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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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Vision Coverage 
Vision care is administered by Vision Service Plan (VSP), which has a 
network of over 27,000 eye doctors. While you may receive vision care from 
any doctor you choose, using a VSP-network doctor has two advantages: 
 Vision Service Plan pays VSP doctors directly, so there are no claim forms 

to submit. If you go to a non-VSP doctor, you will have to pay the doctor 
yourself and then file a claim with VSP for reimbursement. Your benefits will 
be less if you use a non-VSP doctor. 

 Exams, standard lenses and frames, or medically necessary contact lenses 
from VSP doctors are covered after you pay a $10 exam copayment and/or 
a $25 materials copayment. Both copayments apply to each covered 
person. Please see How the Plan Works on page 253 for more details. For 
services and supplies you receive from non-VSP doctors, you will receive 
an allowance from VSP for covered services which generally will not fully 
reimburse you for all of your expenses. 
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How the Plan Works 
Questions? 

Call 800-877-7195 if you have questions 
regarding any VSP services. 
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To be assured of full benefits from Vision Service Plan (VSP), you must receive care from a doctor who is a 
participating member of the VSP network. You are not required to obtain an authorization form to use your VSP 
benefits. Simply follow these steps: 

 Contact your VSP network doctor to make an appointment. If you need help locating a VSP network doctor, 
call VSP at 800-877-7195. You can also access VSP’s website at www.vsp.com for a list of participating 
doctors or to obtain information on your eligibility. 

 Identify yourself, or your dependent, as a VSP member when calling your doctor’s office. Provide your name, 
date of birth and, if necessary, the last four digits of your Social Security number and tell the doctor that you 
are an employee of the Company. Your doctor will verify your eligibility and coverage with VSP and then obtain 
the necessary authorization for services. 

 After you pay a $10 exam copayment and/or a $25 materials copayment, VSP will pay your VSP doctor 
directly for all remaining covered charges. Any additional charges for your frames and lenses beyond VSP’s 
network allowances will be your responsibility. Please refer to Extra Charges under What the Plan Does Not 
Cover on page 255 for more information. 

Non-VSP Providers 
When you receive vision care from a provider who is not a member of VSP, you pay the provider yourself and then 
submit a claim for reimbursement. Send a copy of the itemized bill(s) to VSP with an HCFA-1500 form or any 
generic insurance claim form that may be available from your non-participating provider. Claim forms are also 
available on www.vsp.com. The following information must also be included in your documentation: 

 patient’s name and mailing address; and 

 your identification number (usually the employee’s Social Security number). 

Mail the itemized bill(s) and claim form to the following address: 

Vision Service Plan 
P. O. Box 997105 
Sacramento, CA 95899-7105 

Please note that claims for reimbursement must be filed within 12 months of the date on which services were 
completed. You will be reimbursed according to a schedule of allowances. (See What the Plan Does Not Cover on 
page 255.) 

VSP’s network of doctors is only in the United States. Reimbursements for the services of non-network providers 
outside the United States are based on the currency conversion rate on the date of service. 

Benefits with VSP Providers 
If you use a VSP network provider, then after you pay a $10 exam copayment and/or a $25 copayment for 
materials (lenses and frames), VSP provides: 

 Vision exams — Once every 12 months. 

 Prescription lenses 

 Eyeglass lenses — Every 12 months, provided you need them. There is an extra charge for non-covered lens 
enhancements (see Extra Charges under What the Plan Does Not Cover on page 255). The extra cost is 
your responsibility. 

 Medically necessary contact lenses — Medically necessary contact lenses are covered in full from a VSP 
doctor for certain eye conditions that would prohibit the use of glasses. Your VSP doctor will obtain 
authorization from VSP. You will not be entitled to benefits for eyeglass lenses and/or frames for 12 
months following the date on which medically necessary contact lenses are received. 

 Elective contact lenses — Elective contacts are those that are not considered to be medically necessary. If 
you choose elective contacts, VSP will pay up to $150 toward the contacts and evaluation/fitting fees. You 
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will not be entitled to benefits for eyeglass lenses and/or frames for 12 months following the date on 
which elective contact lenses are received. 

 Ultraviolet (UV) protected lenses — Covered at 100% after copayment, if received from a VSP doctor. 

 Photochromic lenses (lenses that darken in the sunlight) — Covered at 100% after copayment, if obtained 
from a VSP doctor. 

 Frames — Every 24 months, provided you need them. Many designs are available at no charge after you pay 
your $25 copayment; however, you will be responsible for any cost that exceeds the $150 plan allowance. 

 Lasik surgery — Covered if performed by a VSP doctor, up to $250 per eye (lifetime limit). 

Benefits with Non-VSP Providers 
If you do not use a VSP network doctor, your reimbursement will be limited to the following schedule: 

Schedule 

Exam $45 

Lenses  

Single Vision $30 

Bifocal $50 

Trifocal $65 

Lenticular $100 

Progressive $50 

Ultraviolet (UV) Protected Not covered 

Photochromic Not covered 

Frames $70 

Contacts  

Medically Necessary $250 

Elective $105 (including contact lens exam) 

Lasik Surgery Not covered 
 

What the Plan Does Not Cover 
The Vision Plan does not cover: 

 Services or supplies that are not covered expenses, as determined solely by VSP. 

 Orthoptics or vision training and any associated supplemental testing; plano (non-prescription) lenses; or two 
pairs of eyeglasses, in lieu of bifocals. 

 Replacement of lost, stolen or broken eyeglass lenses within 12 months of when you received them; 
replacement of lost, stolen or broken frames within 24 months of when you received them. 

 Medical or surgical treatment of the eyes, except as specified under Benefits with VSP Providers. 

 Any eye exam or any corrective eyewear that is required as a condition of employment. 

 Vision examinations performed in excess of once every 12 months; lenses provided in excess of one pair every 
12 months, and frames provided in excess of one every 24 months, whether or not replacement is necessary 
for your visual welfare. 
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 Services or supplies for which no charge would be made in the absence of vision care benefits. 

 Services or supplies that are not necessary for your visual welfare, as determined by VSP. 

 Fees charged by a VSP network doctor that are in excess of the negotiated rates between VSP and the VSP 
network doctor. 

 Laser eye surgery performed by non-VSP providers. 

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

Extra Charges 
The Vision Plan covers vision care services that are medically necessary. You will have to pay an extra charge for 
certain services that are primarily for cosmetic purposes. These include, but are not limited to: 

 Blended lenses 

 Contact lenses (except as noted) 

 Oversized lenses 

 Photochromic lenses (lenses that darken in the sunlight) obtained from non-VSP providers 

 Tinted lenses, except pink #1 and pink #2 

 Progressive multifocal lenses 

 Coating or lamination of lenses 

 Frames that cost more than the VSP allowance 

 Low vision care (certain limitations apply) 

 Cosmetic lenses 

 Optional cosmetic processes 

 Ultraviolet (UV) protected lenses obtained from non-VSP providers 

Value-Added Discounts from VSP Doctors 
Your VSP doctor will provide a 20% discount toward the purchase of additional complete pairs of glasses (lenses 
and frames). This discount applies to complete pairs of prescription and non-prescription glasses, including 
sunglasses, that you purchase in addition to those covered by the program. The discount is available from any 
VSP doctor within 12 months of the date of your last covered eye exam. 

Your VSP doctor will also provide a 15% discount off the cost of your contact lens exam (fitting and evaluation). 
The discount does not apply to the cost of the contact lenses. 

The most popular lens enhancements are covered after a copay, saving you an average of 20-25%; see your VSP 
doctor for special pricing on additional lens enhancements. Your VSP doctor will provide a 20% discount on your 
out-of-pocket costs if you choose a frame valued at more than your plan allowance. 
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Claims and Appeals 
For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and Electric 
Company Health Care Plan for Active Employees or to make election changes to your coverage under the Plan, 
see the Health Care Participation section. 

Claims 
Vision Service Plan (VSP) is the Claims Administrator for the Vision Plan. VSP has a network of doctors who 
provide vision services and who will file a claim with VSP on your behalf. You simply make the appropriate 
copayments to the provider. 

If you use a non-participating provider, you will be required to pay the provider and file a claim with VSP. Claim 
forms are available by calling VSP at 800-877-7195, or visit VSP’s website at www.vsp.com. If your claim is 
approved, the appropriate benefits will be paid to you. All claims for vision plan benefits must be made within 12 
months of the date on which services or materials were received. 

After your claim is processed, VSP will send you a written notice of its decision within 30 days of receipt of your 
claim. If your claim is denied in whole or in part, the notice will include the specific reason(s) for the denial and 
references to the specific plan provision(s) on which the denial is based. You will also receive a description of any 
additional information needed to obtain approval of your claim and an explanation of why it is necessary. Upon 
request and free of charge, VSP will provide a copy of the applicable regulation, protocol, and/or explanation of 
any scientific or clinical judgment used in the denial. 

Complaints and Appeals 
Before you officially appeal a denial of a vision claim, you can call VSP at 800-877-7195 to see if an informal 
resolution is possible. However, if you aren’t satisfied with VSP’s explanation of why the claim was denied, you 
can request to have the claim reviewed. 

VSP will handle and resolve your benefit issues differently, depending on whether your issue is a complaint or an 
appeal. Under each type of resolution approach, you should first call VSP at 800-877-7195. 

Complaints 
If you ever have a complaint, your first step is to call VSP’s Member Service Department’s toll-free number at 
800-877-7195, Monday through Friday, between 5 a.m. and 8 p.m., and Saturday, between 7 a.m. and 5 p.m. 
Pacific time. Complaints are defined as disagreements regarding access to care, quality of care, treatment, or 
service. You also have the right to submit written comments or supporting documentation concerning a 
complaint to assist in VSP’s review. Every effort will be made by VSP’s Member Service Department to answer 
your question and/or resolve the matter informally. If a matter is not initially resolved to your satisfaction, you 
may communicate a complaint to VSP in writing by using a complaint form, which may be obtained upon request 
from VSP’s Member Service Department. 

Your complaint form should be sent to: 

Vision Service Plan 
Attn: Complaints and Grievance Unit  
P.O. Box 997100 
Sacramento, CA 95899-7100 

Upon receipt of a verbal or written complaint, VSP will acknowledge, in writing, the receipt and/or disposition of 
the complaint within five business days. VSP will resolve the complaint within 30 days of receipt, unless special 
circumstances require an extension of time. In such special circumstances, a 15-day interim notification will be 
sent to you informing you of the resolution’s status. Resolution will be achieved as soon as possible, but no later 
than 120 days after VSP’s receipt of the complaint. Upon final resolution, you will be notified of the outcome in 
writing. 
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Appeals 
If you are not satisfied with a VSP claim decision, you or your authorized representative may submit a written 
appeal to VSP. Your appeal must be submitted in writing within 180 days of the date on which the claim was 
denied. Your appeal should include the name and Social Security number of the employee, along with the name 
and date of birth of the participant (which may be you or your Eligible Dependent). 

Send your appeal to: 

Vision Service Plan 
Attn: Appeals Department 
P.O. Box 2350 
Rancho Cordova, CA 95670 

VSP’s review will take into account all of the information you submit with your appeal, regardless of whether such 
information was submitted or considered in the initial claim decision. VSP’s review determination will be 
completed within 30 days of VSP’s receipt of your request for review. 

If, on appeal, VSP determines that your explanation and additional information support the payment of your 
claim, VSP will process your claim. If your appeal is denied, you will be provided with the specific reason(s) for the 
decision and the Plan provision(s) on which the decision was based. You have the right to receive, only upon 
request and at no charge, the information that VSP used to review your appeal. 

If you are not satisfied with VSP’s decision, you may request a second level of review. To initiate a second level of 
appeal, you must submit the appeal in writing to Vision Service Plan. A qualified individual who was not involved 
in the review of your original appeal will review your second appeal. A decision regarding your request will be sent 
to you within 30 days of VSP’s receipt of your appeal. (The one exception to the appeals response timeframes is 
for medically necessary contacts, which require preauthorization. In this situation, both levels of appeal will be 
handled within 15 days of VSP’s receipt of your request.) 

Your Right to External Review by an Independent Review Organization 
(IRO) 
If the outcome of all mandatory appeals is adverse to you, you can request an external review by an Independent 
Review Organization (IRO) as an additional level of appeal prior to, or instead of, filing a civil action with respect 
to your claim under Section 502(a) of ERISA. To be eligible for independent external review your claim must 
involve medical judgment or a rescission of coverage. Also to be eligible for independent external review, 
generally, you must exhaust the internal plan claim review process described above, unless your claim and 
appeals were not reviewed in accordance with all of the legal requirements relating to benefit claims and appeals 
or your appeal is urgent. In the case of an urgent appeal, you can submit your appeal to both the plan and request 
an external independent review at the same time, or alternatively you can submit your urgent appeal for the 
external independent review after you have completed the internal appeal process. 

Requesting External Review 
To file for an independent external review, VSP must receive your external review request within four months of 
the date of the adverse benefit determination. (If the date that is four months from that date is a Saturday, 
Sunday or holiday, the deadline is the next business day). Submit your request to: 

Vision Service Plan 
Attn: Appeals Department 
P.O. Box 2350 
Rancho Cordova, CA 95670 

Expedited External Review 

If you submit an urgent external review request, the Plan will immediately determine if you are eligible for an 
urgent external review. Urgent processing will be granted if, in the judgment of the Plan, the application of the 
time periods for making non-urgent care determinations could seriously jeopardize your life or health or your 
ability to regain maximum function, or, in the opinion of a doctor with knowledge of your medical condition, 
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would subject you to severe pain that cannot be adequately managed without the care or treatment that is the 
subject of your claim. If you are eligible for urgent processing, the Plan will immediately determine if you are 
eligible for an external review and send you a letter notifying you whether your request for external review has 
been approved. 

If you are eligible for an external review, the Plan will randomly assign the review request to an IRO and compile 
your appeal information and send it to the IRO. The IRO will notify you in writing that the request for an external 
review was received. The letter will describe your right to submit additional information for consideration to the 
IRO. Any additional information you submit to the IRO will also be sent back to the Plan for reconsideration. The 
IRO will review your claim within 72 hours and send you and VSP written notice of its decision. If you are not 
satisfied or you do not agree with the decision, you have the right to bring civil action under ERISA Section 502(a). 

All Other Review Requests 

If you submit an external review request, the Plan will review, within 5 business days, your claim to determine if 
you are eligible for external review, and within 1 business day of its decision, send you a letter notifying you 
whether your request has been approved for external review. 

If you are eligible for an external review, the Plan will randomly assign the review request to an IRO and compile 
your appeal information and send it to the IRO within five business days. The IRO will notify you in writing that it 
has received the request for an external review. The letter will describe your right to submit additional information 
for consideration to the IRO. Any additional information you submit to the IRO will also be sent back to the Plan 
for reconsideration. The IRO will review your claim within 45 calendar days and send you and VSP written notice 
of its decision. If you are not satisfied or you do not agree with the decision, you have the right to bring civil action 
under ERISA Section 502(a). 

Your Claim After External Review 

You may have certain additional rights if you remain dissatisfied after you have exhausted all levels of review 
including external review. Since you are enrolled through a plan that is subject to the Employee Retirement 
Income Security Act (ERISA), you may file a civil action under Section 502(a) of the federal ERISA statute. To 
understand these rights, you should check with your benefits office or contact the Employee Benefits Security 
Administration (part of the U.S. Department of Labor) at 866-444-EBSA (3272). In addition, states with Consumer 
Assistance Programs under PHS Act Section 2793 may be available in your state for assistance. 

A list of the state Consumer Assistance Programs is available at www.dol.gov/ebsa/capupdatelist.doc. 

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

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

Send your appeal to: 

Pacific Gas and Electric Company 
Benefits Department 
Appeals 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 
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The Benefits Department will review your appeal and make a decision within 60 days of the date on which the 
appeal is received (non-receipt of the HIPAA Authorization may delay your appeal). There may be special 
circumstances where an extension of up to an additional 90 days may be required. You will be notified if such an 
issue occurs. If the Benefits Department denies your claim, you will receive a written response that will include: 

 the reason(s) for the denial; 

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

 an explanation of additional appeals procedures. 

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

Send your appeal to: 

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

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

 the specific reason(s) for the denial; 

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

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

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

 




