15% (subject to the annual maximum benefit of $2,500). What is covered for implants includes the 
placement of the implant, abutment, and prosthetic device. Before work begins, you should have your dentist 
file a “Predetermination” with Delta Dental to review whether the proposed treatment is a covered benefit. 

Orthodontic Benefits 
 Covered expenses for Delta Dentists are limited to the lesser of the usual, reasonable and customary fee or 

the fee actually charged. 

 Orthodontic services which are begun before a member’s coverage date are not covered. 

 Periodic payments for orthodontics paid by the Dental Plan shall terminate on the next payment due date 
after the earliest of the following: 

 the date the employee’s participation in the Dental Plan terminates; 

 the first day of the month following the month in which a dependent ceases to meet the definition of a 
dependent as stated in the Dental Plan; 

 the date treatment is terminated for any reason prior to completion of the treatment plan; or 

 the date the Dental Plan terminates. 

 Repair or replacement of an orthodontic appliance furnished in whole or in part is not covered. 

 X-rays and extraction procedures related to orthodontics are not covered under orthodontic benefits, but may 
be covered under other benefits as stated in the Dental Plan. 

Other Limitations 
 Alternative Treatment — If you choose an alternative treatment that costs more than the usual, reasonable 

and customary fee of the standard treatment, you will be responsible for the difference in cost in addition to 
your annual deductible and appropriate coinsurance. 

What’s Not Covered 
The following list includes, but is not limited to, services the Dental Plan will not pay for: 

 Services covered under Workers’ Compensation or employers’ liability laws. 

 Services provided by any government agency. 

 Services or supplies that are not covered expenses, as determined by Delta Dental. 

 Charges in excess of the usual, reasonable and customary fee, the prevailing fee or the filed fee, as 
determined by Delta Dental. (The prevailing fee is the applicable percentage of the lesser of the fee charged 
or the fee which satisfies the majority of Delta Dental Plan of California’s Participating Dentists for a single 
procedure, as determined by Delta Dental of California.) 

 Services and supplies for cosmetic purposes or for conditions that are a result of hereditary or developmental 
defects (such as cleft palate, upper and lower jaw malformations, congenitally missing teeth, and the 
bleaching of teeth that are discolored or lacking enamel). 

 Services and supplies for restoring tooth structure lost from wear, rebuilding or maintaining chewing surfaces 
due to alignment or occlusion, or stabilizing of the teeth. 
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 Prosthodontic services and supplies or any single procedure that began before coverage for you or your 
Eligible Dependents started under the Dental Plan. A single procedure is defined as a dental procedure to 
which a separate procedure number is assigned. 

 Prescribed drugs, premedication or analgesia. 

 Prophylaxis (cleanings), if the participant has already received two cleanings (including cleanings provided 
during periodontal procedures) covered by the Plan in the current calendar year. 

 Hospital costs and additional fees charged by a dentist or physician for hospital treatment. 

 Anesthesia or sedation, except general anesthesia or sedation administered by a licensed dentist or physician 
in connection with covered oral surgery, select endodontic and periodontal surgeries, and except for children 
under age 3 or other individuals whose special needs require general anesthesia or sedation to enhance the 
safety and success of the procedure. 

 Extraoral grafts (grafting of tissues from outside of the mouth to oral tissue). 

 Bone grafts in conjunction with, or subsequent to, extractions or implant procedures. Periodontal surgery, 
where bone grafting is performed, is covered only when performed on natural teeth. 

 Diagnosis or treatment of any condition related to temporomandibular (jaw) joint dysfunction (TMJD) or 
associated musculature, nerves and other tissues. 

 Replacement of existing restorations for any purpose other than restoring active carious lesions (tooth decay). 

 Services or supplies which are experimental in nature, as determined by Delta Dental. Experimental services 
and supplies include any treatment, therapy, procedure, equipment or equipment usage, device or device 
usage, or supplies which Delta Dental determines in its sole discretion are not recognized, in accordance with 
generally accepted professional dental care standards, as being safe and effective for use in the treatment of 
the illness or condition at issue. 

 Services and supplies covered under any other Company-sponsored health plan or benefit program. 

 Services and supplies for cast restorations due to cracks, fracture lines or “craze lines” unless there is 
significant tooth structure missing due to decay or fracture that results in displacement of the tooth structure. 

 Services and supplies which are not necessary and customary dental care, as determined by Delta Dental. 

 Charges for failure to appear as scheduled for an appointment. 

 Services for completion of claim forms or filing of claims. 

 Replacement of lost or stolen prosthetic devices. 

 Services or supplies rendered or furnished with any duplicate prosthetic device, denture, or any other duplicate 
appliance. 

 Repair or replacement of an orthodontic appliance furnished, in whole or in part. 

 Educational programs, such as training in plaque control or oral hygiene, or for dietary instructions. 

 Sealants (except as stated under Plan Limitations). 

 Services or supplies in connection with periodontal splinting. 

 Benefits provided under the extension of benefits provisions of any disability insurance policy, dental care 
service, hospital service plan contract or self-insured welfare benefit plan. 

 Benefits provided under any other dental care service plan contract, or under any similar group contractual 
arrangement (such as an HMO contract). 

Additional exclusions apply to all the health care plans. See “Reductions/Exclusions for Duplicate Coverage” in 
the Health Care Participation section. 

Some of the items not covered by the Dental Plan may be covered by your medical plan, if medically necessary. 
Please check with your medical plan’s member services department for more information. 
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Third Party Exclusion 
The Plan contains exclusions for injury, illness or other conditions for which a third party may be liable or legally 
responsible by reason of negligence, intentional action or breach of legal obligation. These exclusions, limitations, 
and conditions are described under “Subrogation and Reimbursement” under “If You Have Other Coverage” in the 
Health Care Participation section. 

Claims and Appeals 
Delta Dental is the Claims Administrator for the PG&E Dental Plan. Delta Dental contracts with a network of 
participating dentists that bill Delta Dental directly. When you use a participating dentist, you pay only the 
applicable deductibles and coinsurance. 

If you use a non-participating dentist, you generally must pay the dentist first and then file a claim for 
reimbursement with Delta Dental. All claims for reimbursement of dental expenses must be made within six 
months of the date on which services or supplies were received. A claim form is available by calling Delta Dental 
at 888-217-5323 or going to Delta’s website at www.deltadentalins.com/PG&E. 

After your claim is reviewed, Delta will send you a Notice of Payment that explains how your claim was processed. 
The Notice of Payment will detail any payments made, indicate if any dental services or claims were denied in 
whole or in part, and, if so, state the reason(s) for the denial. Upon request and free of charge, Delta will provide 
you with a copy of any internal rule, guideline or protocol, and/or an explanation of any scientific or clinical 
judgment relied upon in denying the claim. 

Claims and Inquiries 
If you have any questions regarding claims, eligibility, or benefits, you may call Delta’s Customer and Member 
Service Department toll-free at 888-217-5323 between 5 a.m. and 5 p.m., Pacific time. Many problems, 
complaints and claim issues can be resolved informally. You may also contact Delta’s Customer and Member 
Service Department via fax at 800-749-2227 or via e-mail at cms@delta.org. If you have any questions about the 
services received from a Delta dentist, Delta recommends that you discuss the matter with the dentist before 
calling Delta. 

For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and Electric 
Company Health Care Plan for Active Employees or to make election changes to your coverage under the Plan, 
see “If Eligibility Is Denied” and “Changing Your Coverage” in the Health Care Participation section. 

Complaints and Appeals 

Quality Complaints 
If you have a complaint regarding the quality of dental services performed by a Delta dentist, you may contact 
Delta toll-free at 888-217-5323 between 5 a.m. and 5 p.m., Pacific time. You may submit a written complaint or 
use a Dental Treatment Complaint Form, which is available from Delta upon request. Send your written complaint 
or Dental Treatment Complaint Form to: 

Delta Dental of California 
P.O. Box 997330 
Sacramento, CA 95899-7330 

Your quality of care complaint will be referred to Delta’s Quality Assessment Department. This department tracks 
complaints against dentists and handles any concerns as set forth in Delta’s Quality Assessment Plan. The Public 
and Professional Relations Committee of Delta’s Board of Directors reviews quarterly reports of emergent 
patterns of complaints. 



Dental Coverage 

Benefits Effective January 1, 2014 253 
For eligible management, administrative and technical employees 

Appeals 
If you or your dentist are not satisfied with a decision made by Delta Dental and would like to appeal a denial of 
benefits, you must do so within 180 days of receipt of the notice of denial. You may send a written appeal or 
complete a Delta Dental Complaint Form, which can be obtained by calling Delta Dental at 888-217-5323 or by 
going to Delta’s website at www.deltadentalins.com/PG&E. Your appeal should include the reason for the appeal, 
your subscriber I.D. number, and the claim number found on the Notice of Payment. 

Send your appeal to: 

Delta Dental of California 
Attention: Appeals 
P.O. Box 997330 
Sacramento, CA 95899-7730 

Delta will resolve written appeals within 60 days of receipt. The 60-day period is calculated from the date on 
which Delta receives your written appeal. 

A dentist who was not involved with the original determination will review your appeal. The dentist will review all 
information submitted by you and/or your dentist and will not give deference to Delta’s original claim 
determination. Delta’s decision will be based on whether or not the benefits are covered by the Plan. 

If Delta denies your appeal, Delta will notify you (and your dentist, if your dentist submitted the appeal) of its 
decision. The notice shall include the specific reason(s) for the denial including a reference to group contract 
provisions. You have the right to request, free of charge, a copy of the information that Delta used in reviewing 
your case. 

At this point, if your appeal is denied and you are not satisfied with the decision, you can bring a civil action under 
Section 502(a) of the Employee Retirement Income Security Act of 1974 (ERISA). 

PG&E’s Voluntary Claims and Appeals Review Process 
If you are not satisfied with the claims and appeals review process completed with Delta Dental, you may elect to 
use PG&E’s Voluntary Claims and Appeals Review Process, as described below. You have 90 days from the date 
of receipt of the final decision from Dental Delta to elect this voluntary claims and appeals review process. 
Initiation of the Voluntary Claims and Appeals Review Process does not restrict your ability to bring a civil action 
against the Plan. 

The first step of the Voluntary 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 TO USE AND/OR DISCLOSE PERSONAL 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 an additional 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. 
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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. 

 




