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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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Flexible Spending Accounts (FSAs) 
The IRS allows you to pay for certain health care 
and dependent care services with before-tax 
dollars, which means these services can actually 
cost you less. You can enjoy this tax advantage 
by setting up flexible spending accounts (FSAs) 
each year. 
For IRS purposes, your deposits are not 
technically “paid” to you before going into the 
accounts, so they bypass all income tax 
withholding. Therefore, federal income taxes, 
Social Security taxes, Medicare taxes and most 
state income taxes are not withheld from any of 
these deposits, nor are any such taxes due when the money is used to pay for 
eligible expenses. 
Additional Information 
In addition to the information in this section, there is also important information about your benefits in other 
parts of this Handbook. Be sure to review the About this Handbook section, the Benefits at a Glance section, the 
What If… section, and the Rules, Regulations & Administrative Information section. 

Note that the Dependent Care Flexible Spending Account (DCFSA) is not subject to the Employee Retirement 
Income Security Act of 1974 (ERISA). 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. For plans 
sponsored by PG&E Corporation, 
reference to “Company” or “PG&E” 
means PG&E Corporation. The plans 
and benefits described in this section 
are also applicable to employees of 
designated subsidiaries and affiliates, 
but only to the extent that such entities 
are participating employers with respect 
to the described plans or programs and 
such employees meet the eligibility 
requirements of the plans or programs. 
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Flexible Spending Accounts (FSAs) at a Glance 
There are two types of flexible spending accounts (FSAs): 

 Health Care Flexible Spending Account (HCFSA) 

 Dependent Care Flexible Spending Account (DCFSA) 

 Note: These accounts were formerly referred to, respectively, as the Health Care Reimbursement Account 
(HCRA), and the Dependent Care Reimbursement Account (DCRA). 

Health Care Flexible 
Spending Account 
(HCFSA) 

 The account allows you to set aside pre-tax contributions, to reimburse your 
eligible health care expenses that are not covered by health care plans. 

 You can allocate between $50 and $2,500 a year per individual. 

For additional information, see “How Health Care Flexible Spending Accounts 
(HCFSAs) and Dependent Care Flexible Spending Accounts (DCFSAs) Work” on 
page 264. 

Dependent Care Flexible 
Spending Account 
(DCFSA) 

 The account allows you to set aside pre-tax contributions, to reimburse your 
eligible expenses to care for children or other dependents so you can work or 
attend school. 

 You can allocate between $50 and $5,000 a year per individual or married couple 
filing a joint tax return. (Employees with a spouse filing separate tax returns may 
each contribute up to $2,500.) 

For additional information, see “How Health Care Flexible Spending Accounts 
(HCFSAs) and Dependent Care Flexible Spending Accounts (DCFSAs) Work” on 
page 264. 

 

How this Section Is Organized 
Health Care Flexible Spending Accounts (HCFSAs) and Dependent Care Flexible Spending Accounts (DCFSAs) are 
very similar and follow many of the same rules. To help you keep the rules straight, this section describes how 
HCFSAs and DCFSAs work, and then provides specific explanations of each of these two accounts. 

Plan Documents Govern 
The plan documents for The Pacific Gas and Electric Company Health Care Flexible Spending Account Plan and 
The Pacific Gas and Electric Company Dependent Care Flexible Spending Account Plan contain the detailed 
provisions of the Plans and govern the operation of the Plans. If a conflict exists between the Plan document and 
any other communications or documents, the Plan document shall govern the operation of the Plan. 

The Employee Benefit Committee of PG&E Corporation is the Plan Administrator of the Health Care Flexible 
Spending Account Plan and the Dependent Care Flexible Spending Account Plan, and has the discretionary 
authority to interpret and construe the terms of the Plans, to resolve any conflicts or discrepancies between 
documents and to establish rules which are necessary or desirable for the administration of the Plans. 
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How Health Care Flexible Spending Accounts (HCFSAs) and 
Dependent Care Flexible Spending Accounts (DCFSAs) Work 

Eligibility, Enrollment and Administration 
You are eligible to enroll in the flexible spending accounts (FSAs) only during very specific times: 

 When you are first hired, 

 When you enroll during Open Enrollment each year, or 

 When you have an eligible mid-year change-in-status event (see “Change-in-Status Events” in the What If… 
section). 

You set up your FSA(s) by designating an annual contribution amount when you enroll. 

You are not eligible for FSA benefits if you are a contract or agency worker, employee receiving long-term 
disability benefits, hiring hall employee, or retired employee. Intermittent employees and other temporary 
employees who are not expected to become regular employees are also not eligible for coverage. 

Claims Administrator 
The Health Care Flexible Spending Accounts (HCFSAs) and Dependent Care Flexible Spending Accounts (DCFSAs) 
are administered by a third-party claims administrator: 

 Your Spending Account (YSA) if you are an Anthem Blue Cross (Anthem) member or if you have waived PG&E-
sponsored medical coverage, or 

 Kaiser Health Payment Services if you are a Kaiser Permanente (KPIC) member. 

If you have any questions about the Plan, IRS rules, or your claims, you may contact: 

If you are an Anthem member or you have waived PG&E-
sponsored medical coverage If you are a KPIC member 

Your Spending Account (YSA)  
800-964-9902 

Service hours: 5 a.m. to 5 p.m., Pacific time, Monday 
through Friday 

Kaiser Health Payment Services 
877-750-3399 
Service hours: 5 a.m. to 7 p.m., Pacific time; Monday 
through Friday 

Setting Up Your Flexible Spending Accounts 
When you are first hired and during each Open Enrollment thereafter, you should estimate your anticipated out-
of-pocket expenses for health care and dependent care for the upcoming year and decide how much, if anything, 
you wish to contribute to each account. You cannot set up or make changes to these accounts at any other time 
of the year, unless you have an eligible change-in-status event (see “Change-in-Status Events” in the What If… 
section). 

If you decide to set up either or both accounts, you must indicate the annual amount you wish to contribute. This 
is called your annual “goal.” 

Health Care Flexible Spending Account (HCFSA) 
You can allocate between $50 and $2,500 a year per individual. 
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Dependent Care Flexible Spending Account (DCFSA) 
You can allocate between $50 and $5,000 a year per individual or married couple filing a joint tax return. 
(Employees with a spouse filing separate tax returns may each contribute up to $2,500.) 

However, if your spouse works and has an annual income of less than $5,000, you may not contribute an amount 
which is more than your spouse’s income. For example, if you earn $30,000 per year and your spouse earns 
$4,000 per year, you may contribute up to $4,000 to the Dependent Care Flexible Spending Account (DCFSA), if 
you are filing jointly. 

If your spouse is a full-time student or mentally or physically disabled, he or she is considered to have an annual 
income of $3,000 if you have one eligible child, or $6,000 if you have more than one eligible child. 

The contribution rules for married individuals do not apply to an employee with a registered domestic partner. 
Domestic partners are considered two unattached individuals who can open separate FSAs, each with the 
applicable individual contribution limits as prescribed by the IRS. 

For more information, contact Your Spending Account (YSA) at 800-964-9902 if you are an Anthem member or 
you have waived PG&E-sponsored medical coverage, or Kaiser Health Payment Services at 877-750-3399 if you 
are a KPIC member. 

Required Contribution Changes 
The Company may reduce the amount of your contributions, stop your contributions during the year, or treat part 
or all of your contributions and reimbursements as taxable income to comply with applicable laws and 
regulations. You will be notified if your flexible spending accounts (FSAs) are affected. 

Putting Money into Your Flexible Spending Accounts (FSAs) 
You may contribute to the flexible spending accounts (FSAs) by making 
deposits to your FSAs (both your HCFSA and your DCFSA) through payroll 
deductions from your before-tax pay. Then, when you receive an eligible 
health care or dependent care service, as defined by the IRS, you use 
these accounts to “reimburse” yourself on a before-tax basis. 

Your deposits go directly into your accounts in equal portions each 
month. For monthly-paid employees, an equal amount will be deducted 
from each of your monthly paychecks before taxes. For biweekly-paid 
employees, an equal amount will be deducted from your second 
paycheck of each month before taxes. By the end of the Plan year, your 
total contribution goal will have been placed in your account, unless you 
go on an unpaid leave of absence. 

Plan carefully, however, because both types of FSA are subject to the 
IRS’ “use it or lose it” rules. See “Flexible Spending Account (FSA) 
Limitations” on page 271 for more information. 

Changing Your Annual Contribution Amount 
Health Care Flexible Spending Account (HCFSA) 

Normally, you may not change the amount you contribute to your Health Care Flexible Spending Account (HCFSA) 
or stop payroll deductions mid-year. However, you may be able to increase or decrease your current HCFSA 
annual contribution goal during the year if you have a change-in-status event (such as the birth or adoption of a 
child), and your change in contributions is consistent with the status change. (See “What Happens…” on 
page 283.) 

Modifications to the “Use It Or 
Lose It” Rule for HCFSA 

Any money in excess of $500 remaining 
in your HCFSA which is not used to 
reimburse yourself for eligible expenses 
will be forfeited at the end of the Plan 
year, in accordance with IRS rules. For 
DCFSA, any unused balance amount 
will be forfeited at the end of the plan 
year. However, there is a three-month 
“run-out” period that ends on March 31 
of the following Plan year, during which 
you can submit claims for eligible 
services rendered in the prior year. 
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Dependent Care Flexible Spending Account (DCFSA) 

You may make a change in the annual amount you contribute only if you have a change-in-status event (such as 
the birth or adoption of a child), and your change in contributions is consistent with the status change. See “What 
Happens…” on page 283. 

You may also make a corresponding change to your Dependent Care Flexible Spending Account (DCFSA) if you 
replace one dependent care provider with another or if there is a change in the cost for the services of a caregiver 
who is not a relative. However, the IRS will not allow a mid-year change to your DCFSA for a change in the fee 
charged by a relative. For example, if your child’s day care center increases its fees, a change in your DCFSA 
would be allowed. Similarly, if you want to change from using a day care center to employing an aunt to watch 
your child, an election change would be permitted even though the aunt is related to you. If later, however, you 
decide to give your aunt a raise, you may not make a mid-year election change to reflect the raise. Please 
remember, your DCFSA may be cancelled only under certain circumstances (for example, if you switch from a 
child care facility to a relative or friend who will not charge you for the services provided). 

Health Care Flexible Spending Account (HCFSA) 
You use the money in your Health Care Flexible Spending Account (HCFSA) to “pay” for eligible health care 
expenses as defined by Section 213(d) of the Internal Revenue Code. When you obtain services that are eligible 
for reimbursement, you may “withdraw” the money from your HCFSA. 

The first step you should take when your enrollment in HCFSA becomes effective is to log in to your FSA Account. 
(This is the same log-in process you use for accessing a DCFSA as well.) 

If you are an Anthem member or you have waived 
PG&E-sponsored medical coverage If you are a KPIC member 

 Go to 
http://www.yourspendingaccount.com/pge. 

 Select the log-on link. 

 If you are a new participant, choose Register 
as a New User to create your username and 
password. 

 Once logged in, you can easily access your 
account balance, enter a new claim and view 
the reimbursement schedule. Your account 
details are available at any time online, or over 
the phone at 800-964-9902. 

 Go to kp.org/healthpayment. 
 Sign in with your user ID and password. 

 If you are a new participant, choose Register for a User 
ID and password. 

 Once logged in, you can easily access your account 
balance, enter a new claim and view the reimbursement 
schedule. Your account details are available at any time 
online, or over the phone at 877-750-3399. 

 

Three Ways to Pay for Eligible Health Care Expenses 
Approach One: Automatic Reimbursement 

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

 Approach One: Automatic Reimbursement is 
not available to you. Refer to Approach Two: 
Use Your Health Care Debit Card and Approach 
Three: Pay for the Expense and File a Claim for 
more details. 

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

 If you have sufficient credits in your HCFSA, Kaiser 
Health Payment Services will automatically pay your 
provider and you do not have to process any payments.  
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KPIC members can turn off this automatic payment feature any time in the calendar year. However, once turned 
off, it cannot be turned on again until the next calendar year. If you do turn off this feature, you will have to file a 
claim (outlined below). You must call Kaiser Health Payment Services at 877-750-3399 in order to turn off the 
automatic payment feature for each benefit plan year. 

Approach Two: Use Your Health Care Debit Card 

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

If you are an Anthem member or you have waived 
PG&E-sponsored medical coverage If you are a KPIC member 

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

 Activate your card by following the instructions 
provided. 

 Your card can be used for medical, dental and 
vision expenses, prescription drugs and mental 
health and substance abuse treatment. Your 
debit card is programmed to work only at 
providers whose primary business is to provide 
health care or health care-related products. 

 Visit www.yourspendingaccount.com/pge for a 
list of expenses and locations where you can 
use your health care debit card. 

 Kaiser Permanente Insurance Company will mail you a 
Health Payment Card. 

 Activate your card by following the instructions provided. 

 Your card can only be used for prescription drug 
purchases. It is programmed to work only at Kaiser 
Permanente retail pharmacies, the Kaiser Permanente 
mail-order pharmacy, and some participating non-Kaiser 
Permanente pharmacies. Participants should use the 
card at Kaiser retail pharmacies and the Kaiser mail-
order pharmacy to receive benefit coverage. 

 Visit kp.org/healthpayment for a list of expenses and 
locations where you can use your health care debit card. 

 

The available balance on your card will reflect your total annual HCFSA contribution amount, minus any claims 
that have been paid. This amount is available right away, even before you’ve made all your annual contributions. 

If you have more than one account, the available balance on your card will reflect the total available for all 
accounts. When you swipe your health care debit card, the system makes sure that your account is active and 
that you have sufficient funds for the full amount. If not, the transaction will be denied. As an alternative, you can 
swipe the card for the amount left in your account and pay the difference with another form of payment, or you 
can pay out of pocket and file a claim for reimbursement. 

Be sure to keep your itemized receipts as documentation, including 1) patient’s name, 2) date of service, 3) 
provider’s name, 4) description of services rendered, and 5) amount you owe. Although your health care debit 
card eliminates the need to file paper claims for prescription drugs and (for Anthem HAP members) medical 
services, your charges must be verified. Always keep your receipts for tax purposes, in case Your Spending 
Account (YSA) or Kaiser Health Payment Services or the IRS needs to confirm a purchase. Your Spending Account 
(YSA) or Kaiser Health Payment Services will notify you within approximately a week from the date of your health 
care debit card swipe if a receipt is needed. If Your Spending Account (YSA) or Kaiser Health Payment Services 
has your e-mail information, notification will be electronic. Otherwise, it will be by mail. If you use the health care 
debit card for an ineligible expense or an expense for which Your Spending Account (YSA) or Kaiser Payment 
Account Services does not have proper documentation, you will be required to reimburse the account for the 
amount of that transaction. 

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

For details on how to use your health care debit card and more information about how to submit expenses, 
contact your account administrator. If you are an Anthem member or waived PG&E-sponsored medical coverage, 
contact Your Spending Account (YSA) by logging in at www.yourspendingaccount.com/pge or by calling 
800-964-9902 If you are a KPIC member, log in at kp.org/healthpayment. 
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Approach Three: Pay for the Expense and File a Claim 

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

 have opted out of the Automatic Reimbursement feature; 

 are paying for services not covered under the HAP; or 

 have depleted the funds in your Health Account. 

Here’s how online or paper claim processing works: 

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

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

3. Then log in to your online account to file for a reimbursement and submit your supporting documentation 
(e.g., itemized receipt or EOB), by uploading, faxing, or mailing them to the administrator. If you are an 
Anthem member or have waived PG&E-sponsored medical coverage, go to 
www.yourspendingaccount.com/pge and select the log-in link or use YSA’s Reimburse Me smartphone app. If 
you are a KPIC member, go to kp.org/healthpayment and enter your user ID and password. Follow the 
prompts to file a claim. You can also use Kaiser’s smartphone app—KP HRA/HSA/FSA Balance Tracker. Both 
YSA and Kaiser’s smartphone apps are available through the iTunes app store and the Google Play Android 
store. 

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

Print and mail the completed claim submission form, along with original invoices, receipts, EOBs, or health plan 
website claims print-outs to: 

If you are an Anthem member or you have 
waived PG&E-sponsored medical coverage If you are a KPIC member 

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

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

Be sure to keep a photocopy of everything for yourself before you submit it to the Your Spending Account (YSA) or 
Kaiser Health Payment Services processing center. Or you may fax your completed claims submission form and a 
copy of the original invoices to 888-211-9900 if you are an Anthem member or have waived PG&E-sponsored 
medical coverage or 877-535-0821 if you are a KPIC member. Save a copy of your fax confirmation receipt as 
proof of successful submission. 

For details on using your HAP credits, see the Health Account section. 

Processing of Manual Claims 
Claims are processed daily. If you are in the Anthem HAP or have waived PG&E-sponsored medical coverage, 
after your claim is processed, you’ll receive a reimbursement check mailed to your home, or you can elect direct 
deposit into your bank account at www.yourspendingaccount.com/pge. If you choose automatic deposit for your 
FSA reimbursements for any calendar year, the election will automatically roll over when you re-enroll in the Plan 
for a future year. If you are in the KPIC HAP, your provider will automatically be paid if you have enough funds in 
your account. Reimbursement checks issued to you and not cashed within six (6) months of issuance will be 
considered forfeitures. 
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How to Avoid Overpayment 
When you pay for health care expenses at the doctor, pharmacist, hospital, dentist, or eye doctor, always present 
your health insurance ID card first to ensure your claims are filed correctly. 

You’ll usually be required to pay for prescriptions upfront before you receive the prescription. However, for other 
types of expenses, don’t pay right away. Instead, wait until your claim is processed and you receive your 
Explanation of Benefits (EOB). This helps avoid overpayment. Compare your EOB with the provider bill to verify the 
amount being charged by your provider is the same as the patient balance on the EOB. You then may pay using 
your health care debit card, your own personal credit/debit card, cash or check and then request reimbursement 
online. 

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

 Date 

 Name and address of the provider or merchant 

 Description of the service provided or product purchased 

 Amount charged 

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

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

Deadline for Submitting Health Care Claims and Receipts 
There is a three-month “run-out” period that ends March 31 of the following plan year during which you can 
submit and provide supporting documentation to substantiate claims for eligible services rendered in the prior 
year. For example, you have until March 31, 2015 to submit claims for eligible health care expenses incurred 
through December 31, 2014, provided funds have not already been exhausted. In accordance with IRS 
restrictions: 

 any amount over $500 remaining in a HCFSA after March 31 will be forfeited (amounts of $500 or less will 
automatically roll over to the following year); and 

 any money remaining in a DCFSA after March 31 will be forfeited. 

Dependent Care Flexible Spending Account (DCFSA) 
You use the money in your Dependent Care Flexible Spending Account (DCFSA) to “pay” for Eligible Dependent 
care expenses as defined by the IRS. When you obtain services that are eligible for reimbursement, you 
“withdraw” the money from your DCFSA. 

Pay for out-of-pocket expenses using your own personal credit card, cash or check, and keep your itemized 
receipt as supporting documentation. Then, log in to your online account to file for reimbursement. You must file 
all dependent care claims through this process. 



Flexible Spending Accounts (FSAs) 

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

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

If you are an Anthem member or you have waived PG&E-
sponsored medical coverage If you are a KPIC member 

 Go to www.yourspendingaccount.com/pge. 

 Once logged on, you can easily access your account 
balance, enter a new claim and view the 
reimbursement schedule. Your account details are 
available at any time online, or over the phone at 
800-964-9902. 

 Go to kp.org/healthpayment. 

 Once logged on, you can easily access your 
account balance, enter a new claim and view the 
reimbursement schedule. Your account details 
are available at any time online, or over the 
phone at 877-750-3399. 

 

If you need help determining which of your expenses are eligible, you should contact Your Spending Account 
(YSA) or Kaiser Health Payment Services, as applicable. Eligibility for reimbursement is based on when services 
are actually received, regardless of when you pay for such expenses. See Eligible Expenses” on page 279 for 
further details. 

You can print and mail the completed claim submission form, along with original invoices or receipts to the Your 
Spending Account (YSA) or Kaiser Health Payment Services processing center. Be sure to keep a photocopy of 
everything for yourself before you submit it to the Your Spending Account (YSA) or Kaiser Health Payment 
Services processing center. Or you may fax your completed claims submission form and a copy of the original 
invoice. Save a copy of your fax confirmation receipt as proof of successful submission. 

If you are an Anthem member or you have 
waived PG&E-sponsored medical coverage, 
submit documentation to  If you are a KPIC member, submit documentation to 

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

Fax number;: 888-211-9900 
www.yourspendingaccount.com/pge  

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

Fax number: 877-535-0821 

kp.org/healthpayment  
E-mail: kp@healthaccountservices.com 

Processing of Claims 
If you are in the Anthem HAP or have waived PG&E-sponsored medical coverage, after your claim is processed, 
you’ll receive a reimbursement check mailed to your home, or you can elect direct deposit at 
www.yourspendingaccount.com/pge. Reimbursement checks issued and not cashed within six (6) months of 
issuance will be considered forfeitures. If you choose automatic deposit for your FSA reimbursements for any 
calendar year, the election will automatically roll over when you re-enroll in the Plan for a future calendar year. 

If you are a KPIC member, log in to kp.org/healthpayment. 

Always Save Your Itemized Receipts 
Always save your itemized receipts regardless of how you pay. The IRS may require documentation to show the 
money was used for qualified expenses. Be sure your receipts have all of these details: 

 Date of service 

 Dependent’s name 

 Service provider’s name 
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 Service provider’s tax ID (or Social Security number if the provider is not registered or licensed with the state, 
even if the provider is someone such as your neighbor) 

 Description of the service 

 Amount charged 

Please note that credit card receipts, non-itemized cash register receipts, and cancelled checks are not 
acceptable forms of documentation. 

Deadline for Submitting Dependent Care Claims and Supporting 
Documentation 
There is a three-month “run-out” period that ends March 31 of the following plan year during which you can 
submit and provide supporting documentation to substantiate claims for eligible services rendered in the prior 
year. For example, you have until March 31, 2015 to submit claims for eligible dependent care expenses incurred 
through December 31, 2014, provided funds have not already been exhausted. In accordance with IRS 
restrictions, any money remaining in the account after March 31 will be forfeited. 

When Reimbursements Are Available 
For the Health Care Flexible Spending Account (HCFSA), the full amount of your annual contribution goal is 
available immediately to reimburse your claims incurred for the year in which you have participated. 

For Dependent Care Flexible Spending Account (DCFSA) claims, the amount of the reimbursement will depend 
upon how much money is in your account. You will be reimbursed in full for your incurred eligible expenses, 
provided your account balance is equal to or greater than the amount of your claim. If your account balance is 
less than the amount of your claim, you will receive partial reimbursement for your claim. The remainder of your 
claim will be automatically paid during the next processing cycle or after sufficient funds are deposited in your 
account. 

Flexible Spending Account (FSA) Limitations 
Flexible spending accounts (FSAs) are governed by IRS regulations. When you are deciding on the amounts you 
want to allocate to each account, you should keep in mind these regulations and limitations: 

 Once you have decided on your annual contribution amount, you cannot change the amount you contribute 
during the year unless you have an eligible change-in-status event through marriage, divorce, etc. 

 If you experience one of the change-in-status events, you may change your contribution amount by contacting 
the HR Service Center within 31 days of the status change (180 days for births or adoptions). Your change in 
contributions must be consistent with your change in status. For example, if you add a new dependent, you 
may increase, but not decrease, your annual Health Care Flexible Spending Account (HCFSA) goal. See “What 
Happens…” on page 283. 

 If you have both an HCFSA and a DCFSA, you cannot transfer money between your two accounts. 

 All of the money in your accounts must be used to pay for services received during the period for which it was 
allocated, except for up to $500 of your HCFSA, which will automatically roll over (see below). Any other 
money left in either of your FSAs after all expenses for the Plan Year have been submitted is, under tax law, 
forfeited. You cannot carry any other unused money forward into the next year. 
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The forfeiture of unused dollars is the reason why it is imperative that you estimate your costs carefully 
before deciding on your annual FSA contributions. 

The IRS has modified the “use it or lose it” rule for Health Care Flexible Spending Accounts (HCFSAs). In the 2013 
plan year and going forward, up to $500 of any unused balance will be automatically carried over from one plan 
year to the next. The carryover amount does not impact the annual HCFSA federal contribution limit of $2,500. 

What this means to you 
If you have funds left in your HCFSA at the end of the year, up to $500 will automatically carry over into an HCFSA 
to be used for eligible expenses incurred in the new plan year. Any funds above $500 left in your account will not 
carry over for use in the new year and will be forfeited. 

When will my carry-over FSA dollars be available? 
You have until March 31 of the following plan year to submit claims for eligible services rendered in the prior plan 
year. After all prior year claims have been processed, your remaining balance, up to $500, will automatically 
carry over into an HCFSA and be available to pay for eligible health care expenses incurred in the new plan year 
for you or your IRS-qualified dependents. 

Examples: 

If your 2013 plan year HCFSA remaining balance is $500 or less at the end of the run-out period on March 31, 
2014, the entire amount will carry over to the next plan year for your 2014 health care expenses, whether or not 
you make a 2014 HCFSA election. For example, if your 2014 HCFSA election is $2,500, you will have access to a 
total of up to $3,000 ($2,500 annual goal + up to $500 carryover) in a HCFSA balance. If you did not elect a 
2014 HCFSA, you will still have up to a $500 HCFSA balance for 2014 health care expenses. The HCFSA carryover 
amount will not be forfeited, unless you lose eligibility. 

If your 2013 plan year HCFSA remaining balance is $700 at the end of the run-out period on March 31, 2014, 
$500 will carry over to the next plan year for your 2014 health care expenses, whether or not you make a 2014 
HCFSA election. The remaining $200 will be forfeited. If your 2014 HCFSA election is $2,500, you will have 
access to a total of $3,000 ($2,500 annual goal + $500 carryover) in a HCFSA balance. If you did not elect a 
2014 HCFSA, you will still have a $500 HCFSA balance for your 2014 health care expenses. The HCFSA carryover 
amount will not be forfeited, unless you lose eligibility. 

Questions About Claims for Reimbursement 
You should refer any questions about your claims for reimbursement to the Claims Administrator: Your Spending 
Account (YSA) if you are an Anthem member or have waived PG&E-sponsored medical coverage, or Kaiser Health 
Payment Services if you are a KPIC member. If you have questions after reviewing the website, please contact 
Anthem or Kaiser Health Payment Services, as applicable. 

If you are an Anthem member or you have waived PG&E-
sponsored medical coverage If you are a KPIC member 

Your Spending Account (YSA)  
800-964-9902  
Service hours: 5 a.m. to 5 p.m., Pacific time, Monday 
through Friday 

Mailing address: 

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

www.yourspendingaccount.com/pge 

Kaiser Health Payment Services 
877-750-3399  
Service hours: 5 a.m. to 7 p.m., Pacific time; Monday 
through Friday 

Mailing address: 

Kaiser Foundation Health Plan Inc. SF  
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

kp.org/healthpayment  
E-mail address: kp@healthaccountservices.com 
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Health Care Flexible Spending Account (HCFSA) 

Eligible Expenses 
Eligible expenses are defined by the IRS and typically cover most treatments or services used in preventing an 
illness or improving a medical condition. For example, most health care expenses not covered or not paid in full 
by a health care plan, including deductibles, coinsurance, or out-of-pocket expenses for prescription drugs and 
out-of-network services, are eligible expenses. To be eligible for reimbursement, the service must be received 
during the period in which you have contributed to an HCFSA (except for the last $500 remaining in your HCFSA 
each year, which can be rolled over and used for eligible expenses in the following plan year). If you begin 
contributing mid-year, for example, after certain eligible change-in-status events, expenses incurred before you 
began contributing are not eligible for reimbursement. Likewise, if you do not continue contributing during an 
unpaid leave of absence, expenses for health care services received during the leave are not eligible for 
reimbursement. 

Eligible health care expenses are subject to rules set by the IRS (see IRS Section 213d). Refer to the IRS 
Publication 502, Medical and Dental Expenses, available from your local IRS office (or the IRS website at 
www.irs.gov) for more details on eligible health care expenses. Use IRS Publication 502 with caution, as it is 
meant only to help taxpayers determine what medical expenses can be deducted on their personal income tax 
returns and not what is reimbursable under a health care FSA. Contact your Claims Administrator if you need 
further information about which expenses are reimbursable. 

For KPIC Members Only 
Your eligible dependents are individuals who qualify as dependents under Internal Revenue Code Section 152, as 
modified by Code Section 105. 

If you have an enrolled domestic partner under HAP who does not qualify as a dependent under Internal Revenue 
Code Section 152, you must turn off the automatic reimbursement process under the Health Care FSA in order to 
comply with IRS regulations concerning reimbursement for non-eligible dependents. Please call Kaiser Health 
Payment Services at 877-750-3399 to turn off the automatic reimbursement option. 

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

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

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 
claim with the Plan Administrator by writing to: 

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

If the Benefits Department denies your claim, you will receive written notice of the denial within 60 days of 
receipt of the initial claim 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 claim; 

 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 
claim and an explanation of why such material or information is necessary; and 

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

Eligibility Appeals 

If you are not satisfied with the Benefit Department’s decision, you may then submit a written appeal for review 
(within 60 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit Appeals 
Committee (EBAC), the final 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 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

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

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

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

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

 a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records and other information relevant to your claim for benefits. 
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Health Care Flexible Spending Account Claims 
If a Health Care Flexible Spending Account (HCFSA) claim you submit is denied in part or whole, YSA or Kaiser 
Health Payment Services, as the Claims Administrator, will provide you with written notice within 30 days of their 
receiving your claim, with an explanation of why the claim was denied and any materials you could submit that 
would reverse the denial or perfect the claim. In certain cases an additional 15 days may be required by the 
Claims Administrator to respond to you. If an extension is required, you will be notified of this extension within the 
initial 30 days from the date on which the Claims Administrator received your claim. 

Send your claims to: 

If you are an Anthem member or you have waived 
PG&E-sponsored medical coverage If you are a KPIC member 

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

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

If YSA or Kaiser Health Payment Services need additional information from you, you will be given 45 days from 
the receipt of this notice to provide the additional information. In this case, the Claims Administrator will respond 
in writing within 15 days after receiving your additional information. 

Health Care Flexible Spending Account (HCFSA) Appeals 
If you believe the initial determination denies you a Health Care Flexible Spending Account (HCFSA) benefit to 
which you may be entitled, you may appeal to the Plan Administrator. 

Send your first appeal to: 

If you are an Anthem member or you have 
waived PG&E-sponsored medical coverage If you are a KPIC member  

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

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

This appeal must be made in writing within 180 days after receiving written notice of the denial from YSA if you 
are an Anthem member or have waived PG&E-sponsored medical coverage, or from Kaiser Health Payment 
Services if you are a KPIC member. The appeal must contain the following information: 

 The reason(s) for making the appeal; 

 The facts supporting the appeal; 

 The amount claimed; and 

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

To expedite processing, you should also include a HIPAA AUTHORIZATION 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 site or by calling the HR Service Center at 415-973-4357 or toll-free at 800-788-2363. 

YSA or Kaiser Health Payment Services will generally make a decision within 60 days after receiving the appeal 
and mail or email a copy of the decision to you promptly. The decision will either overrule or uphold the Plan 
Administrator’s earlier determination, based on plan parameters and guidelines received from PG&E. The 
decision will give specific reasons and references to the HCFSA Plan provisions which support the YSA’s or Kaiser 
Health Payment Service’s decision. 
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PG&E’s Voluntary Claims and Appeals Review Process 
If you are not satisfied with the claims and appeals review process completed with YSA or KPIC, as applicable, 
you may elect to use PG&E’s 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 YSA or KPIC to elect this claims 
and appeals review process. Initiation of the Voluntary Claims and Appeals Review Process does not restrict your 
ability to bring a civil action against the Plan. 

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

Send your appeal to: 

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

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

 the reason(s) for the denial; 

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

 an explanation of additional appeals procedures. 

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 
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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. 

Dependent Care Flexible Spending Account (DCFSA) 
The Dependent Care Flexible Spending Account (DCFSA) helps you pay to care for dependents so you can work. 

The DCFSA is not for your dependents’ health care. It is for care such as day care or elder care. 

Whose Expenses Are Eligible? 
The definition of a Dependent Care Flexible Spending Account (DCFSA) Dependent may differ from the one used 
in determining your personal income taxes and from the definition used to determine whose expenses may be 
reimbursed from your Health Care Flexible Spending Account (HCFSA). The following table lays out the 
requirements for the three types of DCFSA Dependents. To be considered a Dependent for DCFSA purposes, the 
person receiving care must satisfy all of the requirements listed in any one of the columns: A or B or C. If the 
person does NOT satisfy all the requirements in one of the columns, he or she is not an eligible DCFSA 
Dependent, and you may not be reimbursed for his or her expenses. 

The three categories of DCFSA Dependents are: 

 Column A: your children and other relatives. 

 Most people use the DCFSA for day care expenses of their children. If your child is less than 13 years old, 
lives with you for more than half the year, and is supported by you, he or she is probably your DCFSA 
Dependent. These requirements are listed in Column A. 

 Column B: your disabled relatives. 

 Children older than 13 and other relatives who are incapable of self-care often require care while you work. 
These requirements are listed in Column B. 

 Column C: disabled non-relatives. 

 If you support a non-relative who is incapable of self-care, he or she may be considered your DCFSA 
Dependent. See Column C for these requirements. 
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The information on the table is intended to provide a summary only. It does not represent legal or tax advice. 
Consult with your own legal and tax advisors to assure compliance with applicable law. 

Requirements A B C 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 

If the person fails to satisfy 
any one or more of these 
requirements, try Column B 
or C. 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 

If the person fails to satisfy 
any one or more of these 
requirements, try Column A 
or C. 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 

If the person fails to satisfy 
any one or more of these 
requirements, try Column A 
or B. 

Relationship 
requirement 

Dependent must be one of 
the following: 

 Son, daughter 

 Stepson, stepdaughter 
 Descendant of a son, 

daughter, stepson or 
stepdaughter 

 Brother, sister 

 Descendant of a brother 
or sister 

 Stepbrother, stepsister 

 Descendant of a 
stepbrother or stepsister 

Dependent must be one of 
the following: 

 Son, daughter 

 Stepson, stepdaughter 
 Descendant of a son, 

daughter, stepson or 
stepdaughter 

 Brother, sister 

 Descendant of a brother 
or sister 

 Stepbrother, stepsister 

 Descendant of a 
stepbrother or stepsister 

 Father, mother 

 Brother or sister of 
father or mother 

 Ancestor of father or 
mother 

 Stepfather or 
stepmother 

 Son-in-law, daughter-in-
law 

 Father-in-law, mother-in-
law 

 Brother-in-law, sister-in-
law  

None 

Dependent is not required 
to be related to you under 
Column C.  

Residency 
requirement  

You and Dependent must 
have the same primary 
residence for more than 
half the year  

You and Dependent must 
have the same primary 
residence for more than 
half the year  

You and Dependent must 
have the same primary 
residence for the entire 
year  

Support requirement  Dependent may not provide 
more than half of his or her 
own support  

You must provide more 
than half the Dependent’s 
support  

You must provide more 
than half the Dependent’s 
support  
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Requirements A B C 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 
If the person fails to satisfy 
any one or more of these 
requirements, try Column B 
or C. 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 
If the person fails to satisfy 
any one or more of these 
requirements, try Column A 
or C. 

If the person satisfies every 
requirement in this column, 
he or she is a DCFSA 
Dependent. 
If the person fails to satisfy 
any one or more of these 
requirements, try Column A 
or B. 

Age and disability 
requirement 

Dependent must be less 
than 13 years old  

Dependent must be 
physically or mentally 
incapable of self-care 
(“disabled”)  

Dependent must be 
physically or mentally 
incapable of self-care 
(“disabled”)  

Legal status 
requirements  

Dependent must be one of the following: 

 U.S. Citizen 

 U.S. Resident 

 Mexican or Canadian resident 
 

Eligible Expenses 
You can use your Dependent Care Flexible Spending Account (DCFSA) to pay for eligible day care expenses on a 
tax-free basis if you are a single parent or if both you and your spouse work. 

To qualify as an eligible expense, day care for your DCFSA Dependents must be necessary for you to continue 
working. If you are married, both spouses must be actively at work or attending school (unless one of you is 
disabled) for a DCFSA expense to be valid. If one spouse is at home (e.g., on maternity leave), expenses incurred 
for day care are not eligible expenses. Refer to the IRS Publication 503, Child and Dependent Care Expenses, 
available from your local IRS office (or the IRS website at www.irs.gov), or consult with a tax advisor for more 
details on allowable expenses. In addition, day care expenses must not exceed your earned income, or if you are 
married, your spouse’s salary. 

To be eligible, the expenses must be incurred during the period in which you actually made the contributions to 
your DCFSA. If you begin contributing mid-year, expenses incurred before you began contributing are not eligible. 

Eligible dependent care expenses as defined by the IRS include: 

 Child care for dependents under age 13 

 In-home nursing or other custodial care for elderly or other dependents over age 13 who are living with you 
and who are physically or mentally unable to care for themselves 

 Care provided by someone other than a family member 

 Care provided by a licensed individual or center meeting criteria set by federal and state laws 

 Services provided outside your home, such as at an adult or child day care center or nursery school 

Ineligible Expenses 
The IRS does not allow charges for the following: 

 Expenses for an individual that does not meet the requirements outlined under Whose Expenses Are Eligible? 

 Expenses incurred for day care services received while you or your spouse are on a leave of absence 
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 Education programs 

 Sports Camps and Overnight Camps with the exception of summer day camp if a child is not in school and the 
camp is used as day care 

Please note that this is only a sampling of eligible and ineligible expenses. You should refer to IRS Publication 
503, Child and Dependent Care Expenses, available from your local IRS office (or the IRS website at www.irs.gov), 
or consult with a tax advisor for more details on allowable expenses. 

Tax Credits 
The Dependent Care Flexible Spending Account (DCFSA) is one way to reduce your tax liability if you pay 
dependent care expenses. The Federal Dependent Care Income Tax Credit also helps you lower your income tax 
liability. Here is some information on how the two methods work: 

 Every dollar you contribute to a DCFSA through payroll deductions reduces, dollar-for-dollar, your taxable 
income, which is the basis for determining the amount of income tax you owe. A one dollar reduction of your 
taxable income will generally reduce the income tax you owe by less than one dollar. 

 The Federal Dependent Care Income Tax Credit directly reduces the amount of income tax you owe dollar-for-
dollar. However, the amount of the tax credit you may claim is only a fraction of your dependent care 
expenses, the fraction varying with your total income. 

 You may use both the DCFSA and the Federal Dependent Care Income Tax Credit, but not for the same 
expenses. In other words, if you open a DCFSA, you may only take the Federal Dependent Care Income Tax 
Credit for expenses not reimbursed through your account. Or if you plan to take the tax credit, you may only 
use your DCFSA to pay for expenses not used in figuring your tax credit. 

 Every dollar that you contribute to the DCFSA reduces, dollar-for-dollar, the dollar limitation on the amount of 
expenses eligible to calculate the Federal Dependent Care Income Tax Credit that you may claim on your 
income tax return. 

Consult Your Tax Advisor 
As tax savings of the Dependent Care Flexible Spending Account (DCFSA) and the Tax Credit vary with the number 
of your dependents, the amount of your dependent care expenses, and your marginal tax rate, it is best to check 
with your tax advisor to determine which method or combination offers the greatest tax savings for your 
particular situation. You may also refer to IRS Publication No. 503 (Child and Dependent Care Expenses). 

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 claim, 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 
claim with the Plan Administrator by writing to: 

Pacific Gas and Electric Company 
Benefits Department  
Plan Administrator Appeals 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 
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If the Benefits Department denies your claim, you will receive written notice of the denial within 60 days of 
receipt of the initial claim 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 claim; 

 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 
claim and an explanation of why such material or information is necessary; and 

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

Eligibility Appeals 

If you are not satisfied with the Benefit Department’s decision, you may then submit a written appeal for review 
(within 60 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit Appeals 
Committee (EBAC), the final 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 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

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

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

 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. 

Dependent Care Flexible Spending Account (DCFSA) Claims 
If a Dependent Care Flexible Spending Account (DCFSA) claim you submit is denied in part or whole, YSA or 
Kaiser Health Payment Services, as the Claims Administrator, will notify you within 60 days of their receiving your 
claim, with an explanation of why the claim was denied and any materials you could submit that would reverse 
the denial or perfect the claim. 

Send your claims to: 

If you are an Anthem member or you have 
waived PG&E-sponsored medical coverage If you are a KPIC member  

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

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 
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Dependent Care Flexible Spending Account (DCFSA) Appeals 
If you believe the initial determination denies you a benefit to which you may be entitled, you may appeal to the 
Plan Administrator. 

Send your first appeal to: 

If you are an Anthem member or you have 
waived PG&E-sponsored medical coverage If you are a KPIC member  

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

Kaiser Foundation Health Plan Inc. SF 
c/o Health Payment Services 
P.O. Box 1540 
Fargo, ND 58107-1540 

 

This appeal must be made in writing within 180 days after receiving written notice of the denial from YSA if you 
are an Anthem member or have waived PG&E-sponsored medical coverage, or Kaiser Health Payment Services if 
you are a KPIC member, and must contain the following information: 

 The reason(s) for making the appeal; 

 The facts supporting the appeal; 

 The amount claimed; and 

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

To expedite processing, you should also include a HIPAA AUTHORIZATION 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 site or by calling the HR Service Center at 415-973-4357 or toll-free at 800-788-2363. 

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

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

What Happens… 

If You Take a Leave of Absence Without Pay 

Health Care Flexible Spending Account (HCFSA) 
Your before-tax contributions from your paycheck will stop while you are on an unpaid leave. You will however, 
have the option of continuing the same monthly contribution amount on an after-tax basis during your leave, or 
you may cancel your Health Care Flexible Spending Account (HCFSA). Whether you elect to continue or cancel 
your contributions, you must complete a Health Care Flexible Spending Account (HCFSA) Election While on 
Unpaid Leave of Absence form and return it to the HR Service Center within 15 days of receipt. If the Election 
form is not received, your HCFSA will be automatically cancelled the first day of the month following your unpaid 
leave start date. 

Health Care Flexible Spending Account (HCFSA) Elections While on an Unpaid Leave of Absence 

If you elect to continue your contributions on an after-tax basis while on your leave, you will be billed each month 
through the end of the current plan year. Expenses for services received during your leave will be eligible for 
reimbursement. If you return to work in the same year as the one in which your leave began, the same monthly 
before-tax contributions will resume, unless you elect to change this amount due to an eligible change in status. 

Your Health Care Flexible Spending Account (HCFSA) will be canceled for non-payment if payment is not received 
within 30 days. Should this occur, expenses incurred in the months in which payment is not received will not be 
eligible for reimbursement. 
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If you elect to cancel your contributions while on your leave, expenses for services received during your leave will 
not be eligible for reimbursement. If you wish to reinstate before-tax contributions upon your return to work in the 
same year as the one in which your leave began, you must contact the HR Service Center within 31 days of your 
return to work. You may choose one of the following options upon your return to work: 

 You may elect to reinstate your original monthly amount, which will have the effect of reducing your original 
goal. For example: If you elected $1,200 for the year ($100 per month) and you were on a leave of absence 
for three months, when you reinstate your HCFSA, you would begin making the same monthly contribution of 
$100; however, you would only have $900 available to you for reimbursement if you had not incurred any 
expenses prior to your leave ($1,200 – $300 = $900). 

 You may choose to reinstate your original annual goal. If you elect this option, your monthly contribution 
amount will be prorated for the remainder of the year. For example: If you elected $1,200 for the year and 
went on leave April 1 for three months, the first three months’ contributions would be at $100 per month and 
the remaining six months after returning from leave July 1 would be at $150 per month, for a total of: $1,200 
(3 × $100 = $300, plus 6 × $150 = $900; $300 plus $900 = $1,200). 

If you do not contact the HR Service Center within 31 days of your return to work, you may not elect to contribute 
to an HCFSA until the next Open Enrollment period, unless you have an eligible change in status. 

Health Care Spending Account (HCFSA) Elections During Open Enrollment 

If your unpaid leave of absence extends into the following calendar year and you want to make contributions 
during the following year, you must make your election during the Open Enrollment period that precedes the 
beginning of the new calendar year. The elections you make during Open Enrollment will determine your Health 
Care Flexible Spending Account (HCFSA) contributions while on leave during the new calendar year. 

If you elected to contribute to an HCFSA during Open Enrollment, you will be sent an election form on which you 
must indicate whether or not you wish to contribute to your HCFSA on an after-tax basis at the beginning of the 
new year. 

If you elect to contribute on an after-tax basis once the new year begins, you will be billed for your HCFSA 
contributions on a monthly basis, and expenses for eligible services received while on leave will be eligible for 
reimbursement. When you return to work later in the year, the same monthly contributions will be continued via 
payroll deduction on a before-tax basis. Your HCFSA will be canceled for non-payment if payment is not received 
within 30 days. Should this occur, expenses incurred in the months in which payment is not received will not be 
eligible for reimbursement. 

If you decline to contribute on an after-tax basis when the new year begins, expenses for eligible services received 
while on leave will not be eligible for reimbursement. If you wish to contribute to an HCFSA upon your return from 
leave later in the year, you must contact the HR Service Center within 31 days of your return to work. 

Dependent Care Flexible Spending Account (DCFSA) 
Your before-tax salary contributions and participation will stop while you are on an unpaid leave. However, you 
may continue to submit claims for eligible expenses incurred while you were participating in the Dependent Care 
Flexible Spending Account (DCFSA) until your balance is exhausted. The same monthly contributions will 
automatically resume the month following your return to work — provided you return in the same year as the one 
in which your leave began — unless you changed your monthly contributions due to an eligible change-in-status 
event. 

Change-in-Status Events While on Leave 
If you have a change-in-status event while on an unpaid leave, you may elect to change the amount of 
contributions to your flexible spending account(s), provided the change is consistent with your change in status, 
by contacting the HR Service Center within 31 days of the change. 

When recalculating your new contribution goal, you should calculate your monthly contributions based on the 
number of months remaining in the year after you return to work. 
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If You Are on Long-Term Disability or Workers’ Compensation 
If you are on Long-Term Disability (LTD), during the annual Open Enrollment period you may not elect to 
contribute to the Health Care Flexible Spending Account (HCFSA) or Dependent Care Flexible Spending Account 
(DCFSA). If you are on Workers’ Compensation, during the annual Open Enrollment period you may not elect to 
contribute to an HCFSA unless you are also on an FMLA leave (See the Time Off and Leaves section for a 
description of FMLA leaves) and you may not contribute to DCFSA. To continue your HCFSA contributions while on 
Workers’ Compensation, you must contact the HR Service Center at 415-973-4357 or toll-free at 800-788-2363. 

If You Retire or Leave the Company 
Monthly contributions to the Dependent Care Flexible Spending Account (DCFSA) will stop at the earlier of the end 
of the month in which you die or otherwise leave the Company. If you retire monthly contributions will stop at the 
end of the month prior to your retirement 

You may continue your Health Care Flexible Spending Account (HCFSA) contributions until the end of the current 
year on an after-tax basis if participation is continued through COBRA (see “Continuing Coverage under COBRA” in 
the Participating in Health Care Benefits section). However, if participation is not continued through COBRA, 
contributions will stop at the earlier of the end of the month in which you leave the Company or the end of the 
month prior to your retirement. You may not contribute to a HCFSA through COBRA in the year following your 
termination or retirement. 

You can submit claims for reimbursement from either account for eligible expenses for services received during 
the months you were employed by the Company and made contributions to your account. Claims and supporting 
documentation can be submitted to the processing center until March 31 of the following year. In accordance 
with IRS regulations, any money remaining in the account after March 31 will be forfeited, except for up to $500 
of a HCFSA. 

For more information, please contact the HR Service Center at 415-973-4357 or toll-free at 800-788-2363. 

If you have more than one health care account — such as a Health Account and a Health Care Flexible Spending 
Account (HCFSA) — there are special rules governing the order in which the accounts can be used to cover eligible 
expenses. Your administrator will automatically debit the correct amount from each account. 

If You Have Both a Health Care Flexible Spending Account (HCFSA) and 
a Health Account 
If you participate in both the HCFSA and the Health Account, your health care debit card, as well as the auto 
reimbursement process (Kaiser members only), is programmed to deduct money first from your HCFSA to help 
you avoid forfeiting unused amounts at the end of the year. After you use all the money in your HCFSA, money 
will automatically then be drawn from your Health Account. Remember, only $500 from a HCFSA can be rolled 
over each year, while balances in your Health Account roll over year after year, as long as one of the following 
occurs: 

 You remain enrolled in the Health Account Plan (HAP), whether as an active employee or through COBRA; 

 You retire with eligibility for PG&E’s retiree medical coverage; or 

 You go on Long-Term Disability and remain enrolled in a PG&E medical plan.  
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Provision HCFSA Health Account 

Types of eligible expenses you can 
incur 

All IRS Section 213(d) eligible 
health care expenses 

All IRS Section 213(d) eligible 
health care expenses  

When you can start incurring 
eligible expenses 

 January 1 of the year for which 
you open the account, if you 
enroll during the Open 
Enrollment period 

 The date your coverage is 
effective, if you enroll midyear 

The IRS prohibits you from filing 
claims for expenses you incur 
before your Health Account has 
been established. 

You’ll be able to incur eligible 
expenses on or after the date your 
Health Account is established, not 
before. 

How you can pay for eligible 
expenses 

 Automatic reimbursement process for KPIC members (unless you turn 
off the automatic reimbursement feature through Kaiser Health 
Payment Services) 

 Your YSA debit card (for Anthem HAP members) 

 Your Kaiser debit card (for Kaiser HAP members): for pharmacy 
purchases only 

 Your own personal credit card, cash or check 

 You’ll need to file a claim for reimbursement 

 

 




