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Mental Health and Substance Abuse 
Coverage 
The Company provides mental health and 
substance abuse benefits for you and your 
Eligible Dependents. 

The way you receive mental health and 
substance abuse benefits (“behavioral health 
coverage”) depends on which medical plan you’re 
enrolled in. You and your Eligible Dependents are 
automatically enrolled in the appropriate program when you enroll in a medical 
plan. ValueOptions, a behavioral health managed care company, is the 
primary administrator of the mental health, alcohol and drug care programs for 
many of the medical plans (see “How Benefits Are Provided” on page 342 for 
additional information). 
To differentiate the ValueOptions behavioral health coverage from the medical coverage, the following is needed: 

 The diagnosis must be in the DSM IV (Diagnostic and Statistical Manual, Fourth Edition) 

 Services must be provided by an independently licensed mental health provider using services codes specific 
to psychotherapy and psychiatry. For example: 

 If someone receives treatment for depression from their PCP or general practitioner, it is not covered by VO 
plan because the provider is not a mental health provider. 

 If someone receives educational testing by a psychologist, it is not covered because educational testing is 
not covered under the Plan. 

 If someone receives treatment by a psychologist for pain related to a medical condition, i.e., the diagnosis 
is not in the DSM IV, it is not covered under the Plan. 

 If someone is treated for a drug-overdose due to a suicide attempt, the medical services (stomach pump, 
injections, and medical observation) are not covered; however, a psychiatric evaluation performed by a 
psychiatrist to evaluate the potential danger to the person being treated would be covered. 

Note that the general provisions for Mental Health and Substance Abuse benefits are separate from the medical 
plan provisions. There are no lifetime benefit limits, and no pre-existing exclusions. 

EAP Coverage Is Separate 

In addition to the mental health, alcohol 
and drug care benefits you have through 
your medical coverage, you also have 
access to counseling and other mental 
health resources through the Employee 
Assistance Program (“EAP”). The EAP 
is available even if you decline medical 
coverage. 
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EAP and Mental Health and Substance 
Abuse at a Glance 
 

Employee Assistance 
Program (EAP) 

 The EAP is available to all active Company employees, as well as their 
spouses/registered domestic partners and their eligible dependents. 

 The EAP provides assistance with issues such as: 

 Family and relationship problems 

 Workplace concerns 

 Alcohol and drug issues 

 Depression and anxiety 

 Stress at home or work 

 Financial and legal concerns 

 Child and adult care referrals 

 The EAP’s services include: 

 Up to six sessions per six-month period with a licensed EAP counselor 
 A 30-minute telephonic consultation with a certified financial advisor 

 A 30-minute telephonic or in-person consultation with an attorney 

 Work/Life information and referrals to community-based services for child care, 
adult care, adoption and more 

 Interactive online tools and resources available from work or home 

Mental Health and 
Substance Abuse 
Benefits 

 Mental Health and Substance Abuse benefits are provided through your medical 
plan coverage. The benefits vary, depending on which medical plan you have 
enrolled for. 

For additional information, see the Mental Health and Substance Abuse section, the 
Health Maintenance Organizations (HMOs) section, and the individual medical plan 
sections. 
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Employee Assistance Program 
PG&E’s Employee Assistance Program (EAP), administered by ValueOptions, provides professional counseling, 
consultation and referrals to help you manage life’s demands. The EAP is available 24 hours a day, seven days a 
week at no cost to you and your Eligible Dependents. 

The EAP can help with: 

 Family and relationship problems 

 Workplace concerns 

 Alcohol and drug issues 

 Depression and anxiety 

 Stress at home or work 

 Financial and legal concerns 

 Child and adult care referrals 

EAP services include: 

 Up to six sessions per six-month period with a licensed EAP counselor 

 A 30-minute telephonic consultation with a certified financial advisor 

 A 30-minute telephonic or in-person consultation with an attorney 

 Work/Life information and referrals to community-based services for child care, adult care, adoption and 
more 

 Interactive online tools and resources available from work or home 

Eligibility and Cost 
EAP benefits are available to all active Company employees (including interns), their spouses/registered 
domestic partners, and their Eligible Dependents. 

You and your spouse/registered domestic partner and dependents are not eligible for EAP benefits if you are a 
contract or agency worker, a hiring hall employee or a retired employee. 

Cost 

There is no charge to you for EAP benefits. If additional help beyond six EAP counseling sessions or 30-minute 
legal or financial consultation is needed, you will be referred to your health plan or resources in your community. 
Charges for those services, if any, are your responsibility. Mental health or substance abuse treatment may be 
covered by your health care plan(s). You will be responsible for any costs not covered by your health care plan(s). 

Confidentiality 
The EAP upholds strict confidentiality standards. When you or your family member participates in any EAP 
service, involvement is treated confidentially in accordance with all state and federal laws, and company policy. 
Your EAP counselor will discuss confidentiality during the first session, and give you a Statement of 
Understanding that explains the EAP’s policy in detail. 
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Circumstances Limiting Confidentiality 

The EAP Statement of Understanding outlines conditions and circumstances limiting confidentiality. If you feel 
you cannot accept the limitations and cannot sign the Statement of Understanding, you will not be eligible to 
receive services through EAP. You may, however, be able to receive benefits through your health plan. 

Following is a summary of the limits to EAP confidentiality. Please note that some conditions and circumstances 
apply only to employees and not to dependents. 

 If there is a reasonable basis to suspect child or elder abuse and/or neglect; and to the extent required by 
state or federal law. 

 If in the EAP Counselor’s clinical judgment, you pose a serious danger to yourself, others, company property, 
or public safety. 

 If you report information concerning dangerous or illegal activity in the workplace. 

 If you or your representative claim alleged wrongdoing by PG&E and/or ValueOptions that you believe has 
caused you physical, mental, or emotional injury or damage in any threatened or actual lawsuit, arbitration, or 
administrative proceeding. 

 If, during any of your counseling sessions, you suggest you may seek a “reasonable accommodation” under 
the Americans with Disabilities Act (ADA), a referral may be made to the Accommodations unit, if such 
disclosure does not conflict with HIPAA; other federal or California confidentiality requirements concerning 
personal health or substance abuse problems; or treatment. The ADA requires employers to make reasonable 
accommodation for the known physical or mental limitations of a qualified worker unless the accommodation 
poses an undue hardship on the employer. 

 If you report to EAP any possible violation of PG&E’s Equal Employment Opportunity policy, EAP will disclose 
any complaint of violation to HR (It is actually your responsibility as a PG&E employee to report to Human 
Resources all complaints of employment discrimination including sexual harassment. All such reports are 
promptly investigated by PG&E.) 

 If release of information is compelled by law, or is needed in an emergency by medical personnel for your 
diagnosis or treatment and you are unable to authorize disclosure. 

 If you were formally referred to EAP by your supervisor, he or she will be notified only as to whether or not you 
have followed through in contacting EAP. Your supervisor will not be given clinical information. 

 In connection with an audit of records by PG&E or its designated auditor to monitor quality and volume of 
services provided by ValueOptions; however, your identity will not be disclosed to other non-EAP PG&E 
personnel. 

In addition, disclosures may be made in connection with an internal or external audit to monitor quality of service 
without disclosing your identity to other Company personnel. 

Also note that if you were referred to EAP by your supervisor, certain non-clinical information may be disclosed to 
your supervisor. See “Supervisory Referrals” under “How to Use the Program” on page 337 for more information. 

How to Use the Program 
If, as an employee, you are located in or near San Francisco, Sacramento, San Jose, Oakland, Stockton, Fresno, 
Concord, Chico, Santa Rosa, or at the Diablo Canyon Power Plant, you may contact your local on-site EAP 
counselor directly. You may also call the toll-free EAP number at 888-445-4436 to obtain a referral to an EAP 
counselor with an office near your work or home. For the most current list of onsite EAP office locations, call the 
toll-free EAP number or visit the Employee Assistance Program (EAP) section of the PG&E@Work intranet site. If 
you are located outside the geographic areas with an onsite EAP counselor, call the toll-free number and a 
counselor will make an initial assessment of your situation and offer to arrange a face-to-face counseling session 
with a licensed counselor near your home or work. You can call the toll-free number 24 hours a day, 365 days a 
year. 
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Referrals 

Self-Referrals 

An employee who self-initiates contact with an EAP counselor does not need to tell his or her supervisor. With the 
employee’s consent, the counselor may contact the supervisor to arrange time off from work, but will not provide 
information about the employee’s personal problems. 

Supervisory Referrals 

If you are having performance problems on the job, your supervisor may make a formal recommendation that 
you talk with an EAP counselor. If you choose to speak with a counselor, the counselor will not discuss your 
personal problems with your supervisor. However, if you sign the Statement of Understanding, which is required 
for you to pursue EAP services, your counselor will provide your supervisor with non-clinical information, such as 
whether or not you have followed through in contacting EAP. Whether or not you choose to use the EAP or comply 
with a formal supervisor referral to EAP, you are still responsible for maintaining your job performance. 

Referrals to Non-Contracted Providers 

Referrals to service providers outside of ValueOptions EAP may be recommended to help you resolve problems. 
Those services may or may not be covered under your PG&E-sponsored health care plan or that of another 
employer, insurer, or HMO through which you may have coverage. A referral, however, is not a guarantee that 
your medical plan or other provider will cover such services. It is your responsibility to determine whether or not 
outside services are covered under any such plan and to pay any charges not covered. If a referral is made to an 
outside counselor under your health plan, you are encouraged to follow your health plan’s procedures for 
obtaining proper authorization and encouraged to follow through with any authorized treatment plan. 

Leaves of Absence 

In the event your EAP counselor recommends a medical leave of absence for you, you are still required to notify 
your supervisor and complete all required paperwork. 

What the Program Covers 
EAP benefits include counseling (1-6 sessions per six-month period) or referrals for the following: 

 Relationship problems; 

 Anxiety or depression; 

 Job or work-related stress; 

 Alcohol and/or drug problems; 

 Parent/child conflict; and 

 Spouse/partner issues. 

In addition, EAP services include: 

 A 30-minute telephonic consultation with a certified financial advisor 

 A 30-minute telephonic or in-person consultation with an attorney 

 Work/Life information and referrals to community-based services for child care, adult care, adoption, and 
more 

 Interactive online tools and resources available for work and home 

For more information about legal or financial consultations or referrals, see “Legal/Financial Solutions: Value 
Options” and “Work Life Program” in the Work/Life Benefits section. 
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Grievance and Arbitration Procedures 
For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and Electric 
Company Health Care Plan for Active Employees or to make election changes to your coverage under the 
Program, see the Claims and Appeals Process and Health Care Participation sections. 

Grievance Procedures 

Grievances: ValueOptions has a Grievance procedure for receiving and resolving Members’ Grievances with 
ValueOptions and/or EAP Affiliates. A Grievance may be submitted up to 180 calendar days following receipt of 
an adverse determination notice, or following any incident or action that is the subject of the Member’s 
dissatisfaction. Grievances may be filed telephonically, in person, in writing, by facsimile, by e-mail or online 
through the ValueOptions Internet site at www.valueoptions.com. ValueOptions will mail a Grievance form for this 
purpose, and a copy of ValueOptions’ Grievance Procedure, to the Member upon request. If the Member wishes, 
ValueOptions’ Member Services staff will assist in completing the Grievance form. Completed Grievance forms 
must be mailed to ValueOptions at P.O. Box 6065, Cypress, California, 90630-0065. ValueOptions will 
acknowledge receipt of a Grievance within five (5) calendar days of receipt of the Grievance. 

Response 

ValueOptions will respond in writing with a resolution to a Grievance within thirty (30) calendar days of receipt of 
the Grievance. 

Urgent Grievances 

You have the right to an expedited review for urgent Grievances involving an imminent and serious threat to the 
health of the Member, including but not limited to severe pain, potential loss of life, limb, or major bodily 
functions. The request may be initiated by you, your authorized representative, or by your provider. Call 
ValueOptions at 888-445-4436 and tell the representative that you are requesting an expedited review of an 
urgent Grievance. ValueOptions will notify the provider of the decision in no more than 72 hours and send the 
Member a written statement on the disposition or pending status of the Grievance within the same 72 hours from 
receipt of the Grievance. 

Additional Review 

If the Member is not satisfied with ValueOptions’ response to a Grievance, the Member may submit a request to 
ValueOptions for voluntary mediation or binding arbitration within sixty (60) days of receipt of ValueOptions 
response. However, in the case of binding arbitration, if the Member has legitimate health or other reasons which 
would prevent the Member from electing binding arbitration within sixty (60) days, the Member may have as long 
as reasonably necessary to accommodate special needs in order to elect binding arbitration. The Member may 
file a Grievance with the Department of Managed Health Care after completing the ValueOptions Grievance 
Process or voluntary mediation or after participating in the ValueOptions Grievance Process or voluntary 
mediation for thirty (30) days. Further, if the Member seeks review by the Department of Managed Health Care 
within sixty (60) days of ValueOptions’ response, the Member will have an additional sixty (60) days from the date 
of final resolution by the Department of Managed Health Care to request binding arbitration. Arbitration will be 
conducted in accordance with the Arbitration section of this EOC. 

Voluntary Mediation 

In the event a Member is dissatisfied with the ValueOptions’ determination, the Member may request voluntary 
mediation with ValueOptions prior to exercising the right to submit the Grievance to the Department of Managed 
Health Care. The request must be made within sixty (60) days of the ValueOptions determination. The use of 
mediation services does not preclude the right to submit the Grievance to the Department of Managed Health 
Care upon completion of mediation. In order to initiate voluntary mediation, either the Member or an individual 
acting on the Member’s behalf must submit a written request to ValueOptions. If all parties mutually agree to 
mediation, the mediation will be administered by the Judicial and Mediations Services (“JAMS”) in accordance 
with the JAMS Comprehensive Arbitration Rules and Procedures, unless the parties agree otherwise. The expense 
of mediation shall be shared equally by the parties. The Department of Managed Health Care will have no 
administrative or enforcement responsibilities with respect to the voluntary mediation process. 
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Review by Department of Managed Health Care 

The California Department of Managed Health Care is responsible for regulating health care service plans. If you 
have a grievance against your health plan, you should first telephone your health plan at 888-445-4436 and use 
your health plan’s grievance process before contacting the department. Utilizing this grievance procedure does 
not prohibit any potential legal rights or remedies that may be available to you. If you need help with a grievance 
involving an emergency, a grievance that has not been satisfactorily resolved by your health plan, or a grievance 
that has remained unresolved for more than 30 days, you may call the department for assistance. You may also 
be eligible for an Independent Medical Review (IMR). If you are eligible for an IMR, the IMR process will provide 
an impartial review of medical decisions made by a health plan related to the medical necessity of a proposed 
service or treatment, coverage decisions for treatments that are experimental or investigational in nature and 
payment disputes for emergency or urgent medical services. The department also has a toll-free telephone 
number 888-HMO-2219 and a TDD line 877-688-9891 for the hearing and speech impaired. The department’s 
Internet Web site http://www.hmohelp.ca.gov has complaint forms, IMR application forms and instructions 
online. 

EAP enhancement services such as Work Life Benefit and Consolidated Legal Concepts are not regulated by the 
Department and grievances in connection with these services are not subject to the Department’s review. 

Arbitration 

Any claim arising under the Employee Assistance Program Agreement, excluding claims involving allegations of 
medical malpractice, must be submitted to binding arbitration following an attempt at resolution through 
ValueOptions’ Grievance Procedure or Voluntary Mediation if the claim is for monetary damages that exceed the 
jurisdictional limits of the Small Claims Court. Either the Member, the Employer or ValueOptions may commence 
arbitration by serving a demand for arbitration on the other. Arbitration will be conducted under the commercial 
rules of the American Arbitration Association (“AAA”) then in effect, using a mutually selected attorney arbitrator. 
If the parties are unable to select a neutral arbitrator within thirty (30) days after service of a written demand 
requesting the designation, then a court of competent jurisdiction, on petition of a party to the arbitration, shall 
appoint the arbitrator as follows. 

When a petition is made to the court to appoint a neutral arbitrator, the court shall nominate five (5) persons 
from lists of persons supplied by the American Arbitration Association. The parties seeking arbitration and 
against whom arbitration is sought may within five (5) days of receipt of notice of such nominees from the court 
jointly select the arbitrator whether or not such arbitrator is among the nominees. If such parties fail to select an 
arbitrator within the five-day period, the court shall appoint the arbitrator from the nominees. 

The cost of the arbitration shall be divided equally between the parties. In cases of extreme hardship, 
ValueOptions shall assume all or a portion of a Member’s share of the fees and expenses of the neutral arbitrator. 
Upon request, ValueOptions shall provide a Member with an application for relief from such fees and expenses. 
Approval or denial of the application shall be determined by a neutral arbitrator who is not assigned to hear the 
underlying dispute, who has been selected pursuant to the immediately preceding paragraph, and whose fees 
and expenses are paid for by ValueOptions. The arbitrator’s award may be enforced in any court having 
jurisdiction thereof by the filing of a petition to enforce the award. Costs of filing such a petition may be recovered 
by the party filing the petition. 

BY ENTERING INTO THIS AGREEMENT, MEMBERS AGREE TO GIVE UP CONSTITUTIONAL RIGHTS TO HAVE ANY 
DISPUTE, EXCLUDING THOSE INVOLVING CLAIMS OF MEDICAL MALPRACTICE, DECIDED IN A COURT OF LAW 
BEFORE A JURY AND INSTEAD ACCEPT THE USE OF ARBITRATION FOR RESOLVING DISPUTES WITH 
VALUEOPTIONS. 
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Eligibility 
The delivery of mental health and substance abuse benefits, including 
eligibility for coverage, will depend on the PG&E medical plan in which you are 
enrolled. For details, see the Health Care Participation section. 

If you’re enrolled in a medical plan administered by Anthem Blue Cross (except for 
the HSA Medical Plan) 

The Mental Health and Substance Abuse Program, administered by ValueOptions, provides these services. 
Coverage begins on the same date as your medical plan coverage. In addition, like all employees, you and your 
dependents may also seek EAP services through the EAP Program. 

If you’re enrolled in the HSA Medical Plan 

All mental health benefits are provided directly by Anthem Blue Cross. In addition, like all employees, you and 
your dependents may also seek EAP services through the EAP program. 

If you’re enrolled in any HMO other than Kaiser Permanente or Health Net Seniority 
Plus 

All mental health benefits are provided directly by your HMO (benefits vary by plan; call the HMO’s member 
services number for details). In addition, like all employees, you and your dependents may also seek EAP services 
through the EAP Program. 

Substance Abuse benefits are provided through the Program administered by ValueOptions (VO). All inpatient and 
alternate levels of care for substance abuse treatment through the VO Program must be pre-approved by VO or an 
on-site EAP counselor; otherwise, no coverage is provided. Coverage begins on the same date as your medical 
plan coverage. 

If you’re enrolled in Kaiser Permanente HMO or Kaiser Permanente Senior 
Advantage 

All mental health, including structured outpatient or partial hospitalization, and outpatient alcohol and drug care 
treatment is provided directly through Kaiser Permanente. Coverage begins on the same date as your medical 
plan coverage. Like all employees, you may also seek EAP services through the EAP Program. 

For substance abuse treatment, only outpatient detoxification services and structured day treatment outpatient 
services for substance abuse treatment are provided by Kaiser Permanente. Inpatient or Residential Alcohol and 
Drug treatment is provided by ValueOptions and must be pre-approved by VO or an on-site EAP counselor; 
otherwise, no coverage is provided. Coverage begins on the same date as your medical plan coverage. 

If you’re enrolled in Health Net Seniority Plus 

All mental health benefits are provided directly by Health Net Seniority Plus (call the Health Net Seniority Plus’ 
member services number for details). In addition, like all employees, you may also seek EAP services through the 
EAP Program. 

Substance Abuse benefits are provided either directly by Health Net Seniority Plus or through the Program 
administered by ValueOptions (VO). All inpatient and alternate levels of care for substance abuse treatment 
through the VO Program must be pre-approved by VO or an on-site EAP counselor; otherwise, no coverage is 
provided. Coverage begins on the same date as your medical plan coverage. 
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How Benefits Are Provided 
The way mental health and substance abuse benefits are provided depends 
on the medical plan you are enrolled in and the type of care you need. 

If you are enrolled in a medical plan administered by Anthem Blue Cross (except for 
HSA Medical Plan) 

Treatment Benefits Provided by 

Inpatient and Alternate Levels of Care for Mental 
Health 

Outpatient Mental Health 

Inpatient and Alternate Levels of Substance Abuse 

Outpatient Substance Abuse 

Mental Health and Substance Abuse Benefits 
Administered by ValueOptions 

 

If you are enrolled in the HSA Medical Plan 

For HSA Medical Plan members, all Mental Health and Substance Abuse benefits are provided by Anthem Blue 
Cross. 

If you are enrolled in either Kaiser Permanente North or South or Kaiser Permanente 
Senior Advantage North and South 

Treatment  Benefits Provided by 

Inpatient Mental Health 

Outpatient Mental Health 

Kaiser Permanente HMO or Kaiser Permanente Senior 
Advantage HMO 

Inpatient and Residential Level of Substance Abuse Administered by ValueOptions 

Medically Necessary Detoxification Substance Abuse Kaiser Permanente HMO or Kaiser Permanente Senior 
Advantage 

Structured Outpatient, Partial Hospitalization and 
Outpatient Substance Abuse 

Kaiser Permanente HMO or Kaiser Permanente Senior 
Advantage HMO 

 

If you are enrolled in Blue Shield HMO, Health Net HMO, Blue Shield Medicare COB 
HMO, or Health Net Medicare COB HMO 

Treatment  Benefits Provided by 

Inpatient Mental Health 

Outpatient Mental Health 

Your HMO 

Inpatient and Alternate Levels of Substance Abuse 

Outpatient Substance Abuse 

ValueOptions 
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If you are enrolled in the Health Net Seniority Plus 

Treatment  Benefits Provided by 

Inpatient Mental Health 

Outpatient Mental Health 

Health Net Seniority Plus 

Inpatient and Alternate Levels of Substance Abuse  

Outpatient Substance Abuse 

ValueOptions or separately by Health Net Seniority Plus 

 

For All Plans 

Because the benefits and the delivery method differ depending on the medical plan in which members are 
enrolled, the information on Deductibles and Limits, Coinsurance and Copayments, How the Program Works, and 
What the Program Covers are specific to each plan or type of plan. 

The subsections entitled “Medically Necessary,” “What the Program Does Not Cover,” “More About the Program,” 
and “Claims and Appeals Process” apply to members of all medical plans. 

Questions? 

Do you have general questions concerning mental health and substance abuse treatment? Contact ValueOptions 
at 800-562-3588. 

For NAP Members 
ValueOptions (VO) is the Claims Administrator for Mental Health and Substance Abuse coverage for NAP 
members. NAP members have the option of using any licensed provider and receiving non-network benefits if the 
provider is not in the ValueOptions network. VO is also the administrator of the Employee Assistance Program. 
(For more information, see “Employee Assistance Program” on page 336.) 

Deductibles and Limits for NAP Members* 

Combined Mental Health and Substance Abuse Benefits 

ValueOptions-Administered Network 
Benefits 

ValueOptions-Administered Non-Network 
Benefits* 

Provision 

(Care received from ValueOptions network 
providers) 

(Care received from any licensed provider) 

Annual 
Deductible 

(Combined with 
Medical 
Deductible) 

 $120/person 

 No more than $320/family 

 $240/person 

 No more than $680/family 
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Combined Mental Health and Substance Abuse Benefits 

ValueOptions-Administered Network 
Benefits 

ValueOptions-Administered Non-Network 
Benefits* 

Provision 

(Care received from ValueOptions network 
providers) 

(Care received from any licensed provider) 

Annual Out-of-
Pocket 
Maximum 

(Combined with 
Medical Out-of-
Pocket 
Maximum) 

 $750/person 

 No more than $1,500/family (includes 
deductible) 

 $1,000/person 

 No more than $2,000/family (includes 
deductible) 

Lifetime 
Maximum 

None None 

* Network benefits and limits may not be combined with non-network benefits and limits. 

Please note that the deductibles and out-of-pocket maximums for mental health and substance abuse treatment are combined with 
deductibles and out-of-pocket maximums in your medical plan. 

Coinsurance and Copayments for NAP Members 
The following chart summarizes your mental health benefits if you are enrolled in NAP. All benefits are based on 
Eligible Expenses. See “Eligible Expenses” under “What the Program Covers for NAP Members” on page 346. 

Usual and Customary Fees 

A “usual” fee is the fee that an individual provider most frequently charges for a specific procedure — the “usual” 
fee charged in a geographic area by a medical provider for a specific medical procedure or service. The fee is 
based upon a consensus of what most other providers are charging for a similar procedure or service. A 
“customary” fee is the fee level determined by the claims administrator from actual fees submitted for a specific 
procedure. This fee establishes the maximum benefit payable for that procedure. 

Combined Mental Health and Substance Abuse Benefits 

ValueOptions-Administered Network 
Benefits 

ValueOptions-Administered Non-Network 
Benefits 

Provision 

(Care received from ValueOptions network 
providers) 

(Care received from any licensed provider) 

Outpatient 
Treatment 

 No charge for initial visit to psychiatrist 
for medication evaluation. 

 $10 copay per visit (individual) after 
deductible 

 $5 copay per visit (group) after 
deductible 

 No visit limit 

 70% of “usual and customary” fees after 
deductible 

 No visit limit 
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Combined Mental Health and Substance Abuse Benefits 

ValueOptions-Administered Network 
Benefits 

ValueOptions-Administered Non-Network 
Benefits 

Provision 

(Care received from ValueOptions network 
providers) 

(Care received from any licensed provider) 

Inpatient 
Hospitalization 
and Alternate 
levels of care 

(Partial 
Hospitalization, 
Residential 
Treatment and 
Structured or 
Intensive 
Outpatient Care) 

 100% 

 after deductible 

 $300 penalty if authorization is not 
obtained* 

 No limit on the number of stays or 
treatment programs 

 70% of “usual and customary” fees after 
deductible; 

 $300 penalty if authorization is not 
obtained* 

 No limit on the number of stays or 
treatment programs 

* Inpatient care and Alternate Levels of Care (partial hospitalization, residential treatment, and intensive or structured outpatient care) 
must be authorized within 48 hours of the beginning of confinement or treatment in order to avoid a $300 penalty for failure to obtain 
authorization. 

How the Program Works for NAP Members 
NAP members have the option of seeking care through ValueOptions’ network of providers and receiving higher 
network benefits, or seeking care with non-network providers and receiving lower non-network benefits. Neither 
network nor non-network outpatient care requires pre-approval or referral by ValueOptions, although all care, 
whether network or non-network, must be Medically Necessary. See “Medically Necessary” on page 355. 

While you do not need authorization or approval for outpatient care, there is a $300 penalty for not obtaining 
authorization for both inpatient care and Alternate Levels of Care (partial hospitalization, residential treatment, 
and intensive or structured outpatient care). Inpatient care and Alternate Levels of Care (partial hospitalization, 
residential treatment, and intensive or structured outpatient care) must be authorized within 48 hours of the 
beginning of confinement or treatment to avoid a $300 for failure to obtain authorization. To obtain 
authorization, contact one of the following: 

 ValueOptions (VO). Call 800-562-3588 to speak with a VO care manager who will coordinate your case; or 

 An on-site EAP counselor during normal business hours (please see “Employee Assistance Program” on 
page 336). 

Whether you elect to receive network or non-network care, VO care managers are available 24 hours a day, seven 
days a week to assist you. Your case will be confidential, except as otherwise provided by law or as noted in any 
paperwork you may complete. 

Care managers are qualified, licensed professionals, including psychologists, psychiatric social workers, marriage 
and family counselors and registered psychiatric nurses. The care manager can assess your particular situation 
and concerns, and discuss various treatment options with you. They can also help you find appropriate network 
providers in your area. 

For more information on medical management and the authorization process, see “Medical Management and 
Authorization Programs” on page 354. 
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Network Benefits 

For NAP members, the Mental Health, Alcohol and Drug Care Program provides maximum benefits when you use 
network providers. You may call ValueOptions at 800-562-3588 to obtain a list of providers in your area and have 
your treatment authorized. 

You may also find network providers yourself by accessing ValueOptions’ Web site for PG&E members at 
https://www.achievesolutions.net/pge. When you first access the site, select “About Services,” and then “Find 
Services.” Then select “Referral Connect” under “Mental Health.” You can use various selection criteria, such as 
geographic location and provider’s specialty, to help find an appropriate provider. Should you need assistance 
with establishing an appointment, the ValueOptions Access Team can help you. Call the toll-free number and let 
the care manager know you need help. 

Remember, you receive network benefits only when you use a network provider. If you receive network care, you 
do not need to fill out claim forms. The provider will send the claim directly to VO for payment. 

In Case of Emergency 

If you or any of your covered dependents require emergency treatment and/or a hospital admission for a mental 
health condition, your first concern should be to seek professional help immediately. Then contact VO within 48 
hours to request network benefits for the emergency treatment. 

Non-Network Benefits 

Neither outpatient mental health nor outpatient alcohol and drug care require authorization from ValueOptions or 
an on-site EAP counselor. You will, however, receive the lower non-network benefits for any non-network 
outpatient services that are covered by the Program. You may also need to pay the provider and then fill out and 
submit a claim form to VO in order to receive reimbursement for any benefit to which you are entitled. See “Filing 
a Claim for Benefits” under “Claims and Appeals Process for ValueOptions” on page 357. 

What the Program Covers for NAP Members 

Eligible Expenses 

All benefits are based on “Eligible Expenses,” which are: 

 expenses for Covered Health Services that are covered by the plan, 

 those expenses that ValueOptions considers medically necessary for diagnosis or treatment; and 

 those that do not exceed the “Usual and Customary” rate, as determined by Value Options. 

Any costs not meeting this definition are the responsibility of the member. For additional information or 
questions, call ValueOptions. 

Network Benefits 

Mental health and chemical dependency expenses covered under the Program include: 

 Outpatient treatment; 

 Alternate Levels of Care 

 Partial hospitalization, 

 Residential treatment programs, 

 Intensive or structured outpatient treatment; 

 Inpatient hospitalization; and 

 Detoxification, except medical detoxification that must be provided in an acute medical unit of a hospital 
(medical detoxification may be covered under your Company-sponsored medical plan). 
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You receive network benefits only if: 

 you have obtained care from a network provider; 

 your treatment plan is medically necessary (see “Medically Necessary” on page 355); and 

 the primary diagnosis is not excluded and is found within the Diagnostic and Statistical Manual of Mental 
Disorders (DSM IV). 

Mental Health 

To receive network benefits for any covered mental health treatment (both inpatient and outpatient), you must 
obtain care from a ValueOptions network provider. 

Inpatient 

For network inpatient mental health benefits, after the annual deductible has been satisfied, the Program pays 
100% of the cost of authorized inpatient hospitalization. If treatment is not authorized within 48 hours of the 
beginning of confinement, a $300 penalty will apply. There is no maximum on the number of stays. 

Alternative Levels of Care 

For network mental health Alternate Levels of Care, after the annual deductible has been satisfied, the Program 
pays 100% of the cost of partial hospitalization programs, residential treatment programs, intensive outpatient 
services and structured outpatient services. If treatment is not authorized within 48 hours of the beginning of 
confinement or treatment, a $300 penalty will apply. There is no maximum on the number of stays, programs, or 
services. 

Outpatient 

For network outpatient mental health treatment, after the annual deductible has been satisfied, you pay $10 a 
visit for outpatient individual therapy or $5 a visit for group therapy. There is no copayment for an initial visit to a 
psychiatrist for medication evaluation. There is no maximum on the number of visits. 

Alcohol and Drug Dependency 

To receive network benefits for any covered alcohol and drug dependency treatment (both inpatient and 
outpatient), you must obtain care from a ValueOptions network provider. 

Inpatient 

For inpatient alcohol and drug care, after the annual deductible has been satisfied, the Program pays 100% for 
authorized treatment. A $300 penalty applies if you fail to obtain authorization within 48 hours of the beginning 
of confinement. There is no limit on the number of stays. 

Alternate Levels of Care 

For network alcohol and drug Alternate Levels of Care, after the annual deductible has been satisfied, the 
Program pays 100% of the cost of partial hospitalization programs, residential treatment programs, intensive 
outpatient services and structured outpatient services. If treatment is not authorized within 48 hours of the 
beginning of confinement or treatment, a $300 penalty will apply. There is no maximum on the number of stays, 
programs, or services. 

Outpatient 

For outpatient alcohol and drug care, after the annual deductible has been satisfied, you pay $10 a visit for 
individual therapy or $5 a visit for group therapy. There is no maximum on the number of visits. 
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Non-Network Benefits 

Mental Health 

For mental health treatment, you will receive lower non-network benefits when you do not obtain care from a 
network provider for outpatient treatment. 

Covered services for non-network mental health treatment include: 

 Outpatient treatment 

 Inpatient hospitalization 

 Alternate Levels of Care 

 Partial hospitalization 

 Residential treatment 

 Intensive or structured outpatient programs 

Your mental health non-network treatment will be covered only if: 
 your treatment provider is an independently-licensed mental health practitioner. California licenses the 

following mental health providers to practice independently: psychiatrists; psychologists; licensed clinical 
social workers (LCSW); licensed marriage and family therapists (LMFT); and psychiatric nurses (MSN); 

 your treatment plan is medically necessary (see “Medically Necessary” on page 355), as verified by VO 
throughout your treatment; and 

 your primary diagnosis is not excluded and is found within the Diagnostic and Statistical Manual of Mental 
Disorders (DSM IV). 

When you receive covered non-network mental health treatment, the Program pays 70% of the usual and 
customary charges for inpatient hospitalization or Alternate Levels of Care (partial hospitalization, residential 
treatment, intensive or structured outpatient care) after the annual deductible has been satisfied. There is a $300 
penalty for not obtaining authorization within 48 hours of the beginning of confinement or treatment. There is no 
maximum on the number of stays, programs, or services. 

The Program also pays 70% of the usual and customary charges for outpatient treatment after the annual 
deductible has been satisfied. There is no maximum on the number of visits. 

If you are hospitalized for a non-emergency condition on a non-network basis, benefits for your entire hospital 
stay will be paid at the non-network level — 70% of the usual and customary charges for medically necessary 
treatment — and the $300 penalty for not obtaining authorization will apply. 

Alcohol and Drug Dependency 

Your alcohol or drug care treatment will be covered only if: 

 your treatment provider is an independently-licensed mental health practitioner. California licenses the 
following alcohol and drug care providers to practice independently: psychiatrists; psychologists; licensed 
clinical social workers (LCSW); licensed marriage and family therapists (LMFT); and psychiatric nurses (MSN); 

 your treatment plan is medically necessary (see “Medically Necessary” on page 355), as verified by VO 
throughout your treatment; and 

 your primary diagnosis is an alcohol or drug dependency condition. 

For alcohol and drug treatment, you will receive lower non-network benefits when you do not obtain care from a 
network provider for outpatient treatment. 

For covered outpatient alcohol and drug care treatment, after the annual deductible has been satisfied, the Plan 
pays 70% of usual and customary charges. There is no limit on the number of visits. 

For covered inpatient alcohol and drug care treatment or Alternate Levels of Care ( partial hospitalization, 
residential treatment programs, and intensive or structured outpatient services), after the annual deductible has 
been satisfied, the Plan pays 70% of usual and customary charges for authorized treatment at a non-network 
facility. A $300 penalty applies for inpatient or Alternate Levels of Care if you fail to obtain authorization within 
48 hours of the beginning of confinement or treatment. There is no limit on the number of stays, programs, or 
services. 
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For CAP and Basic Members 
ValueOptions (VO) is the Claims Administrator for Mental Health and Substance Abuse coverage for CAP 
members. CAP members have the option of using any licensed provider and receive the same level of benefits 
whether or not the licensed provider is in VO’s network. All inpatient treatment and Alternate Levels of Care 
(partial hospitalization, residential treatment, and intensive or structured outpatient care) requires authorization 
from VO. Failure to obtain authorization within 48 hours of the beginning of confinement or treatment will result 
in a $300 penalty. VO is also the administrator of the Employee Assistance Program. (For more information, see 
the “Employee Assistance Program” on page 336.) 

Deductibles and Limits for CAP Members 

Provision Combined Mental Health and Substance Abuse Benefits 
(ValueOptions-Administered Benefits) 

Annual Deductible   $120/person 

 No more than $320/family 

Annual Out-of-Pocket Maximum   $750/person 

 No more than $1,500/family (includes deductible) 

Lifetime Maximum None 
Please note that the deductibles and out-of-pocket maximums for mental health and substance abuse treatment are combined with 
deductibles and out-of-pocket maximums in your medical plan. 

Coinsurance and Copayments for CAP Members 
All benefits are based on Eligible Expenses. See “Eligible Expenses” under “What the Program Covers for CAP 
Members” on page 350. 

Provision Mental Health and Substance Abuse Benefits 
(ValueOptions-Administered Benefits) 

Outpatient Treatment  No charge for initial visit to psychiatrist for medication evaluation. 

 $10 copay per visit (individual) after deductible 

 $5 copay per visit (group)after deductible 

 No visit limit 

Inpatient Hospitalization and 
Alternate Levels of Care 

(Partial Hospitalization, Residential 
Treatment, and Intensive or 
Structured Outpatient Services) 

 $100% after deductible 

 $300 penalty if authorization is not obtained* 

 No limit on the number of stays 

* Inpatient care and Alternate Levels of Care (partial hospitalization, residential treatment, and intensive or structured outpatient care) 
must be authorized within 48 hours of the beginning of confinement or treatment in order to avoid a $300 penalty for failure to obtain 
authorization. 

How the Program Works for CAP Members 
CAP members have the option of seeking care through ValueOptions’ network of providers or seeking care with 
non-network licensed providers. Although there may be a difference in the out-of-pocket cost to members, there 
is no difference in the level of benefit. No outpatient care requires pre-approval or referral by ValueOptions. 
Should you need their assistance in finding a provider, however, ValueOptions will be happy to give you names of 
network providers appropriate for your situation and your geographic location. Although no outpatient care 
requires pre-approval or referral by ValueOptions, all care — whether it’s provided by a network or non-network 
provider — must be medically necessary. See “Medically Necessary” on page 355. 
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While you do not need authorization or approval for outpatient care, there is a $300 penalty for not obtaining 
authorization for inpatient care or Alternate Levels of Care (partial hospitalization, residential treatment, and 
intensive or structured outpatient care). To obtain authorization, contact one of the following: 

 ValueOptions (VO). Call 800-562-3588 to speak with a VO care manager who will coordinate your case; or 

 An on-site EAP counselor during normal business hours (please see “Employee Assistance Program” on 
page 336). 

Whether you elect to receive care from a network or non-network provider, VO care managers are available 24 
hours a day, seven days a week to assist you. Your case will be confidential, except as otherwise provided by law 
or as noted in any paperwork you may complete. 

Care managers are qualified, licensed professionals, including psychologists, psychiatric social workers, marriage 
and family counselors and registered psychiatric nurses. The care manager can assess your particular situation 
and concerns, and discuss various treatment options with you. They can also help you find appropriate network 
providers in your area. 

You may also find network providers yourself by accessing ValueOptions’ Web site for PG&E members at 
https://www.achievesolutions.net/pge. When you first access the site, select “About Services,” and then “Find 
Services.” Then select “Referral Connect” under “Mental Health.” You can use various selection criteria, such as 
geographic location and provider’s specialty, to help find an appropriate provider. Should you need assistance 
with establishing an appointment with a network provider, the ValueOptions Access Team can also help you. Call 
the toll-free number and let the care manager know you need help. 

If you receive care from a network provider, you do not need to fill out claim forms. The provider will send the 
claim directly to VO for payment. If you receive care from a non-network provider, you may need to pay the 
provider and then fill out and submit a claim form to VO in order to receive reimbursement for any benefit to 
which you are entitled. See “Filing a Claim for Benefits” under “Claims and Appeals Process for ValueOptions” on 
page 357. 

For more information on medical management and the authorization process, see “Medical Management and 
Authorization Programs” on page 354. 

In Case of Emergency 

If you or any of your covered dependents require emergency treatment and/or a hospital admission for a mental 
health condition, your first concern should be to seek professional help immediately. Then contact VO within 48 
hours to request network benefits for the emergency treatment. 

What the Program Covers for CAP Members 

Eligible Expenses 

All benefits are based on “Eligible Expenses,” which are: 

 expenses for Covered Health Services that are covered by the plan, 

 those expenses that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and 

 those that do not exceed the “Usual and Customary” rate, as determined by Value Options. 

Any costs not meeting this definition are the responsibility of the member. For additional information or 
questions, call ValueOptions. 
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Benefits 

Mental health and chemical dependency expenses covered under the Program include: 

 Outpatient treatment; 

 Alternate Levels of Care 

 Partial hospitalization, 

 Residential treatment programs, 

 Intensive and structured outpatient care; 

 Inpatient hospitalization; and 

 Detoxification, except medical detoxification that must be provided in an acute medical unit of a hospital 
(medical detoxification may be covered under your Company-sponsored medical plan). 

You receive benefits only if: 

 your treatment plan is medically necessary (see “Medically Necessary” on page 355); and 

 the primary diagnosis is a mental health condition, alcoholism, or drug dependency as found within the 
Diagnostic and Statistical Manual of Mental Disorders (DSM IV). 

Mental Health 

Inpatient 

For mental health benefits, after the annual deductible has been satisfied, the Program pays 100% of the cost of 
inpatient hospitalization. A $300 penalty applies if you fail to obtain authorization within 48 hours of the 
beginning of confinement. There is no maximum on the number of stays. 

Alternative Levels of Care 

For mental health Alternate Levels of Care, after the annual deductible has been satisfied, the Program pays 
100% of the cost of partial hospitalization programs, residential treatment programs, intensive outpatient 
services and structured outpatient services. If treatment is not authorized within 48 hours of the beginning of 
confinement or treatment, a $300 penalty will apply. There is no maximum on the number of stays, programs, or 
services. 

Outpatient 

After the annual deductible has been satisfied, you pay $10 a visit for outpatient individual therapy or $5 a visit 
for group therapy. There is no copayment for an initial visit to a psychiatrist for medication evaluation. There is no 
maximum on the number of visits. 

Substance Abuse 

Inpatient 

For inpatient substance abuse treatment, after the annual deductible has been satisfied, the Program pays 100% 
for treatment. A $300 penalty applies if you fail to obtain authorization within 48 hours of the beginning of 
confinement. There is no limit on the number of stays. 

Alternative Levels of Care 

For alcohol and drug treatment Alternate Levels of Care, after the annual deductible has been satisfied, the 
Program pays 100% of the cost of partial hospitalization programs, residential treatment programs, intensive 
outpatient services and structured outpatient services. If treatment is not authorized within 48 hours of the 
beginning of confinement or treatment, a $300 penalty will apply. There is no maximum on the number of stays, 
programs, or services. 

Outpatient 

After the annual deductible has been satisfied, you pay $10 a visit for individual therapy or $5 a visit for group 
therapy. There is no maximum on the number of visits. 
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For HMO Members 
All mental health treatment for HMO members is provided through the members’ HMO. ValueOptions (VO) is the 
Claims Administrator for inpatient and outpatient alcohol and drug care coverage for HMO members, except for 
those enrolled in Kaiser Permanente HMO or Kaiser Permanente Senior Advantage, who receive outpatient 
alcohol and drug care directly through Kaiser Permanente. In addition, members of Health Net Seniority Plus can 
elect to receive substance abuse benefits either through ValueOptions or their HMO. 

In order to receive benefits from the ValueOptions program for any outpatient care, eligible HMO members must 
receive a referral or authorization from VO or an on-site EAP counselor. VO is also the administrator of the 
Employee Assistance Program. (For more information, see “Employee Assistance Program” on page 336.) 

Deductibles and Limits for HMO Members 
The plan limits and deductibles (if any) for mental health and drug or alcohol care for HMO members are the 
same as the HMO’s medical plan’s limits and deductibles. For details on the benefits provided by your HMO, refer 
to the HMO’s Evidence of Coverage (EOC), which is provided to all HMO members, call your HMO, or refer to the 
Health Maintenance Organizations (HMOs) section. 

Coinsurance and Copayments for HMO Members 
The following chart summarizes your alcohol and drug care benefits if you are enrolled in an HMO. (Note the 
outpatient alcohol and drug care exception for Kaiser Permanente HMO and Kaiser Permanente Senior 
Advantage members). All benefits are based on Eligible Expenses. See “Eligible Expenses” under “What the 
Program Covers for HMO Members” on page 353. For HMO members, all mental health benefits are provided 
through the HMO. 

Provision Alcohol and Drug Care Benefits 
(ValueOptions-Administered Benefits, Care coordinated through 
ValueOptions) 

Outpatient Alcohol and Drug Care Requires authorization by ValueOptions 

 $10 copay per visit (individual) after deductible 

 $5 copay per visit (group)after deductible 

 No visit limit 

Inpatient Alcohol and drug care and 
Alternate levels of Care 

(Partial hospitalization, Residential 
Treatment, and Intensive or 
Structured Outpatient Care) 

 100% after medical plan deductible (if any) 

 Requires authorization by ValueOptions 

 No limit on the number of stays 

 

Please note that ValueOptions (VO) is the Claims Administrator only for the benefits that are included under the 
Alcohol and Drug Care Program — not the benefits that are provided by the various HMOs. VO is also the 
administrator of the Employee Assistance Program. (For more information, see “Employee Assistance Program” 
on page 336.) 

For details on the benefits provided by each HMO, refer to your HMO’s evidence of coverage (EOC) or call your 
HMO’s member services number. 

How the Program Works for HMO Members 
For all HMO members, any outpatient drug and alcohol care benefits provided through ValueOptions are available 
only when you obtain authorization from ValueOptions or an on-site EAP counselor. You must see VO network 
providers for all outpatient treatment to receive any benefit. All inpatient or Alternate Levels of Care (partial 
hospitalization, residential treatment, and intensive or structured outpatient care) require authorization. 
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To obtain authorization and receive benefits, contact one of the following: 

 ValueOptions (VO). Call 800-562-3588 to speak with a VO care manager who will coordinate your case; or 

 An on-site EAP counselor during normal business hours (please see “Employee Assistance Program” on 
page 336). 

VO care managers are available 24 hours a day, seven days a week to assist you. Your case will be confidential, 
except as otherwise provided by law or as noted in any paperwork you may complete. 

Care managers are qualified, licensed professionals, including psychologists, psychiatric social workers, marriage 
and family counselors and registered psychiatric nurses. The care manager can assess your particular situation 
and concerns, and discuss various treatment options with you. They can also help you find appropriate network 
providers in your area. 

Although you need authorization from ValueOptions for all outpatient treatment, you may also browse through 
ValueOptions’ network of providers yourself by accessing ValueOptions’ Web site for PG&E members at 
https://www.achievesolutions.net/pge. When you first access the site, select “About Services,” and then “Find 
Services.” Then select “Referral Connect” under “Mental Health.” You can use various selection criteria, such as 
geographic location and provider’s specialty, to help find an appropriate provider. Should you need assistance in 
establishing an appointment, the ValueOptions Access Team can assist you. Call the toll-free number and let the 
care manager know you need help. 

Remember, you receive outpatient benefits only when you use a network provider and when your care is 
authorized by ValueOptions. 

For more information on medical management and the authorization process, see “Medical Management and 
Authorization Programs” on page 354. 

What the Program Covers for HMO Members 

Eligible Expenses 

All benefits are based on “Eligible Expenses,” which are: 

 expenses for Covered Health Services that are covered by the plan, 

 those expenses that ValueOptions considers “Medically Necessary” for diagnosis or treatment; and 

 those that do not exceed the “Usual and Customary” rate, as determined by Value Options. 

Any costs not meeting this definition are the responsibility of the member. For additional information or 
questions, call ValueOptions. 

Benefits 

Alcohol and drug care expenses covered under the Program include: 

 Outpatient treatment (except for Kaiser Permanente HMO and Kaiser Permanente Senior Advantage); 

 Alternate Levels of Care 

 Partial hospitalization, 

 Residential programs 

 Intensive and structured outpatient treatment, 

 Inpatient hospitalization; and 

 Detoxification, except medical detoxification that must be provided in an acute medical unit of a hospital 
(medical detoxification may be covered under your Company-sponsored medical plan). 
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You receive benefits only if: 

 you have obtained a referral to a network provider through a VO care manager (800-562-3588) or an EAP on-
site counselor; 

 your treatment plan is medically necessary (see “Medically Necessary” on page 355) and is approved by a VO 
care manager or by one of the Company’s on-site EAP counselors; and 

 the primary diagnosis is alcoholism or drug dependency. 

All benefits require referrals or authorization from ValueOptions. 

Mental Health 

Mental health benefits for HMO members are provided through the HMO — not through ValueOptions. For details 
on the benefits provided by your HMO, refer to the HMO’s Evidence of Coverage (EOC), which is provided to all 
HMO members. To receive benefits that are provided through your HMO, you must go through the processes of 
your HMO. 

Alcohol and Drug Dependency 

If you are eligible to receive benefits for any outpatient alcohol and drug dependency treatment through this 
Program, you must obtain authorization from ValueOptions or an on-site EAP counselor. Authorization for 
inpatient or Alternate Levels of Care (partial hospitalization, residential treatment, and intensive or structured 
outpatient care) is required. Except for outpatient benefits for Kaiser Permanente and Kaiser Permenante Senior 
Advantage members, HMO members are eligible for alcohol and drug care treatment through ValueOptions. 
Members enrolled in Health Net Seniority Plus, also have the option of seeking care through Health Net Seniority 
Plus. Kaiser Permanente HMO and Kaiser Permanente Senior Advantage members receive any outpatient care 
and medical detoxification services through their HMOs, not through ValueOptions, but they are eligible to receive 
inpatient care and Alternate Levels of Care through the program administered by ValueOptions. 

Inpatient 

For inpatient alcohol and drug care, after your HMO’s deductible, if any, has been satisfied, the Program pays 
100% for authorized treatment. Authorization from VO is required. There is no limit on the number of stays. 

Alternate Levels of Care 

For alcohol and drug Alternate Levels of Care, after the annual deductible has been satisfied, the Program pays 
100% of the cost of partial hospitalization programs, residential treatment programs, and intensive or structured 
outpatient services. Authorization from VO is required. There is no maximum on the number of stays, programs, 
or services. 

Outpatient 

For outpatient alcohol and drug care through ValueOptions, after any deductible has been satisfied, if applicable, 
you pay $10 a visit for individual therapy or $5 a visit for group therapy. There is no maximum on the number of 
visits. Kaiser Permanente HMO and Kaiser Permanente Senior Advantage members receive outpatient care 
through Kaiser — not through Value Options. Members of Health Net Seniority Plus have the option of receiving 
outpatient substance abuse treatment through ValueOptions of directly through their HMO. 

For Members of All Medical Plans (except HSA Medical Plan) 
The provisions described in this subsection apply to NAP, CAP, Basic and HMOs, but not to the HSA Medical Plan. 

Medical Management and Authorization Programs 
Benefits are provided only for medically necessary and appropriate services. (See “Medically Necessary” on 
page 355.) 

No benefits are payable, however, unless your coverage is in force at the time services are rendered, and 
payment of benefits is subject to all the terms and requirements of the benefit plan. 
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Authorization 

Authorization is required for all higher levels of care, including inpatient, Alternate Levels of Care (residential 
treatment, partial hospitalization, and intensive or structured outpatient care), psychological testing, and electric 
convulsive therapy (ECT). Authorization establishes that the treatment has met the medical necessity criteria. 
Your network provider will contact ValueOptions to provide the necessary information on which to base an 
authorization. If you choose to use a non-network provider, you need to make sure the provider contacts 
ValueOptions in order to ensure that the services are medically necessary and therefore covered by the plan. 

Failure to obtain authorization if enrolled in NAP or CAP within 48 hours of confinement or treatment for any 
higher level of care; that is, inpatient care, partial hospitalization, residential treatment, intensive or structured 
outpatient care, will result in a $300 penalty. This penalty applies to both Mental Health and Alcohol and Drug 
Care treatment as well as to care provided by either network or non-network providers. 

Utilization Review 

The Utilization Review process evaluates the on-going medical necessity and appropriateness of care and the 
setting in which care is provided. Services that are medically necessary and appropriate are certified by 
ValueOptions and monitored so that you know when it is no longer medically necessary and appropriate to 
continue those services. 

Concurrent Review 

The concurrent review process provides authorization for a determined time period depending on the level of 
care. Prior to the end of the authorization, the provider must contact ValueOptions to provide updated information 
on which ValueOptions can base its decision to authorize or deny the treatment. Failure to obtain the 
authorization will result in the claim being denied. Network providers will contact ValueOptions, but non-network 
providers may need to be reminded to do so. Remember, when using a non-network provider, you are responsible 
for the payment of services rendered until there is an authorization provided by ValueOptions. 

Retroactive Review 

The retroactive review process can be used in circumstances in which authorization was not established prior to 
the services being provided. In that case, you can request the retroactive review and provide written authorization 
to release the clinical records to ValueOptions. Once the records are received, ValueOptions will review the 
information and make a determination as whether medical necessity has been established. If medical necessity 
is not established, then the claims will be denied. If medical necessity is established, the claims will be paid 
according to the benefit plan provisions; however, there will be a $300 penalty applied for NAP and CAP enrollees 
if authorization was not obtained. 

Medically Necessary 
For the purpose of this program, medically necessary services are those that are: 

 Intended to prevent, diagnose, correct, cure, alleviate or preclude deterioration of a diagnosable condition 
(ICD-9 or DSM-IV-TR) that threatens life, causes pain or suffering, or results in illness or infirmity. 

 Expected to improve an individual’s condition or level of functioning. 

 Individualized, specific, and consistent with symptoms and diagnosis, and not in excess of the patient’s needs. 

 Essential and consistent with nationally accepted standard clinical evidence generally recognized by mental 
health or substance abuse care professionals or publications. 

 Reflective of a level of service that is safe, where no equally effective, more conservative, and less costly 
treatment is available. 

 Not primarily intended for the convenience of the recipient, caretaker, or provider. 

 No more intensive or restrictive than necessary to balance safety, effectiveness, and efficiency. 

 Not a substitute for non-treatment services addressing environmental factors. 
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What the Program Does Not Cover 
The following list includes, but is not limited to, the benefits the Plan will not pay for: 

 Any services performed by a non-licensed provider for mental health treatment. 

 Treatment programs for which the primary diagnosis is not a mental health condition, alcoholism, or drug 
dependency. 

 Treatment programs which are not certified as medically necessary. 

 Growth/personal exploration or learning disabilities. 

 Treatment that does not meet the national standards established by mental health, alcohol and drug 
treatment professionals or is deemed to be experimental. 

 Court-ordered testing and treatment (unless otherwise covered and medically necessary). 

 Services or supplies rendered or furnished before the patient became covered by the Program or after the 
patient’s coverage terminated. 

 Treatment for tobacco addiction and treatment of eating disorders, except disorders listed in the DSM IV. 

 Autism spectrum disorder (ASD) except for initial evaluation and two follow-up visits. 

 Ancillary services for vocational rehabilitation, behavioral training and employment counseling. 

 Medical detoxification that must be provided in an acute medical unit of a hospital. (This expense may be 
covered under your medical plan.) 

 Charges in excess of usual and customary fees, or negotiated rates in the case of a network provider. 

 Outpatient or take-home prescription drugs and medicines, outpatient diagnostic laboratory tests, and 
ambulance transportation for covered conditions. (These expenses may be covered under your medical plan.) 

 Any conditions for which benefits are recoverable under Workers’ Compensation or any similar law. 

 Treatment of family members other than as a patient (unless it is part of an approved treatment plan for the 
patient). 

 Psychological testing unless determined to be both appropriate and medically necessary by the claims 
administrator and authorization is obtained. 

 Outpatient ElectroConvulsive Therapy (ECT), unless determined to be both appropriate and medically 
necessary by the claims administrator and authorization is obtained. 

 Mental health treatment if enrolled in an HMO. 

 Outpatient substance abuse and detoxification if enrolled in Kaiser Permanente HMO or Kaiser Permanente 
Senior Advantage. 

 Custodial care for a mental health condition. Custodial care is defined as care rendered to a patient who: 

 is disabled mentally or physically, and such disability is expected to continue and to be prolonged; and 

 requires a protected, monitored and controlled environment, whether in an institution or in the home; and 

 requires assistance to support the essentials of daily living; and 

 is not under active and specific medical/surgical or psychiatric treatment which will reduce the disability to 
the extent necessary to enable the patient to function outside the protected, monitored or controlled 
environment. 

A custodial care determination is not precluded by the fact that a patient is under the care of a supervising or 
attending physician and that services are being ordered and prescribed to support and generally maintain the 
patient’s comfort. Further, a custodial care determination is not precluded because the ordered and prescribed 
services and supplies are being provided by a Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.) or 
Licensed Visiting Nurse (L.V.N.). 
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More about the Program 

Benefits under Other Plans 

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

In addition, if your primary coverage is under another plan and this Program provides secondary coverage, you 
must follow the rules of this Program to receive secondary benefits. 

Refer to “If You Have Other Coverage” in the Health Care Participation section for more information on 
coordination of benefits. 

Third Party Exclusion 

The Mental Health and Substance Abuse Program contains an exclusion for any injury, illness or other condition 
for which a third party may be liable or legally responsible by reason of negligence, intentional action, or breach 
of legal obligation. These exclusions, limitations, and conditions are described under “Subrogation and 
Reimbursement” under “If You Have Other Coverage” in the Health Care Participation section. 

Claims and Appeals Process for ValueOptions 
Note: For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and 
Electric Company Health Care Plan for Active Employees or to make election changes to your coverage under the 
Plan, see the Claims and Appeals Process and Health Care Participation sections. 

Claims 

Filing a Claim for Benefits 

ValueOptions is the Claims Administrator for the Mental Health and Substance Abuse program. As the Claims 
Administrator, ValueOptions contracts with a network of providers and facilities and processes claims for 
services. 

If you use a network provider or facility, the provider will send the claim directly to ValueOptions for payment. 
Claim forms are available by calling ValueOptions at 800-562-3588. 

NAP, CAP and Basic members who receive care from non-network providers should submit claim forms to VO. All 
claims must be made within two years of the date on which services or supplies were received. Claim forms are 
available by calling VO at 800-562-3588 or the HR Service Center at Company extension 8-223-4357 (external 
numbers 415-973-HELP (415-973-4357) or 800-788-2363). 

You should only direct claims for the treatment of mental health and substance abuse to VO. Claims for all other 
medical services should be submitted to Anthem Blue Cross if you are enrolled in one of the plans administered 
by Anthem Blue Cross, or to your Health Maintenance Organization (HMO) if you are enrolled in an HMO. 

Inquiries, Benefit Certifications, and Claims 

If you have a question, an issue or complaint regarding your Mental Health and Substance Abuse benefits, you 
should contact ValueOptions at 800-562-3588. Many problems, complaints or potential claim issues can be 
resolved informally. 

Most requests for services and inquiries can be handled over the telephone. If you wish to find a network provider, 
you may call ValueOptions at 800-562-3588. If you would like to receive a benefits certification, which is a pre-
approval of coverage for services, you or your provider should also call 800-562-3588. Generally, a determination 
of your benefit request will be made by the end of the telephone conversation and will be confirmed with a 
written notification from ValueOptions. If the benefit certification cannot be made at the time of the phone call, 
you will receive a written notification from ValueOptions of the decision. The type of benefit certification 
requested will determine the timeframe for the receipt of notification. 
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The processing timeframes for receipt of benefit certifications are as follows: 

 Urgent care — where a delay in treatment could jeopardize your life or health — within 72 hours of receipt of 
your request. 

 Non-urgent — a request for services that require pre-authorization-within fifteen calendar days of receipt of 
your request. 

 Concurrent care — a request for continuation of current treatment-within one day for urgent requests, fifteen 
calendar days for non-urgent requests. 

For urgent care and urgent concurrent care certifications, notification by telephone will be made to your provider 
at the time of the determination, along with written notification to you and your provider. 

If you have questions regarding a claim for non-network services, you should also call ValueOptions at its toll-free 
number. If you submit a claim for services received, ValueOptions will process your claim and notify you of its 
disposition within 30 days of receipt of the claim. 

Appeals 

Pre-Service Appeals — Non Urgent 

If you are not satisfied with ValueOptions’ initial determination or benefit certification resolution or you believe 
you have received some other type of adverse benefit determination that is preventing you from receiving the 
services you requested in the process of trying to obtain a benefits certification, you can appeal the benefit 
denial/determination within 180 days of receipt of the denial or adverse determination. Your appeal may be 
made in writing or by calling ValueOptions at 800-562-3588. If you submit your appeal in writing, you must 
include the following information: your name, member ID, phone number, the service for which benefit coverage 
has been denied, and any additional information that may be relevant to your appeal. The appeal should be sent 
to: 

ValueOptions 
Attention: Appeals 
P.O. Box 6065 
Cypress, CA 90630-0065 

ValueOptions will mail you a decision notice within 15 calendar days of receipt of your appeal. The notice will 
include the specific reason(s) for the decision and the Plan provision(s) on which the decision was based. You 
have the right to receive, upon request only and at no charge, the information used by ValueOptions to review 
your appeal. 

If you are not satisfied with ValueOptions’ decision, you have 90 days from the date of your receipt of the decision 
notice to request a second level of appeal. To initiate a second level of appeal, you can submit the appeal in 
writing by sending it to the ValueOptions address or you can call ValueOptions at 800-562-3588. A professional 
committee composed of two or more members who were not involved in the initial decision will conduct the 
review. The decision regarding your request will be sent to you within 15 calendar days of its receipt. If at this 
point your appeal is denied, you can bring a civil action under Section 502(a) of the Employee Retirement Income 
Security Act of 1974 (“ERISA”) or initiate PG&E’s Voluntary Review Process. 

Pre-Service Appeals — Urgent 

If your appeal for coverage involves urgent care, you can request an expedited review by telephoning or writing to 
ValueOptions. You will be notified of the benefit determination within 72 hours of ValueOptions’ receipt of the 
appeal. A Medical Department representative will contact your provider to schedule a time for a telephone review 
of your case. Your provider will be advised of the determination at the end of the telephone review. A written 
notification of the decision will be sent to you and your provider within three calendar days of the verbal 
notification. If you or your provider has additional information to be included in the appeal, you will need to 
provide the additional information within three days of the appeal request. 
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An urgent appeal is any claim for treatment with respect to which the application of the time periods for a non-
urgent care determination could seriously jeopardize the life or health of the claimant or the claimant’s ability to 
regain maximum function or, in the opinion of a physician with knowledge of the claimant’s medical condition, 
could subject the claimant to severe pain that cannot be adequately managed. 

If you receive an adverse benefit determination on your appeal, you have the right to further appeal the decision. 
You have 90 days to request a second level of appeal. A professional committee composed of two or more 
members, or a board-certified MD Peer Advisor, who were not involved in the initial decision, will conduct the 
review. A benefit determination will be sent to you and your provider within 15 calendar days of your request. You 
may submit the appeal in writing or by calling ValueOptions at 800-562-3588. 

The appeal should be sent to: 

ValueOptions 
Attention: Appeals 
P.O. Box 6065 
Cypress, CA 90630-0065 

If at this point your appeal is denied, you can bring a civil action under Section 502(a) of the Employee 
Retirement Income Security Act of 1974 (“ERISA”) or initiate PG&E’s Voluntary Review Process. 

Post-Service Appeals 

If you believe that your claims were processed or denied incorrectly, you can try to resolve the issue informally as 
described under “Inquiries, Benefit Certifications, and Claims” under “Claims and Appeals Process for 
ValueOptions” on page 357. If this approach is unsatisfactory, you may appeal the initial claim determination. To 
initiate an appeal, you must write or telephone ValueOptions (800-562-3588) within 180 days of receipt of the 
claim processing determination. Your appeal must include the following information: your name, member ID, 
phone number, a copy of the denied or incorrectly processed claim and any additional information that may be 
relevant to your appeal. Written appeals should be sent to: 

ValueOptions 
Attention: Appeals 
P.O. Box 6065 
Cypress, CA 90630-0065 

A decision notice will be mailed to you within 30 days of receipt of your appeal. The notice will include the specific 
reason(s) for the decision and a reference to the Plan provision(s) on which the decision was based. You also have 
the right to receive, only upon request and at no charge, the information that ValueOptions used to review your 
appeal. If the information you submit with your appeal is incomplete, you will be notified by letter of the 
additional information needed. If you do not send the information within 45 days of the date on which you 
received the letter, an administrative denial may be issued. 

If at this point your appeal is denied, you can bring a civil action under Section 502(a) of the Employee 
Retirement Income Security Act of 1974 (“ERISA”) or initiate PG&E’s Voluntary Review Process. 

PG&E’s Voluntary Review Process 

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

Step 1 

The first step of the Voluntary 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 FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION form. You can 
access a copy online from the Human Resources Forms section of the PG&E@Work intranet or by calling the HR 
Service Center at Company extension 8-223-4357, externally at 415-973-HELP (415-973-4357) or toll-free at 
800-788-2363. 
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Send your appeal to: 

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

The PG&E 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 form may delay your appeal). There may be special 
circumstances where an extension of up to 90 days may be required. You will be notified if 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) that apply to the denial; and 

 an explanation of additional appeals procedures. 

If your claim deals with specific medical issues, the Benefits Department may suggest that your claim be 
submitted to an External Review Program as part of the first step of the Voluntary Review Program. The External 
Review Program entails having an independent third party review the claim in question. This program only applies 
if the decision is based on either of the following: 

 clinical reasons such as previous denials for medical necessity, custodial care or cosmetic services; or 

 the exclusions for Experimental or Investigational Services. 

The External Review Program is not available if the coverage determinations are based on explicit benefit 
exclusions or defined benefit limits. The External Review Program is optional, and its costs are paid by the Plan. If 
the External Review Program recommends that the claim be covered, the Benefits Department will instruct the 
Claims Administrator to abide by the recommendation of the External Review Program. 

Step 2 

The second step of the Voluntary Review Process is to submit your appeal to an independent neutral third party 
for review. The third-party reviewer will be selected from a predetermined panel of arbitrators familiar with 
benefits law. You have the option of submitting the same written appeal prepared for Step One or may choose to 
supplement the Step One write-up with additional written material. The neutral third party will issue a written 
decision within 45 days of receipt of the appeal documentation. The neutral third party’s decision shall be final 
and binding on the Plan, but not on you. 

You have 60 days from receipt of a denied appeal in Step One to exercise your right to initiate the second step of 
the Voluntary Review Process. Send your written appeal with any additional information to: 

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

If you are not satisfied with the decision resulting from Step Two of the Voluntary Review Process, you may bring 
a civil action under Section 502(a) of ERISA. 

If you would like more information regarding the Voluntary Review Process, call the HR Service Center at 
Company extension 8-223-4357, externally at 415-973-HELP (415-973-4357) or toll-free at 800-788-2363. 
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