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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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Medical Coverage for Medicare-
Eligible Participants 
If you are an employee receiving benefits under a Long-Term Disability Plan (LTD) sponsored by the Company, 
and you or one of your covered dependents are eligible for Medicare, this section of the Summary of Benefits 
Handbook has information that applies to you. 

Members eligible for Medicare have different Company-sponsored medical plan choices than members who are 
not eligible for Medicare. These plans interact or coordinate with Medicare in different ways. It’s important that 
you have an understanding of your plan’s relationship with Medicare so you can make choices that don’t put you 
at a disadvantage with respect to how your Company-sponsored medical plan works with Medicare. In addition, if 
you are eligible for Medicare and your dependents are not, or if you are not eligible for Medicare but a covered 
dependent is, you may be enrolled in different, but related, medical plans. 
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Medicare Parts A, B and D 
Part A 
Part A is hospital insurance. It covers hospitalization, home health care, hospice care and stays in skilled nursing 
facilities, as long as the care is not considered custodial. You pay for coverage in Part A through payroll taxes 
during your working career; no additional premiums are required for Part A, unless you did not earn enough 
credits to qualify. 

Part B 
Part B is supplementary medical insurance that covers professional fees (such as office visits to a doctor) and 
related expenses. Unlike Part A, you must pay monthly premiums toward membership in Part B. The monthly 
premium is automatically deducted from your Social Security check. By enrolling when you are first eligible, you 
can minimize your Part B premium. If you enroll late or if you drop out and enroll again at a later date, your Part B 
premium increases 10% for every 12 months you do not participate. 

The Company-sponsored medical and LTD plans require that you enroll in Medicare, if eligible, and maintain your 
Part B premiums. If you do not, the only PG&E-sponsored medical plan that you will be eligible to enroll in is the 
Comprehensive Access Plan (CAP); however, the benefits you receive from the CAP Plan will be greatly reduced if 
you have not enrolled in Medicare. Since you will be reimbursed by PG&E for the Standard Part B premiums you 
pay, it makes great financial sense for you to join Medicare when you are first eligible. 

If you’re under 65 and believe you or any of your dependents qualify for Social Security due to disability, please 
contact Allsup, Inc., at 888-339-0743. PG&E has contracted with Allsup, Inc. to provide Social Security enrollment 
assistance at no cost to potentially eligible disabled LTD employees or their disabled dependents. 

Medicare Part B Reimbursement for Disabled Members under Age 65 

Once you or your covered under age-65 disabled dependent are enrolled in Medicare Parts A and B, you are 
eligible to receive reimbursement from PG&E for the Standard monthly Part B premiums you or your dependent 
pay to the Social Security Administration. To start receiving the reimbursement from PG&E, you or your covered 
under age-65 dependent must provide a copy of your Medicare card to the HR Service Center as soon as possible 
after enrolling. Upon receipt of the card, PG&E will begin reimbursing the standard Medicare Part B premium via 
a credit in your monthly LTD check, as long as the dependent is enrolled in Medicare Parts A and B. 
Reimbursements will not be made on a retroactive basis, so it is important to promptly send PG&E a copy of your 
Medicare card. The maximum number of Medicare reimbursements a family can receive is three. 

Part D 
Beginning January 1, 2006, Medicare added a prescription drug benefit, known as Medicare Part D. If you enroll 
in a Company-sponsored HMO, you will be also enrolling in an enhanced Medicare Part D plan. If you enroll in the 
Comprehensive Access Plan (CAP) administered by Anthem Blue Cross, you will not be enrolling in a Part D plan. 
However, since CAP has prescription drug benefits equal to or better than the minimum Part D benefit, you will be 
treated by Medicare as if you had been enrolled in a Part D plan and consequently, you will not be assessed a 
premium penalty for late Part D enrollment if you decide later to enroll in a Part D plan. Whether you enroll in an 
HMO or CAP, you will receive the benefit of lower medical premiums, because the Company passes on the 
savings that it receives on Medicare Part D to its members. 

Understand the Impact of External Part D Enrollment 
All Medicare recipients have the option of enrolling in many different Medicare-approved Part D plans, called 
Prescription Drug Plans (PDPs), offered outside of the Company (for example, at your local chain drugstore). 
While it is your choice whether or not you decide to enroll in one of these external PDPs, it’s extremely important 
that you consider this decision carefully. If you enroll in Medicare Part D though an external PDP (i.e., not through 
the Company’s employee enrollment process), you will be disenrolled from your Company-sponsored medical 
plan. 
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Plan Options for LTD Employees/Dependents Eligible for 
Medicare 

Comprehensive Access Plan 
The Comprehensive Access Plan (CAP), administered by Anthem Blue Cross, is a self-funded medical plan 
available to all LTD employees eligible for Medicare, regardless of where they live. This Plan provides Medicare 
secondary coverage, plus primary prescription drug coverage through Medco Health. This means Medicare 
processes your claims first (except prescription drugs claims), and CAP pays only the difference necessary to 
make your total reimbursement (Medicare’s payment plus the CAP’s payment) equal to the amount a non-
Medicare member would receive. You still may be required to pay part of the claim. If you do not enroll in 
Medicare Parts A and B, the CAP plan will still pay benefits on a secondary basis, so it is extremely important that 
you enroll in Medicare as soon as you are eligible. Otherwise, you will be required to pay the portion of the claim 
that Medicare would have paid, plus any charges that may remain after the CAP benefit payment. In addition, 
since the Medicare fee schedule of allowable charges typically is less than actual billed amounts, you also may 
have to pay the excess amount (the difference between what was billed by Medicare and the Medicare allowed 
amount). 

Examples 
Assume you are a CAP member enrolled in Medicare and you have an MRI. Medicare will cover 80% of your MRI, 
while CAP will allow for a total coverage of 90%. Therefore, Medicare will pay first and will pay 80% of its allowed 
fee. CAP will then pay the 10% difference between its 90% level of coverage and Medicare’s 80% coverage. You 
will be responsible for paying the remaining 10% of the claim. Your provider will have to write-off any difference 
between the provider’s billed amount and Medicare’s allowed fee. 

Now assume you are eligible for Medicare, but you failed to enroll in Medicare. In this case, you will be 
responsible for paying the 80% that Medicare would have paid, plus the 10% beyond the CAP level of benefit 
payment. CAP will only pay the 10% difference between the 90% CAP benefit and the 80% benefit that Medicare 
would have paid. In addition, if Medicare’s allowed fee is less than what is billed, you will have to pay that 
difference as well. 

 Enrolled In Medicare Not Enrolled In Medicare 

Billed Amount $2,000 $2,000 

Medicare Allowed Amount 800 800 

Medicare Pays 640 

(80% of $800) 

0 

Plan Pays: 90% of Allowed Amount 
minus 80% Medicare payment = 10% 

80 

(10% of $800) 

80 

(10% of $800) 

Your Cost  $800 - $640 - $80 = $80 $2,000 - $0 - $80 = $1,920 
 

In general, the CAP will coordinate all payments with Medicare, whether or not you enroll in Medicare Parts A and 
B. If you are enrolled in Medicare Parts A and B, you will not be responsible for any additional payments beyond 
the designated copayments or coinsurance of the CAP. 

See “Comprehensive Access Plan” on page 279 for more details, including benefits, limitations, and 
requirements. 
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Medicare Coordination of Benefits (COB) HMO Plans 
The Company sponsors two HMOs that use the Medicare Coordination of Benefits (COB) method for interacting 
with Medicare. These two Medicare HMO plans are the Blue Shield Medicare Coordination of Benefits HMO and 
the Health Net Medicare Coordination of Benefits HMO. Eligibility for a particular HMO is based on your home 
address, and HMOs are not offered in all areas. 

This type of plan provides medical care through the HMO’s network of physicians and hospitals, and you pay 
designated copayments for services that you receive from the HMO. In general, the HMO will coordinate all 
payments with Medicare, and you will not be responsible for any additional payments beyond the designated 
copayments. You may also receive medical care from providers outside of the HMO and receive Medicare’s 
standard level of reimbursement. 

Enrollment in a Medicare COB HMO plan requires members to be enrolled in Medicare Parts A and B. By enrolling 
in one of these plans, you will also be enrolling in the HMO’s Medicare Part D prescription drug coverage. The Part 
D coverage is considered an “enhanced” Part D plan. This means the plan has better benefits than the standard 
Medicare Part D, without any deductibles or gaps in coverage. The Medicare COB HMO plans require new 
enrollees to complete enrollment applications. If you are enrolled in a Medicare COB HMO and wish to change 
plans or drop coverage at some future date, you may need to fill out a form to disenroll from the plan’s Part D 
coverage. Call the HR Service Center for information and/or the appropriate form. 

For more information about HMOs, see the Health Maintenance Organizations (HMOs) section. For summary 
information about each HMO’s benefits for members on Medicare, see the charts at the end of this section. 

Medicare Advantage HMOs 
The Company sponsors the following HMOs that are Medicare Advantage HMO plans: Health Net Seniority Plus 
and Kaiser Senior Advantage (North and South). Eligibility for each particular HMO is based on your home 
address; however, Medicare Advantage HMOs are not offered in all areas. 

A Medicare Advantage HMO operates like a Medicare COB HMO plan, except it only allows you to seek coverage 
through the Medicare HMO’s network of physicians and hospitals and requires that you assign or “give away” your 
Medicare benefits to the HMO. By doing so, you can no longer use your Medicare benefits outside of the Medicare 
Advantage HMO network. However, the premiums for Medicare Advantage HMO plans are typically lower than 
those of Medicare COB HMOs. 

If you enroll in a Medicare Advantage HMO, you will automatically be enrolled in the Medicare HMO’s Part D 
prescription drug coverage, which is included as part of the Medicare Advantage plan’s benefits. 

If you wish to change plans or drop Company-sponsored medical plan coverage at some future date, you may 
need to fill out a Medicare Advantage Plan Disenrollment Form. This form ensures you receive maximum benefits 
and avoid unpaid claims after you switch or cancel your Medical plan. Call the HR Service Center for more 
information and/or the appropriate form. 

For more information about HMOs, see the Health Maintenance Organizations (HMOs) section. For summary 
information about each HMO’s benefits for members on Medicare, see the charts at the end of this section. 

Members and Dependents with Different Medicare Status 
Some of the Company-sponsored medical plans are only for Medicare enrollees, and some plans are only for 
those who are not on Medicare. 

 If you are eligible for Medicare and you are covering a dependent who is not eligible for Medicare, you may be 
enrolled in different, but related, medical plans. 

 Conversely, if you are an LTD employee not eligible for Medicare but your covered dependent is eligible for 
Medicare, you also may be in different, but related, medical plans. 

As the primary member, your enrollment election will determine the plan in which your dependent will be 
enrolled. 
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Your options will also depend on which plans are available in your home ZIP code. 

Non-Medicare Plans Corresponding Plans for Medicare Members 

Network Access Plan (NAP), 

Comprehensive Access Plan (CAP), 

or 

HSA Medical Plan 

Comprehensive Access Plan (CAP) 

Blue Shield HMO Blue Shield Medicare COB HMO Plan 

Health Net HMO Health Net Seniority Plus (Medicare Advantage HMO) 

or 

Health Net Medicare COB HMO Plan  

Kaiser HMO (North and South)  Kaiser Senior Advantage North and South (Medicare 
Advantage HMO) 

 

The summaries of benefits for Company-sponsored HMOs for Medicare-eligible employees on LTD and/or their 
Medicare-eligible dependents (both Medicare COB and Medicare Advantage plans) begin under “Summaries of 
HMO Benefits for Members on Medicare” on page 281. The HMO summary charts for employees and dependents 
not on or eligible for Medicare are in the Health Maintenance Organizations (HMOs) section. Summary benefit 
information for the CAP plan is presented in the Comprehensive Access Plan (CAP) section. The CAP information 
applies to members both with and without Medicare. 

Summaries of HMO Benefits for Members on Medicare 
This section provides a high-level summary of the benefits provided by each individual HMO for Medicare 
members as of January 1, 2011. 

The Summary of Benefits for each plan may change periodically. You should always refer to the latest Summary 
of Benefits and the Evidence of Coverage (EOC), which contains detailed information about the benefits provided 
by each HMO. 

Blue Shield Medicare COB HMO 
The information in this chart is intended as a high-level summary only. 
The information about the HMOs or the insured products contained in an 
applicable Evidence of Coverage (EOC) or service provider agreement 
between the Pacific Gas and Electric Company and the HMO or service 
provider shall govern in case of conflict between this chart and the EOC 
or service provider agreement. 

If you enroll in the Blue Shield Medicare COB HMO, you will receive an 
EOC, free of charge. It describes in detail Blue Shield Medicare COB 
HMO benefit provisions, claims procedures, provider network, and other 
rules. If you need additional information, including a list of participating 
network providers, you can contact the Blue Shield Medicare COB HMO 
directly. 

EOC Document Rules 

The information contained in this 
summary is informational only. No right 
shall accrue to you and/or your 
dependents because of any statement 
of error, or in omission from, this 
summary. The Blue Shield Medicare 
COB HMO’s EOC is the binding 
document between the health plan and 
its members. 
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This summary chart describes benefits as of January 1, 2011. 

Provisions Blue Shield Medicare COB HMO 

General  Must use Blue Shield HMO network providers 

 No annual deductible 

 No annual out-of-pocket maximum 

 No lifetime benefit maximum 

 No pre-existing condition exclusions 

Hospital Stay No charge 

Skilled Nursing Facility No charge, 100-day limit; excludes custodial care 

Emergency Room Care $25 copay/visit for emergencies (waived if admitted); member must 
contact PCP within 24 hours of service 

Outpatient Hospital Care $10 copay/visit 

Office Visits  $10 copay/office visit; $30 copay/visit without referral (Access+ 
Specialist) — must be in the same Medical Group or IPA 

 $10 copay/home visit  

Urgent Care Visits $10 copay/visit 

Routine Physical Examinations $10 copay/visit according to health plan schedule 

Immunizations and Injections   Immunizations (age 18 and older) — no charge 

 Allergy injections included in office visit 

 Allergy serum purchased separately for treatment — no charge 

Eye Examinations $10 copay/visit for screening; lenses and frames not covered  

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

Home Health Care No charge 

Hospice Care  No charge 

Outpatient Physical Therapy $10 copay/visit; as long as continued treatment is medically necessary 
pursuant to the treatment plan 

Durable Medical Equipment No charge; pre-authorization required; see plan EOC for limitations and 
exclusions 

Chiropractic Care Discounts available; contact Member Services for details 

Acupuncture Discounts available; contact Member Services for details  

Other Benefits Hearing exams when performed by a physician or by an audiologist at the 
request of a physician — $10 copay/visit 
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Prescription Drug Benefits 
When you and your dependents are enrolled in the Blue Shield Medicare COB HMO Part D Prescription Drug Plan, 
Blue Shield Medicare COB HMO’s Part D Prescription Drug Plan provides your retail and mail-order prescription 
drug coverage, not Medco Health. For specific information about drug coverage through the Blue Shield Medicare 
COB HMO Part D Prescription Drug Plan, contact Blue Shield directly. 

Provisions Blue Shield Medicare COB HMO 

General Retail and mail-order prescription drugs are 
administered by Blue Shield Medicare COB HMO 

Annual Prescription Drug Deductible (separate from 
medical plan annual deductible) 

None 

Annual Prescription Drug Out-of-Pocket Maximum 
(separate from medical plan annual deductible) 

None 

Annual or Lifetime Prescription Drug Maximum Benefit 
Limit 

None 

Retail Purchases Medicare Part D plan 

Up to a 30-day supply — you pay: 

 $5/generic 

 $15/brand formulary 

 $35/non-formulary 

Some drugs require pre-authorization 

Mail-Order Purchases Medicare Part D plan 

For up to a 90-day supply — you pay: 

 $10/generic 

 $30/brand formulary 

 $35/non-formulary 

Open formulary  

Infertility, Sexual Dysfunction, Memory Enhancement 
and Contraceptive Drugs 

Call Blue Shield for details  

 

Mental Health and Substance Abuse (MHSA) Benefits 
The following chart provides an overview of Mental Health and Substance Abuse (MHSA) benefits for Blue Shield 
Medicare COB HMO plan members. These benefits are administered both by Blue Shield Medicare COB HMO and 
by ValueOptions, depending on the type of care you receive. 

When care is provided by ValueOptions: 

 Pre-authorization is required for inpatient and hospital stays. Care that is not medically necessary will not be 
covered. 

For more information on benefits provided by ValueOptions, refer to the Mental Health and Substance Abuse 
Coverage section.  
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Provisions Blue Shield Medicare COB HMO  

General Blue Shield Medicare COB HMO’s medical plan provisions also apply to 
mental health and substance abuse benefits 

Outpatient Mental Health $10 copay/visit; no visit limit 

Inpatient Mental Health No charge; no day limit 

Outpatient Substance Abuse Coverage for Eligible Expenses* through ValueOptions, not the HMO; 
requires referral by ValueOptions 

 $10 copay/visit (individual) 

 $5 copay/visit (group) 

 No visit limit 

Inpatient Substance Abuse Coverage for Eligible Expenses* through ValueOptions, not HMO; 
requires pre-authorization by ValueOptions 

 100% 

 No limit on number of stays 
* Coverage for Eligible Expenses. “Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those 

that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and (3) those that do not exceed the “Usual and 
Customary” rate as determined by ValueOptions. Any costs not meeting this definition are the responsibility of the member. For additional 
information or questions, call ValueOptions. 

Other Information 

Eligible Dependents and Member 
Rights 

Refer to the complete description of eligibility, COBRA rights, Qualified 
Medical Child Support Order procedures and rights, ERISA rights and 
information, plan funding and plan continuation provisions provided 
elsewhere in this Summary of Benefits Handbook. 

Choice of Providers  Members must select a contracting Physician Group where the member 
wants to receive medical care. That Physician Group will provide or 
authorize all medical care. Family members may select different 
contracting Physician Groups. However, each person must select a 
contracting Physician Group close enough to his or her residence to 
allow reasonable access to medical care. In addition to selecting a 
contracting Physician Group, each member must choose a Primary 
Care Physician from the Physician Group. The Primary Care Physician 
provides and coordinates all medical care. Providers are neither 
employed nor exclusively contracted by the HMO. 

Plan Telephone Number  888-235-1765 

Web Site www.blueshieldca.com/pge 
 



Medical Coverage for Medicare-Eligible Participants 

Benefits Effective January 1, 2011 285 
For eligible union-represented employees 

Health Net Medicare COB HMO 
The information in this chart is intended as a high-level summary only. 
The information about the HMOs or the insured products contained in an 
applicable Evidence of Coverage (EOC) or service provider agreement 
between the Pacific Gas and Electric Company and the HMO or service 
provider shall govern in case of conflict between this chart and the EOC 
or service provider agreement. 

If you enroll in the Health Net Medicare COB HMO, you will receive an 
EOC, free of charge. It describes in detail the Health Net Medicare COB 
HMO’s benefit provisions, claims procedures, provider network, and 
other rules. If you need additional information, including a list of 
participating network providers, you can contact the Health Net 
Medicare COB HMO directly. 

This summary chart describes benefits as of January 1, 2011. 

Provisions Health Net Medicare COB HMO 

General  Must use Health Net Medicare COB HMO network providers 
 No annual deductible 
 Annual out-of-pocket maximum: 
 $1,500/person; no more than $4,500/family (excludes 

prescription drugs) 
 No lifetime benefit maximum 
 No pre-existing condition exclusions 

Hospital Stay No charge 

Skilled Nursing Facility No charge; 100-day limit; excludes custodial care 

Emergency Room Care $25 copay/visit for emergencies (waived if admitted); must notify PCP 
within 48 hours 

Outpatient Hospital Care $10 copay/visit 

Office Visits $10 copay/office visit 
$10 copay/home visit 

Urgent Care Visits $10 copay/visit 

Routine Physical Examinations $10 copay/visit for Basic Periodic Health Evaluation 

Immunizations and Injections   Immunizations (age 18 and older) — no charge 
 Allergy testing, allergy injections and allergy serum — no charge  

Eye Examinations $10 copay/visit for screening; lenses and frames not covered 

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

Home Health Care No charge 

Hospice Care  No charge 

Outpatient Physical Therapy $10 copay/visit (provided as long as significant improvement is 
expected) 

Durable Medical Equipment No charge; see plan EOC for limitations and exclusions 

Chiropractic Care Discounts available; contact Member Services for details 

Acupuncture Discounts available; contact Member Services for details 

Other Benefits Hearing exams — $10 copay/visit 
 

EOC Document Rules 

The information contained in this 
summary is informational only. No right 
shall accrue to you and/or your 
dependents because of any statement 
of error, or in omission from, this 
summary. The Health Net Medicare 
COB HMO’s EOC is the binding 
document between the health plan and 
its members. 



Medical Coverage for Medicare-Eligible Participants 

286 Benefits Effective January 1, 2011 
 For eligible union-represented employees 

Prescription Drug Benefits 
When you and your dependents are enrolled in the Health Net Medicare COB HMO, the plan’s Part D Prescription 
Drug Plan provides your retail and mail-order prescription drug coverage, not Medco Health. For specific 
information about drug coverage in Health Net Medicare COB HMO’s Part D Prescription Drug Plan, contact 
Health Net Medicare COB HMO directly. 

Provisions Health Net Medicare COB HMO 

General Retail and mail-order prescription drugs are 
administered by Health Net Medicare COB HMO. 

Annual Prescription Drug Deductible (separate from 
Medical Plan deductible) 

None 

Annual Prescription Drug Out-of-Pocket Maximum None 

Annual or Lifetime Prescription Drug Maximum Benefit 
Limit 

None 

Retail Purchases Medicare Part D plan 

Up to 30-day supply — you pay: 

 $5/generic 

 $15/brand formulary 

 $35/non-formulary 

Some drugs require pre-authorization 

Mail-Order Purchases Medicare Part D plan 

For up to 90-day supply — you pay: 

 $10/generic 

 $30/brand formulary 

 $70/non-formulary 

Open formulary 

Infertility, Sexual Dysfunction, Memory Enhancement 
and Contraceptive Drugs 

Call Health Net for details 

 

Mental Health and Substance Abuse (MHSA) Benefits 
The following chart provides an overview of Mental Health and Substance Abuse (MHSA) benefits for Health Net 
Medicare COB HMO plan members. These benefits are administered both by Health Net Medicare COB HMO and 
by ValueOptions, depending on the type of care you receive. 

When care is provided by ValueOptions: 

 Pre-authorization is required for inpatient and hospital stays; you must obtain it within 48 hours of the start of 
treatment. Care that is not medically necessary will not be covered. 

For more information on benefits provided by ValueOptions, refer to the Mental Health and Substance Abuse 
Coveragesection.  
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Provisions Health Net Medicare COB HMO 

General Health Net Medicare COB HMO’s medical plan provisions also apply to 
mental health and substance abuse benefits 

Outpatient Mental Health  $10 copay/visit 

 No visit limit  

Inpatient Mental Health No charge; no day limit 

Outpatient Substance Abuse Coverage for Eligible Expenses* through ValueOptions, not the HMO; 
requires referral by ValueOptions 

 $10 copay/visit (individual) 

 $5 copay/visit (group)  

Inpatient Substance Abuse Coverage for Eligible Expenses* through ValueOptions, not the HMO; 
requires pre-authorization by ValueOptions 

 100% 

 No limit on number of stays  
* Coverage for Eligible Expenses. “Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those 

that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and (3) those that do not exceed the “Usual and 
Customary” rate as determined by ValueOptions. Any costs not meeting this definition are the responsibility of the member. For additional 
information or questions, call ValueOptions. 

Other Information 

Eligible Dependents and Member 
Rights 

Refer to the complete description of eligibility, COBRA rights, Qualified 
Medical Child Support Order procedures and rights, ERISA rights and 
information, plan funding and plan continuation provisions provided 
elsewhere in this Summary of Benefits Handbook. 

Choice of Providers  Members must select a contracting Physician Group where the member 
wants to receive medical care. That Physician Group will provide or 
authorize all medical care. Family members may select different 
contracting Physician Groups. However, each person must select a 
contracting Physician Group close enough to his or her residence to allow 
reasonable access to medical care. In addition to selecting a contracting 
Physician Group, each member must choose a Primary Care Physician 
from the Physician Group. The Primary Care Physician provides and 
coordinates all medical care. Providers are neither employed nor 
exclusively contracted by the HMO. 

Plan Telephone Number  800-522-0088 

Web Site www.healthnet.com/pge 
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Health Net Seniority Plus (Medicare Advantage HMO) 
The information in this chart is intended as a high-level summary only. 
The information about the HMOs or the insured products contained in an 
applicable Evidence of Coverage (EOC) or service provider agreement 
between the Pacific Gas and Electric Company and the HMO or service 
provider shall govern in case of conflict between this chart and the EOC 
or service provider agreement. 

If you enroll in Health Net Seniority Plus, you will receive an EOC, free of 
charge. It describes in detail Seniority Plus’ benefit provisions, claims 
procedures, provider network, and other rules. If you need additional 
information, including a list of participating network providers, you can 
contact Seniority Plus directly. 

This summary chart describes benefits as of January 1, 2011.  

Provisions Health Net Seniority Plus 
(Medicare Advantage HMO) 

General  Must use Health Net Seniority Plus HMO network providers 
 No annual deductible 
 No annual out-of-pocket maximum 
 No lifetime benefit maximum 
 No pre-existing condition exclusions 

Hospital Stay No charge 

Skilled Nursing Facility No charge, 100-day limit per benefit period; no prior hospital stay 
required; excludes custodial care 

Emergency Room Care $25 copay/visit for emergencies (waived if admitted); must notify PCP 
within 48 hours 

Outpatient Hospital Care $10 copay/visit 

Office Visits  $10 copay/office visit 
 $10 copay/home visit  

Urgent Care Visits $10 copay/visit 

Routine Physical Examinations $10 copay/visit 

Immunizations and Injections   Immunizations (age 18 and older) — no charge 
 Allergy testing and allergy injections — no charge for Medicare-

covered services 

Eye Examinations $10 copay/visit for screening; lenses and frames not covered 

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

Home Health Care No charge 

Hospice Care  No charge 

Outpatient Physical Therapy No charge 

Durable Medical Equipment No charge; see plan EOC for limitations and exclusions 

Chiropractic Care $10 copay/visit for Medicare-approved chiropractic services 

Acupuncture Discounts available; contact Member Services for details 

Other Benefits  Hearing exams for each Medicare-covered exam (up to 1 routine 
hearing test each year) — $10 copay/visit 

 Foot care if medically necessary — $10 copay/visit 
 

EOC Document Rules 

The information contained in this 
summary is informational only. No right 
shall accrue to you and/or your 
dependents because of any statement 
of error, or in omission from, this 
summary. The Health Net Seniority Plus 
HMO’s EOC is the binding document 
between the health plan and its 
members. 



Medical Coverage for Medicare-Eligible Participants 

Benefits Effective January 1, 2011 289 
For eligible union-represented employees 

Prescription Drug Benefits 
When you and your dependents are enrolled in Health Net Seniority Plus, Health Net Seniority Plus’ Part D 
Prescription Drug Plan provides your retail and mail-order prescription drug coverage, not Medco Health. For 
specific information about drug coverage through Health Net Seniority Plus’s Part D Prescription Drug Plan, 
contact Health Net Seniority Plus directly. 

Provisions Health Net Seniority Plus 

(Medicare Advantage HMO) 

General Retail and mail-order Medicare Part D prescription drug 
plans are administered by Health Net Seniority Plus 

Annual Prescription Drug Deductible (separate from 
medical Plan deductible) 

None 

Annual Prescription Drug Out-of-Pocket Maximum None 

Annual or Lifetime Prescription Drug Maximum Benefit 
Limit 

None 

Retail Purchases Medicare Part D plan 

Up to 30-day supply — you pay: 

 $5/generic 

 $15/brand formulary 

 $35/non-formulary 

Some drugs require pre-authorization 

Mail-Order Purchases Medicare Part D plan 

For up to 90-day supply — you pay: 

 $10/generic 

 $30/brand formulary 

 $70/non-formulary 

Open formulary  

Infertility, Sexual Dysfunction, Memory Enhancement 
and Contraceptive Drugs 

Call Health Net for details 

 

Mental Health and Substance Abuse (MHSA) Benefits 
The following chart provides an overview of Mental Health and Substance Abuse (MHSA) benefits for Health Net 
Seniority Plus plan members. These benefits are administered both by Health Net Seniority Plus and by 
ValueOptions, depending on the type of care you receive. 

When care is provided by ValueOptions: 

 Pre-authorization is required for inpatient and hospital stays. Care that is not medically necessary will not be 
covered. 

For more information on benefits provided by ValueOptions, refer to the Mental Health and Substance Abuse 
Coverage section. 
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Provisions Health Net Seniority Plus 

(Medicare Advantage HMO) 

General Health Net Seniority Plus’s general medical plan provisions also apply to 
Mental Health and Substance Abuse benefits 

Outpatient Mental Health  $10 copay/visit 
 No visit limit  

Inpatient Mental Health No charge; no day limit 

Outpatient Substance Abuse $10 copay/visit; 

Coverage for Eligible Expenses* through ValueOptions, not the HMO; 
requires referral by ValueOptions 

 $10 copay/visit (individual) 

 $5 copay/visit (group) 

 No visit limit 

Inpatient Substance Abuse No charge 

Coverage for Eligible Expensed* through ValueOptions, not the HMO; 
requires referral by ValueOptions 

 100% 

 No limit on number of stays 
* Coverage for Eligible Expenses. “Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those 

that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and (3) those that do not exceed the “Usual and 
Customary” rate as determined by ValueOptions. Any costs not meeting this definition are the responsibility of the member. For additional 
information or questions, call ValueOptions. 

Other Information 

Eligible Dependents and Member 
Rights 

Refer to the complete description of eligibility, COBRA rights, Qualified 
Medical Child Support Order procedures and rights, ERISA rights and 
information, plan funding and plan continuation provided elsewhere in 
this Summary of Benefits Handbook. 

Choice of Providers  Members must select a contracting Physician Group where the member 
wants to receive medical care. That Physician Group will provide or 
authorize all medical care. Family members may select different 
contracting Physician Groups. However, each person must select a 
contracting Physician Group close enough to his or her residence to allow 
reasonable access to medical care. In addition to selecting a contracting 
Physician Group, each member must choose a Primary Care Physician 
from the Physician Group. The Primary Care Physician provides and 
coordinates medical care. Providers are neither employed nor exclusively 
contracted by the HMO. 

Plan Telephone Numbers  800-275-4737 (current members) 

800-596-6565 (prospective members)  

Web Site www.healthnet.com/pge 
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Kaiser Permanente Senior Advantage — North and South (Medicare 
Advantage HMO) 
The information in this chart is intended as a high-level summary only. 
The information about the HMOs or the insured products contained in an 
applicable Evidence of Coverage (EOC) or service provider agreement 
between the Pacific Gas and Electric Company and the HMO or service 
provider shall govern in case of conflict between this chart and the EOC 
or service provider agreement. 

If you enroll in Kaiser Senior Advantage, you can request an EOC from 
Kaiser Senior Advantage, free of charge. It describes in detail Kaiser 
Senior Advantage’s benefit provisions, claims procedures, provider and 
facility information, and other rules. If you need additional information, 
including a list of participating network providers, you can contact Kaiser Senior Advantage directly. 

This summary chart describes benefits as of January 1, 2011.  

Provisions Kaiser Permanente Senior Advantage North and South (Medicare Advantage HMO) 

General  Must use services provided at Kaiser Permanente hospitals and offices by Kaiser 
Permanente providers 

 No annual deductible 

 Annual out-of-pocket maximum: 

 $1,500/person; no more than $3,000/family (excludes prescription drugs) 

 No lifetime benefit maximum 

 No pre-existing condition exclusions 

Hospital Stay No charge 

Skilled Nursing Facility No charge to members in service area for up to 100 days per benefit period when 
prescribed by a plan physician; no prior hospital stay required; not covered for 
members living outside of service area; excludes custodial care 

Emergency Room Care $25 copay/visit for emergencies (waived if admitted directly to the hospital within 24 
hours for the same condition) 

Outpatient Hospital Care $10 copay/procedure for outpatient surgery; $10 copay/visit for all other outpatient 
services  

Office Visits  $10 copay/office visit 

 No charge/home visit 

Urgent Care Visits  $10 copay/visit at a Kaiser facility in area; 

 $25 copay/visit at non-Kaiser facility 

Routine Physical 
Examinations 

$10 copay/visit 

Immunizations and 
Injections  

 Immunizations — no charge 

 $10 copay/visit for allergy testing if no office visit 

 $5 copay/visit for allergy injections if no office visit; allergy serum not sold 
separately 

Eye Examinations $10 copay/exam; $150 eyewear allowance including medically necessary eyewear 
every 24 months 

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

EOC Document Rules 

The information contained in this 
summary is informational only. No right 
shall accrue to you and/or your 
dependents because of any statement 
of error, or in omission from, this 
summary. Kaiser Senior Advantage’s 
EOC is the binding document between 
the health plan and its members. 
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Provisions Kaiser Permanente Senior Advantage North and South (Medicare Advantage HMO) 

Home Health Care No charge to members in service area when prescribed by a plan physician; not 
covered for members living outside of service area 

Hospice Care Covered under Medicare for members with Medicare Parts A and B when prescribed 
by a plan physician; no charge to Medicare Part B-only members in service area when 
prescribed by a plan physician; not covered for Medicare Part B-only members living 
outside of service area 

Outpatient Physical 
Therapy 

$10 copay/visit; provided as long as, in the judgment of a plan physician, significant 
improvement is achievable 

Durable Medical 
Equipment 

No charge to members in service area when prescribed by a plan physician; not 
covered for members living outside of service area; see plan EOC for limitations and 
exclusions 

Chiropractic Care Discounts available; contact Member Services for details 

Acupuncture Discounts available; contact Member Services for details 

Other Benefits Hearing exams — $10 copay/visit 
 

Prescription Drug Benefits 
When you and your dependents are enrolled in Kaiser Permanente Senior Advantage, the plan’s Part D 
Prescription Drug Plan provides your retail and mail-order prescription drug coverage, not Medco Health. For 
specific information about drug coverage through Kaiser Senior Advantage’s Part D Prescription Drug Plan, 
contact Kaiser Permanente Senior Advantage directly. 

Provisions Kaiser Permanente Senior Advantage North and South 
(Medicare Advantage HMO) 

General Retail and mail-order Medicare Part D prescription drug 
plans are administered by Kaiser Senior Advantage 
HMO. 

Annual Prescription Drug Deductible (Separate from 
medical plan deductible) 

None 

Annual Prescription Drug Out-of-Pocket Maximum  None 

Annual or Lifetime Prescription Drug Maximum Benefit 
Limit 

None 

Retail Purchases Medicare Part D plan 

You pay $10/up to 100-day supply 

Closed formulary 

Mail-Order Purchases Medicare Part D plan 

You pay $10/up to 100-day supply 

Closed formulary 

Infertility, Sexual Dysfunction, Memory Enhancement 
and Contraceptive Drugs 

Call Kaiser Permanente for details 
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Mental Health and Substance Abuse (MHSA) Benefits 
The following chart provides an overview of Mental Health and Substance Abuse (MHSA) benefits for Kaiser 
Permanente Senior Advantage plan members. These benefits are administered both by Health Net Seniority Plus 
and by ValueOptions, depending on the type of care you receive. 

When care is provided by ValueOptions: 

 Pre-authorization is required for inpatient and hospital stays; you must obtain it within 48 hours of the start of 
treatment. Care that is not medically necessary will not be covered. 

For more information on benefits provided by ValueOptions, refer to the Mental Health and Substance Abuse 
Coverage section. 

Provisions Kaiser Permanente Senior Advantage North and South (Medicare Advantage HMO) 

General Kaiser Permanente Senior Advantage’s general medical plan provisions also apply to 
Mental Health and Substance Abuse benefits. 

Outpatient Mental 
Health 

 $10 copay/visit (individual) 

 $5 copay/visit (group) 

 No visit limit  

Inpatient Mental Health No charge; no day limit 

Outpatient Substance 
Abuse 

Coverage through Kaiser 

 $10 copay/visit (individual) 

 $5 copay/visit (group) 

 No visit limit 

Inpatient Substance 
Abuse 

 Only Medical Detoxification covered by Kaiser — no charge 

Coverage for Eligible Expenses* through ValueOptions, not HMO, requires referral by 
Value Options: 

 No charge for other inpatient and residential services when pre-authorized by 
ValueOptions 

 No limit on number of stays 
* Coverage for Eligible Expenses. “Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those 

that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and (3) those that do not exceed the “Usual and 
Customary” rate as determined by ValueOptions. Any costs not meeting this definition are the responsibility of the member. For additional 
information or questions, call ValueOptions. 

Other Information 

Eligible Dependents and Member 
Rights 

Refer to the complete description of eligibility, COBRA rights, Qualified 
Medical Child Support Order procedures and rights, ERISA rights and 
information, plan funding and plan continuation provisions provided 
elsewhere in this Summary of Benefits Handbook. 

Choice of Providers  Members must use Kaiser Permanente HMO facilities and physicians, 
except for emergencies or as noted in the Evidence of Coverage. A Kaiser 
Permanente HMO physician must determine that the services and 
supplies are medically necessary to prevent, diagnose, or treat a 
member’s medical condition. The services and supplies must be provided, 
prescribed, authorized or directed by a Kaiser Permanente HMO 
physician. Members may choose a primary care physician. 

Plan Telephone Number  800-443-0815  

Web Site my.kp.org/ca/pge 
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Other Coverage Rules 
Women’s Health and Cancer Rights Act 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s 
Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage 
will be provided in a manner determined in consultation with the attending physician and the patient, for: 

 All stages of reconstruction of the breast on which the mastectomy was performed; 

 Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

 Prostheses; and 

 Treatment of physical complications of the mastectomy, including lymphedemas. 

Coverage of breast reconstruction will be provided subject to the deductibles and coinsurance benefit limits 
consistent with those established for other benefits under your plan. For more information, contact your medical 
plan directly. 

Newborns’ and Mothers’ Health Protection 
Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours 
following a vaginal delivery, or less than 96 hours following a Cesarean section. However, federal law generally 
does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from 
discharging the mother or her newborn earlier than 48 hours (or 96 hours, as applicable). In any case, plans and 
insurers may not, under federal law, require that a provider obtain authorization from the plan or the insurance 
issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 
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