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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 
You are eligible to enroll for health care coverage if you are a full-time or part-time employee represented by the 
IBEW, ESC, or SEIU, regardless of whether you are a probationary employee or have reached regular status. 
Participation begins on the first day of the month following receipt of your elections, provided you complete and 
return an enrollment form to the HR Service Center within 31 days of your date of hire or transfer into a union-
represented position. For example, if you were hired on February 1 as a union-represented employee, and you 
return a completed form on February 15, your elections would be effective on March 1. 

New hires who do not enroll within 31 days will be required to wait until the next Open Enrollment period to enroll, 
with coverage effective January 1 of the following year, unless you have an eligible change-in-status event before 
then. 

You are not eligible to enroll for active employee health care coverage if you are a contractor, agency, or hiring 
hall employee or a retiree of the Company (unless you are a retiree who has been rehired as a regular employee). 
Intermittent employees and other temporary employees who are not expected to become regular employees are 
also not eligible for coverage. 
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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 (SSNs) on file for many individuals enrolled in a PG&E-sponsored medical plan. This includes, among 
others, individuals aged 45 or older as well as certain categories of individuals younger than age 45. By enrolling 
your Eligible Dependents in PG&E-sponsored health care plans, you agree to provide their SSNs. If you fail to do 
so, your enrolled dependent(s) may be terminated from medical coverage. If your dependent’s correct SSN is 
missing, please contact the HR Service Center at 415-973-4357 or 800-788-2363, and provide the SSN in order 
to continue medical coverage for that dependent. 

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 spouse or registered domestic partner who are under age 26, including legally adopted 
children. Note that a child for whom your spouse or 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 (also see “Disabled Dependents,” under “Eligible Dependents” for more information); or 

 Your family member or registered domestic partner if you both are union-represented employees or you both 
are 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. In addition, you may not be 
covered as both an employee and a retiree. Management and Administrative & Technical employees may not 
cover union-represented employees and visa-versa. 

Employee/Retiree Couples 
If you and your family member or registered domestic partner are both union-represented employees or are 
retirees, you each have the option of being covered as an “employee” or “retiree,” or you can be covered as a 
“dependent” of the other. However, you may not be covered as both. In addition, you may not be covered as both 
an employee and a retiree. 
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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 or a National Medical Support Notice issued by a State child support enforcement agency 
must identify the child who is the “alternate recipient” of health care 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 or a National Medical Support Notice 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 Company extension 8-223-4357, externally 
at 415-973-4357 or toll-free at 800-788-2363. 

 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 an employee (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 Health Account Plan (HAP) administered by Anthem Blue 
Cross and will deduct the required monthly contributions associated with the coverage under the HAP. 

If a Participating Employer receives a court-ordered judgment or decree requiring you to cover an eligible 
dependent child, the child will be enrolled in your health care plans, pursuant to the court order or judgment. 
Coverage for the child will be effective the first of the month following enrollment by PG&E, and your health plan 
contributions will be adjusted to reflect the coverage of the child, if applicable. 

Registered Domestic Partners 
Registered domestic partners of employees are eligible for coverage under the Company’s medical, dental and 
vision care plans. 

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 access an online copy of 
“Your Guide to Domestic Partner Benefits at Pacific Gas & Electric Company” under the “Domestic Partner 
Benefits Guide” link on the Benefit Plan Documents section of the PG&E@Work intranet, or you can request a 
copy by calling the HR Service Center at Company extension 8-223-4357, externally at 415-973-4357 or toll-free 
at 800-788-2363. 

If you wish to cover your registered domestic partner under any Company-sponsored benefit plans, you must 
contact the HR Service Center within 31 days of your domestic partnership registration date. 

If you fail to do so, you must wait until the next Open Enrollment period to enroll your registered domestic partner. 
You may be required to provide proof of domestic partnership registration to the Company upon request. 
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Tax Implications of Coverage for Your Registered Domestic Partner or Children of Your Registered 
Domestic Partner 

Federal Taxes 

It is important to note that the value of the health care coverage provided for a registered domestic partner or any 
enrolled dependent children of a registered domestic partner is treated as income to you for federal tax purposes. 
PG&E will report the value of the coverage as income on your Form W-2 and will withhold federal income and 
employment taxes. The amounts taxable to you can be substantial. For exact calculations of the current year’s 
imputed income for your specific plan and coverage level, please refer to the appendix of the “Your Guide to 
Domestic Partner Benefits at Pacific Gas & Electric Company” under the “Domestic Partner Benefits Guide” link 
in the Benefit Plan Documents section of the PG&E@Work intranet. 

An exception to these income reporting and withholding rules applies if your registered domestic partner or 
children of your registered 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 children 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 don’t 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 registered domestic partner and/or 
the children of your registered domestic partner qualify as your tax dependents. 

California Taxes 

For California income tax purposes, the value of the health care benefits provided to your registered domestic 
partner and/or your registered 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 (i.e., you must 
be in a same-sex partnership or one or both partners in an opposite-sex partnership must be over the age of 62). 
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. 

More Eligibility and Tax Information for Registered Domestic Partners 

Employees can find out more about eligibility and general information regarding taxation for registered domestic 
partner benefits by accessing an online copy of “Your Guide to Domestic Partner Benefits at Pacific Gas & Electric 
Company” under the “Domestic Partner Benefits Guide” link in the Benefit Plan Documents section of the 
PG&E@Work intranet, or you can request a copy by calling the HR Service Center at Company extension 
8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. However, employees are encouraged to 
seek advice from a tax professional for any questions they may have. 

Also see “Change-in-Status Events and Other Changes Involving a Registered Domestic Partnership” under 
“Change-in-Status Events” in the What If…section. 

Registered Domestic Partner Dependents 
The State of California considers a child born or adopted during the course of a registered domestic partnership 
to be a natural-born child to both partners — regardless of who is the child’s biological birth-parent — and, 
consequently, such a child will continue to be considered an eligible dependent for purposes of health plan 
coverage in the event the registered domestic partnership is terminated. However, should your registered 
domestic partnership legally come to an end, any child born to or adopted by your registered domestic partner 
prior to the establishment of your registered domestic partner union must be dropped from your PG&E-sponsored 
health plans within 31 days, unless you have adopted the child or you have legal guardianship of the child. 
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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 process the required certification 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, please contact your benefit plan 
vendor. Contact information for each benefit plan vendor is listed under the Rules, Regulations and 
Administrative Information and Contacts sections of this Handbook. 

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

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

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

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

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

 Children age 26 and older, unless they have been approved for 
continued coverage under the Disabled Dependent provision for 
PG&E-sponsored medical plans prior to otherwise becoming 
ineligible for coverage; 

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

 A spouse, common-law spouse, or domestic partner of your eligible child; 

 Children covered as dependents under the plan of another employee or retiree of a Participating Employer; 

 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; 

 A family member who is a union-represented employee if you are a Management or Administrative & 
Technical employee of a Participating Employer, or a family member who is a Management or 
Administrative & Technical employee if you are a union-represented employee of a Participating Employer. 

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 coverage for 
the period of time during which an 
Ineligible Dependent is enrolled, up to a 
maximum of two years of coverage. 
Covering an ineligible dependent is 
considered fraud and may be subject to 
termination of employment. 

To drop Ineligible Dependents, contact 
the HR Service Center at Company 
extension 8-223-4357, externally at 
415-973-4357 or toll-free at 
800-788-2363. 
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Dependents of Employee/Retiree Couples 
If both you and your spouse or registered domestic partner are an employee or retiree of the Company or PG&E 
Corporation, only one of you may enroll each child as an eligible family member under any one benefit plan. 

If a dependent loses eligibility, you must drop the dependent from your Company health care plans within 31 
days of the dependent’s 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 
Company extension 8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. 

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 on your appeal, you may then submit a written 
appeal for review (within 60 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit 
Appeals Committee (EBAC), the final decision maker in the appeals process, stating the reasons for your appeal 
and enclosing all documentation and any additional information to support your appeal. 

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

Send your appeal to: 

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

You will receive a final ruling from the EBAC within 60 days of the EBAC’s receipt of your appeal unless, due to 
special circumstances, the EBAC requires additional time to respond, up to another 60 days. 
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If the EBAC denies your appeal, you will receive a written response which will include: 

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

 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 appeal for benefits. 

Cost of Coverage 
All union-represented employees who elect medical coverage make contributions toward the cost of coverage. 
Part-time union-represented employees also make contributions for dental and vision coverage. Employee 
contributions vary based on your status as an employee (full-time, part-time, on leave of absence, etc.) and the 
health plan and the level of coverage selected (for instance, Self Only, Self and Spouse, etc.) Employee 
contributions which are deducted from your paychecks generally are made on a pre-tax basis. 

Contributions for Full-Time Employees 
Full-time union-represented employees pay 7.5% of the actual premium for the medical plan they select. Your 
contributions for the medical plan you choose (if any) will be deducted from your second paycheck of each month 
on a pre-tax basis. Full-time employees are not required to contribute toward the cost of their dental and vision 
premiums. 

Contributions for Part-Time Employees 
If you are a regular-status employee who became a part-time employee prior to January 1, 1991, you will pay 
7.5% of the cost of coverage. If you became part-time January 1, 1991, or later, you will pay 7.5% of the cost of 
coverage in addition to your part-time medical plan contributions, as explained in this section. Salary deductions 
are generally on a pre-tax basis. 

The Company bases its prorated medical plan contributions for part-time employees on the cost of coverage for 
the Anthem Blue Cross HAP plan, regardless of what plan the part-time employee enrolls in. Part-time employees 
pay the difference between the Company’s pro-rated contribution and the full cost of coverage for the medical 
plan they actually select — plus 7.5% of the cost of coverage for their selected medical plan. 

The amount the Company contributes is based on the ratio of actual straight-time hours worked for the 12-month 
period (from October 1 of the previous year to September 30 of the current year) to the full-time hourly equivalent 
of 2080 hours. The Company will contribute an amount equal to this percentage multiplied by the cost of the 
Anthem Blue Cross HAP plan. The cost of coverage for part-time new hires will be based on an assumed schedule 
of 36 hours of work for their first six months of employment. When the part-time employee completes six months 
of service, the cost of coverage will be recalculated, based on the actual number of straight-time hours worked 
from their date of hire. 

For regular-status employees who became part-time employees prior to January 1, 1991, no contribution is 
required for dental or vision coverage. For regular-status employees who became part-time employees January 1, 
1991, or later, dental and vision contributions are required. The amount the Company contributes is based on the 
ratio of actual straight-time hours worked for the 12-month period (from October 1 of the previous year to 
September 30 of the current year) to the full-time hourly equivalent of 2080 hours. The Company will contribute 
an amount equal to this percentage, multiplied by the cost of the coverage for the dental and vision plans. The 
cost of coverage for part-time new hires will be based on an assumed schedule of 36 hours of work for their first 
six months of employment. When the part-time employee completes six months of service, the cost of coverage 
will be recalculated, based on the actual number of straight-time hours worked from their date of hire. 

Part-time employees should review their enrollment worksheet or contact the HR Service Center if they wish to 
obtain their cost-sharing amounts. 
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Contributions for Employees on Leaves of Absence 
Employees on leave of absence are also required to pay medical plan contributions. Contributions will be 7.5% or 
100% of the medical plan premium, depending on the type of leave you are on. Your leave of absence package 
will explain your payment options while on leave. 

For more information on health care coverage during a leave of absence, please see “I Take an Unpaid Leave of 
Absence” in the What If… section. 

Contributions for Employees on Long-Term Disability 
Employees on Long-Term Disability (LTD) will be required to pay 7.5% of their monthly cost of medical coverage. 
Medical contribution deductions will be taken on a pre-tax basis from the employee’s Long-Term Disability check, 
provided the employee is receiving LTD payments. 

Medicaid and the Children’s Health Insurance Program (CHIP) Offer Free 
or Low-Cost Health Coverage to Children and Families 
If you or your children are eligible for Medicaid or CHIP and you are eligible for health coverage from your 
employer, your State may have a premium assistance program that can help pay for coverage. These States use 
funds from their Medicaid or CHIP programs to help people who are eligible these programs, but also have access 
to health insurance through their employer. If you or your children are not eligible for Medicaid or CHIP, you will 
not be eligible for these premium assistance programs. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, you can 
contact your State Medicaid or CHIP office to find out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP office. 
Call 877-KIDS NOW or log on to www.insurekidsnow.gov to find out how to apply. If you qualify, you can ask the 
State if it has a program that might help you pay the premiums for an employer-sponsored plan. 

Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or CHIP, as 
well as being eligible under your employer plan, your employer must permit you to enroll in your employer plan if 
you are not already enrolled. This is called a “special enrollment” opportunity, and you must request coverage 
within 60 days of being determined eligible for premium assistance. If you have questions about enrolling in your 
employer plan, you can contact the Department of Labor electronically at www.askebsa.dol.gov or by calling toll-
free 866-444-EBSA (3272). 

If you live in one of the following States, you may be eligible for assistance with paying your employer health plan 
premiums. The following list of States is current as of July 31, 2013. You should contact your State for further 
information on eligibility. 

California is not participating in CHIP for 2014. 

The following is a partial list of participating states. 

 ARIZONA — CHIP 

Website: www.azahccs.gov/applicants 
Phone (Outside of Maricopa County): 877-764-5437 
Phone (Maricopa County): 602-417-5437 

 NEVADA — Medicaid 

Website: http://dwss.nv.gov/ 
Phone: 800-992-0900 
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 OREGON — Medicaid and CHIP 

Website: www.oregonhealthykids.gov 

www.hijossaludablesoregon.gov 
Phone: 877-314-5678 

 TEXAS — Medicaid 

Website: www.gethipptexas.com/ 
Phone: 800-440-0493 

 VIRGINIA — Medicaid and CHIP 

Medicaid Website: www.dmas.virginia.gov/rcp-HIPP.htm 
Medicaid Phone: 800-432-5924 

CHIP Website: www.famis.org/ 
CHIP Phone: 866-873-2647 

To see if any more States have added a premium assistance program since July 31, 2013, or for more 
information on special enrollment rights, you can contact either: 

U.S. Department of Labor 
Employee Benefits Security Administration 
www.dol.gov/ebsa 
866-444-EBSA (3272) 

Or 

U.S. Department of Health and Human Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 
877-267-2323, Ext. 61565 

Enrollment 
For an overview of your enrollment options, see “Enrollment Options at a Glance” in the Benefits at a Glance 
section. 

New Hire Enrollment 
A New Hire Benefits Packet will be sent to your home address or 
delivered to you within 10 days of your date of hire. Review the options 
available to you and make your selections. Complete the enrollment 
form included in your benefit enrollment kit and return it to the HR 
Service Center at the address indicated on the form. You’ll receive a 
confirmation statement within ten days of the date on which your form 
has been received. If you have any questions about enrolling in benefits, 
call the HR Service Center at Company extension 8-223-4357, externally 
at 415-973-4357 or toll-free at 800-788-2363. 

Your medical, dental and vision benefits will go into effect on the first day of the month following the Company’s 
receipt of your request to enroll, provided your request is received within 31 days of your hire date. For example, if 
you were hired February 1, and the Company received your request to enroll on February 15, your coverage will be 
effective on March 1. 

31-Day Deadline! 

You must either fax or mail the 
completed enrollment form to the HR 
Service Center within 31 days of your 
hire date to avoid being placed in the 
limited Default Coverage described in 
this section. 
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Default Coverage 
If you do not enroll within the time requirements, you will be automatically assigned the following default 
coverage: 

 No Medical Plan Coverage (including no Mental Health and Substance Abuse coverage or Prescription Drug 
coverage) 

 No Dental Coverage 

 No Vision Coverage 

 No Flexible Spending Account Contributions 

 Employee Assistance Plan 

Once effective, your health plan Default Coverage will remain in effect for the entire calendar year. You may not 
make changes to your health plan coverage until the next Open Enrollment period, unless you have an eligible 
change in status or qualify for a HIPAA special enrollment period, as described under “You Need to Make a Mid-
Year Change” and “Change-in-Status Events” in the What If…section. 

Annual Open Enrollment 
Each year, you have an opportunity to change your health care coverage elections for the coming calendar year, 
during the Open Enrollment period. The Open Enrollment period typically occurs in the fall. 

The elections you make during annual enrollment take effect on January 1 of the next year, and remain in effect 
for the entire year. You may not make changes to your coverage until the next Open Enrollment period, unless 
you have an eligible change in status or qualify for a HIPAA special enrollment period, as described under “You 
Need to Make a Mid-Year Change” and “Change-in-Status Events” in the What If…section. 

Declining Medical, Dental and/or Vision Coverage 
If you are covered under another medical plan, dental plan, and/or vision plan outside of the Company (for 
example, through a spouse’s employer), you may want to evaluate whether or not you need medical, dental 
and/or vision coverage through PG&E. 

Employees eligible for PG&E’s health care plans can elect to decline medical coverage, dental coverage, and/or 
vision coverage by selecting the “opt out” elections: NO MEDICAL PLAN (including no Mental Health and 
Substance Abuse or Prescription Drug coverage), NO DENTAL PLAN and/or NO VISION PLAN. 

About Declining Coverage 
If you decline medical, dental and/or vision coverage, here is some important information you need to know: 

 If you and your family member or registered domestic partner are both union-represented employees or are 
retirees, you each have the option of being covered as an “employee” or “retiree,” or you can be covered as a 
“dependent” of the other. However, you may not be covered as both. In addition, union-represented employees 
cannot cover a family member or a registered domestic partner who is a Management and Administrative & 
Technical employee. 

 You will not be able to re-enroll in a Company-sponsored medical, dental and/or vision plan until the next 
Open Enrollment period, unless you have an eligible change-in-status event or qualify for a HIPAA special 
enrollment period. 

 Declining or waiving coverage does not entitle you to receive additional compensation in lieu of Company 
contributions. 

If you have any questions about declining medical, dental and/or vision 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 
Company extension 8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. 
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Changing Your Coverage 
In general, you may not change your health care benefits except during the annual Open Enrollment period. 
However, you may be able to change your coverage if you: 

 Declined coverage because you had other coverage available, and you then lose that other coverage, 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. 

Because change-in-status events affect more benefits than just your health care benefits, they are described 
under “Change-in-Status Events” in the What If… section. 

If you declined coverage and lose your other coverage, the rules that may allow you to enroll are described under 
“HIPAA Special Enrollment Periods” on page 99. 

HIPAA Special Enrollment Periods 
A HIPAA Special Enrollment Period may be available to you and your Eligible Dependents if any of the following 
occur: 

 you declined coverage under a Company-sponsored health care plan (medical, dental or vision) because you 
had other coverage and you lose eligibility for the other coverage (or the employer stops contributing towards 
the cost of the other coverage); or 

 you have a newly Eligible Dependent due to marriage, establishment of a domestic partnership, birth, 
adoption or placement for adoption; or 

 you or your dependent loses eligibility for Medicaid or Children’s Health Insurance Program (CHIP) coverage; or 

 you or your dependent becomes eligible for a state’s premium assistance program under Medicaid or CHIP. 

You must request enrollment by contacting the HR Service Center within 31 days of losing coverage or employer 
contributions toward coverage; within 31 days of the date of your marriage or domestic partnership registration; 
within 180 days of the birth, adoption or placement for adoption of a child; or within 60 days of the date of the 
Medicaid/CHIP eligibility change. 

Loss of Other Coverage Provision 
The conditions making you eligible for a HIPAA Special Enrollment Period due to loss of other coverage are: 

 Loss of eligibility under the other health coverage due to: 

 legal separation (but only if it causes a loss of coverage); 

 divorce, death, termination of employment or reduction in hours; 

 a dependent no longer meeting eligibility requirements due to age or for other reasons; 

 you or your Eligible Dependent children no longer being covered by a health plan through your spouse’s 
employer because you no longer reside, live, or work in the health plan’s service area and have no other 
available health plan option; or 

 a plan no longer offering benefits to similarly-situated individuals; 

 Termination of employer contributions under the other health care plan; 
 The other health care coverage being through COBRA and you have exhausted COBRA coverage rights; or 

 Your meeting or exceeding a lifetime limit on all benefits under another health plan. 

If you are eligible for a HIPAA Special Enrollment Period due to loss of other coverage, you are eligible to elect 
coverage for yourself and/or your Eligible Dependent(s) in a medical plan, the Dental Plan, and/or the Vision Plan 
within 31 days of the date of the loss of other coverage. Coverage resulting from this HIPAA Special Enrollment 
period will be effective on the first day of the month following receipt of your enrollment request. If you do not 
enroll within the 31-day enrollment period, you will not be covered under the Company medical, dental and vision 
plans, and you must wait until the next Open Enrollment period if you wish to enroll. 
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Newborn and Adoption Provision 
If you are eligible for a HIPAA Special Enrollment Period due to the birth, adoption or placement for adoption of a 
child, you are eligible to elect coverage for yourself and/or your Eligible Dependents in a medical plan, the Dental 
Plan, and/or the Vision Plan within 180 days of the date of the child’s birth, adoption or placement for adoption. 
Coverage resulting from this HIPAA Special Enrollment period will be effective retroactive to the date of birth, 
adoption or placement for adoption. If you do not enroll within the 180-day enrollment period, you and/or the 
Eligible Dependents that you did not enroll will not be covered under the Company medical, dental or vision plans, 
and you must wait until the next Open Enrollment period if you wish to enroll yourself and/or Eligible Dependents. 

Marriage/Registered Domestic Partnership Provision 
If you are eligible for a HIPAA Special Enrollment Period due to marriage or establishment of a registered 
domestic partnership, you are eligible to elect coverage for yourself and your Eligible Dependents in a medical 
plan, the Dental Plan, and/or the Vision Plan within 31 days of the date of your marriage or establishment of the 
registered domestic partnership. Coverage resulting from this HIPAA Special Enrollment event will be effective as 
of the first day of the month following receipt of your enrollment, provided you enroll within 31 days of the event. 
If you do not enroll within the 31-day enrollment period, you and/or the Eligible Dependents that you did not 
enroll will not be covered under the Company medical, dental and/or vision plans, and you must wait until the 
next Open Enrollment period if you wish to enroll yourself and/or any Eligible Dependents. 

If You Have Other Coverage 
If you and your spouse/registered domestic partner both work, it’s possible that your family is covered by more 
than one health care plan. The process of integrating benefits among two or more plans is called coordination of 
benefits. 

If you are enrolled in the Anthem Health Account Plan (Anthem HAP), Anthem Blue Cross will coordinate benefits 
with any other group health plans for which you are eligible. This means the Anthem HAP will pay benefits on a 
secondary basis if any of your enrolled dependents have primary medical coverage elsewhere. Be sure to contact 
Anthem Blue Cross to determine if and when it will coordinate benefits on a secondary basis. 

The PG&E Kaiser Permanente HAP (KPIC HAP) does not coordinate with any other Kaiser Permanente plan. If you 
or your dependents have coverage under the PG&E KPIC HAP and you also have coverage under another Kaiser 
Permanente plan through your spouse or parents, no additional benefits will be paid once Kaiser has paid 
benefits under the plan that is primary. There is no advantage to having dual coverage with Kaiser if you are 
enrolled in the PG&E KPIC HAP. In addition, if you have double coverage with a non-Kaiser plan, your PG&E KPIC 
HAP will not pay benefits on a secondary basis if you use non-Kaiser network providers. (There are limited 
exceptions in which Kaiser may coordinate benefits with another non-Kaiser plan — for example, when Kaiser 
refers you to a non-network provider for specialized treatment which cannot be provided by Kaiser providers. 
Contact Kaiser Permanente for more information.) 

For most plans that coordinate benefits, with the exception of the HAP’s mental health and substance abuse 
benefits provided by ValueOptions, combined payments under all plans will be provided up to, but not more than, 
100% of allowed charges. For the HAP’s mental health and substance abuse benefits provided by ValueOptions, 
combined payments under all plans will be provided up to, but not more than, the benefits you would receive 
from ValueOptions 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. 



Health Care Participation 

Benefits Effective January 1, 2014 101 
For eligible union-represented employees 

In order to coordinate benefit claim payments, the HAP 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 (or as that employee’s dependent) will pay before a plan that 
covers you as a retired or laid-off employee or under continuation coverage. 

 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. 

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 Part A and B 
For most individuals, Medicare Part 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 Part 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. 
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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 Part A 
and/or 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 Kaiser 
Permanente Insurance Company (KPIC) as soon as ESRD is diagnosed. 

 For individuals on Long-Term Disability (LTD) who are entitled to Medicare due to disability, and also for any 
Medicare-eligible dependents they cover, Medicare’s Part A and B will become primary payers and the 
Company-sponsored plan will become the secondary payer. (Note: In 2013, LTD recipients are not covered on 
the Health Account Plan (HAP), but may be covered under other PG&E sponsored medical plans). 

Medicare Reduction Applies Even If You Have Not Enrolled 
If you or a covered dependent fall into one or both of the exceptions listed above, 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 LTD employees for the full cost of the standard Part B premiums they pay for 
Medicare Part B coverage. In addition, the Company will reimburse LTD employees for the full cost of the 
standard Part B premiums they pay for any eligible disabled Medicare-covered dependents, until the 
dependent(s) reach age 65. However, you must be enrolled in a PG&E medical plan, provide a copy of your 
Medicare card to the HR Service Center, and request reimbursement of your Medicare part B premiums. PG&E 
will not issue reimbursement of Part B premiums on a retroactive basis, so it is important that you promptly send 
a copy of your Medicare card when you or your dependent(s) first obtain Part B coverage. The maximum number 
of reimbursements a family may receive for disabled members is three. 

This means that all active employees enrolled in the Health Account Plan (HAP), except those as qualified above, 
should submit claims first to Anthem Blue Cross or KPIC. In addition, all active employees should notify Medicare 
of their primary coverage under any of the plans offered by the Company. 

For Pacific Gas and Electric Company employees, the Company has retained the services of Allsup, Inc. to assist 
Long-Term Disability (LTD) recipients and early retirees in applying for Social Security disability benefits and 
enrolling in Medicare. These services are provided at no cost. If you are disabled and an LTD recipient or an early 
retiree, you can call Allsup, Inc. at 888-339-0743 to request assistance. 

If you are receiving LTD benefits, your available medical plan options are described in the “Medical Coverage” 
section of the 2011 edition of the Summary of Benefits Handbook for employees represented by the IBEW, ESC 
and SEIU unions. However, please note that the Blue Shield and Health Net plans are no longer being offered 
after 2012. 

Medicare Part D — Prescription Drug Benefits 
Active employees 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 — while being covered 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 sometime in the future drop your 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 Company extension 8-223-4357, externally at 415-973-4357 or toll-free 
at 800-788-2363. 
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Medicare and Active Employment 
Under the Tax and Equity Fiscal Responsibility Act of 1983 (TEFRA) and the Deficit Reduction Act of 1984 
(DEFRA), the Company is required by law to offer employees or their spouses who are age 65 or older the same 
array of group health plans that are available to younger employees. TEFRA relates to an employee who will be 
turning 65 and DEFRA relates to a spouse/registered domestic partner who will be turning 65 and who is 
currently being covered as a dependent on the employee’s coverage. Employees and their spouses/registered 
domestic partners have the option of choosing one of the Company-sponsored group health plans or Medicare as 
their primary plan. 

Medicare Part A and B 
If you elect a Company-sponsored plan as your primary plan, the Company-sponsored plan will continue to be the 
first payer for your coverage while you are an active employee of the Company. You have the option of signing up 
for Medicare Part B and having Part B as your secondary coverage; however, you may find you receive little value 
from your Part B benefits for which you are required to pay premiums. Thus, you may want to delay enrollment in 
Medicare Part B until you retire. To avoid penalties from the Social Security Administration, you must enroll in 
Medicare Part B within eight months of retirement from the Company. However, to receive maximum benefit 
from PG&E’s retiree medical plans, you and your Medicare-eligible dependent(s) should enroll in Part B shortly 
before retiring so that your Part B coverage takes effect no later than your retirement date. Since Medicare Part A 
is free for most employees, you may enroll in Part A as soon as you are eligible, even if you are still an active 
employee. 

If you elect Medicare as your primary plan while you are still actively working, Medicare will be your only group 
medical coverage; your Company-sponsored medical coverage will be dropped. The Company is legally precluded 
from offering you any Medicare supplemental coverage while you are still working. If you elect this option, you 
may find that your benefits will be less than what you would have received had you elected to keep your 
Company-sponsored plan as primary payer. 

Prior to turning age 65, you or your spouse/registered domestic partner will be sent a TEFRA or DEFRA election 
form — whichever applies — to complete and return to the HR Service Center. If you do not return the form by the 
indicated date, the Company will assume that you plan to continue working and retain the same Company-
sponsored plan that you are currently enrolled in as the primary plan for you and/or your Medicare-eligible 
dependent(s). 

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. 
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Subrogation and Reimbursement 
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 
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. 

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. 

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 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 stated herein. 

 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. 
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 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. 

 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. 
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 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 party 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. 

For KPIC Members Only 
Within 30 days after submitting or filing a claim or legal action against a third party, you must send written notice 
of the claim or legal action to: 

Harrington Health 
3701 Boardman-Canfield Rd., Bldg B 
Canfield, OH. 44406-7005 

In order for the Plan to determine the existence of any rights the Plan may have and to satisfy those rights, you 
must complete and send all consents, releases, authorizations, assignments, and other documents, including lien 
forms directing your attorney, the third party, and the third party’s liability insurer to pay the Plan directly. You 
may not agree to waive, release, or reduce the Plan’s rights under this provision without the Plan’s prior written 
consent. 

If your estate, parent, guardian, or conservator asserts a claim against a third party based on your injury or illness, 
your estate, parent, guardian, or conservator and any settlement or judgment recovered by the estate, parent, 
guardian, or conservator shall be subject to the Plan’s liens and other rights to the same extent as if you had 
asserted the claim against the third party. The Plan may assign its rights to enforce liens and other rights. 

If you are entitled to Medicare, Medicare law may apply with respect to Services covered by Medicare, Workers’ 
Compensation or employer’s liability benefits. 

You may be eligible for payments or other benefits, including amounts received as a settlement (collectively 
referred to as “Financial Benefit”), under workers’ compensation or employer’s liability law. The Plan will provide 
covered Services even if it is unclear whether you are entitled to a Financial Benefit, but the Plan may recover the 
value of any covered Services from the following sources: 

 From any source providing a Financial Benefit or from whom a Financial Benefit is due, and 

 From you, to the extent that a Financial Benefit is provided or payable or would have been required to be 
provided or payable if you had diligently sought to establish your rights to the Financial Benefit under any 
workers’ compensation or employer’s liability law. 
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When Coverage Ends 
Your health care coverage under the health plans for active 
Management and Administrative & Technical employees will continue 
until the end of the month in which: 

 you terminate your employment for any reason, including retirement 
(see “You Retire” in the What If… section); 

 you are no longer in a union-represented position; 

 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 107 and “If 
You Retire or Leave the Company” under “What Happens” in the Flexible Spending Account section. 

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/registered 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 registered domestic partnership becomes final. You may, however, continue 
to cover your registered 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 registered domestic partnership or a dependent’s loss of eligibility. Also see 
“Extended Benefits When Coverage Ends” on page 107. 

Extended Benefits When Coverage Ends 

Hospitalization 
If you or a covered dependent is hospitalized at the time coverage ends, the Health Account Plan (HAP) 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, the HAP will continue benefits for 
treatment of the disabling condition for up to 12 months. For purposes of the HAP, in the case of an employee, 
“totally disabled” means you are unable to perform the tasks of any employment or occupation for which you are 
qualified. 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; 

 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. 

Continuing Coverage with 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 
“Conversion to an Individual Medical 
Policy” on page 114 for more 
information on continuing coverage that 
has ended. 
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Extended Dental Benefits 
If you or a covered dependent is undergoing a dental procedure (a “single procedure”) when your Company-
sponsored dental coverage ends, the Dental Plan will continue to pay benefits for any single procedures which 
began while you were still eligible. A single procedure is defined as a dental procedure to which a separate 
procedure number is assigned. The single procedure must have actually begun before you lost eligibility. Planning 
future dental work with your dentist or obtaining a predetermination, in itself, will not qualify you for extended 
dental benefits. Orthodontic care or other treatment plans are not considered single procedures because the care 
consists of a number of separate procedures. 

Continuing Coverage Under COBRA 
If your Company-sponsored health care coverage ends, you and your 
covered dependents may be eligible for continued benefit coverage 
through COBRA. 

In addition, you may be able to convert your medical plan coverage to an 
individual medical plan policy. You also have the option to contact an 
independent insurance broker to obtain individual medical coverage. 
See “Conversion to an Individual Medical Policy” on page 114. 

COBRA Coverage 
The Consolidated Omnibus Budget Reconciliation Act (COBRA), a federal 
law, allows you and/or your covered Eligible Dependents to continue 
participation in the Company-sponsored group health plans (including 
the Company-sponsored medical, dental, vision, prescription drug, 
mental health and substance abuse benefits, the Health Care Flexible 
Spending Account, and the Employee Assistance Program) beyond the 
normal period if you have lost these coverages because of the 
occurrence of one of the qualifying events described under Eligibility in this section. Medical plan options are 
based on the qualified beneficiary’s residence ZIP code. Obtaining coverage through COBRA is at your own cost 
and may continue for a period of up to either 18 or 36 months, depending on the qualifying event and type. If you 
elect continued coverage through COBRA, benefits will be identical to your current coverage; any subsequent 
changes in the plans for active employees will also apply to you. 

Certificates of Creditable Coverage 
You or your dependents may need to provide a subsequent employer or health plan with proof that you previously 
had coverage under the Company-sponsored health plans. This proof may allow you to avoid or reduce a 
preexisting condition exclusion period under another plan or otherwise help you enroll in another plan. When you 
and/or your dependents lose medical coverage under a Company-sponsored health plan, your medical provider 
will send you a “certificate of creditable coverage” showing proof of your prior health coverage. This certificate will 
state the period of time you and your dependents were covered under the Company-sponsored health plan, 
including coverage through COBRA, and a statement about your rights under the Health Insurance Portability and 
Accountability Act (HIPAA). Please keep the “Certificate of Creditable Coverage” with your personal records. 

You or your dependents may request a Certificate of Creditable Coverage while you are enrolled in a Company-
sponsored health plan or within 24 months after your coverage ends by contacting your medical coverage 
provider. 

Eligibility 
You and your covered dependents who meet the definition of a “qualified beneficiary” (see the definition of a 
qualified beneficiary below) may be eligible for continued health care coverage through COBRA if a “qualifying 
event” occurs as explained here. Each individual who meets the definition of a qualified beneficiary is entitled to 
make separate elections regarding continued coverage through COBRA. 

Don’t Miss the Deadlines! 

There are 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 provided regarding COBRA 
continuation coverage. If you or your 
dependents have questions about 
COBRA coverage, you and your 
dependents are encouraged to call 
Ceridian Benefits Services at 
800-877-7994, send an email to 
cobrasupport@ceridian.com, or visit 
Ceridian’s Web site at www.ceridian-
benefits.com. 
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Definition of a Qualified Beneficiary 
A qualified beneficiary is an individual who is enrolled as one of the 
following under the Company-sponsored group health plan on the day 
before a qualifying event occurs: 

 an employee or retiree; 

 the spouse of a covered employee or retiree; or 

 an Eligible Dependent child of a covered employee or retiree. 

If you have a child born to or adopted by you while you are covered 
through COBRA, your newborn or adopted child will also be considered a 
qualified beneficiary, as long as you add the child to your COBRA 
coverage within 180 days of birth or adoption. 

Please note: Qualified beneficiary status is forfeited if an individual 
declines COBRA coverage when he or she is first eligible, even if the 
individual is later added to your COBRA coverage as a covered dependent during an offered COBRA Open 
Enrollment period. 

Qualifying Events 
18-Month Events 

You and your covered dependents who are qualified beneficiaries have the option to continue coverage for up to 
18 months, calculated from the loss of coverage date, by paying the required premiums from the date on which 
coverage would otherwise end, if one of the following qualifying events occurs: 

 your employment with the Company terminates for any reason (including voluntary resignation or retirement) 
other than gross misconduct; 

 your Company-sponsored group health coverage would otherwise end due to a reduction in your work hours; 
or 

 your employment with the Company terminates during or at the end of an approved leave of absence from the 
Company (including personal or medical leaves of absence, military leaves and leaves that qualify under the 
California Family Rights Act of 1991 and/or the federal Family and Medical Leave Act); or 

36-Month Events 

Your covered dependents who are qualified beneficiaries have the option to continue coverage for up to a total of 
36 months, calculated from the initial loss of coverage date, by paying the required premiums from the date on 
which coverage would otherwise end, if one of the following qualifying events occurs: 

 your death occurs while being covered as a plan participant (your eligible covered dependents have a choice 
of continuing their coverage under COBRA or under the Survivor Medical Benefits offered by the Company for 
surviving dependents of Company employees — see “Medical Benefits for Survivors of Active Employees” 
under “You Become Terminally Ill or Die While an Active Employee” in the What If… section.); 

 you and your spouse become divorced or legally separated; or 

 your dependent child no longer qualifies as an Eligible Dependent under the Company-sponsored plans. 

Spouse and Dependent Elections 

Please note that if one of the 36-month qualifying events occurs while you and your dependents are covered on 
an 18-month COBRA continuation period, your spouse and/or Eligible Dependent children who are qualified 
beneficiaries may elect to continue coverage under COBRA for up to 36 months from the date of the first 
qualifying event, which is the date you first lose coverage. (Note: even if you do not elect COBRA continuation 
coverage, your spouse and covered dependents who elected COBRA may still be eligible for a second qualifying 
event.) 

Registered Domestic Partners 

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 under COBRA, including the 
dissolution of a registered domestic 
partnership, and are also administered 
by Ceridian Benefit Services. 
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Domestic Partners 

Registered domestic partners and their children are not covered by the COBRA law. However, the Company 
extends the same type of coverage to registered domestic partners and their children that it would extend to 
qualified beneficiaries under COBRA. Qualifying events to obtain this COBRA-like coverage are the same as those 
for spouses under COBRA, including the dissolution of a registered domestic partnership, and are also 
administered by Ceridian Benefit Services. 

Additional Event 

Sometimes, filing 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 the individual retired, and that 
bankruptcy results in the loss of coverage of any retired employee covered under the group health care plans 
within certain time periods, the retired employee will become a qualified beneficiary with respect to the 
bankruptcy. The retired employee’s spouse or registered domestic partner, surviving spouse or registered 
domestic partner, and dependent children and/or children of your registered domestic partner will also become 
qualified beneficiaries if bankruptcy results in the loss of their group health care coverage. 

Important: Dropping Dependents During Open Enrollment 
Qualified dependents must be covered under your plan at the time of the actual qualifying event. Dependents 
who are dropped during the Open Enrollment process may not qualify for continued coverage under COBRA since 
COBRA rights are only triggered by certain qualifying events which occur while the individual is enrolled under the 
Company-sponsored plans. In addition, you must notify the HR Service Center of the qualifying event within a 
specific time frame. 

If you drop a dependent during the Open Enrollment period and believe your dependent is eligible for COBRA due 
to a qualifying event which has occurred, please contact the HR Service Center at Company extension 
8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. COBRA rights may be jeopardized if 
contact with the HR Service Center is not made within the later of 60 days of the qualifying event or 60 days from 
the date that benefits would terminate under the plan as a result of the qualifying event. 

Employees who are considering or in the process of obtaining a divorce or dissolution of a registered domestic 
partnership should consult with their personal legal advisors before discontinuing coverage for their dependents. 
If you drop your dependents’ coverage during Open Enrollment and the divorce or dissolution is finalized at a later 
date, your dependents may not be able to obtain medical coverage through COBRA, although you may continue 
to be financially responsible for your dependent’s medical care. 

How Medicare Entitlement Affects Your COBRA Eligibility 

If you are an employee who becomes entitled to Medicare prior to the date you are eligible to elect COBRA as a 
result of either your termination of employment or a reduction of work hours, you are eligible to continue your 
Company health care coverage for 18 months from the date of your termination of employment or reduction in 
work hours. Your covered dependents who are qualified beneficiaries are eligible to continue coverage for either 
(1) up to 36 months from the date on which you became entitled to Medicare (which was a date prior to the date 
on which you lost health care coverage due to termination of your employment or a reduction in your work hours) 
or (2) up to 18 months from the date on which your employment terminates or you lose health care coverage 
because of a reduction of work hours, whichever period provides longer coverage. 

Please note that if you are already covered through COBRA for an 18-month period when you become entitled to 
Medicare, your medical coverage under COBRA will end when you become entitled to Medicare, although your 
dependents may continue coverage until the end of the 18-month period. 

Extension of COBRA Coverage Due to Disability 

You and your qualified beneficiaries may elect a special 11-month extension of COBRA coverage for a total of up 
to 29 months from the date of the initial qualifying event, the date you first lose coverage, if: 

 you are already covered through COBRA for an 18-month coverage period; and 

 you or your qualified beneficiary is disabled as determined by Social Security when: 

 your employment terminates; or 
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 your benefits are lost due to a reduction in work hours; or 

 you are still within the first 60 days of your 18-month COBRA continuation period. 

To qualify for this extension, you must notify Ceridian Benefits Services, the third-party COBRA administrator, at 
800-877-7994 within the following time frames: 

 within 60 days of the date of the Award Notice from the Social Security Administration on which Social 
Security makes a determination that you or your qualified beneficiary is disabled; and 

 before the end of your initial 18-month COBRA coverage period. 

If Social Security makes a determination of disability prior to the date of your termination or reduction in work 
hours which results in the end of your health care coverage, then you must notify Ceridian Benefits Services of the 
disability within 60 days of the date of your qualifying event or benefit termination date, whichever is later. You 
must also notify Ceridian Benefits Services) within 30 days of the date on which Social Security determines that 
you or your qualified beneficiary is no longer disabled. 

Extended COBRA coverage for disabilities will end on the earliest of: 

 the first day of the month after Social Security determines that you or your dependent are no longer disabled; 
or 

 the date specified under When COBRA Coverage Ends. 

When COBRA Coverage Ends 
In general, your coverage continued through COBRA will remain in force for the periods described in this section. 
However, COBRA coverage will end before the maximum time periods if: 

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

 you obtain other group health coverage and the other group health coverage does not impose a preexisting 
condition exclusion which applies to a preexisting condition that you have; 

 your dependent obtains other group health coverage and the other health plan coverage does not impose a 
preexisting condition exclusion which applies to a preexisting condition that your dependent has; 

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

 the Company-sponsored group health care plans are terminated. 

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

Enrollment in the Health Care Flexible Spending Account will terminate at the end of the year in which your 
COBRA began. Please refer to More About Flexible Spending Accounts in the section entitled Flexible Spending 
Accounts for further details. 

Cost of COBRA Continuation Coverage 
You and your dependents must pay the cost of COBRA coverage during an 18- or 36-month COBRA period, if you 
elect coverage. You will pay 100% of the full cost of coverage, plus a 2% administrative charge, for each plan you 
elect to continue — medical (which includes prescription drug, mental health and substance abuse coverage), 
dental, vision, Health Care Flexible Spending Account, and/or the Employee Assistance Program. 

The cost of COBRA coverage during the 19th through the 29th month of a disability extension will be 150% of the 
full cost of coverage for each month, plus a 2% administrative charge. 



Health Care Participation 

112 Benefits Effective January 1, 2014 
 For eligible union-represented employees 

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 day of the month immediately after the date on which your Company-sponsored coverage would 
otherwise end. Subsequent payments are due the first day of each month. However a grace period of 30 days will 
be provided. Payments must be made by the grace date. Please note that claims will 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. 

Additional Information 

For general and specific information regarding your plan’s COBRA coverage, please visit Ceridian’s website at 
www.ceridian-benefits.com, or contact the COBRA Services Center by mail at 3201 34th Street South, St. 
Petersburg, FL 33711. For quick access to information, go to www.ceridian-benefits.com. You may also call 
800-977-7994. 

How to Obtain COBRA Continuation Coverage 
If you get divorced or legally separated, dissolve a registered domestic partnership, or if your dependent child no 
longer qualifies as an Eligible Dependent under the plans, you must call the HR Service Center within 31 days of 
the eligible change-in-status event (180 days for births or adoptions). To request COBRA enrollment materials, 
you must call within 60 days of the occurrence of the COBRA-qualifying event or the last day of eligible coverage 
— whichever occurs last. 

If you lose health coverage or upon your death, the HR Service Center will automatically provide you or your 
dependents with COBRA enrollment materials. 

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 are dropping a dependent during the Open Enrollment period and are unsure whether or not the dependent 
is eligible for COBRA due to a qualifying event, please contact the HR Service Center. 

The required COBRA forms must be completed and returned to Ceridian Benefits Services within 60 days from 
the date on which coverage would otherwise end or from the date on which the election forms are sent by 
Ceridian Benefits Services, whichever is later. 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 Company extension 
8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. Be sure to let the HR Service Center know 
the address to which any COBRA packages should be sent. 

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 Benefits Services at 800-877-7994. 

Review of COBRA Determination of Ineligibility 
If you believe you have been denied a benefit to which you may be entitled due to eligibility for or enrollment in 
COBRA, you may request a review by Ceridian Benefits Services, the third-party Claim Administrator at: 

Ceridian Benefit Services 
COBRA Compliance Department 
3201 34th Street South 
St. Petersburg, FL 33711-3828 

Eligibility Appeals 
If you are not satisfied with the results of Ceridian’s review, you may formally appeal in writing to the Plan 
Administrator. 
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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 access a copy online from the Human 
Resources Forms section of the PG&E@Work intranet or by calling the HR Service Center at Company extension 
8-223-4357, externally at 415-973-4357 or toll-free at 800-788-2363. 

Send your appeal to: 

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

The Benefits Department will review your appeal and 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 an additional 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. 

If you are not satisfied with the Benefit Department’s decision, you may then submit a written appeal for review 
(within 90 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit Appeals 
Committee (EBAC), the final decision maker in the appeals process, stating the reasons for your appeal and 
enclosing all documentation and any additional information to support your appeal. 

No special form or format is required in submitting a written appeal; you may submit written comments, 
documents, records, and other information relating to your claim. You may also request, free of charge, access to, 
or copies of, all documents, records, and other information relevant to your 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 the EBAC within 90 days of the EBAC’s receipt of your appeal unless, due to 
special circumstances, the EBAC requires additional time to respond, up to another 90 days. 

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

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

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

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

 a statement of your right to bring civil action under section 502(a) of ERISA. 
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Conversion to an Individual Medical Policy 
You may be eligible to convert (change) your group medical plan coverage to an individual insurance policy, at 
your own expense. This is called the conversion privilege. The cost and benefits provided under the converted 
medical policy, however, are different than those provided by your Pacific Gas and Electric Company-sponsored 
medical plan. 

Ordinarily, you have 31 days from the date on which your Pacific Gas and Electric Company-sponsored medical 
coverage ends to apply for a converted policy and pay the first premium. However, if you opt to continue your 
medical coverage under COBRA as explained under Coverage Through COBRA, you may convert to an individual 
policy within 31 days of the end of the maximum 18-, 29- or 36-month COBRA period. 

The conversion privilege may also be available to your covered Eligible Dependents in the following instances 
when: 

 your dependent child no longer qualifies as an Eligible Dependent under the Company-sponsored plans; 

 you and your spouse become divorced or legally separated; 

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

 your death occurs and your surviving spouse/registered domestic partner and/or dependent child(ren) were 
covered before your death, and they do not continue medical plan coverage through the Pacific Gas and 
Electric Company’s Survivor Medical Benefits nor do they elect to continue their group coverage under COBRA, 
as explained under Coverage Through COBRA. 

Please note that Anthem HAP members are not eligible for a converted medical insurance policy if PG&E-
sponsored coverage ended due to non-payment of monthly contributions. 

Just as with continuing your coverage through COBRA, you do not have to show that you are insurable to exercise 
the conversion privilege. It is important to note, however, that the individual policy offered by your medical plan 
carrier through the conversion privilege may provide different benefit coverage than that which you had under the 
Company-sponsored medical plan or that which you would be able to continue through COBRA, if eligible. The 
cost of a converted medical policy may also be considerably higher than that which you would pay to continue the 
Company-sponsored coverage through COBRA. Thus, you may also want to consider other alternatives which may 
be available to you. 

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

The dental, vision, and prescription drug plans, the Mental Health and Substance Abuse Program, the Health Care 
Flexible Spending Account, and the Employee Assistance Program do not offer conversion to individual policies. 

 

 




