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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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Health Care Participation 
This section contains important information about medical plan eligibility, 
Medicare, the types of plans for which you may be eligible, the cost of 
coverage, and other important general information about medical coverage. 
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Eligible Retirees 
You may participate in the PG&E Retiree Medical Plan only if you are a Retiree as defined under the PG&E 
Retiree Medical Plan. 

Eligibility Requirements for PG&E Employees 
If you are a PG&E employee, you are eligible for Retiree Medical Plan coverage if you: 

1. attain age 55 prior to your termination or retirement from the Company, 

2. are eligible for early or normal retirement benefits under the terms of the PG&E Retirement Plan as of the 
date of your termination or retirement. (An employee who retired under one of the Voluntary Retirement 
Incentive programs satisfies this requirement), and 

3. you satisfy the applicable Service Requirements outlined below. 

Service Requirement for Bargaining Unit Employees 

If you are a Bargaining Unit employee who terminated employment on or after January 1, 2004, you must satisfy 
the requirements in 1 and 2 above and have a minimum of 10 years of Service under the PG&E Retirement Plan. 

Service Requirement for Management and A&T Employees 

If you are a Management or A&T employee who was hired on or after January 1, 2004, you must satisfy the 
requirements in 1 and 2 above and have a minimum of 10 years of Service under the PG&E Retirement Plan. 

Eligibility Requirements for PG&E Corporation Employees 
Eligibility for PG&E Corporation employees and employees of any subsidiary of PG&E Corporation that is a 
participating employer under the Retirement Plan are as follows: 

 If you terminated employment before April 1, 2007: 

 PG&E Corporation and PG&E Corporation subsidiary employees who were not earning service credit under 
the Retirement Plan and who terminated employment before April 1, 2007 are not eligible for Retiree 
Medical Plan benefits. See “Eligibility” in the Retiree Medical Coverage section of the 2013 Summary of 
Benefits Handbook for Management and Administrative & Technical Employees for more information. 

 If you were hired before January 1, 2004 and you terminate employment after April 1, 2007: 

 You are eligible for Retiree Medical Plan coverage if you: 

 attain age 55 prior to your termination or retirement from the Company, and 

 have five years of Service with the Company. 

 If you were hired after January 1, 2004 and you terminate employment after April 1, 2007: 

 You are eligible for Retiree Medical Plan coverage if you: 

 attain age 55 prior to your termination or retirement from the Company; 

 are eligible for early or normal retirement benefits under the terms of the PG&E Retirement Plan as of your 
termination or retirement; and 

 have a minimum of 10 years of Service with the Company. 

Periods of employment with PG&E Corporation and a PG&E Corporation subsidiary (including PG&E) count 
towards your years of Service requirement unless a Break in Service occurs. Periods of employment before a 
Break in Service are disregarded. A Break in Service occurs 12 months after termination of employment if during 
such 12-month period you do not work for PG&E Corporation or one of its subsidiaries. 
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Individuals Who Terminate Employment Before Age 55 
You are not considered a Retiree of the Company and you are NOT eligible for Retiree Medical Plan benefits or 
Postretirement Life Insurance benefits if you left the Company before age 55, even if you had five or more years 
of Credited Service under the PG&E Retirement Plan when you left the Company. Although you may be entitled to 
a future benefit from the Retirement Plan, you are NOT eligible for any other benefits such as retiree medical and 
postretirement life insurance. 

Retirees Who Dropped Coverage Before January 1, 2003 
If you are a Retiree who dropped Retiree Medical Plan coverage before January 1, 2003, you are not eligible to 
enroll or re-enroll in the PG&E Retiree Medical Plan at any time. 

Eligible Dependents 
You may also enroll your Eligible Dependents in the health care plans. Please note that federal law (Medicare 
Secondary Payer Provisions in Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007 
(42.U.S.C.1395y(b)(7)&(b)(8)) requires the Company to have Social Security numbers on file for all individuals 
enrolled in a PG&E-sponsored medical plan.  

Eligible Dependents include:  

 Your legally married spouse, legally state-recognized common-law spouse, or registered domestic partner;  

 Your children who are under age 26, including stepchildren, children born during a registered domestic 
partnership, foster children, legally adopted children, and children for whom you have been permanently 
appointed legal guardianship by a court (does not include the legal wards of your spouse);  

 The children of your registered domestic partner who are under age 26, including legally adopted children (for 
employees and retirees only). Note that a child for whom your registered domestic partner is the legal 
guardian is not an eligible dependent;  

 Your disabled children or those of your spouse/registered domestic partner who are age 26 or older, who are 
certified as disabled by a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), and who have been 
approved by a PG&E-sponsored medical plan provider for continued coverage before they reach age 26. For 
more information, please contact the Member Services department of the medical plan in which you are 
enrolled (see “Disabled Dependents” on page 63, for more information); and  

 Your family member or registered domestic partner if you are both Management and/or Administrative & 
Technical employees or you are both retirees. You each have the option of electing coverage as an “employee” 
or “retiree,” or you can be covered as a “dependent” of the other. However, you may not be covered as both. 
Management and Administrative & Technical employees may not cover Union-Represented employees and 
visa-versa. 

Domestic Partners (Retirees Only) 
Domestic partners of Retirees are eligible for coverage under the Company’s-sponsored medical plan. Both 
same-sex and opposite-sex domestic partners are recognized. To be eligible for domestic partner benefits, the 
domestic partnership must be registered with a government entity (e.g., the City and County of San Francisco), 
pursuant to state or local law authorizing such registration. For a partial list of municipalities that currently offer a 
domestic partner registry, you can request a copy of “Your Guide to Domestic Partner/Same-Sex Spouse Benefits 
at Pacific Gas and Electric Company” by calling the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057.  
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If you wish to cover your domestic partner under any Company-sponsored benefit plans, you must contact the HR 
Service Center within 31 days of your registration date to enroll your domestic partner. If you fail to do so, you 
must wait until the next Open Enrollment period to enroll your domestic partner. You may be required to provide 
proof of domestic partnership. 

Tax Implications of Coverage for Your Domestic Partner, or Children of Your Domestic Partner 

Federal Taxes 

The value of coverage provided to your domestic partner, or any covered dependent children of a domestic 
partner is treated as income to you for federal tax purposes. The Company will report the value of the benefits as 
income on your Form W-2 and will withhold federal income and employment taxes. The amounts taxable to you 
can be substantial. 

An exception to these income reporting and withholding rules applies if your domestic partner, and/or children of 
your domestic partner are your tax dependents under Internal Revenue Code section 152, as amended by Code 
section 105(b). 

Note: Many registered domestic partners do not qualify as tax dependents. However, if your enrolled, registered 
domestic partner, or his or her enrolled child(ren) are your tax dependents and you complete a Certification of Tax 
Dependency form, the value of the health care benefits will not be reported as taxable income. You must 
complete a new certification each year. If you do not receive a Certification of Tax Dependency form for the 
upcoming tax year, please call the HR Service Center to request a form. Forms received after the last day of the 
year will not be processed until the first of the following month after receipt. 

You are encouraged to consult a tax professional before claiming that your domestic partner and/or the children 
of your domestic partner qualify as your tax dependents. 

California Taxes 

For California income tax purposes, the value of the health care benefits provided for your domestic partner and 
your domestic partner’s dependents may be excluded from your taxable income if your partnership is registered 
with California’s Secretary of State and if certain other conditions are met. Please contact your tax advisor and 
the HR Service Center for more information. 

If you reside in a state other than California that recognizes domestic partners, you must satisfy that state’s 
registration requirements. Exemption of state income tax on the imputed income will be based on that state’s tax 
code. 

You are encouraged to consult a tax professional before claiming that your domestic partner and/or the children 
of your domestic partner qualify as your tax dependents. 

Retirees can find out more about eligibility and general information regarding taxation of benefits by requesting a 
copy of “Your Guide to Domestic Partner/Same-Sex Spouse Benefits at Pacific Gas and Electric Company by 
calling the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. However, Retirees are encouraged 
to seek advice from a tax professional for any questions they may have. 

Also see “If You Get Married or Establish a Registered Domestic Partnership” and “In the Case of Dissolution of 
Marriage or Termination of a Registered Domestic Partnership” in the What to Do… section of this Handbook. 

Qualified Medical Child Support Orders 
Federal law requires employer-sponsored group health plans to recognize Qualified Medical Child Support Orders 
(QMCSOs) by providing benefits for eligible children of plan participants in accordance with the terms of the 
orders. A court order must identify the child who is the “alternate recipient” of health coverage, describe the type 
and duration of coverage, and cannot require a health plan to provide benefits which are not otherwise available 
under the Plan. The Company will determine if a court order satisfies the legal requirements to be a QMCSO in 
accordance with the written procedures established under the Plan. You may request a copy of the procedures, 
free of charge, by contacting the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 
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You will be notified of the receipt of an order affecting your children and the Company’s procedures and 
determination with respect to the order. If an order satisfies the legal requirements, coverage may be provided 
for your child until the earlier of: 

 The date the coverage stops as provided in the order; 

 Your termination of coverage as a Retiree or Surviving Dependent (subject to your right to elect continuation 
of coverage); or 

 The date the child ceases to be an Eligible Dependent. 

The Company will enroll the child pursuant to the court order and deduct any required contributions, even without 
the participant’s direct consent. If you are not already enrolled, you must elect to participate at the time you are 
required to provide coverage for your child(ren); you may not enroll your child(ren) unless you also elect coverage 
for yourself. If you are enrolled in a health care program that will not cover dependent children who do not reside 
with you, you may change to a program for which you are eligible that will cover your children. If you do not 
voluntarily change, the Company will enroll you in the Network Access Plan (NAP) or the Comprehensive Access 
Plan (CAP), as appropriate for your home ZIP Code, and will deduct the required monthly contributions associated 
with NAP or CAP, or set you up for direct billing if needed. 

Disabled Dependents 
You can arrange for coverage to continue past the customary age limits for an unmarried child who is incapable 
of self-support because of a physical or mental disability, as certified by a Doctor of Medicine (M.D.) or Doctor of 
Osteopathy (D.O.), provided the child’s disability began and was certified through the PG&E Disabled Dependent 
process before he or she became otherwise ineligible for coverage. Your child must depend chiefly on you for 
support in order to qualify for the continued coverage and must also meet the definition of an Eligible Dependent.  

For eligible dependents who are disabled and currently enrolled in a PG&E-sponsored health plan, you must 
contact the medical plan vendor directly to be certified before your disabled dependent loses eligibility. Loss of 
eligibility typically occurs at age 26. If you do not complete the certification on time, your disabled dependent can 
no longer be enrolled in the plan, effective the first of the month in which he or she is no longer eligible.  

You must apply for continued coverage under a PG&E-sponsored medical plan for a disabled dependent within 31 
days of the date on which your child’s coverage would ordinarily end. Written proof of your child’s continuing 
dependency must be provided upon request, but not more frequently than once a year after the two-year period 
following the child’s attainment of the limiting age.  

For more information about whether or not a dependent is eligible for coverage or to be certified, please contact 
your benefit plan vendor. Contact information for each benefit plan vendor is listed in the Rules, Regulations & 
Administrative Information and Contacts sections of this Handbook. 

Ineligible Dependents 
Ineligible Dependents include, but are not limited to: 

 A divorced, legally separated, or common-law spouse, even if a court orders you to provide health care 
coverage. 

 A domestic partner if your domestic partnership has not been formally registered with a valid registry, or a 
former domestic partner. 

 Parents, step-parents, parents-in-law, grandparents and step-grandparents. 

 Former step-children or the step-children of a former domestic partner, unless they were born or adopted 
during the course of the domestic partnership or you have been appointed permanent legal guardian for them 
by a court. 

 Children age 19 through 25 who are eligible for coverage under an employer-sponsored health plan or through 
their spouse or domestic partner’s employer plan (eligibility for coverage under another parent’s group health 
plan or in a limited medical plan, commonly referred to as “mini-med” does not count for this purpose). 
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 Children age 26 and over, unless they have been approved for continued coverage under the Disabled 
Dependent provision. 

 Children who have entered the military (regardless of age or disability status). 

 Children covered as dependents under the plan of another Company employee or Retiree of the Company. 

 Grandchildren, nieces, nephews or other family members, unless you have legally adopted them or have been 
appointed permanent legal guardian for them by a court. 

 An enrolled dependent that is also covered as either a Retiree or employee. The dependent may not be 
covered twice under any of the PG&E-sponsored medical plans. 

If both you and your spouse or registered domestic partner are an employee or Retiree of the Company, only one 
of you may enroll each child as an eligible family member under any one benefit plan. For example, if you have 
two children, one employee or Retiree may enroll both children, or each employee or Retiree may enroll one 
child. A child cannot be enrolled twice. 

If a dependent loses eligibility, you must drop the dependent from your Company plans within 31 days of loss of 
eligibility. 

If you have any questions about whether or not a dependent is eligible for coverage, you can send an email to the 
HR Service Center at hrbenefitsquestions@exchange.pge.com, or you can contact the HR Service Center at 
415-972-7077 or toll-free at 800-700-0057. 

Penalties for Covering Ineligible Dependents 
It is your responsibility to ensure that your enrolled dependents are eligible. If you cover Ineligible Dependents, 
you will be required to pay the Company an amount equal to the cost of the insured or HMO premiums (or 
self-insured premium equivalents) for the period of time during which an Ineligible Dependent is enrolled, up to a 
maximum of two years of premiums or premium equivalents. 

To drop Ineligible Dependents, you can contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. 

Eligible Survivors of Retirees 
Surviving Dependents (spouses, domestic partners, or eligible dependent children) of a Company employee or 
Retiree are eligible for continued medical plan coverage if they were enrolled in a Company-sponsored medical 
plan at the time of the employee’s or Retiree’s death as long as they are not covered under another group plan, 
other than Medicare. Surviving Dependent children must also continue to meet the eligibility required for 
dependent children. 

Surviving Dependents who get married or register a domestic partnership are no longer eligible to be covered 
under a Company-sponsored medical plan, even if the new spouse has no other medical coverage. If you get 
married, please notify the HR Service Center immediately to avoid having to reimburse PG&E for the coverage for 
which you were not eligible. 

Coverage in the plan will continue for your eligible surviving family members until: 

 the death of your surviving spouse/domestic partner regardless of any other dependents covered on the plan; 

 your dependents become enrolled under another group health care, hospital, surgical or medical plan; 

 your dependents do not make the required monthly premium contributions; 

 your spouse remarries or enters into a registered domestic partnership; 

 your domestic partner enters into another domestic partnership or marries; 

 your children no longer qualify as Eligible Dependents according to the plan, or 

 your spouse/domestic partner drops coverage. 
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When Survivor Eligibility Ends 
Once a surviving spouse/domestic partner or Eligible Dependent: 

 waives coverage, 

 does not make the required premium contribution, or 

 loses coverage for any reason, 

he or she will be ineligible to re-enroll in the plan anytime in the future. 

If a Surviving Dependent Dies 
If a Surviving Dependent (spouse or domestic partner of a deceased PG&E employee or Retiree) who is covered 
under a PG&E-sponsored medical plan should die, PG&E-sponsored health care coverage will end for any 
dependent who is covered by the primary Surviving Dependent at the end of the month in which the primary 
Surviving Dependent dies. To avoid having to reimburse PG&E for coverage for which they were not entitled, the 
PG&E HR Service Center should be notified as soon as possible after the Surviving Dependent’s death. 

Cost of Coverage 
The Company contributes towards the monthly cost of your Retiree Medical Plan coverage. Your monthly 
premium contribution is the difference between the full (actual) cost of the plan in which you’re enrolled and the 
amount the Company contributes. Your cost of coverage for a particular calendar year is communicated in the 
Open Enrollment materials that are sent to participants each fall. 

There are two retiree medical contribution programs: 

 Retiree Medical Employer Contribution (RMEC). This program is for eligible individuals who retired before 
2011. 

 Retiree Medical Savings Account (RMSA). This program is for eligible individuals who retired in 2011 and 
later. 

RMEC and RMSA 
Eligible individuals who retired from September 2009 through December 2010 were able to choose the RMEC or 
the RMSA, effective January 1, 2011. This was a one-time, irrevocable choice. 

Retiree Medical Employer Contribution (RMEC) Program  
Under the RMEC program, the Company’s maximum contributions for retiree medical coverage are limited to a 
set dollar amount. The Company pays a portion of the cost of retiree medical premiums up to an annual limit.  

The amount the Company contributes each month for your medical plan coverage is based on your age, the age 
of your spouse or domestic partner, whether or not you are covering any children and your years of credited 
service. 

The Company shares in the cost of medical inflation until the Company contributions reach the maximum dollar 
limit under the RMEC. After that point, participants absorb the entire cost of premium increases because the 
Company’s contribution is fixed. 

For Non-Medicare Participants 
Each year, the Company contributes an amount up to the equivalent to 65 percent of the monthly cost of the 
Anthem Blue Cross-administered Network Access Plan (NAP) or Comprehensive Access Plan (CAP) premiums for 
that year, until the amount the Company contributes reaches the maximum annual dollar limit. The actual dollar 
amount cannot exceed the annual maximum limits and is scaled proportionately based on your years and 
months of credited service.  
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If you are enrolled in another Company-sponsored retiree medical plan instead of the NAP or CAP, the Company 
will contribute the equivalent amount to the cost of your coverage, provided however, that the maximum 
Company contribution is no more than 72 percent of the monthly premium cost of the plan you elect. In other 
words, non-Medicare retirees and non-Medicare dependents must pay at least 28 percent of their monthly 
premium costs. 

For Medicare Participants 
The Company increases the base monthly contribution each year by the weighted average cost increase of all 
PG&E Medicare plans based on the prior year’s cost experience. For 2013, the base monthly contribution is 
$105.16. The annual increases will continue until the amount the Company pays for Medicare retirees with 25 or 
more years of credited service reaches the maximum annual limit. The maximum annual limit is: 

 $2,500 per enrolled Medicare retiree, plus 

 $2,500 per enrolled Medicare spouse or registered domestic partner, plus 

 $2,500 total for enrolled Medicare-eligible children 

In addition, the Company’s base monthly contribution for a Medicare retiree with 10 to 25 years of credited 
service is scaled proportionately, from $33.66 to $105.16 in 2013, based on the Medicare retiree’s years and 
months of credited service. Annual Company contributions cannot exceed the maximum annual limits, also 
scaled proportionately based on years and months of credited service. 

Medicare retirees with retirement dates in 2003 or earlier who have fewer than 25 years of service will continue 
to receive the full base PG&E contribution, up to the annual maximum limit. 

Medicare Credit for Medical Plan Members 
The Company provides a direct cash credit of $15 per month for each family member who, at age 65, qualifies 
for Medicare, to offset the cost of the Medicare Part B premium. The $15 Medicare credit is credited on your 
monthly pension check for each Medicare-eligible member and is in addition to any other medical plan 
contribution the Company makes. For example, if you and your spouse are both age 65 or over and Medicare-
eligible, you will receive two Medicare credits ($15 × 2 = $30) on your monthly pension check. If you are being 
billed for your monthly medical coverage, your bill is reduced by the amount of your Medicare credit. You must be 
a participant in a Company-sponsored plan to receive the credit. The Company will also reimburse the standard 
Medicare Part B premium for a disabled retiree/dependent under age 65. 

For Surviving Dependents 
Surviving spouses, registered domestic partners, and children are eligible for Company-sponsored medical 
coverage as long as they meet the eligibility criteria (see “Eligible Dependents” on page 61 in this subsection). 
However, the Company does not contribute towards the cost, except for the $15 Medicare credit, if they are 
eligible to receive it (see Medicare Credit for Medical Plan Members above). 

Prorated Contribution 
The Company’s contribution to your cost of coverage is prorated if: 

 You are under age 65 and retired with less than 25 years of credited service, or 

 You are age 65 or older and retired after 2003 with less than 25 years of credited service. 

Each full year of credited service qualifies you to receive 4 percent of the appropriate Company contribution listed 
above. Any fractional year of credited service qualifies you for a prorated portion of another 4 percent of the 
contribution. 

Retiree Premium Offset Account (RPOA) for RMEC Retirees 
The Retiree Premium Offset Account (RPOA) is a benefit that was created in 2004 to help retirees reduce the 
amount they pay for PG&E-sponsored medical plan premiums. The RPOA benefit is not a medical plan nor does 
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the account have any cash value. Rather, it’s a bookkeeping account containing credits that can be used to help 
eligible retirees offset, or reduce, their monthly PG&E-sponsored medical plan premium contributions. The RPOA 
is fully funded by PG&E so it costs you nothing. There are two RPOAs as explained below: the RPOA50 and the 
RPOA25. Not all retirees who qualify for the RPOA50 qualify for the RPOA25. 

RPOA50 
All retirees eligible for retiree medical and who had at least 10 years of credited service are eligible for the 
RPOA50. The RPOA50 is a one-time allotment of $500 for each year of credited service beyond your first 10 
years of credited service, up to a maximum of $7,500. If you were eligible and retired before 2004, you received 
your RPOA50 allotment in January 2004. If you retired after 2003, you received your RPOA50 at the time of 
retirement. You can use the RPOA50 to offset 50 percent of your monthly premium contribution, as long as you 
have a balance in your RPOA50 allotment.  

RPOA25 
In 2007, PG&E created a second RPOA benefit. If you retired on or before January 1, 2007, with 10 or more years 
of credited service, you may have received this additional RPOA allotment called the RPOA25. After you have 
depleted your initial RPOA50 allotment, you can use the RPOA25 to offset 25 percent of your PG&E-sponsored 
medical plan premiums. You cannot use your RPOA25 until your original RPOA50 has been depleted. If you are 
using the RPOA50 and you exhaust that balance, usage of your RPOA25 will automatically begin the month 
following the month in which your RPOA50 is exhausted.  

Using Your RPOA 
Each year during Open Enrollment, if you have a positive RPOA balance, you can elect to start, stop or continue 
using your RPOA to pay a portion of your medical plan premium contributions for the upcoming calendar year. 
(Please note that you must be enrolled in a PG&E-sponsored medical plan to take advantage of the RPOA.) 
Remember, you must exhaust your RPOA50 balance before using your RPOA25. Therefore, if you elect to use 
your RPOA benefit and you have a positive RPOA50 balance, you automatically will use the RPOA50 first. If you 
deplete your RPOA50 balance mid-year and you have an RPOA25 balance, you must begin using this balance the 
following month even if you would prefer to “save” it.  

Making Changes  
You may change your RPOA usage election for the upcoming year by indicating your election during the Open 
Enrollment process. If you don’t request a change during Open Enrollment, your current RPOA usage election will 
remain in effect for the following year. After Open Enrollment ends, you may change your RPOA election during 
the year only if you have an eligible change-in-status event, as described in the Supplement to Your Enrollment 
Guide.  

If your RPOA balance is depleted during the year, you will be responsible for paying the full amount of your 
medical plan premium contributions through the end of the year. You will not be allowed to switch to a less 
expensive medical plan during the year if your RPOA benefit is depleted. 

RPOA for Surviving Dependent 
Surviving Dependents of RMEC retirees pay the full cost of their medical plan premiums. However, they may 
“inherit” an RPOA balance if: 

 they became Surviving Dependents on or after January 1, 2004,  

 the retiree was eligible for the RPOA, and  

 the RPOA balance was not depleted. 

Calculating Your Contributions 
Your monthly medical plan premium contribution is the difference between the full cost of coverage for the plan 
in which you’re enrolled and the amount the Company contributes. However, if you have an RPOA balance as 
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described above, you may use the account to reduce your monthly premium contribution. The following examples 
show how your monthly contribution amount is calculated — both with and without the RPOA election. 

Examples of Monthly Premium Calculations 

(Retiree + Spouse – Both Over 65 and in CAP, and assumes retiree has 25 or more years of credited service.) 

Example 1  

Monthly Premium  $725.56 

Company Contribution  – 210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

RPOA50 Election (50% of premium contribution without RPOA) – 257.62 

Retiree’s Monthly Premium Contribution (with RPOA) $257.62 
 

Example 2  

Monthly Premium  $725.56 

Company Contribution – 210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

RPOA25 Election (25% of premium contribution without RPOA) – 128.81 

Retiree’s Monthly Premium Contribution (with RPOA) $386.43 
 

Example 3  

Monthly Premium  $725.56 

Company Contribution  –210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

No RPOA Election (0% of premium contribution without RPOA) 0.00 

Retiree’s Monthly Premium Contribution (with RPOA) $515.24 
 

Methods of Payment 
If you receive a monthly pension check from the Company, your monthly medical plan premium contribution is 
deducted from your pension check. 

If you do not receive a monthly pension check or if your pension check is not large enough to cover your medical 
plan premium, you are billed each month in advance. If payment is not received by the end of each month in 
which payment is due, your medical coverage will be terminated. You will be responsible for medical expenses 
incurred during any months for which your premiums were not paid.  

Non-Payment of Premium Contribution 
If you do not pay your medical plan premiums, your coverage will be cancelled and you will not be able to re-
enroll in a PG&E-sponsored medical plan again.  
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Retiree Medical Savings Account (RMSA) 
If you are eligible for PG&E-sponsored retiree medical coverage and you retired in 2011 or later, you and PG&E 
will share the cost of Retiree Medical Plan coverage. To help you and your eligible spouse or registered domestic 
partner pay for Retiree Medical Plan premiums, PG&E offers a Retiree Medical Savings Account (RMSA). 

What Is the RMSA? 
The RMSA is a notional account that you can use to reimburse yourself for the cost of Retiree Medical Plan 
premiums. When you retire, PG&E establishes separate RMSAs for you and your eligible spouse or registered 
domestic partner. RMSA funds are available only to help pay for your PG&E-sponsored retiree medical coverage. 
The account cannot be used for anything else. 

Other RMSA Facts 

 You never pay taxes on PG&E’s contributions to your account because the RMSA has no cash value.  

 Only PG&E can credit your RMSA with contributions; you may not contribute to your account.  

 You forfeit your unused RMSA balance when you die. Your enrolled surviving spouse or registered domestic 
partner’s RMSA will continue to help pay for his or her PG&E-sponsored retiree medical coverage until the 
account is depleted or until your spouse or registered domestic partner becomes eligible for Medicare, 
remarries or enters into a registered domestic partnership, becomes eligible for other employer-sponsored 
medical coverage, or chooses to decline PG&E-sponsored medical coverage. 

 Your spouse or registered domestic partner’s RMSA ends if you and your spouse divorce, if your domestic 
partnership is terminated, or if your spouse or registered domestic partner dies. 

 If you marry, remarry or enter into a registered domestic partnership after you retire, your new spouse or 
registered domestic partner will not get a RMSA. In addition, your new spouse or registered domestic partner 
cannot use any remaining balance in a RMSA that belonged to your previous spouse or registered domestic 
partner. 

Building Your RMSA While Employed at PG&E  

The total value of your RMSA is within your control — the longer you work, the more you’ll have when you retire. 
How much your account is worth when you retire depends on your age and years of service. The more years of 
service you have and the older you are, the higher the value of your RMSA. Although this program began in 2011, 
if you retire in 2011 or later, your account value will be based on your total years of service. 

Here’s how the RMSA can grow the longer you work at PG&E. 

Your Account — PG&E Contributes: Your Spouse or Registered Domestic Partner’s 
Account* — PG&E Contributes 

$5,000 a year to your account for each year you’re 
employed by PG&E, starting when you reach age 45 (or 
later if hired after age 45). Any full calendar year you 
were not employed by PG&E will be excluded from the 
$5,000 allocation. 

$5,000 a year to your spouse or registered domestic 
partner’s account for each year you’re employed by 
PG&E, starting when you reach age 45 (or later if hired 
after age 45). Any full calendar year you were not 
employed by PG&E will be excluded from the $5,000 
allocation. 

Additional $1,000 a year to your account for each year 
of credited service beyond 15 years (including credited 
service before age 45) – credited at retirement. 

Not applicable 

Up to an additional lump sum of $7,500 to your 
account based on your years of credited service, 
prorated from 10 to 25 years of service — credited at 
retirement (equivalent to the Retiree Premium Offset 
Account). 

Not applicable 
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Your Account — PG&E Contributes: Your Spouse or Registered Domestic Partner’s 
Account* — PG&E Contributes 

4.5% interest to your account compounded annually 
beginning at the end of the year in which you reach 
age 46. 

4.5% interest to your spouse or registered domestic 
partner’s account compounded annually beginning at 
the end of the year in which you reach age 46. 

* For your spouse or registered domestic partner to be eligible for the RMSA, you must be married or in a registered domestic partnership 
on your retirement date. 

RMSA Example 

PG&E will credit interest on the existing RMSA balances for you and your spouse or registered domestic partner 
starting at the end of the year in which you reach age 46 and continuing until you die. This credited interest is 
intended to help keep up with or offset medical inflation. 

Here’s an example of how interest can add up under the RMSA. 

Joe was born June 1, 1951, and was hired by PG&E June 1, 1981. He reached age 45 June 1, 1996, and retires 
June 1, 2013 at age 62. Joe’s wife Jane was born November 1, 1953. This example assumes: 

 Joe is credited with the full, $5,000 annual RMSA allotment at the end of the year in which he reaches age 45 
(there is no proration for mid-year birthdates). Jane also receives a $5,000 credit for her RMSA. 

 Joe is credited with another $5,000 for each year he’s employed by PG&E until he retires — including the year 
in which he works his last day. Jane also receives a $5,000 credit for each year of Joe’s PG&E employment. 

 4.5 percent interest is credited to each of their accounts at the end of each year, starting when Joe reaches 
age 46. 

 Joe is credited with a maximum lump-sum allotment of $7,500 at retirement. Jane does not receive this 
credit. 

 An additional $1,000 per year of credited service beyond 15 years is credited to Joe’s account at retirement. 
Jane does not receive these credits. 

 Joe and Jane both enroll for PG&E-sponsored retiree medical coverage at the same time. Their RMSAs also 
begin paying for a portion of their coverage costs at the same time. 
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Year Joe’s Years of 
Service (YOS) 

4.5% Interest New 
Allocation 

Joe’s Balance 

12/31/1996 15  $5,000 $5,000.00 

12/31/1997  $225.00  $5,225.00 

12/31/1997 16  $5,000 $10,225.00 

12/31/1998  $460.13  $10,685.13 

12/31/1998 17  $5,000 $15,685.13 

12/31/1999  $705.83  $16,390.96 

12/31/1999 18  $5,000 $21,390.96 

12/31/2000  $962.59  $22,353.55 

12/31/2000 19  $5,000 $27,353.55 

12/31/2001  $1,230.91  $28,584.46 

12/31/2001 20  $5,000 $33,584.46 

12/31/2002  $1,511.30  $35,095.76 

12/31/2002 21  $5,000 $40,095.76 

12/31/2003  $1,804.31   $41,900.07 

12/31/2003 22  $5,000 $46,900.07 

12/31/2004  $2,110.50   $49,010.57 

12/31/2004 23  $5,000 $54,010.57 

12/31/2005  $2,430.48   $56,441.05 

12/31/2005 24  $5,000 $61,441.05 

12/31/2006  $2,764.85  $64,205.89 

12/31/2006 25  $5,000 $69,205.89 

12/31/2007  $3,114.27  $72.320.16 

12/31/2007 26  $5,000 $77,320.16 

12/31/2008  $3,479.41  $80,779.57 

12/31/2008 27  $5,000 $85,799.57 

12/31/2009  $3,860.98  $89,660.55 

12/31/2009 28  $5,000 $94,660.55 

12/31/2010  $4,259.72  $98,920.27 

12/31/2010 29  $5,000 $103,920.27 

12/31/2011  $4,676.41  $108,596.68 

12/31/2011 30  $5,000 $113,596.68 

12/31/2012  $5,111.85  $118,708.53 

12/31/2012 31  $5,000 $123,708.53 
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Year Joe’s Years of 
Service (YOS) 

4.5% Interest New 
Allocation 

Joe’s Balance 

6/1/2013 

Joe retires 

  $5,000 $128,708.53 

Allotment for over 25 years of 
service 

  $7,500 $136,208.53 

Additional $1,000/years of 
service > 15 YOS 

  $17,000 $153,208.53 

Joe’s beginning account 
balance at retirement 

   $153,208.53 

 

By the time he retires in 2013, Joe has a RMSA balance of $153,208.53 to use for his retiree medical premiums 
until the account is depleted. In this example, Joe uses $5,000 of his RMSA in 2013, the year he retires: 

Year Joe’s Years of 
Service (YOS) 

4.5% Interest Drawdown Joe’s Balance 

12/31/2013   <$5,000>* $148,208.53 

Interest  $6,669.38  $154,877.92 
* Drawdown figure is for example only and does not represent an actual projection. 

In this case, even though Joe used $5,000 from his account in 2013, his account is worth more at the end of 
2013 than it was on his retirement date — $154,877.92 on December 31, 2013, compared to $153,208.53 on 
June 1, 2013. That’s because Joe’s RMSA helped pay for seven months of retiree medical premiums during his 
first year of retirement, and at the same time, PG&E continued to credit Joe’s account with annual interest to help 
counterbalance rising medical premium costs. 

Jane’s RMSA 
Jane’s initial RMSA balance will be $128,707.53, equal to Joe’s $5,000 annual allotment and accrued interest 
through 2012, plus the final $5,000 allotted on Joe’s retirement date. In this example, Jane spends $5,000 of her 
RMSA in 2013, the year Joe retires: 

Year Joe’s Years of 
Service (YOS) 

4.5% Interest Drawdown Joe’s Balance 

12/31/2012 (year before Joe 
retires) 

31   $123,708.53 

6/1/2013 (Joe retires) 

2013 Allotment: $5,000 

   $128,708.53 

Jane’s beginning account 
balance when Joe retires 

   $128,708.53 

12/31/2013   <$5,000>* $123,708.53 

Interest  $5,566.88  $129,275.42 
* Drawdown figure is for example only and does not represent an actual projection. 

Using Your RMSA Balance During Retirement  

Each year, the RMSA will pay a monthly percentage of your retiree medical premium costs until your account is 
depleted. At that point, you pay 100 percent of the premium cost. The percentage the RMSA will pay depends on 
what year it is. 
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 In 2013, the RMSA will pay 61 percent of the cost of non-Medicare retiree medical coverage and 31 percent 
of the cost of Medicare retiree medical coverage. 

The percentage the RMSA will pay decreases over the next few years until: 

 2016, when it will remain at 55 percent for non-Medicare retirees 

 2014, when it will remain at 30 percent for Medicare retirees 

The RMSA payment percentage will stay at these levels in future years. 

Although the payment percentage initially decreases, the actual dollar amount paid by the RMSA is likely to 
increase as medical inflation increases. 

Here’s how the payment percentage decreases over time: 

Year Non-Medicare Retirees and 
Spouses/Registered Domestic Partners 

Medicare Retirees and Spouses/Registered 
Domestic Partners 

 The RMSA will pay this percentage of retiree medical premiums: 

2013 61% 31% 

2014 59% 30% 

2015 57% 30% 

2016 55% 30% 

2017 55% 30% 

2018 55% 30% 
 

You will be responsible for paying the balance of the monthly premium after your RMSA has been applied. For 
example, let’s say you retire in 2013 and you and your spouse are not on Medicare. You elect the Network Access 
Plan (NAP) for you and your spouse: 

If the total monthly premium for 2013 is: $2,513.89 

Your RMSA will pay this amount (61% of the premium): $1,533.47 

You will pay this amount out of pocket: $980.42 
 

To estimate how much you and PG&E may pay for your retiree medical coverage when you plan to retire, access 
the Retiree Medical Estimator by logging onto the PG&E@Work For Me intranet site or https://myportal.pge.com on 
the Internet. Click on “About Me” then “My Retirement” to find the Estimator.  

The Retiree Medical Estimator does not take into account coverage for children or special situations such as 
breaks in service or early Medicare eligibility. Contact the HR Service Center to have an estimate run if one of 
these exceptions applies to you. 

For additional information about the Retiree Medical Plan, see the Summary of Benefits Handbook for Retirees 
and Surviving Spouses in the Benefit Plan Documents section of the PG&E@Work intranet. 

If Both You and Your Spouse are PG&E Employees 

An employee can only have one RMSA. You can have either a retiree RMSA or a spousal RMSA, but not both: 

 If you’re working and your spouse is retired, your spouse can be covered as a dependent under your active 
employee plan and defer using his or her PG&E-sponsored retiree medical coverage until you retire. Typically, 
this is the most cost effective choice. Your spouse’s RMSA will not start paying benefits until your spouse 
enrolls for retiree medical coverage.  
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 When you retire and you both need to start using PG&E-sponsored retiree medical coverage, you’ll have a 
choice: 

 You each can choose to have your own, individual retiree RMSAs. In this case, you each would need to 
elect your own retiree medical plan coverage as primary retirees. Neither you nor your spouse would be 
enrolled as dependents under the other’s retiree medical plan. If you each choose your own retiree RMSAs, 
then your separate RMSA balances will be calculated based on each of your individual employment 
records. 
 
OR 

 One of you can make a one-time, irrevocable election to receive a spousal RMSA instead of a retiree 
RMSA. Whoever elects the spousal RMSA will be covered as a dependent under the primary retiree’s 
medical plan. If the primary retiree dies, the dependent spouse with the spousal RMSA will be subject to 
the provisions applicable to surviving spouses. 

 If one of you elects a spousal RMSA instead of a separate retiree RMSA, then the spousal RMSA will be 
subject to the rules governing all other spousal RMSAs.  

Your spouse or registered domestic partner’s RMSA will end when his or her account is depleted. In addition, 
your spouse or registered domestic partner’s RMSA will end if you divorce or terminate your registered 
domestic partnership, or after your death, when he or she: 

 Becomes eligible for Medicare; 

 Remarries or enters into a registered domestic partnership;  

 Becomes eligible for other employer-sponsored medical coverage; or  

 Chooses to decline PG&E-sponsored medical coverage.  

PG&E will continue to credit the account with 4.5 percent annual interest until the account ends. Eligible 
Medicare spouses and Medicare registered domestic partners must pay the full cost of PG&E-sponsored 
medical coverage for themselves and for their enrolled children. 

Enrollment and When Coverage Begins 
Retirees 
If you are eligible for retiree medical coverage when you retire, you can choose from a number of PG&E-
sponsored medical plans based on your Zip code, change to another medical plan, add or drop dependents, or 
waive coverage with PG&E. The HR Service Center will notify you of the plan(s) for which you are eligible. If the HR 
Service Center does not receive your retiree medical election form within 31 days after your retirement date, your 
medical coverage will be canceled as of your retirement date. You can re-enroll only during an Open Enrollment 
period. To enroll during Open Enrollment, you must notify the HR Service Center of your intent to re-enroll by 
September 1 of the year prior to January 1 of the year in which you want to enroll for coverage. 

If you participated in the Health Account Plan (HAP) as an active employee up until you retired, you will continue 
to have access to any credits remaining in your Health Account into retirement. However, if you do not want to 
continue your Health Account during your retirement, you may decline further participation by calling the HR 
Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Surviving Dependents 
If you are a covered surviving spouse, registered domestic partner, or child of a deceased PG&E employee or 
Retiree, you may elect to continue PG&E-sponsored medical coverage, provided you pay the required premiums 
on a timely basis. The HR Service Center will notify you about plan premiums and options. If the HR Service 
Center does not receive your election form within 31 days, your medical coverage will be canceled and you will no 
longer be eligible for medical coverage through PG&E. Surviving spouses, domestic partners and children who get 
married, establish a registered domestic partnership, or have other medical coverage (except Medicare) are not 
eligible for Survivor Medical Benefits. 
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A Surviving Dependent’s coverage begins the month after the death of the Retiree or employee. Required 
monthly premium contributions will change because the Company does not contribute toward the cost of 
Surviving Dependent medical coverage, except through “inherited” RMSA account balances. 

Eligible Dependents 
Your eligible dependents’ coverage will begin at the same time your coverage begins, provided you have enrolled 
them. If you add dependents during an Open Enrollment period, coverage for these dependents will begin on 
January 1 of the subsequent calendar year. If you add dependents due to an eligible change-in-status, the onset 
of your dependents’ coverage depends on when you enroll them, as described under “Mid-Year Health Care 
Enrollment Changes” on page 76. 

Changing Your Coverage 
In general, you may not change your health care benefits except during the annual Open Enrollment period. 
However, if you are currently enrolled for health care coverage, you may be able to change your coverage if you: 

 Want to disenroll from a Medicare HMO or 

 Experience a qualifying change-in-status event, such as getting married or divorced, having or adopting a child, 
or moving to an area where your chosen plan is not available. 

Open Enrollment 
You will have the opportunity to change medical coverage options each fall during the annual Open Enrollment 
period. You may also delete or add eligible dependents at this time. (Remember, Ineligible Dependents must be 
deleted as soon as they first lose eligibility.) 

Be sure to read the materials in your Open Enrollment package which will be sent to your home shortly before the 
annual period. The package contains important information about plan benefit and premium changes for the 
upcoming year. To make changes, follow the enrollment instructions in your package. Any coverage elections you 
make during the annual Open Enrollment period will become effective the following January 1. 

Once you enroll, your medical plan elections and dependent coverage stay in effect for the entire calendar year. 
After the Open Enrollment period, you may not make changes to your coverage before the next Open Enrollment 
period unless: 

 you have a change-in-status; 

 you move out of your medical plan’s service area; or 

 you want to disenroll from a Medicare HMO. 

See “Mid-Year Health Care Enrollment Changes” on page 76 for more information. 

If you do not enroll during the annual Open Enrollment period, your current medical plan elections and dependent 
coverage will continue into the following year, provided you pay the required premium contributions. Please 
remember that premium contributions change annually. 

Note: If you or a covered dependent are currently enrolled in a Medicare Advantage Plan (including Seniority Plus) 
and you wish to change to a different type of medical plan (for example CAP, ROP, MSP, or a Medicare COB 
HMO), you must complete a Medicare HMO Disenrollment form. (Also see “Medical Benefits for Medicare-Eligible 
Members” in the introduction to the Medical Coverage section.) This is a mandatory step in the disenrollment 
process and is necessary to ensure you receive maximum benefits and avoid unpaid claims after you switch 
plans. After electing to change plans, you will be sent a disenrollment form specific to the Medicare Advantage 
Plan in which you are currently enrolled. This form must be quickly completed and returned to the HR Service 
Center within a specified time frame in order for your plan change to become effective and for you to receive full 
benefits. 

Last Updated March 26, 2014



Health Care Participation 

76 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

Mid-Year Health Care Enrollment Changes 
You may NOT make changes between Open Enrollment periods unless you have an eligible change-in-status 
event, as described below, or you want to disenroll from a Medicare HMO. 

Change-in-Status Events 

If you are enrolled and have a change-in-status event as described in this subsection, you may make changes in 
your benefits coverage that are generally consistent with your change-in-status event. For example, if you get 
divorced, you must disenroll your ex-spouse; however, you may not add other dependents or change plans. 

Some change-in-status events are listed in the following chart. Also see: Birth or Adoption Change-In-Status 
Provisions, Move Out of HMO Service Area, and Disenrollment From a Medicare HMO. 

Change-in-Status Events 
 Marriage or the establishment of a registered domestic partnership (for Retirees only). 

 Divorce (must be final), annulment, final legal separation, or the termination of a registered domestic 
partnership. Please note that you cannot cover your ex-spouse, common-law spouse, or legally-separated 
spouse or former domestic partner on your Company-sponsored health care plans even if a court orders you to 
provide coverage. 

 Birth or adoption of a child, or your court-ordered appointment of legal guardianship for a child. 

 Your dependent child loses or regains eligibility. 

 Your child or your registered domestic partner’s child reaches the Plan’s age limit, gets married, or enters the 
military. 

 You or your dependent becoming Medicare- or Medicaid-eligible. 

 The death of your spouse/registered domestic partner or dependent child. 

 A move out of your medical plan’s service area (applies to change of medical plan only). 

 The following additional change-in-status events apply to Retirees only when the retiree is already enrolled 
and the retiree’s spouse or domestic partner has a change to or from full-time or part-time employment or 
takes an unpaid leave of absence: 

 A change to or from full-time or part-time employment by your spouse/registered domestic partner or 
dependent, if health plan eligibility is affected. 

 An unpaid leave of absence taken by your spouse/registered domestic partner that significantly impacts 
the cost of your health care coverage. 

Call the HR Service Center within 31 days of any change-in-status event (180 days for births or adoptions, with 
the exception of Kaiser Senior Advantage HMO plan, in which you only have 60 days to notify them) which may 
affect your benefits. Written documentation may be requested. If notification is not made in a timely manner, you 
will not be able to add dependents. Provided you notify the HR Service Center within 31 days of any 
change-in-status event (180 days for births or adoptions, with the exception of Kaiser Senior Advantage HMO plan 
in which you only have 60 days to notify them), the change in coverage for all newly-enrolled dependents will take 
effect: 

 on the date of birth of your newborn or newly-adopted child(ren), 

 on the date you assume physical custody or financial responsibility for an adopted child, or 

 on the first day of the month following notification of your change-in-status event for all other status changes. 

Birth or Adoption Change-in-Status Provision 
Under the Anthem Blue Cross-administered plans, you must notify the HR Service Center of your child’s birth or 
adoption within 180 days, or your newborn or newly-adopted child’s coverage will terminate on the 180th day. No 
late enrollments will be accepted. 
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Under the HMO plans, you must notify the HR Service Center within 180 days of your child’s birth or adoption, 
with the exception of Kaiser Senior Advantage HMO plan, in which you only have 60 days to notify them. If you do 
not, your newborn or newly-adopted child’s medical expenses will not be covered from the date of birth or 
adoption. Please check with your HMO for more details on coverage for newborn and newly-adopted children. No 
late enrollments will be accepted. 

To avoid the possibility of uncovered expenses, you must enroll your newborn or adopted child promptly by 
notifying the HR Service Center within 180 days for births or adoptions, with the exception of Kaiser Senior 
Advantage HMO plan, in which you only have 60 days to notify them. 

Move Out of the Service Area 
If you move out of your plan’s service area, you must re-enroll in a different medical plan. You may select from 
any available carriers in the new area based on your ZIP Code. Be sure to notify the HR Service Center of your 
change of address within 31 days of your move. If you notify the HR Service Center of your move within 31 days, 
enrollment in your new medical plan will take effect on the first day of the month following your notification. If 
you do not notify the HR Service Center within 31 days, you may not be eligible for services under your health 
plan, or you may receive lower benefits. 

If you are currently enrolled in an Anthem Blue Cross-administered plan that bases eligibility on your home ZIP 
Code and you subsequently move your residence out of that ZIP Code, you will automatically be enrolled in the 
appropriate Anthem Blue Cross-administered plan for your new home ZIP Code. For instance, if you live in the San 
Francisco Bay Area and are enrolled in NAP and you subsequently move to a state where NAP is not offered, you 
will be enrolled in CAP. 

Cancelling Coverage 
Retirees who cancel medical plan coverage on or after January 1, 2003, will be allowed to re-enroll in a Company-
sponsored medical plan during any subsequent Open Enrollment period. To initiate re-enrollment, you must call 
the HR Service Center at 415-972-7077 or toll-free at 800-700-0057 to request an Open Enrollment package no 
later than September 1 of the year prior to the year for which you want to re-enroll. An enrollment packet will be 
mailed to your home immediately prior to Open Enrollment. Any coverage you elect during Open Enrollment will 
be effective the following January 1. 

If you do not notify the HR Service Center by September 1, you will not be able to re-enroll for the upcoming year 
even if you lose other coverage. 

Retirees who dropped Company-sponsored Retiree Medical Plan coverage prior to January 1, 2003, are not 
eligible to re-enroll for Company-sponsored medical plan coverage. 

Please Note: Surviving Dependents who cancel medical plan coverage will not be able to enroll in a Company -
sponsored medical plan again at any time in the future. 

Timeline for Enrollment 
The following chart lists the time frames within which you must enroll for various types of events, and the 
consequences of not meeting these time frames. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Annual Open Enrollment 

Annual Open Enrollment If eligible, you may add or delete 
yourself and any eligible 
dependents within the 
designated annual period. 

Your current benefit plan elections (if the 
plans are available) and dependent coverage 
will continue into the following year, 
provided you pay the required premiums, if 
any. 

Change-in-Status Events 

Changes are effective the first day of the month following timely notification, except for birth or adoption of a 
child.  

Marriage or Establishment of 
a Registered Domestic 
Partnership (Retirees Only) 

You may add yourself or eligible 
dependents within 31 days of 
marriage or establishment of a 
registered domestic partnership. 

You will not be able to enroll in or add 
Eligible Dependents to your medical plan 
until the next Open Enrollment period, 
unless you have another change-in-status 
event.  

Dissolution of marriage 

(including legal separation, 
final divorce or annulment), 
or Termination of a 
Registered Domestic 
Partnership (RETIREES ONLY) 

You must drop your ex-spouse, 
domestic partner, stepchildren, 
and any other former 
dependents within 31 days of 
final decree or termination of a 
registered domestic partnership. 
You may also drop other 
dependents. 

If you cover an Ineligible Dependent, you will 
be required to pay the Company an amount 
equal to the portion of the cost of the 
insured or HMO premiums attributable to 
the ineligible dependent (or the self-insured 
premium equivalents) for the period of time 
during which an Ineligible Dependent is 
enrolled, up to a maximum of two years of 
premiums or premium equivalents. Retirees 
who refuse to make restitution or who 
default on an agreement to repay the 
Company will be subject to permanent 
cancellation of medical plan coverage 
through Pacific Gas and Electric Company. 

Birth or Adoption of Child You may add your spouse, the 
newborn or adopted child, and 
other eligible dependents within 
180 days for births or adoptions, 
with the exception of Kaiser 
Senior Advantage HMO plan, in 
which you only have 60 days to 
notify them (assumption of 
physical custody or financial 
responsibility). 

Anthem Blue Cross - Administered Plans 

Your newborn or newly-adopted child’s 
medical coverage will terminate on the 
180th day. You must wait for the next Open 
Enrollment period to enroll your newborn or 
newly-adopted child or other eligible 
dependents in your medical plan if you miss 
the 180-day deadline, unless you have 
another change-in-status event.  

HMOs 

Your newborn or newly-adopted child’s 
medical expenses will not be covered from 
the date of birth or adoption. You must wait 
for the next Open Enrollment period to enroll 
your newborn or newly-adopted child or 
other eligible dependents in your medical 
plan if you miss the 180-day deadline unless 
you have another change-in-status event. 
Check with your HMO for more details on 
coverage for newborn and newly-adopted 
children. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Appointment of Legal 
Guardianship 

You may add legal ward within 
31 days of appointment of legal 
guardianship. 

You will not be able to enroll Eligible 
Dependents in the medical plan until the 
next Open Enrollment period unless you 
have another change–in-status event and 
the change is consistent with the event.  

Dropping Enrollment Due to 
Death of Dependent 

You must drop enrollment within 
31 days of your dependent‘s 
death. 

If you cover Ineligible Dependents, you will 
be required to pay the Company an amount 
equal to the portion of insured premiums (or 
the self-insured premium equivalents) 
attributable to the ineligible dependent for 
the period of time during which an Ineligible 
Dependent is enrolled, up to a maximum of 
two years of premiums or premium 
equivalents. Retirees and Surviving 
Dependents that refuse to make restitution 
or who default on an agreement to repay the 
Company will be subject to permanent 
cancellation of medical plan coverage 
through Pacific Gas and Electric Company. 

Dropping Enrollment Due to 
Dependent’s Loss of Eligibility 

You must drop enrollment within 
31 days of your dependent‘s loss 
of eligibility. 

If you cover Ineligible Dependents, you will 
be required to pay the Company an amount 
equal to the insured premiums (or the self-
insured premium equivalents) for the period 
of time during which an Ineligible Dependent 
is enrolled, up to a maximum of two years of 
premiums or premium equivalents. Retirees 
and Surviving Dependents that refuse to 
make restitution or who default on an 
agreement to repay the Company will be 
subject to permanent cancellation of 
medical plan coverage through Pacific Gas 
and Electric Company. 

Dependent Regains Eligibility You may add a dependent within 
31 days of the date on which 
your dependent regains 
eligibility. 

You will not be able to enroll in or add 
Eligible Dependents to the medical plan until 
the next Open Enrollment period unless you 
have another change-in-status event and the 
change is consistent with the event. 

Start or End of 
Spouse’s/Registered 
Domestic Partner’s 
Employment (Retirees Only) 

You may add or drop your 
spouse/registered domestic 
partner within 31 days of the 
start/end of spouse‘s/ registered 
domestic partner’s employment. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event.  

You or your Spouse/ 
Registered Domestic Partner 
Changes from Full-Time to 
Part-Time Employment or 
Vice Versa (Retirees Only) 

You may add or drop your 
spouse/registered domestic 
partner and other Eligible 
Dependents within 31 days of 
change. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event.  

Spouse/Registered Domestic 
Partner Has Significant 
Change of Health Coverage at 
Place of Employment 
(Retirees Only) 

You may add or drop yourself, 
your spouse/registered domestic 
partner, and other dependents as 
consistent with the change 
within 31 days of change. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Move out of HMO Area You must change plans within 31 
days of move or the date in 
which your enrolled child begins 
school outside of the service 
territory. 

You or your child may not be eligible for 
services under your medical plan, or you 
may receive lower benefits. 

Contact the Member Services of the plan you 
are enrolled for information of services for 
dependent students who are away from 
home. 

 

If You Have Other Coverage 
It’s possible that your family is covered by more than one health care plan. Your health care plans sponsored by 
the Company coordinate with any other group health plans for which you are eligible. This process of integrating 
benefits among two or more plans is called coordination of benefits and applies to most of the health care plans, 
including each Health Maintenance Organization (HMO). Be sure to contact your health plan to determine if and 
when it will coordinate benefits. 

For most plans except the Mental Health and Substance Abuse Program, if you have more than one group health 
plan, combined payments under all plans will be provided up to, but not more than, 100% of allowed charges for 
covered services. Under the Mental Health and Substance Abuse Program, combined payments under all plans 
will be provided up to, but not more than, the benefits you would receive under this Program alone. 

If you are eligible for health care benefits under more than one plan, you should file claims under all the plans for 
which you qualify. 

Here’s how coordination of benefits works: 

 One plan will pay benefits first. This is called the primary plan. 

 Then, the other plans for which you qualify — the secondary plans — will pay benefits toward covered expenses 
left over, if any, after the primary plan pays. 

 You will never be reimbursed for more than 100% of allowed charges for your covered expenses. 

Claims should be filed with the primary plan first, then with any secondary plans. 

In order to coordinate benefit claim payments, the Claims Administrator needs to obtain certain information 
either from you or other covered dependents or from other health plan insurers or claims administrators. The 
Claims Administrator will also need to provide the other health plan insurers or claims administrators with 
information about you and your dependents’ benefit claims. By participating in a Company-sponsored plan, you 
and your dependents are consenting to cooperate in providing necessary information to the health plan insurers 
and claims administrators and are consenting to having necessary information released so that all involved 
claims administrators or health plan insurers can properly coordinate benefits. The claims administrators and 
health plan insurers coordinate benefits according to the National Association of Insurance Commissioners’ 
(NAIC) guidelines. 

Which Plan Is Primary for You? 
Here are some guidelines to help you determine which plan is primary: 

 A plan that covers you as an employee will pay before a plan that covers you as a dependent. 

 A plan that covers you as an active employee will pay before a plan that covers you as a retired or laid-off 
employee. 

 A plan without a coordination of benefits provision will pay benefits before a plan with such a provision. 

If none of these rules applies, the plan that has covered you the longest will pay benefits first. 
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Which Plan Is Primary for Your Children? 
Here are some guidelines to help you determine which plan is primary for your children: 

 A plan without a coordination of benefits provision will pay benefits before a plan with such a provision. 

 Where each plan has coordination of benefits, the following rules apply: 

For Married Parents or Registered Domestic Partners 
In general, the primary plan for your children is determined using the “birthday rule.” This means the plan 
covering the parent whose birthday occurs first in the year is primary and will pay benefits first. For example, if 
your birthday is on January 15th and your spouse’s/registered domestic partner’s birthday is on June 10th, your 
plan pays benefits for your children first. 

For Separated or Divorced Parents 
Follow the rules outlined here, unless the court has specified which parent is responsible for coverage. If a child’s 
parents are divorced or legally separated, claims should be submitted first to the plan of the parent who has 
custody, provided the dependent is eligible under that plan. If that parent has remarried, claims should be 
submitted next to the plan covering the stepparent — the spouse of the parent with custody — provided the 
dependent is eligible under the plan. Claims should be submitted last to the plan covering the parent without 
custody, provided the dependent is eligible under that plan. 

If none of these rules applies, in most cases the plan that has covered your dependent(s) the longest will pay 
benefits first. 

Coordination with Medicare 

Medicare Parts A and B 
For most individuals, Medicare Parts A, B and D benefits currently become available at the beginning of the 
month in which a person reaches age 65, whether or not he or she is retired. Medicare Parts A, B and D benefits 
usually become available to individuals before age 65 if the individual has received Social Security disability 
benefits for two years, or if the individual has chronic kidney disease. 

If you or one of your covered dependents becomes entitled to Medicare due to age or disability while you are an 
active employee, the benefits of your Company-sponsored medical plan will be paid before Medicare Parts A and 
B benefits, except for individuals who are entitled to Medicare due to chronic kidney disease (End Stage Renal 
Disease, or ESRD), your Company-sponsored medical plan will pay benefits before Medicare for the first 30 
months of Medicare entitlement. After 30 months, Medicare Part A and Part B will become the primary payer and 
the Company-sponsored plan will become the secondary payer. Please notify Anthem Blue Cross or your HMO as 
soon as ESRD is diagnosed. 

Medicare Reduction Applies Even If You Have Not Enrolled 
If you or a covered dependent fall into one or both of the exceptions listed, that individual must apply for and 
enroll in Medicare Parts A and B. The Company-sponsored medical plan’s level of benefit coverage will not 
change but, because Medicare is the primary payer, the Company-sponsored plans will reduce its payment by the 
amount Medicare pays or should have paid had the individual enrolled for Parts A and B. Therefore, if you do not 
enroll in Medicare when eligible, you will be responsible for the portion of claims Medicare would have paid. The 
Company will reimburse the Standard Medicare Part B premium each month to eligible disabled retirees and up 
to two disabled dependents who are under age 65, enrolled in Medicare Parts A and B, and enrolled in a PG&E-
sponsored medical plan. If you are 65 or over you will receive a $15 monthly Medicare credit. You must notify the 
HR Service Center and provide a copy of your Medicare card showing Part A and B effective dates to qualify and 
initiate the monthly reimbursement. 
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If you’re under age 65 and you believe you or any of your dependents qualify for Social Security due to disability, 
contact Allsup, Inc., at 888-339-0743. PG&E has contracted with Allsup, Inc., to provide Social Security 
enrollment assistance at no cost to potentially eligible disabled retirees or dependents. 

Medicare Part D — Prescription Drug Benefits Provided through PG&E-Sponsored 
Medical Plans 
Retirees and/or their dependents who are eligible for Medicare may not elect to enroll in Medicare’s prescription 
drug benefits outside the Company — known as Medicare Part D Plans — and continue coverage under a 
Company-sponsored medical plan. The Company-sponsored medical plans all provide a prescription drug benefit 
equal to or better than Medicare’s basic Part D benefit. Enrolling in a Medicare Part D Plan outside of the 
Company will result in your losing all medical and prescription drug coverage under the Company-sponsored 
plans. Every year, the Company provides a Creditable Coverage notice to all medical plan participants. The notice 
attests that the Company-sponsored medical plans’ prescription drug benefits are actuarially equal to or better 
than the Medicare Part D basic benefit. You should keep the notice because it provides protection against 
Medicare Part D late enrollment penalties should you at some time in the future drop Company-sponsored 
medical plan coverage and enroll in a Medicare Part D Plan. For a copy of the notice or additional information, 
you can contact the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Reductions/Exclusions for Duplicate Coverage 
If you are entitled to benefits from any of the following sources, plan benefits will be reduced by either the 
amount of actual benefits paid or the reasonable value of services provided by these sources: 

 Benefits provided under Title 18 of the Social Security Act (“Medicare”). Plan benefits will be paid less the 
amount paid under Medicare. 

 Benefits provided by any other federal, state or governmental agency, or by any county or other political 
subdivision, except for benefits from MediCal. 

 Benefits to which you are entitled under Workers’ Compensation or other similar laws. 

 Benefits provided under any other health care service plan or HMO. 

 Benefits provided under the extension of benefits provision of any group, blanket or franchise disability 
insurance policy, any other health care service plan, any HOSPITAL service plan, or any self-insured welfare 
benefit plan. 

Subrogation and Reimbursement  
Subrogation is the substitution of one person or entity in place of another with reference to a lawful claim, 
demand or right. The Plan will be subrogated to and shall succeed to all rights of recovery that you may have 
against a Third Party under any legal theory of any type for 100% of the benefits that the Plan provides to you or 
will provide to you. In addition to any subrogation rights and in consideration of the coverage provided by the 
Plan, the Plan also has an independent right to be reimbursed by you for 100% of the benefits the Plan provides 
to you or will provide to you.  

The Plan has the right to recover 100% of the payments made or to be made on your behalf when you, your heirs, 
assigns, representatives or estate recover money or have the right to recover money from any of the following 
sources. These sources are called “Third Parties”:  

 Any person or entity alleged to have caused you to suffer sickness, injuries or damages, or who caused or is 
responsible for the sickness, injuries or damages. 

 Any insurer or other indemnifier of any person or entity alleged to have caused or who caused the sickness, 
injuries or damages.  

 Your employer.  

 Any person or entity who is or may be obligated to provide health care benefits or payments to you, including 
health care benefits or payments for underinsured or uninsured motorist protection, no-fault or traditional 
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auto insurance, medical payment coverage (auto, homeowners or otherwise), Workers’ Compensation 
coverage, medical malpractice coverage, or coverage by other insurance carriers or third-party administrators.  

 Any person or entity that is liable for payment to you on any equitable or legal theory.  

The Plan may obtain recovery through subrogation, reimbursement, refunds of overpayments or through any 
other available legal theory. The right of recovery applies regardless of whether you have been fully compensated 
for your injuries or condition.  

You agree as follows:  

 That you will cooperate with the Plan and its Claims Administrators in a timely manner in protecting the Plan’s 
legal and equitable rights to subrogation and reimbursement, including, but not limited to:  

 notifying the Plan’s Claims Administrators in writing as soon as you learn that a Third Party may be liable 
for causing your need for health care benefits,  

 providing any relevant information requested by the Plan or its Claims Administrators,  

 signing and/or delivering such documents as the Plan or its Claims Administrators reasonably request to 
secure the subrogation and reimbursement claims,  

 responding to requests for information about any sickness, accident or injuries,  

 appearing at legal proceedings such as depositions and in court, and  

 obtaining the consent of the Plan or its Claims Administrators before releasing any party from liability of 
payment of health care expenses.  

 That failure to cooperate in this matter will be deemed a breach of contract, and as such the Plan has the 
right to terminate health care benefits and/or institute of legal action against you. If the Plan incurs attorney’s 
fees and costs in order to enforce its rights of subrogation and reimbursement, it has the right to recover 
those fees and costs from you. You will also be required to pay interest on any amounts you hold which should 
have been paid to the Plan, 

 That the Plan has the sole authority and discretion to resolve all disputes regarding the interpretation of the 
language of this Summary Plan Description.  

 That no court costs or attorneys’ fees may be deducted from our recovery without express written consent 
from the Plan or Claims Administrators; any so-called “Fund Doctrine” or “Common Fund Doctrine” or 
“Attorney’s Fund Doctrine” will not defeat this right, and the Plan is not required to participate in or pay court 
costs or attorneys’ fees to the attorney hired by you to pursue your damage/personal injury claim.  

 That regardless of whether you have been fully compensated or made whole, the Plan may collect from you 
the proceeds of any full or partial recovery that you or your legal representative obtain, whether in the form of 
a settlement (either before or after any determination of liability) or judgment no matter how those proceeds 
are captioned or characterized. The proceeds available for collection will include, but are not limited to, any 
and all amounts earmarked as economic, non-economic and punitive damages, whether in the form of 
settlements or judgments. No “collateral source” rule, any “Made-Whole Doctrine” or “Make-Whole Doctrine” 
claim of unjust enrichment, nor any other equitable limitation shall limit the Plan’s subrogation and 
reimbursement rights. 

 That the health care benefits paid by the Plan or its Claim Administrators may also be considered to be health 
care benefits advanced.  

 That you agree that if you receive any payment from any Third Party or an insurer as a result of an injury or 
illness, whether by settlement (either before or after any determination of liability), or judgment, you will serve 
as a constructive trustee over the funds, and failure to hold such funds in trust will be deemed as a breach of 
your duties hereunder.  

 That you or an authorized agent, such as your attorney, must hold any funds received from any Third Party 
that are due and owed to the Plan, as stated herein, separately and alone (e.g.in a separate bank account or 
in your attorney’s trust account), and failure to hold funds as such will be deemed as a breach of contract, and 
may result in the termination of health care benefits or the institution of legal action against you.  
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 That you will transfer title to the constructive trust to the Plan for all health care benefits that have been paid 
or will be paid as a result of your sickness, injury or illness.  

 That the Plan will be entitled to recover reasonable attorney fees from you that are incurred in collecting from 
you any funds held by you that you recovered from any Third Party.  

 That the Plan may offset from any future health care benefits otherwise allowed the value of health care 
benefits paid or advanced under this section to the extent not covered by the Plan.  

 That you will neither accept any settlement that does not fully compensate or reimburse the Plan without the 
written approval of the Plan or its Claims Administrators, nor will you do anything to prejudice the Plan’s rights 
under the provision.  

 That you will assign to the Plans all rights of recovery against Third Parties, to the extent of the reasonable 
value of services and health care benefits the Plan provided, plus reasonable costs of collection.  

 That the Plan’s rights will be considered as the first priority claim against Third Parties, including tortfeasors 
for whom you are seeking recovery, to be paid before any other of your claims are paid. Further, the first 
priority right to payment is superior to any and all claims, debts or liens asserted by any medical providers, 
including but not limited to hospitals or emergency treatment centers, that assert a right to payment from 
funds payable from or recovered from an allegedly responsible or responsible third party and/or insurance 
carrier,  

 The Plan’s subrogation and reimbursement rights apply to full and partial settlements or judgments or other 
recoveries paid or payable to you or your representative on your behalf no matter how those proceeds are 
captioned or characterized. Payments include, but are not limited to, economic, non-economic and punitive 
damages, whether in the form of settlements or judgments. The Plan is not required to help you to pursue 
your claim for damages or personal injuries and no court costs or attorneys’ fees may be deducted from our 
recovery without express written consent from the Plan or Claims Administrators; any so-called “Fund 
Doctrine” or “Common Fund Doctrine” or “Attorney’s Fund Doctrine” will not defeat this right, 

 That the Plan’s rights will not be reduced due to your own negligence.  

 That the Plan may, at its option, take necessary and appropriate action to preserve its rights under these 
subrogation and reimbursement provisions, including but not limited to providing or exchanging medical 
payment information with an insurer, the insurer’s legal representative or other third party, and/or filing suit in 
your name, which does not obligate the Plans in any way to pay you part of any recovery the Plans might 
obtain.  

 That the Plan shall not be obligated in any way to pursue this right independently or on your behalf.  

 That if the injury or condition giving rise to subrogation or reimbursement involves a minor child, this section 
also applies to the parents or guardian of the minor child.  

 That in the case of a wrongful death, this section also applies to your estate, personal representative of your 
estate, and your heirs, legatees or beneficiaries.  

 That if the injury or condition giving rise to subrogation or reimbursement involves the wrongful death of a 
Plan Participant, also called “member,” this section will apply to any personal representative of the Plan 
Participant.  

 If a third part causes or is alleged to have caused you to suffer a sickness, injury or damages while you are 
covered under the Plan, the provisions of this section will continue to apply, even after you are no longer 
covered, 

 The Plan and the Plan Administrator (or the Claims Administrators acting on their behalf) have the authority 
and discretion to resolve all disputes regarding the interpretation of the language contained in these 
provisions, and shall have the such powers and duties as are necessary to discharge their duties and 
functions, including the discretionary authority to (1) construe and enforce the terms of these subrogation and 
reimbursement provisions and rights, and (2) make determinations with respect to the subrogation amounts 
and reimbursements owed to the Plan. 
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When Coverage Ends 
For You 
Your health care coverage will continue until the end of the month in which: 

 you fail to pay your share of the cost of coverage. If you are billed monthly in advance, you will have no 
coverage for any month in which you fail to pay your share of the coverage cost; or 

 the Plan terminates. 

Also see “Extended Benefits When Coverage Ends” on page 85. 

For Your Dependents 
Your dependents’ coverage will end when your coverage ends, or on the last day of the month in which they no 
longer qualify as Eligible Dependents. If you become legally separated or divorced, or if your registered domestic 
partnership ends, the coverage of your former spouse/domestic partner and his or her children (including 
step-children, unless you have adopted them) will end on the last day of the month in which the legal separation, 
divorce or termination of domestic partnership becomes final. You may, however, continue to cover your 
domestic partner’s children if those children were born or adopted during the period of your registered 
partnership. You must notify the HR Service Center within 31 days of the effective date of divorce, legal 
separation, termination of a domestic partnership or a dependent’s loss of eligibility. Also see “Extended Benefits 
When Coverage Ends” on page 85. 

Continuing Coverage Under COBRA 
When coverage ends, you and your covered dependents may be eligible to continue your existing benefits under 
the COBRA Continuation Program or convert your medical coverage to an individual policy. Please see “COBRA 
and Conversion to an Individual Medical Policy” on page 86 for more information on continuing coverage that has 
ended. 

Extended Benefits When Coverage Ends 
(For the Anthem Blue Cross-Administered Plans and the Mental Health and Substance Abuse Coverage. Extended 
benefits are not offered by the HMO plans.) 

Hospitalization 
If you or a covered dependent is hospitalized at the time coverage ends, your Anthem Blue Cross-administered 
medical plan and the Mental Health and Substance Abuse Coverage will continue benefits for the same illness 
until the earlier of the following events: 

 You or your covered dependent has recovered sufficiently to be discharged from the hospital by your doctor; or 

 The maximum plan benefits have been paid. 

Disability 
If you or a covered dependent is “totally disabled” when your coverage ends, your Anthem Blue 
Cross-administered medical plan and the Mental Health and Substance Abuse Coverage will continue benefits for 
treatment of the disabling condition for up to 12 months. For purposes of the Anthem Blue Cross-administered 
plans and the Mental Health and Substance Abuse Coverage, in the case of a dependent, “totally disabled” 
means being unable to perform all the regular and customary activities for a person of that age. 

Benefits will end before the 12-month period if you or your dependent: 

 cease to be totally disabled; 

 fail to furnish satisfactory proof of continuing disability as required by the Plan; 
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 receive maximum benefits from the Plan; or 

 become covered for the disabling condition under any other group health plan. 

To be eligible for these extended benefits, your attending physician must certify the disability in writing and 
submit this statement within 90 days of the date on which coverage would otherwise end. Written proof of the 
continuing disability will be required every 90 days during the period for which extended benefits are available. 

COBRA and Conversion to an Individual Medical Policy 
When you terminated employment, a number of options were available for continuing your medical coverage. If 
you satisfy the eligibility requirements for coverage under the Company’s Retiree Medical Plan (see “Eligible 
Retirees” on page 60), you and your eligible dependent are eligible for medical coverage under the Company’s 
Retiree Medical Plan and for COBRA continuation coverage under the Health Care Plan for Active employees. This 
Summary of Benefits Handbook explains the options available to Retirees only. 

Although COBRA coverage must be offered to you and your dependents at termination of employment, most new 
retirees and their dependents opt for medical coverage through the Retiree Medical Plan for a number of 
reasons: Retiree Medical Plan coverage may continue for a longer period of time than COBRA coverage and the 
Company currently pays a portion of the premium for Retiree Medical Plan coverage. (For additional information, 
see Plan Amendment and Termination in the ERISA Information subsection of the Rules, Regulations & 
Administrative Information section of this Handbook.) Retirees and their eligible dependents who select COBRA 
continuation coverage must pay the entire premium for the coverage. 

Note: If you are not a retiree and you do not satisfy the eligibility requirements for the Retiree Medical Plan, then 
you and your dependents are offered COBRA coverage under the Health Care Plan for Active Employees followed 
by conversion of your medical coverage to an individual insurance policy. Your rights to COBRA coverage and 
individual conversion coverage are explained in the Summary of Benefits Handbook for Management and 
Administrative & Technical Employees or in the Summary of Benefits Handbook for Employees Represented by 
the IBEW, ESC, or SEIU. 

Dental and Vision Benefits After Retirement 
Dental and vision benefits are not available to any former employees under the Retiree Medical Plan. Your dental 
and vision coverage ended when you terminated employment, unless you or your eligible dependents elected to 
continue these benefits by electing COBRA continuation coverage for these benefits under the Health Plan for 
Active Employees. If you or your eligible dependents elected COBRA coverage, these benefits may extend for up 
to 18 months after your termination of employment. 

Your eligible dependents may be able to extend dental and/or vision benefits for up to 36 months from the date 
of your termination of employment if they elect COBRA coverage and, within 18 months of your retirement, your 
dependent becomes ineligible for coverage because of your death, divorce, legal separation, termination of 
domestic partnership or, in the case of dependent children, because they no longer meet the eligibility 
requirements for dependent coverage. 

More Information About COBRA 
You or your eligible dependents may obtain detailed information about COBRA coverage by contacting the 
Company’s HR Service Center at 415-972-7077 or toll-free at 800-700-0057. Or, you can send an e-mail to 
hrbenefitsquestions@exchange.pge.com. Please allow one business day for a response. 

Certificates of Creditable Coverage 
When you lose coverage under the Company Health Care Plan for Active Employees, you will receive a “certificate 
of creditable coverage”, even if you are eligible for immediate coverage under the Retiree Medical Plan. You will 
also receive a “certificate of creditable coverage” if you lose coverage under the Retiree Medical Plan. 

The certificate states the period of time that you were covered under the health plan, including any period of 
coverage through COBRA. Another group health plan or individual insurance carrier may request a copy of the 
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certificate and may reduce its pre-existing condition exclusion period, if you can establish that you had prior 
health care coverage that meets certain requirements. 

The Certificate of Creditable Coverage is sent to former Company health plan participants and beneficiaries by 
Ceridian CobraServ, the Company’s third-party COBRA administrator. Please keep a copy of the Certificate with 
your important documents. 

COBRA Coverage Under the Retiree Medical Plan 
There are situations in which your enrolled dependents or you may lose coverage under the Retiree Medical Plan. 
Your eligible enrolled dependents and you may be able to elect COBRA continuation coverage under the Retiree 
Medical Plan in certain situations. You and your dependents right to COBRA continuation coverage under the 
Retiree Medical Plan is described below. 

Eligibility of Dependents 
Continued medical coverage, known as COBRA coverage, may be available to your dependents who are enrolled 
in the Retiree Medical Plan if your dependent loses Retiree Medical Plan coverage for one of the following 
reasons, known as a “Qualifying Event”: 

 you and your spouse divorce or legally separate; 

 your dependent child no longer qualifies as an eligible dependent under the Retiree Medical Plan; or 

 you die. 

If your enrolled dependent elects COBRA coverage and pays the COBRA premiums, your dependent may continue 
Retiree Medical Plan coverage for up to 36 months from the date on which Retiree Medical Plan coverage would 
otherwise end. 

Each enrolled dependent who meets the definition of a qualified beneficiary is entitled to make separate 
elections regarding COBRA coverage. 

Qualified dependents must be covered under your plan at the time of the actual qualifying event. Dependents 
who are taken off your coverage prior to the event will have their right to continued health care coverage through 
COBRA jeopardized. In the case of divorce, you may be held financially responsible for providing health coverage 
for dependents dropped prematurely. 

Dependents who are dropped during the Open Enrollment process may not qualify for continued coverage under 
COBRA since these rights are only triggered by certain qualifying events and specific notification to the Company. 
If you drop a dependent during the Open Enrollment period and are not sure whether your dependent is eligible 
for COBRA due to a qualifying event, please contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. COBRA rights may be jeopardized if contact with the HR Service Center is not made within 60 
days of the qualifying event. 

Eligibility of Retirees 
A filing of a proceeding in bankruptcy under Title 11 of the United States Code can be a Qualifying Event. If a 
proceeding in bankruptcy is filed with respect to the company from which you retired, and that bankruptcy results 
in the loss of coverage of any retired employee within certain time periods, the retired employee and his or her 
covered dependents may become eligible for COBRA continuation coverage. 

Domestic Partners (Retirees only) 

Registered domestic partners and their children are not covered by COBRA. However, the Company extends the 
same type of coverage rights to registered domestic partners and their children which it would extend to qualified 
beneficiaries under COBRA. Qualifying events to obtain this COBRA-like coverage are the same as those for 
spouses and dependents under COBRA, including the dissolution of a registered domestic partnership. 
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Important Alternative to COBRA Coverage If You Die 
If you die, your eligible covered dependents have a choice of continuing their Retiree Medical Plan coverage 
under COBRA or under the Survivor Medical Benefits offered by the Company to Surviving Dependents of 
Company employees and retirees. See “Eligible Survivors of Retirees” on page 64. 

When COBRA Coverage Ends 
COBRA coverage will end at the expiration of the maximum COBRA period. COBRA coverage will end before the 
expiration of the maximum COBRA period if: 

 you or your dependents fail to pay the required premium when due (failure to meet COBRA’s payment 
deadline — even by a day — will end your COBRA coverage and you will not be able to re-enroll); 

 you or your dependents become covered under another group health plan which does not contain a pre-
existing condition limitation which would affect benefits for that individual; 

 you or your dependents become entitled to Medicare (Medicare entitlement terminates all coverage only for 
the individual covered by Medicare); 

 you or your dependent’s coverage is terminated for cause, such as submitting false claims; or 

 the Company’s group health care plans are terminated. 

Note: You or your dependents must notify Ceridian Benefits Services at 800-877-7994 if you become covered 
under another group health plan. 

Cost of COBRA Continuation Coverage 
You and your dependents must pay the cost of COBRA coverage during the COBRA period, if you or your 
dependents elect COBRA coverage. You will pay 100% of the full premium, plus a 2% administrative charge. The 
Company will no longer contribute any amount toward the cost of your health care coverage. 

You must pay for COBRA coverage on a monthly basis. You must make your first payment within 45 days after 
the date on which you elect COBRA coverage. The first payment will include the cost of coverage retroactive to 
the first month in which your Company-sponsored coverage would otherwise end. Subsequent premiums are due 
the first of each month. Premiums cannot be deducted from your pension check. 

If payment is not received by the first of each month, your COBRA coverage is cancelled. You will have grace 
period of 30 days to pay your late premium. If you do not make your payment by the last day of the grace period, 
your COBRA coverage will not be reinstated. Please note that claims may not be paid until after you have made 
all COBRA payments that are due through the date on which the health care expense was incurred. 

How to Obtain COBRA Continuation Coverage 
If you get divorced or legally separated, or if your dependent child no longer qualifies as an eligible dependent 
under the plans, you must notify the HR Service Center within 60 days to request continued coverage through 
COBRA for your qualified beneficiaries. In the event you die, your enrolled dependents must notify the HR Service 
Center of our death within 60 days. (These events are referred to as “qualifying events”.) The Company will then 
advise the third-party COBRA administrator to provide your enrolled dependents with information regarding 
COBRA coverage, if your dependents are eligible. 

If your domestic partnership ends, the effective date of the qualifying event is the date on which your partnership 
no longer meets the criteria governing the initial registration of your relationship. You must notify the HR Service 
Center within 31 days to drop your former domestic partner and his or her children, if applicable. If you fail to 
notify the HR Service Center within 60 days of termination of your domestic partnership, continuation coverage 
for your former domestic partner and/or his or her children will be denied. 

When any of these events occurs and you notify the Company appropriately, Ceridian CobraServ, the Company’s 
third-party administrator, will send your dependents a COBRA enrollment package to their last known address, if 
they are eligible. The package will contain information about their rights under COBRA, including the required 
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COBRA forms to elect continuation coverage. It is important to note that your dependents do not have to show 
that they are insurable to elect COBRA coverage. 

The required COBRA forms must be completed and returned to Ceridian CobraServ within 60 days from the date 
on which the election forms are sent by Ceridian CobraServ. If you or your eligible dependents do not file the 
COBRA election forms within this 60-day period, COBRA rights will be forfeited and your group health coverage 
will end effective the last day of the month in which the qualifying event occurred. 

If you need to report the occurrence of a qualifying event or if you have any questions about whether or not a 
dependent is eligible for COBRA continuation coverage, contact the HR Service Center at 415-972-7077 or toll-
free at 800-700-0057. 

To obtain complete details of the terms and conditions of continued coverage through COBRA or to request the 
required COBRA forms to elect COBRA coverage, contact Ceridian CobraServ at 800-877-7994. 

The federal regulations that govern COBRA have established very specific timelines and enrollment requirements 
that must be followed in order to obtain COBRA continuation coverage. It is important that you and your covered 
eligible dependents read all the information that is received regarding COBRA continuation coverage. 

Appeals 
If you are not satisfied with the results of Ceridian’s review, you may formally appeal the decision in writing to the 
Plan Administrator. 

You have 90 days from the date on which you receive a determination from Ceridian to write to the Benefits 
Department and indicate that you are appealing Ceridian’s decision. You should include all relevant information 
in your appeal. To expedite processing, you should also include a HIPAA AUTHORIZATION FOR USE AND/OR 
DISCLOSURE OF PROTECTED HEALTH INFORMATION form. You can request a copy by calling the HR Service 
Center at 415-972-7077 or toll-free at 800-700-0057. 

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 will 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 the Benefits 
Department determines that an extension is necessary. 

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) that 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). You must submit 
a new appeal in writing stating the reason(s) for your appeal and enclosing all relevant documentation and 
information that support 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 
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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 of the claim; 

 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; 

 an explanation of any voluntary appeal procedures offered by the Plan and your right to obtain information 
about such procedures; and 

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

Conversion to an Individual Medical Policy 

Individual Conversion Policy 
You or your enrolled dependents may be eligible to convert your group medical plan coverage to an individual 
insurance policy, at your own expense, once your COBRA coverage is exhausted. This is called the conversion 
privilege. The benefits provided under the converted medical policy, however, may be different than those 
provided by the Company-sponsored medical plan. 

The dental and vision plans do not offer conversion to individual policies. 

The conversion privilege may be available to your dependents in the following instances: 

 when your dependent child no longer qualifies as an eligible dependent under the Company’s plans; 

 when you and your spouse divorce or legally separate; 

 when you and your registered domestic partner no longer meet the domestic partnership criteria or end your 
domestic partnership; or 

 when you die and your surviving spouse/registered domestic partner and/or dependent child(ren) were 
covered before your death, and they do not continue Retiree Medical Plan coverage through the Company’s 
Survivor Medical Benefits or through COBRA continuation coverage. 

Your spouse/registered domestic partner and/or dependent children do not have to show that they are insurable 
to exercise the conversion privilege. It is important to note, however, that the individual policy offered by the 
medical plan carrier through the conversion privilege may provide different benefit coverage than that which your 
dependents had under the Company-sponsored medical plan or that which they had through COBRA, if eligible. 
The cost of a converted medical policy may also be considerably higher than Survivor Medical Benefits or COBRA 
continuation coverage. Purchasing conversion coverage may also limit your right to purchase a HIPAA conversion 
plan. 

Please check with Anthem Blue Cross or your HMO, as appropriate, to learn more about conversion rights, 
benefits coverage and cost. You also have the option to contact an independent insurance broker or another 
health care provider to obtain medical coverage. 

HIPAA Conversion Plan 
You and your dependents may have the right to apply for a HIPAA Guaranteed Issue Individual plan after your 
COBRA coverage is exhausted. 

If you or your dependent is an HMO member, contact the HMO for application materials, cost or additional 
information at least 60 days before COBRA coverage terminates. 

If you or your dependent is an Anthem Blue Cross member, contact Anthem Blue Cross for application materials, 
cost or addition information at least 60 days before COBRA coverage terminates. 
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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. 

Eligibility Appeals 
If you are not satisfied with the Benefit Department’s decision, 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 adjudicator 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 claim 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 
Benefits Department 
1850 Gateway Boulevard 
Concord, CA 94520 

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

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. 
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