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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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Welcome! 
This is the 2013 edition of your Summary of 
Benefits Handbook for Retirees and Surviving 
Dependents, and describes the benefits effective 
January 1, 2013. 
The Handbook contains valuable information 
about the following benefit programs (some that 
are negotiated and some that are not negotiated) 
that the Company offers to you and your eligible 
dependents. 
 Health care plans, including medical coverage, prescription drug 

benefits and mental health and substance abuse benefits. 

 Life and accident insurance. 

 Retirement benefits including the Pacific Gas and Electric Company Retirement Plan, Retiree Medical Savings 
Account and the PG&E Corporation Retirement Savings Plans. 

 Other benefits, including smoking cessation for retirees enrolled in a Company medical plan and discounts on 
gas and electric services for your home. 

The Benefits Available 
The Company offers certain retirees and their surviving dependents certain benefits that give you choices and 
may require you to make election decisions. Other benefits do not require election or enrollment decisions; you 
are automatically covered if you are an eligible participant. For details on the various plan provisions, see 
individual plan sections in this Handbook as well as: 

 The What to Do… section provides checklists of things you need to do when certain events occur or you reach 
certain milestones; 

 The Health Care Participation section for health care plan enrollment information; 

Whether you are about to retire and choosing your retiree benefits for the first time or you are considering a 
change to your existing retiree benefits elections, you should evaluate your options with care. Be sure to consider 
your future as well as your present needs when making your benefit decisions. 

Questions? 
If you have any questions about your benefits that are not answered by this Handbook or other benefit plan 
documents, you can contact the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. You can also 
send an email to the HR Service Center at hrbenefitsquestions@exchange.pge.com. 

 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
and surviving dependents of PG&E 
Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees and 
surviving dependents meet the eligibility 
requirements of the plans or programs.  
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About This Handbook 
Keep this Handbook and other applicable Summary Plan Descriptions (SPDs) for your future reference when you 
want to find details about PG&E-sponsored benefit plans and programs. This Handbook and other applicable 
SPDs provide union-negotiated benefits information as well as information on some benefits that are not 
negotiated. When changes are made to these programs, PG&E communicates those changes to participants. In 
many, but not all instances, changes are communicated through Summaries of Material Modifications (SMMs). 
SMMs are frequently part of the Open Enrollment materials. Please keep the communications that notify you of 
changes in the employee benefit programs with this Handbook for future reference. 

Plan Documents Govern 
The plan document for the plans described in this Handbook, the terms of this Summary of Benefits Handbook 
which pertain to the respective plans, and the documents which are Summaries of Material Modifications to 
those plans govern the operation of the plans and comprise the plan documents. If a conflict exists between 
these plan documents and any other communications or documents, these plan documents shall govern the 
operation of the plans. 

The Employee Benefit Committee of PG&E Corporation is the Plan Administrator of these plans and has the 
discretionary authority to interpret and construe the terms of the plan documents, to resolve any conflicts or 
discrepancies between documents and to establish rules which are necessary or desirable for the administration 
of the plans. 

Plan Amendment and Termination 
The Company, acting through its authorized representatives, reserves the right to amend or terminate any or all of 
the plans described in this Handbook at any time and for any reason, or to suspend contributions to the plans, in 
whole or in part, at any time, subject to any applicable collective bargaining agreements. 

Any change to the plans or the termination of any plans will not affect the benefits payable to plan members 
before the date the plan was changed or ended, but such change may result in reduced levels of benefits or 
benefit coverage, or higher levels of employee contributions, after the effective date of any such change. 

In the event that the Company terminates a plan for any reason without replacing it, you will be given notice. 

The plans may also be terminated by judicial action if the Company is bankrupt or insolvent, or upon complete 
dissolution, merger, consolidation or reorganization without provision by a successor-company for continuation of 
the plans. 
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Benefits at a Glance 
The Company offers a number of plans and 
benefits that you can participate in once you have 
retired. You have a choice of medical plans, and 
may be eligible for other benefits. 
NOTE: This section is meant as a brief summary, and retirees should 
refer to the appropriate sections of the Summary of Benefits Handbook 
for a more detailed discussion of each benefit. Benefits are governed by 
the terms of the respective plans themselves, not these summaries. Any 
inconsistencies will be governed by the terms of the plans. 

 

 

 

 

If You Have Questions 
If you have any questions about your benefit options, dependent eligibility or any other benefits, you can send an 
email to the HR Service Center at hrbenefitsquestions@exchange.pge.com, or you can contact the HR Service 
Center at 415-972-7077 or toll-free at 800-700-0057. 

In This Section See Page 
Medical Coverage at a Glance ............................................................................................................ 13 
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In-Area Health Savings Account (HSA) Medical Plan at a Glance ............................................... 19 
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Medicare Supplemental Plan (MSP) Medical Coverage at a Glance ............................................. 29 
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Life and Accident Insurance at a Glance ............................................................................................ 46 
Retirement Plans at a Glance .............................................................................................................. 47 
Life Balance Benefits at a Glance....................................................................................................... 48 
 

 

Medical Coverage at a Glance 
These summaries describe the medical coverage options that may be available to you if you are not eligible for 
Medicare. Availability of some options depends on where you live. For more detailed summaries, see each plan’s 
section. 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
and surviving dependents of PG&E 
Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees and 
surviving dependents meet the eligibility 
requirements of the plans or programs. 
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NAP Medical at a Glance 

Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Care provided by network providers. 

Annual Deductible: 

 $120/person; $240/two people; 
$320/three or more people 

 Annual out-of-pocket maximum 
(includes deductible): 

 $750/person, no more than 
$1,500/family 

 No lifetime benefits maximum 

 No pre-existing condition exclusions.  

Care provided by non-network providers. 

Annual Deductible: 

 $240/person; $480 /two people; 
$680/three or more people 

Annual out-of-pocket maximum (includes 
deductible): 

 $1,000/person, no more than 
$2,000/family 

No lifetime benefits maximum. 

No pre-existing condition exclusions. 

General 

 All plan benefits and out-of-pocket maximums are based on Eligible Expenses only. For 
the definition of “Eligible Expenses,” see the Definitions section. 

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

Hospital Stay 100% after $100 copay; pre-authorization 
required for non-emergency care, $300 
penalty if not obtained; covers semi-private 
room (private if Medically Necessary); 
includes intensive care. 

70%; pre-authorization required for 
non-emergency care, $300 penalty if not 
obtained; covers semi- private room 
(private if Medically Necessary); includes 
intensive care. 

Skilled Nursing 
Facility 

(For more 
information on 
custodial care, see 
“What the NAP 
Doesn’t Cover” in 
the Network Access 
Plan (NAP) section.) 

90% for semi-private room after 3 days in 
hospital; pre-authorization required, $300 
penalty if not obtained. Excludes custodial 
care.  

70% for semi-private room after 3 days in 
hospital; pre-authorization required, $300 
penalty if not obtained. Excludes custodial 
care. 

Emergency Room $35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately. 

$35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately. 

Outpatient Hospital 
Care 

$35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately 

70% for outpatient surgery. 

Maternity Care Covered as any other condition. 
Pre-authorization required for delivery stays 
beyond 48 hours for normal delivery (96 
hours for cesarean section); $300 penalty if 
not obtained. 

Covered as any other condition. 
Pre-authorization required for delivery stays 
beyond 48 hours for normal delivery (96 
hours for cesarean section); $300 penalty if 
not obtained. 

Well-Baby Care Covered as any other condition. Covered as any other condition. 
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Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Office Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) –$20 
copay/visit. 

70% 

Urgent Care Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) –$20 
copay/visit. 

70% 

Routine Physical 
Examinations 

 Primary care –$10 copay/visit 

 Specialist –$20 copay/visit lab/X-ray 
covered separately. 

70% 

Immunizations and 
Injections 

95% 70% 

Eye Examinations Not covered. Not covered. 

X-rays and Lab Tests 90% 70% 

Pre-Admission 
Testing 

95% 70% 

Home Health Care 
and Home Hospice 
Care 

(For more 
information on 
custodial care, see 
“What the NAP 
Doesn’t Cover” in 
the Network Access 
Plan (NAP) section.) 

90%; requires prior authorization; $300 
penalty if not obtained. Excludes custodial 
care.  

70%; requires prior authorization; $300 
penalty if not obtained. Excludes custodial 
care.  

Outpatient Physical 
Therapy 

80% 70% 

Outpatient 
Prescription Drugs 

Covered by separate drug plan 
administered by Express Scripts, Inc. See 
the Prescription Drug Coverage section. 

Covered by separate drug plan 
administered by Express Scripts, Inc. See 
the Prescription Drug Coverage section. 

Inpatient and 
Outpatient Mental 
Health Care 

Covered by separate Mental Health 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Covered by separate Mental Health 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Inpatient and 
Outpatient 
Substance Abuse 
Care 

Covered by separate Substance Abuse 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Covered by separate Substance Abuse 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Durable Medical 
Equipment 

80%; pre-authorization required for 
purchase or cumulative rental over $1,000; 
$300 penalty if not obtained. 

70%; pre-authorization required for 
purchase or cumulative rental over $1,000; 
$300 penalty if not obtained. 
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Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Chiropractic Care 80% for care approved by American 
Specialty Health Network (ASHN) using 
network provider. See “Chiropractic Care” 
under “What the NAP Covers” in the 
Network Access Plan (NAP) section.) 

70% for up to 15 visits for Medically 
Necessary care. 

Acupuncture 80% for up to 20 visits per year from 
licensed acupuncturist or M.D. 

70% for up to 15 visits per year from 
licensed acupuncturist or M.D. 

Hearing Aids and 
related expenses 

Covered effective 
January 1, 2014 

80% for Medically Necessary only; one 
hearing aid per ear every three years. 

80% for Medically Necessary only; one 
hearing aid per ear every three years. 

Other Benefits Infertility—Paid according to type of benefit; 
$7,000 lifetime maximum. Balances from 
prior plans carry forward. Transplant 
Services—100% when performed at a 
Center of Medical Excellence (CME); 70% 
when performed at a non-CME, Network 
facility; pre-authorization required. 

Infertility—Paid according to type of benefit; 
$7,000 lifetime maximum. Balances from 
prior plans carry forward. Transplant 
Services—Not covered. 
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CAP Medical at a Glance 

Comprehensive Access Plan (CAP) Administered by Anthem Blue Cross 

General May use provider of choice (may experience savings with Anthem PPO 
network providers). 

Annual deductible: 

 $120/person; $240/two people; $320/three or more people 

Annual out-of-pocket maximum (includes deductible): 

 $750/person; no more than $1,500/family 

No lifetime maximum. 

No pre-existing condition exclusions. 

All plan benefits and out-of-pocket maximums are based on Eligible 
Expenses only. 

 For the definition of “Eligible Expenses,” see the Definitions section. 

Hospital Stay 100% after a $100 copayment; pre-authorization required for 
non-emergency care, $300 penalty if not obtained; covers semi-private 
room (private if Medically Necessary); includes intensive care. 

Skilled Nursing Facility 

(For more information on custodial 
care, see “What the CAP Doesn't 
Cover.”) 

90% for semi-private room after 3 days in hospital; pre-authorization 
required, $300 penalty if not obtained. Excludes custodial care. 

Emergency Room $35 copay/visit for medical emergencies; waived if admitted. Lab/X-ray 
covered separately. 

Outpatient Hospital care $35 copay/visit for outpatient care; waived if admitted. Lab/X-ray covered 
separately 

Maternity Care Covered as any other condition. Pre-authorization required for delivery 
stays beyond 48 hours for normal delivery (96 hours for cesarean section); 
$300 penalty if not obtained.  

Well-Baby Care Covered as any other condition. 

Office Visits  Primary care — $10 copay/visit 

 Specialist (including OB/GYN) — $20 copay/visit 

Urgent Care Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) — $20 copay/visit 

Routine Physical Examinations  Primary care — $10 copay/visit 

 Specialist $20 copay/visit 

 Lab/X-ray covered separately 

Immunizations and Injections 95% 

Eye Examinations Not covered. 

X-rays and Lab Tests 90% 

Pre-Admission Testing 95% 

Home Health Care and Home 
Hospice Care 

90%; requires prior authorization; $300 penalty if not obtained. Excludes 
custodial care1 

Outpatient Physical Therapy 80%  
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Comprehensive Access Plan (CAP) Administered by Anthem Blue Cross 

Outpatient Prescription Drugs Covered by separate drug plan administered by Express Scripts, Inc. See 
Prescription Drug Benefits in this section of the Handbook for details. 

Inpatient and Outpatient Mental 
Health Care 

Covered by separate Mental Health Program administered by 
ValueOptions. See the Mental Health and Substance Abuse Coverage 
section. 

Inpatient and Outpatient Substance 
Abuse Care 

Covered by separate Substance Abuse Program administered by 
ValueOptions. See the Mental Health and Substance Abuse Coverage 
section. 

Durable Medical Equipment 80%; pre-authorization required for purchase or cumulative rental over 
$1,000; $300 penalty if not obtained. 

Chiropractic Care 80% for Medically Necessary care only; pre-authorization by American 
Specialty Health Network (ASHN) required after initial visit. 

Acupuncture 80% for up to 20 visits per year from licensed acupuncturist or M.D. 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years 

Other Benefits Infertility—Paid according to type of benefit; $7,000 lifetime maximum. 
Balances from prior plans carry forward. 

Transplant Services—100% when performed at a Center of Medical 
Excellence (CME) or approved facility only; pre-authorization required for 
all transplant services.  
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In-Area Health Savings Account (HSA) Medical Plan at a Glance 
Information about the In-Area HSA Medical Plan is included in a separate Summary Plan Description (SPD). You 
may request a copy at any time by contacting the HR Service Center at hrbenefitsquestions@exchange.pge.com, 
or at 415-972-7077 or toll-free at 800-700-0057. 

Out-of-Area Health Savings Account (HSA) Medical Plan at a Glance 
Information about the Out-of-Area HSA Medical Plan is included in a separate Summary Plan Description (SPD) 
You may request a copy at any time by contacting the HR Service Center at 
hrbenefitsquestions@exchange.pge.com, or at 415-972-7077 or toll-free at 800-700-0057. 
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Retiree Optional Plan (ROP) Medical at a Glance 

Retiree Optional Plan (ROP) Administered by Anthem Blue Cross  

General May use provider of choice or network provider; $400 annual deductible per 
individual, up to family maximum of $1,200; $4,000 annual out-of-pocket 
maximum per individual, up to family maximum of $8,000. No lifetime 
maximum; no pre-existing condition exclusions. All plan benefits and 
out-of-pocket maximums are based on Eligible Expenses only. 

Hospital Stay 70% after deductible for semi-private room (private if Medically Necessary); 
includes intensive care; pre-authorization is required for non-emergency care, 
except for Medicare-eligible members; $250 penalty for not obtaining required 
pre-authorization. 

Skilled Nursing Facility 70% after deductible after 3 days in hospital; covers semi-private room; 
excludes custodial care. Pre-authorization is required for both Medicare and 
non-Medicare members. 

Outpatient Hospital Surgery & 
Emergency Room Care 

70% after deductible. 

Maternity Care Covered as any other condition. 

Well-Baby Care  70% after deductible. 

Office Visits 70% after deductible for office and home visits. 

Urgent Care Visits 70% after deductible. 

Routine Physical Examinations 70% after deductible. 

Immunizations and Injections 70% after deductible. 

Eye Examinations Not covered. 

Diagnostic X-rays and Lab Tests 70% after deductible. 

Pre-Admission Testing 70% after deductible. 

Home Health Care & Home 
Hospice Care 

70% after deductible; requires prior authorization; excludes custodial care.  

Inpatient Hospice Care 70% after deductible; requires prior authorization; excludes custodial care. 

Outpatient Physical Therapy 70% after deductible. 

Outpatient Prescription Drugs Covered by separate prescription drug plan administered by Express Scripts, 
Inc. (see the Prescription Drug Coverage section for details). 

Mental Health 70% after deductible. 

Inpatient and Outpatient 
Substance Abuse 

70% after deductible. 

Durable Medical Equipment 70% after deductible. 

Chiropractic Care 70% after deductible; 10-visit maximum; maintenance care not covered. 

Acupuncture 70% after deductible. 
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Retiree Optional Plan (ROP) Administered by Anthem Blue Cross  

Hearing Aids and related 
expenses 

Covered effective January 1, 
2014 

80% for Medically Necessary only; one hearing aid per ear every three years 

Other Benefits  Infertility—70% after deductible; $7,000 lifetime maximum. Balances from 
prior plans carry forward. 

 Transplant Services – 70% after deductible, pre-authorization required for 
transplant services for non-Medicare members. 

 Hearing aids – 70% up to $2,800 annually through 2013. See new 
coverage effective January 1, 2014. 
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Blue Shield HMO Medical at a Glance 

Provisions Blue Shield 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); must contact PCP within 24 
hours  

Outpatient Hospital Care  $10 copay/visit 

Maternity Care No charge 

Well-Baby Care No charge 

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; provided 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 

Hearing Aids and related 
expenses 

Covered effective 
January 1, 2014 

100% up to a flat dollar allowance of $2,000 or 80% of the total cost—whichever is 
greater—for Medically Necessary only. The $2,000 allowance from Blue Shield is 
available every two years. 

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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Provisions Blue Shield HMO 

Prescription Drug 
Benefits 

Retail and mail-order prescription drugs are administered by Blue Shield HMO. 

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

None 

Annual Prescription Drug 
Out-of-Pocket Maximum 

None 

Annual or Lifetime 
Prescription Drug 
Maximum Benefit Limit 

None 

Retail Purchases Up to 30-day supply — you pay: 

 $5/generic formulary 

 $15/brand formulary 

 $35/non-formulary 

Open formulary 

Some drugs require pre-authorization 

Mail-Order Purchases For up to 90-day supply — you pay: 

 $10/generic formulary 

 $30/brand formulary 

 $70/non-formulary 

Open formulary 

Infertility, Sexual 
Dysfunction, Memory 
Enhancement and 
Contraceptive Drugs 

Call Blue Shield for details 

Mental Health and 
Substance Abuse (MHSA) 
Benefits 

Blue Shield 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 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 
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Provisions Blue Shield HMO 

Other Information  

Eligible Dependents and 
Member Rights 

See a complete description of eligibility, COBRA rights, Qualified Medical Child 
Support Order procedures and rights, ERISA rights and information, plan funding and 
plan continuation provisions 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 Number  888-235-1765 

Website www.blueshieldca.com/pge 
* 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. 
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Health Net HMO Medical at a Glance 

Provisions Health Net HMO 

General  Must use Health Net HMO 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 

Maternity Care No charge 

Well-Baby 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 

Hearing Aids and related 
expenses 

Covered effective 
January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three years 

Other Benefits Hearing exams—$10 copay/visit 

Prescription Drug Benefits Retail and mail-order prescription drugs are administered by Health Net HMO. 
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Provisions Health Net HMO 

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

None 

Annual Prescription Drug 
Out-of-Pocket Maximum 

None 

Annual or Lifetime 
Prescription Drug 
Maximum Benefit Limit 

None 

Retail Purchases Up to 30-day supply — you pay: 

 $5/generic formulary 

 $15/brand formulary 

 $35/non-formulary 

Open formulary 

Some drugs require pre-authorization 

Mail-Order Purchases For up to 90-day supply — you pay: 

 $10/generic formulary 

 $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 

Health Net 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 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  

Other Information  

Eligible Dependents and 
Member Rights 

See a complete description of eligibility, COBRA rights, Qualified Medical Child 
Support Order procedures and rights, ERISA rights and information, plan funding 
and plan continuation provisions in this Summary of Benefits Handbook. 
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Provisions Health Net HMO 

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 Number 800-522-0088 

Website www.healthnet.com/pge 
* “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. 
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Kaiser Permanente EPO Medical at a Glance 
Information about the Kaiser Permanente Exclusive Provider Organization Plan is included in a separate 
Summary Plan Description (SPD) For Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents without Medicare. The administrator of the Plan, Kaiser Permanente, will send you a copy 
of the SPD when you first become eligible to participate in the plan. You may request a copy at any time by 
calling Kaiser Permanente North at 800-663-1771 or Kaiser Permanente South at 800-533-1833. 
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Medicare Supplemental Plan (MSP) Medical Coverage at a Glance 

Provisions PG&E Medicare Supplemental Plan (MSP) 
Administered by Anthem Blue Cross 

General Available to all current enrolled Retirees and eligible spouses or registered 
domestic partners who are 65 or older or who have Medicare due to disability (if 
retiree elects Medicare Supplemental Plan and spouse/domestic partner is not 
eligible for Medicare, spouse/domestic partner will be enrolled in appropriate 
PG&E medical plan administered by Anthem Blue Cross); worldwide coverage for 
urgent/emergency care; there are two $100 annual individual deductibles — a 
medical deductible and a drug deductible; $10,000 lifetime maximum (up to 
$1,000 restored each year) for medical; $10,000 lifetime maximum for 
prescription drugs (up to $1,000 restored each year). 

Hospital Stay After deductible, 80% of eligible hospital expenses not covered by Medicare. 

Skilled Nursing Facility After deductible, 80% of member copay amount per Medicare from 21st to 100th 
day of confinement; custodial care not covered. 

Outpatient Hospital and 
Emergency Room Care 

After deductible, 80% of eligible expenses not covered by Medicare. 

Office Visits After deductible, 80% of eligible expenses not covered by Medicare. 

Urgent Care Visits After deductible, 80% of eligible expenses not covered by Medicare. 

Routine Physical 
Examinations 

Not covered. 

Immunizations and 
Injections 

Not covered. 

Eye Examinations Not covered. 

Hearing Aids and related 
expenses 

Covered effective January 1, 
2014 

80% for Medically Necessary only; one hearing aid per ear every three years 

X-rays and Lab Tests After deductible, 80% of eligible expenses not covered by Medicare. 

Pre-Admission Testing After deductible, 80% of eligible expenses not covered by Medicare. 

Durable Medical Equipment After deductible, 80% of eligible expenses not covered by Medicare. 

Home Health Care & Home 
Hospice Care 

After deductible, 80% of eligible expenses not covered by Medicare. 

Inpatient Hospice Care After deductible, 80% of eligible expenses not covered by Medicare. 

Outpatient Physical Therapy After deductible, 80% of eligible expenses not covered by Medicare. 

Outpatient Prescription 
Drugs 

After separate $100 individual deductible, 80% of eligible expenses not covered 
by Medicare; prescription drug program administered by Express Scripts, Inc. Not 
linked to medical plan. Separate $10,000 lifetime maximum and separate 
annual restoral. 

Mental Health:  

Inpatient Care After deductible, 80% of eligible expenses not covered by Medicare; physician 
services not covered. 

Outpatient Care Not covered. 
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Provisions PG&E Medicare Supplemental Plan (MSP) 
Administered by Anthem Blue Cross 

Substance Abuse Not covered. 

Chiropractic Care After deductible, 80% of eligible expenses not covered by Medicare. Services 
must be Medically Necessary. 

Acupuncture Not covered. 
 

All plan benefits and out-of-pocket maximums are limited to Eligible Expenses. 
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Medicare HMOs 

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 
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 Blue 
Shield Medicare COB HMO benefit provisions, claims procedures, provider network, and other rules in detail. If 
you need additional information, including a list of participating network providers, you can contact the Blue 
Shield Medicare COB HMO directly.  

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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Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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  

Hearing Aids and related expenses 

Covered effective January 1, 2014 

100% up to a flat dollar allowance of $2,000 or 80% of the total cost—
whichever is greater—for Medically Necessary only. The $2,000 allowance 
from Blue Shield is available every two years. 

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, 
the plan’s Part D Prescription Drug Plan provides your retail and mail-order prescription drug coverage, not 
Express Scripts. 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 

Website www.blueshieldca.com/pge 
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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 
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 the Health 
Net Medicare COB HMO’s benefit provisions, claims procedures, provider network, and other rules in detail. If you 
need additional information, including a list of participating network providers, you can contact the Health Net 
Medicare COB HMO directly.  

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.  

Summary Chart 

This summary chart describes benefits as of January 1, 2013. 

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) 
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Provisions Health Net Medicare COB HMO 

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 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years 

Other Benefits Hearing exams — $10 copay/visit 
 

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 Express Scripts. 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. 
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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 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 

Website 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 
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 Seniority Plus’ 
benefit provisions, claims procedures, provider network, and other rules in detail. If you need additional 
information, including a list of participating network providers, you can contact Seniority Plus directly. 

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.  

Summary Chart 

This summary chart describes benefits as of January 1, 2013. 

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 
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Provisions Health Net Seniority Plus 

(Medicare Advantage HMO) 

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 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years 

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 
 

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 Express Scripts. 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 
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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 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. 

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. 
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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)  

Website www.healthnet.com/pge 
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Kaiser Senior Advantage — Northern and Southern California 
(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 
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 Kaiser Senior Advantage’s benefit provisions, claims procedures, provider and facility information, and 
other rules in detail. If you need additional information, including a list of participating network providers, you can 
contact Kaiser Senior Advantage directly. 

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. 

Summary Chart 

This summary chart describes benefits as of January 1, 2013. 

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 and 
infertility services) 

 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 

No charge 

Immunizations and 
Injections  

 Immunizations — no charge 

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

 $3 copay/visit for allergy injections if no office visit; allergy serum not sold 
separately 
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Provisions Kaiser Permanente Senior Advantage North and South (Medicare Advantage HMO) 

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

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

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. See plan EOC for limitations and 
exclusions. 

Hospice Care Covered under Medicare for members with Medicare Parts A and B when prescribed 
by a plan physician. Not covered for 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 $10 copay/visit; preauthorization required; self-referral not allowed 

Acupuncture $10 copay/visit; preauthorization required; self-referral not allowed 

Hearing Aids and 
related expenses 

Covered effective 
January 1, 2014 

100% up to a flat dollar allowance of $1,000 or 80% of the total cost—whichever is 
greater—for Medically Necessary only; one per ear every three years. 

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

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 

Up to a 100-day supply; you pay $10 for contraceptives 
and other specialty drugs; 50% for infertility and sexual 
dysfunction drugs. Memory enhancement drugs not 
covered. 

 

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 Kaiser Permanente 
Senior Advantage 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. May use ValueOptions 
for detoxification. 

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

 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. 
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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  

Website my.kp.org/ca/pge 
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Life and Accident Insurance at a Glance 
To help you provide financial security for your loved ones in the event of your death or serious injury, the Company 
offers eligible retirees: 

 The full amount of your pre-retirement supplemental life insurance coverage for 31 days. 

 After 31 days, the Company provides continued Postretirement Life Insurance coverage. The basic amount of 
Postretirement Life Insurance coverage for retirees is 

 $8,000 if you retire on or after January 1, 1984, and 

 $4,000 if you retire before January 1, 1984. 

 Management employees may be eligible for additional Postretirement Life Insurance coverage, depending on 
their service. 

 Management employees (depending upon job level) may be eligible for Postretirement Accidental Death & 
Dismemberment Insurance (AD&D) coverage. 
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Retirement Plans at a Glance 
The Company offers three benefit plans that help you plan and save for your financial security during your 
retirement: 

 The Pacific Gas and Electric Company Retirement Plan 

 The Retirement Plan is a “defined benefit” pension plan, which provides eligible participants with a fixed 
pension benefit that is based on a defined formula. 

 When you retire, for employees participating in the final pay pension benefit under the Retirement Plan, 
the Retirement Plan will pay you a monthly income based on your years and months of credited service 
and your pay. For employees participating in the cash balance benefit, the Retirement Plan will pay you 
the accrued value of your cash balance account, either in the form of a monthly pension benefit or as a 
lump sum. 

 The benefit does not increase with inflation or otherwise over time. 

 At retirement, you may also elect a pension payment option which will continue payments to your 
spouse or another named beneficiary after your death. Your pension payment option and your named 
beneficiary can’t be changed once you begin receiving your monthly pension. 

 The PG&E Corporation Retirement Savings Plan for Union-Represented Employees and The PG&E Corporation 
Retirement Savings Plan (for Management and Administrative & Technical Employees) 

 The Retirement Savings Plans are “defined contribution” plans, commonly referred to as 401(k) plans. 
Eligible participants who contribute to the plans may receive Company contributions based on a defined 
matching contribution schedule. 

 Your benefit varies with the amount of personal and Company contributions made to the plan as well as 
investment gains and losses on these contributions. 

 If you maintain an account balance in a Retirement Savings Plan (RSP), as a retiree, the Company 
provides you access to Financial Engines — an unbiased, independent advisory firm offering RSP 
participants support and assistance in making RSP investment and plan distribution decisions. 
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Life Balance Benefits at a Glance 
The Company’s life balance benefits for retirees include: 

 The retiree utility discount 

 Smoking cessation assistance 
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What to Do… 
Certain circumstances or life events require specific action on your part in 
order to keep your records current and avoid any interruption or loss of 
benefits. The following checklists outline the steps you must take. 
The events are grouped into the following categories: 
 Age-Related Events, 
 Family Events, 
 In Case of Death, and 
 Other Events. 
This section also includes “Changing Coverage During the Year (Change-in-
Status Events)” on page 55, covering event-based rules. 
Note 
This section is intended to be a useful guide discussing some, but not all, situations that retirees and participants 
may experience. This is a summary only and benefits are governed by the terms of the respective plans 
themselves, not these summaries. Any inconsistencies will be governed by the terms of the plans. 

In This Section See Page 
Age-Related Events ............................................................................................................................ 50 

Under Age 65.................................................................................................................................. 50 
At Age 62........................................................................................................................................ 50 
At Age 65........................................................................................................................................ 50 
When Your Spouse or Registered Domestic Partner Turns 65....................................................... 50 

Family Events ..................................................................................................................................... 51 
If You Get Married or Establish a Registered Domestic Partnership............................................. 51 
If You Have New Children ............................................................................................................. 51 
In the Case of Dissolution of Marriage or Termination of a Registered Domestic Partnership..... 52 

In Case of Death.................................................................................................................................. 53 
What Your Family Needs to Do in the Event of Your Death......................................................... 53 
If Your Spouse or Another Dependent Dies ................................................................................... 54 

Other Events........................................................................................................................................ 54 
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Age-Related Events 

Under Age 65 
If your health status has changed since your retirement, you may want to contact Allsup, Inc. for possible 
assistance in attaining Social Security Disability Insurance (SSDI) and Medicare. 

Allsup is a third-party administrator that the Company has retained to assist disabled retirees with SSDI and 
Medicare. There is no cost to you for using their services. 

The Company will not reduce any Retirement Plan benefits that you may receive by any SSDI benefit you may 
receive. In addition, you may qualify for a Medicare Part B reimbursement. (See Medicare in Health Care 
Participation section of this Handbook.) 

At Age 62 
You can start receiving Social Security Retirement benefits from the U.S. Social Security Administration at 
age 62. (Benefits may be payable sooner if you become disabled.) Reductions for early retirement may apply. 

 To apply for Social Security benefits, call the Social Security Administration at 800-772-1213, go online at 
https://secure.ssa.gov/iCLM/rib, or visit your local office at the address listed in your phone book. 

At Age 65 
You become Medicare-eligible at age 65. If you are already receiving Social Security income benefits when you 
turn 65, you will be enrolled automatically in Medicare Parts A and B (unless you decline Part B); otherwise, you 
must apply for Medicare. To maintain the maximum level of medical plan benefits through the Company, you 
must be enrolled in both Part A and Part B of Medicare when eligible. It is recommended that you do this three 
months before turning 65. 

Medicare also offers Medicare Part D, which is a prescription drug 
benefit for those eligible for Medicare. However, it’s very important that 
you do NOT enroll in a Medicare Part D prescription drug plan outside of 
PG&E’s Open Enrollment process. In some medical plans that PG&E 
offers for Medicare-eligible individuals, such as the HMOs, you will 
actually be enrolling in Part D through PG&E’s Open Enrollment process. 
In other plans that PG&E offers for Medicare-eligible individuals, such as 
the self-funded plans administered by Anthem Blue Cross, you will receive the benefit of Medicare Part D without 
actually enrolling in an external Part D drug plan 

 To request a Medicare application, call the Social Security Administration at 800-772-1213, go online at 
https://secure.ssa.gov/iCLM/rib, or visit your local office at the address listed in your phone book. 

When Your Spouse or Registered Domestic Partner Turns 65 
In general, your spouse or registered domestic partner becomes Medicare-eligible when he or she turns 65. If 
your spouse or registered domestic partner is already receiving Social Security income benefits at age 65, he or 
she will be enrolled automatically in Medicare Parts A and B (unless Part B is declined); otherwise, he or she must 
apply for Medicare. To maintain the maximum level of medical plan benefits through the Company, your spouse 
or registered domestic partner must be enrolled in both Part A and Part B of Medicare, when eligible. 

Medicare also offers Medicare Part D, which is a prescription drug 
benefit for those eligible for Medicare. However, it’s very important that 
your spouse or registered domestic partner does NOT enroll in Medicare 
Part D outside of PG&E’s Open Enrollment process. In some medical 
plans that PG&E offers for Medicare-eligible individuals, such as the 
HMOs, you will actually be enrolling in Part D through PG&E’s Open 
Enrollment process. In other plans that PG&E offers for Medicare-eligible 

Please note 

If you enroll in a Medicare Part D drug 
plan outside of PG&E’s Open 
Enrollment process, you will lose your 
Company -sponsored medical plan. 

Please note 

If your spouse or registered domestic 
partner enrolls in a Medicare Part D 
drug plan outside of PG&E’s Open 
Enrollment process, he or she will lose 
your Company-sponsored medical plan. 
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individuals, such as the self-funded plans administered by Anthem Blue Cross, you will receive the benefit of 
Medicare Part D without actually enrolling in an external Part D drug plan. 

 To request a Medicare application, call the Social Security Administration at 800-772-1213, go online at 
https://secure.ssa.gov/iCLM/rib, or visit your local office at the address listed in your phone book. 

Family Events 

If You Get Married or Establish a Registered Domestic Partnership 

Retirees 
If you are eligible for and enrolled in Company-sponsored medical coverage and you get married, your new 
spouse and any stepchildren who meet the eligibility requirements qualify for medical benefits. Likewise, if you 
establish a registered domestic partnership, your domestic partner and his or her children qualify for medical 
benefits if they meet the eligibility requirements. See “Eligible Dependents” in the Health Care Participation 
section of this Handbook. 

 To enroll your new family in your medical plan, contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. You have 31 days following the date of your marriage or establishment of a registered 
domestic partnership to enroll (180 days for the birth or adoption of a child). If you miss this deadline, you 
must wait until the next Open Enrollment period to enroll eligible dependents, unless you have another eligible 
change-in-status. 

Under the Retiree Medical Savings Account (RMSA) contribution program, if you marry, remarry or enter into a 
registered domestic partnership after you retire, your new spouse or registered domestic partner will not get a 
RMSA. In addition, your new spouse or registered domestic partner cannot use any remaining balance in a 
RMSA that belonged to your previous spouse or registered domestic partner. For details on RMSA, see the 
Health Care Participation section. 

 To establish, change or review your beneficiary designations, go to MetLife’s website at 
https://mybenefits.metlife.com/pg&e or call MetLife at 888-878-8490. To change your beneficiary 
designation for the Retirement Savings Plan, you can log onto www.401k.com. If you do not have Internet 
access, you may call the PG&E Corporation Retirement Savings Plan Service Center at 877-PGE-401K 
(877-743-4015). 

Surviving Dependents 
If you are a surviving spouse or a covered dependent and you get married or establish a registered domestic 
partnership, you are no longer eligible for the Company’s Survivor Medical Benefits. 

 To avoid penalties, notify the HR Service Center as soon as you get married or establish a registered domestic 
partnership. 

If You Have New Children 
If you have a baby, adopt a child, or if a court appoints you to be legal guardian for a child, you may cover your 
new child on your PG&E-sponsored medical plan. 

 To enroll your new child in your medical plan, contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. To enroll, you have 180 days for all Company-sponsored retiree medical plans, with the 
exception of 60 days for Kaiser Senior Advantage HMO plan, following the date of the child’s birth or adoption. 
For court appointment of legal guardianship, you have 31 days following the event to enroll your child. If you 
miss any of these deadlines, you must wait until the next Open Enrollment period to enroll your new child and 
other eligible dependents, unless you have another change-in-status.  
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 To establish, change, or review your beneficiary designations, go to MetLife’s website at 
https://mybenefits.metlife.com/pg&e or call MetLife at 888-878-8490. For the Retirement Savings Plan, you 
can log onto www.401k.com. If you do not have Internet access, you may call the PG&E Corporation 
Retirement Savings Plan Service Center at 1-877-PGE-401K (877-743-4015). 

In the Case of Dissolution of Marriage or Termination of a Registered 
Domestic Partnership 

Medical Plan 
If you experience a dissolution of marriage (including a divorce or annulment) or a legal separation, or if you and 
your registered domestic partner end your domestic partnership, your former spouse or domestic partner 
becomes ineligible for Company-sponsored medical coverage. Former stepchildren and children of your former 
domestic partner also become ineligible for coverage, unless you have adopted them or have been court-
appointed to be the legal guardian for them. 

 To terminate medical coverage for your former spouse or domestic partner and any ineligible children, call the 
HR Service Center at 415-972-7077 or toll-free at 800-700-0057 within 31 days of dissolution of marriage 
(divorce or annulment), legal separation, or termination of your domestic partnership. If you do not notify the 
Company within 31 days, you will be responsible for any premiums and/or premium equivalents for the 
coverage the Company provides on behalf of these dependents after they lose eligibility. 

It is your responsibility to ensure that your enrolled dependents are eligible. If you cover ineligible dependents, 
you will be required to pay the Company an amount equal to the cost of the insured or HMO premiums (or self-
insured premium equivalents) for the period of time during which an ineligible dependent is enrolled, up to a 
maximum of two years of premiums or premium equivalents. 

Dependents who become ineligible for Company-sponsored medical coverage may have the option to: 

 apply for continued coverage in your current plan under COBRA for a period of up to 36 months; or 

 convert their coverage to an individual policy with your current medical plan carrier. 

Here’s how to make your choice: 

 To apply for continued coverage under COBRA, your former dependent(s) must complete the appropriate 
COBRA forms within 60 days. COBRA forms will be automatically sent to the last known address of your 
former dependent(s), if they are eligible, when you notify the HR Service Center. For more details, see the 
“COBRA and Conversion to an Individual Medical Policy” subsection of the Health Care Participation section of 
this Handbook. 

 To convert to an individual policy, your former dependent(s) must contact the medical plan carrier directly 
within 31 days of the date on which coverage ends. For contact information, see the Contacts section of this 
Handbook. For more details on COBRA and conversion, see the “COBRA and Conversion to an Individual 
Medical Policy” subsection of the Health Care Participation section of this Handbook. 

If the court orders you to provide coverage for a former dependent, you may be able to do so using one of the two 
methods above, depending upon when you retired. You may not continue to cover them under the Company plans 
as a regular dependent. 

Beneficiary 
If you had designated your former spouse or domestic partner as your beneficiary for life insurance or the 
Retirement Savings Plan, you may want to change this designation (provided that such a change does not violate 
the terms of any divorce settlement). 

For detailed information regarding how divorce affects your benefits, a copy of “Divorce Manual: A Guide To 
Benefits At PG&E,” or a sample QDRO, you can call the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. 
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 To establish, change, or review your beneficiary designations, go to MetLife’s website at 
https://mybenefits.metlife.com/pg&e or call MetLife at 888-878-8490. For the Retirement Savings Plan, you 
can log onto www.401k.com. If you do not have Internet access, you may call the PG&E Corporation 
Retirement Savings Plan Service Center at 877-PGE-401K (877-743-4015). 

Joint Pension 
All pension elections made at retirement are irrevocable. If you elected a joint pension with your spouse and you 
later divorce, you cannot transfer your joint pension election to another person, including a new spouse. See 
“Retirement Plan” in the Retirement Benefits section of this Handbook for more details. 

In Case of Death 

What Your Family Needs to Do in the Event of Your Death 
 In the event of your death, your family should notify the HR Service Center at 415-972-7077 or toll-free at 

800-700-0057. The following organizations will be notified automatically: Mellon Investor Services, 
Accounting Services, and Customer Billing.  

Life and AD&D Insurance 
 Your designated beneficiary(ies) should call Metropolitan Life Insurance Company at 888-878-8490.  

Retirement Plan 
Pension benefits will stop unless you elected a marital or joint pension at retirement. If you did make such an 
election, a portion or the full amount of your pension will continue to your spouse or other designated joint 
pensioner. 

 Your spouse or joint pensioner will receive a form to complete and return in order to begin receiving pension 
checks in his or her name. The first check will be payable on the first of the month following your death. 

 Pension checks issued in your name for anytime following your death may need to be returned. If any such 
checks are cashed or deposited into your account, your family or estate will be responsible for repaying any 
such overpaid pension benefits. 

Retirement Savings Plan 
 If you have funds remaining in the Retirement Savings Plan, your designated beneficiary(ies) should call the 

PG&E Corporation Retirement Savings Plan Service Center at 877-PGE-401K (877-743-4015). 

Medical Plan 
Your enrolled surviving spouse/registered domestic partner and eligible children may continue coverage under 
the Company’s Survivor Medical Benefits by paying the required premiums. For complete details on Survivor 
Medical Benefits, refer to “Surviving Dependents” under “Enrollment and When Coverage Begins” in the Health 
Care Participation section of this Handbook. 

 If your family members elect to continue coverage, they will be charged the full monthly premium for the 
coverage selected. If you elected a marital or joint pension, premiums will be deducted from your joint 
pensioner’s pension checks. Otherwise, enrolled dependents will be billed monthly for the premiums. 

For information on continuation of coverage under COBRA, see “COBRA and Conversion to an Individual Medical 
Policy” in the Health Care Participation section of this Handbook. 
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Gas and Electric Discount 
Your discount automatically continues for six more billings from the time of your death. No action is required on 
the part of your family to continue the discount for this time period, unless your family moves. See the Other 
Benefits section of this Handbook for more details, including contact information. 

PG&E Corporation Stock and Bonds 
Mellon Investor Services automatically contacts your family if you have any PG&E Corporation stock or First and 
Refunding Mortgage Bonds. 

 For stocks or bonds that are registered in your name only, a representative of your estate should contact 
Mellon Investor Services at 800-719-9056.  

For stocks or bonds registered in joint tenancy or as community property, Mellon Investor Services will contact the 
surviving tenant or spouse. 

Social Security 
 Your family must notify the local Social Security office of your death. 

If Your Spouse or Another Dependent Dies 
 If your spouse, registered domestic partner or a dependent child dies, notify the HR Service Center at 

415-972-7077 or toll-free at 800-700-0057. If the dependent was covered under your medical plan, your 
coverage status reflecting the loss of dependent will be updated effective as of the beginning of the next 
month. 

 To establish, change, or review your beneficiary designations, go to MetLife’s website at 
https://mybenefits.metlife.com/pg&e or call MetLife at 888-878-8490. To change your beneficiary for the 
Retirement Savings Plan, you can log onto www.401k.com. If you do not have Internet access, you may call 
the PG&E Corporation Retirement Savings Plan Service Center at 877-PGE-401K (877-743-4015). 

 If a transfer of PG&E Corporation stock is necessary, notify Mellon Investor Services at 800-719-9056.  

If your spouse, registered domestic partner or child was your joint pensioner, you cannot transfer his or her joint 
pension election to another person, including a new spouse. Your pension will not increase unless you elected a 
special joint pension (see “Retirement Plan” in the Retirement Benefits section of this Handbook). All pension 
elections made at the time of retirement are irrevocable. 

Other Events 

If You Move 
 You should call the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 

 As a Pacific Gas and Electric Company retiree, you are currently eligible for a 25 percent discount on your gas 
and electric bill at your primary residence, provided your new home is within Pacific Gas and Electric 
Company’s service area. To request a retired employee rate discount, you must call the Pacific Gas and 
Electric Company Contact Center at 800-743-5000. 

 If you move out of your medical plan’s service area, you must enroll in another plan. Contact the HR Service 
Center at 415-972-7077 or toll-free at 800-700-0057 for medical plan eligibility information and enrollment. 

 You should also notify Mellon Investor Services (Shareholder Services) at 800-719-9056 if you have registered 
PG&E Corporation stock at your former address.  
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If Your Children Become Ineligible for Coverage 
Your children are eligible for the Company-sponsored medical coverage until the end of the month in which they 
reach age 26 or until the end of the month in which they become eligible for other coverage from a different 
employer – whichever occurs first. 

 To terminate medical coverage for an ineligible child, call the HR Service Center at 415-972-7077 or toll-free 
at 800-700-0057 within 31 days of your child’s loss of eligibility. 

It is your responsibility to ensure that your enrolled dependents are eligible. If you cover ineligible dependents, 
you will be required to pay the Company an amount equal to the cost of the insured or HMO premiums (or self-
insured premium equivalents) for the period of time during which an ineligible dependent is enrolled, up to a 
maximum of two years of premiums or premium equivalents. 

If you are a retiree or surviving dependent and you do not pay your required restitution for covering an 
ineligible dependent, your coverage will be permanently cancelled and you will not be able to re-enroll in a 
PG&E-sponsored medical plan again.  

A child who becomes ineligible for coverage through the Company may have the option to: 

 apply for continued coverage in your current plan under COBRA for a period of up to 36 months; or 

 convert coverage to an individual policy with your current medical plan carrier. 

Here’s how to make you choice: 

 To apply for continued coverage under COBRA, you or your child must complete the appropriate COBRA forms 
within 60 days. COBRA forms will be automatically provided to your child, if he or she is eligible, when you 
notify the HR Service Center of your child’s loss of eligibility.  

 To convert to an individual policy, contact the medical plan carrier directly within 31 days of the date on which 
coverage ends.  

For more details on COBRA and conversion, see the “COBRA and Conversion to an Individual Medical Policy” 
subsection of the Health Care Participation section of this Handbook. 

Changing Coverage During the Year (Change-in-Status Events) 
Following is a list of some eligible change-in-status events, if you are currently enrolled in a medical plan. 

 Marriage or the establishment of a registered domestic partnership (for retirees only) 

 Dissolution of marriage (including final divorce or annulment), legal separation, or termination of a registered 
domestic partnership. (Please note that you cannot enroll your ex-spouse or former registered domestic 
partner on your Company-sponsored health care plans even if a court orders you to provide coverage.) (for 
retirees only) 

 The birth or adoption of a child, or your court-ordered appointment of legal guardianship for a child. 

 The death of your spouse, registered domestic partner or child. 

 Your child reaching the plan’s age limit or entering the military. 

 Your dependent child regaining eligibility. 

 You or your dependent becoming Medicare- or Medicaid-eligible. 

 A move out of your medical plan’s service area (applies to change of medical plan only). 

 A change in the employment of your spouse/registered domestic partner or dependent that results in a gain 
or loss of health care coverage (for retirees only) 

 A change to or from full-time or part-time employment by you or your spouse/registered domestic partner or 
dependent, if health plan eligibility or premium cost is affected (for retirees only) 
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 The retirement of your PG&E active employee spouse or registered domestic partner if you are covered as his 
or her dependent. 

Changes Consistent with the Change-in-Status 
After you have enrolled for benefits, you will not be able to make changes to your coverage until the next Open 
Enrollment period unless you experience an eligible change-in-status event. If you have a change-in-status event 
as described in this section, you may make changes in your benefits coverage that are generally consistent with 
your change-in-status event. For example, if you get divorced, you must disenroll your ex-spouse; however, you 
may not add other dependents or change plans. 

Don’t Miss the Deadlines! 
Call the HR Service Center within 31 days of any change-in-status event (180 days for births or adoptions, with 
the exception of 60 days for Kaiser Senior Advantage HMO plan) that may affect your benefits. Written 
documentation may be requested. If you miss the deadline, you will not be able to add dependents until the next 
Open Enrollment period. Provided you notify the HR Service Center within the deadline listed above, the change in 
coverage for all newly-enrolled dependents will take effect: 

 on the date of birth of your newborn or newly-adopted child(ren); or 

 on the date you assume physical custody or financial responsibility for an adopted child; or 

 on the first day of the month following notification of your change-in-status event for all other status changes. 

Change-in-Status Events and Other Changes Involving a Registered Domestic 
Partnership 
You may request benefit changes if you establish a registered domestic partnership, or experience a change in 
the status of your registered domestic partnership. For example, if you are participating in a medical plan and, as 
a result of establishing a registered domestic partnership, your registered domestic partner adds you to his/her 
medical coverage, you may drop medical coverage mid-year for yourself because your health care premium 
contributions are after-tax. If the mid-year change(s) you request results in an increased cost, such as adding a 
new registered domestic partner and/or their dependent(s) to your medical coverage, the amount of increase 
must be taxed as imputed income.  

If you have a change in a registered domestic partnership contact the HR Service Center to determine what mid-
year changes, if any, you may be allowed to make and what you must do to elect a change. If your requested 
changes are not allowed on a mid-year basis, you will need to wait until the next Open Enrollment to make your 
changes. 
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Health Care Benefits 
The Company gives you a choice of benefits so 
you can elect the coverage that best meets your 
needs. This Handbook describes the available 
medical (including mental health and prescription 
drugs) coverage provided pursuant to the Pacific 
Gas and Electric Company Health Care Plan for 
Retirees and Surviving Dependents (as used in 
this section, “the Plan.”) 
This section is organized into subsections and chapters, to help you find 
the information you want. These are: 

 Health care participation, 

 Medical coverage, including the chapters: 

 Network Access Plan (NAP), 

 Comprehensive Access Plan (CAP), 

 Retiree Optional Plan (ROP), 

 Medicare Supplemental Plan (MSP) 

 NAP, CAP, ROP, and MSP Definitions, 

 Claims and Appeals Process (for NAP, CAP, ROP, and MSP), 

 Non-Medicare Health Maintenance Organizations (HMOs), 

 Medicare Health Maintenance Organizations (HMOs), 

 Mental Health and Substance Abuse, and 

 Prescription Drugs. 

Additional Information 
In addition to the information in this section, there is also important information about your benefits in other 
parts of this Handbook. Be sure to review the About This Handbook section, the Benefits at a Glance section, the 
What to Do… section, and the Rules, Regulations & Administrative Information section. 

Information about the In-Area HSA Medical Plan and the Out-of-Area HSA Medical Plan is included in a separate 
Summary Plan Description (SPD). You may request a copy at any time by contacting the HR Service Center at 
hrbenefitsquestions@exchange.pge.com,or at 415-972-7077 or toll-free at 800-700-0057. 

Responsibility for Your Health Care 
While the Company has contracted with reputable health care plans to provide health care services, neither the 
Company nor the Plan can ensure the quality of care you receive. The health care vendors contract with the 
providers in their networks; the Company does not contract with any of the network doctors, hospitals or other 
providers directly. 

Health plan participants always have a choice in the services they receive and who provides those services, 
regardless of what the health care plan covers or pays. Members of HMOs always have the right to change 
primary care physicians, subject to the limitations outlined in the HMOs’ Evidences of Coverage (EOCs). To see the 
EOC for your health care plan, contact the medical plan vendor. 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
and surviving dependents of PG&E 
Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees and 
surviving dependents meet the eligibility 
requirements of the plans or programs.  
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Plan Documents and Administration 
The plan document for The Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving 
Dependents (the “Health Care Plan”) incorporates the terms of this Summary of Benefits Handbook which pertain 
to the Health Care Plan, the documents that are Summaries of Material Modifications to the Health Care Plan, 
which may include Open Enrollment guides, and the Health Maintenance Organization Evidences of Coverage. If a 
conflict exists between these Health Care Plan documents and any other communications or documents, the 
terms of these Health Care Plan documents shall govern the operation of the Health Care Plan. 

The Employee Benefit Committee of PG&E Corporation is the Plan Administrator of the Health Care Plan and has 
the discretionary authority to interpret and construe the terms of the Health Care Plan, to resolve any conflicts or 
discrepancies between documents and to establish rules which are necessary or desirable for the administration 
of the Health Care Plan. 

 

Last Updated March 26, 2014



  

Benefits Effective January 1, 2013 59 
For retirees and their eligible survivors 

Health Care Participation 
This section contains important information about medical plan eligibility, 
Medicare, the types of plans for which you may be eligible, the cost of 
coverage, and other important general information about medical coverage. 
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Eligible Retirees 
You may participate in the PG&E Retiree Medical Plan only if you are a Retiree as defined under the PG&E 
Retiree Medical Plan. 

Eligibility Requirements for PG&E Employees 
If you are a PG&E employee, you are eligible for Retiree Medical Plan coverage if you: 

1. attain age 55 prior to your termination or retirement from the Company, 

2. are eligible for early or normal retirement benefits under the terms of the PG&E Retirement Plan as of the 
date of your termination or retirement. (An employee who retired under one of the Voluntary Retirement 
Incentive programs satisfies this requirement), and 

3. you satisfy the applicable Service Requirements outlined below. 

Service Requirement for Bargaining Unit Employees 

If you are a Bargaining Unit employee who terminated employment on or after January 1, 2004, you must satisfy 
the requirements in 1 and 2 above and have a minimum of 10 years of Service under the PG&E Retirement Plan. 

Service Requirement for Management and A&T Employees 

If you are a Management or A&T employee who was hired on or after January 1, 2004, you must satisfy the 
requirements in 1 and 2 above and have a minimum of 10 years of Service under the PG&E Retirement Plan. 

Eligibility Requirements for PG&E Corporation Employees 
Eligibility for PG&E Corporation employees and employees of any subsidiary of PG&E Corporation that is a 
participating employer under the Retirement Plan are as follows: 

 If you terminated employment before April 1, 2007: 

 PG&E Corporation and PG&E Corporation subsidiary employees who were not earning service credit under 
the Retirement Plan and who terminated employment before April 1, 2007 are not eligible for Retiree 
Medical Plan benefits. See “Eligibility” in the Retiree Medical Coverage section of the 2013 Summary of 
Benefits Handbook for Management and Administrative & Technical Employees for more information. 

 If you were hired before January 1, 2004 and you terminate employment after April 1, 2007: 

 You are eligible for Retiree Medical Plan coverage if you: 

 attain age 55 prior to your termination or retirement from the Company, and 

 have five years of Service with the Company. 

 If you were hired after January 1, 2004 and you terminate employment after April 1, 2007: 

 You are eligible for Retiree Medical Plan coverage if you: 

 attain age 55 prior to your termination or retirement from the Company; 

 are eligible for early or normal retirement benefits under the terms of the PG&E Retirement Plan as of your 
termination or retirement; and 

 have a minimum of 10 years of Service with the Company. 

Periods of employment with PG&E Corporation and a PG&E Corporation subsidiary (including PG&E) count 
towards your years of Service requirement unless a Break in Service occurs. Periods of employment before a 
Break in Service are disregarded. A Break in Service occurs 12 months after termination of employment if during 
such 12-month period you do not work for PG&E Corporation or one of its subsidiaries. 
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Individuals Who Terminate Employment Before Age 55 
You are not considered a Retiree of the Company and you are NOT eligible for Retiree Medical Plan benefits or 
Postretirement Life Insurance benefits if you left the Company before age 55, even if you had five or more years 
of Credited Service under the PG&E Retirement Plan when you left the Company. Although you may be entitled to 
a future benefit from the Retirement Plan, you are NOT eligible for any other benefits such as retiree medical and 
postretirement life insurance. 

Retirees Who Dropped Coverage Before January 1, 2003 
If you are a Retiree who dropped Retiree Medical Plan coverage before January 1, 2003, you are not eligible to 
enroll or re-enroll in the PG&E Retiree Medical Plan at any time. 

Eligible Dependents 
You may also enroll your Eligible Dependents in the health care plans. Please note that federal law (Medicare 
Secondary Payer Provisions in Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007 
(42.U.S.C.1395y(b)(7)&(b)(8)) requires the Company to have Social Security numbers on file for all individuals 
enrolled in a PG&E-sponsored medical plan.  

Eligible Dependents include:  

 Your legally married spouse, legally state-recognized common-law spouse, or registered domestic partner;  

 Your children who are under age 26, including stepchildren, children born during a registered domestic 
partnership, foster children, legally adopted children, and children for whom you have been permanently 
appointed legal guardianship by a court (does not include the legal wards of your spouse);  

 The children of your registered domestic partner who are under age 26, including legally adopted children (for 
employees and retirees only). Note that a child for whom your registered domestic partner is the legal 
guardian is not an eligible dependent;  

 Your disabled children or those of your spouse/registered domestic partner who are age 26 or older, who are 
certified as disabled by a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), and who have been 
approved by a PG&E-sponsored medical plan provider for continued coverage before they reach age 26. For 
more information, please contact the Member Services department of the medical plan in which you are 
enrolled (see “Disabled Dependents” on page 63, for more information); and  

 Your family member or registered domestic partner if you are both Management and/or Administrative & 
Technical employees or you are both retirees. You each have the option of electing coverage as an “employee” 
or “retiree,” or you can be covered as a “dependent” of the other. However, you may not be covered as both. 
Management and Administrative & Technical employees may not cover Union-Represented employees and 
visa-versa. 

Domestic Partners (Retirees Only) 
Domestic partners of Retirees are eligible for coverage under the Company’s-sponsored medical plan. Both 
same-sex and opposite-sex domestic partners are recognized. To be eligible for domestic partner benefits, the 
domestic partnership must be registered with a government entity (e.g., the City and County of San Francisco), 
pursuant to state or local law authorizing such registration. For a partial list of municipalities that currently offer a 
domestic partner registry, you can request a copy of “Your Guide to Domestic Partner/Same-Sex Spouse Benefits 
at Pacific Gas and Electric Company” by calling the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057.  
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If you wish to cover your domestic partner under any Company-sponsored benefit plans, you must contact the HR 
Service Center within 31 days of your registration date to enroll your domestic partner. If you fail to do so, you 
must wait until the next Open Enrollment period to enroll your domestic partner. You may be required to provide 
proof of domestic partnership. 

Tax Implications of Coverage for Your Domestic Partner, or Children of Your Domestic Partner 

Federal Taxes 

The value of coverage provided to your domestic partner, or any covered dependent children of a domestic 
partner is treated as income to you for federal tax purposes. The Company will report the value of the benefits as 
income on your Form W-2 and will withhold federal income and employment taxes. The amounts taxable to you 
can be substantial. 

An exception to these income reporting and withholding rules applies if your domestic partner, and/or children of 
your domestic partner are your tax dependents under Internal Revenue Code section 152, as amended by Code 
section 105(b). 

Note: Many registered domestic partners do not qualify as tax dependents. However, if your enrolled, registered 
domestic partner, or his or her enrolled child(ren) are your tax dependents and you complete a Certification of Tax 
Dependency form, the value of the health care benefits will not be reported as taxable income. You must 
complete a new certification each year. If you do not receive a Certification of Tax Dependency form for the 
upcoming tax year, please call the HR Service Center to request a form. Forms received after the last day of the 
year will not be processed until the first of the following month after receipt. 

You are encouraged to consult a tax professional before claiming that your domestic partner and/or the children 
of your domestic partner qualify as your tax dependents. 

California Taxes 

For California income tax purposes, the value of the health care benefits provided for your domestic partner and 
your domestic partner’s dependents may be excluded from your taxable income if your partnership is registered 
with California’s Secretary of State and if certain other conditions are met. Please contact your tax advisor and 
the HR Service Center for more information. 

If you reside in a state other than California that recognizes domestic partners, you must satisfy that state’s 
registration requirements. Exemption of state income tax on the imputed income will be based on that state’s tax 
code. 

You are encouraged to consult a tax professional before claiming that your domestic partner and/or the children 
of your domestic partner qualify as your tax dependents. 

Retirees can find out more about eligibility and general information regarding taxation of benefits by requesting a 
copy of “Your Guide to Domestic Partner/Same-Sex Spouse Benefits at Pacific Gas and Electric Company by 
calling the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. However, Retirees are encouraged 
to seek advice from a tax professional for any questions they may have. 

Also see “If You Get Married or Establish a Registered Domestic Partnership” and “In the Case of Dissolution of 
Marriage or Termination of a Registered Domestic Partnership” in the What to Do… section of this Handbook. 

Qualified Medical Child Support Orders 
Federal law requires employer-sponsored group health plans to recognize Qualified Medical Child Support Orders 
(QMCSOs) by providing benefits for eligible children of plan participants in accordance with the terms of the 
orders. A court order must identify the child who is the “alternate recipient” of health coverage, describe the type 
and duration of coverage, and cannot require a health plan to provide benefits which are not otherwise available 
under the Plan. The Company will determine if a court order satisfies the legal requirements to be a QMCSO in 
accordance with the written procedures established under the Plan. You may request a copy of the procedures, 
free of charge, by contacting the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 
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You will be notified of the receipt of an order affecting your children and the Company’s procedures and 
determination with respect to the order. If an order satisfies the legal requirements, coverage may be provided 
for your child until the earlier of: 

 The date the coverage stops as provided in the order; 

 Your termination of coverage as a Retiree or Surviving Dependent (subject to your right to elect continuation 
of coverage); or 

 The date the child ceases to be an Eligible Dependent. 

The Company will enroll the child pursuant to the court order and deduct any required contributions, even without 
the participant’s direct consent. If you are not already enrolled, you must elect to participate at the time you are 
required to provide coverage for your child(ren); you may not enroll your child(ren) unless you also elect coverage 
for yourself. If you are enrolled in a health care program that will not cover dependent children who do not reside 
with you, you may change to a program for which you are eligible that will cover your children. If you do not 
voluntarily change, the Company will enroll you in the Network Access Plan (NAP) or the Comprehensive Access 
Plan (CAP), as appropriate for your home ZIP Code, and will deduct the required monthly contributions associated 
with NAP or CAP, or set you up for direct billing if needed. 

Disabled Dependents 
You can arrange for coverage to continue past the customary age limits for an unmarried child who is incapable 
of self-support because of a physical or mental disability, as certified by a Doctor of Medicine (M.D.) or Doctor of 
Osteopathy (D.O.), provided the child’s disability began and was certified through the PG&E Disabled Dependent 
process before he or she became otherwise ineligible for coverage. Your child must depend chiefly on you for 
support in order to qualify for the continued coverage and must also meet the definition of an Eligible Dependent.  

For eligible dependents who are disabled and currently enrolled in a PG&E-sponsored health plan, you must 
contact the medical plan vendor directly to be certified before your disabled dependent loses eligibility. Loss of 
eligibility typically occurs at age 26. If you do not complete the certification on time, your disabled dependent can 
no longer be enrolled in the plan, effective the first of the month in which he or she is no longer eligible.  

You must apply for continued coverage under a PG&E-sponsored medical plan for a disabled dependent within 31 
days of the date on which your child’s coverage would ordinarily end. Written proof of your child’s continuing 
dependency must be provided upon request, but not more frequently than once a year after the two-year period 
following the child’s attainment of the limiting age.  

For more information about whether or not a dependent is eligible for coverage or to be certified, please contact 
your benefit plan vendor. Contact information for each benefit plan vendor is listed in the Rules, Regulations & 
Administrative Information and Contacts sections of this Handbook. 

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

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

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

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

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

 Children age 19 through 25 who are eligible for coverage under an employer-sponsored health plan or through 
their spouse or domestic partner’s employer plan (eligibility for coverage under another parent’s group health 
plan or in a limited medical plan, commonly referred to as “mini-med” does not count for this purpose). 
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 Children age 26 and over, unless they have been approved for continued coverage under the Disabled 
Dependent provision. 

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

 Children covered as dependents under the plan of another Company employee or Retiree of the Company. 

 Grandchildren, nieces, nephews or other family members, unless you have legally adopted them or have been 
appointed permanent legal guardian for them by a court. 

 An enrolled dependent that is also covered as either a Retiree or employee. The dependent may not be 
covered twice under any of the PG&E-sponsored medical plans. 

If both you and your spouse or registered domestic partner are an employee or Retiree of the Company, only one 
of you may enroll each child as an eligible family member under any one benefit plan. For example, if you have 
two children, one employee or Retiree may enroll both children, or each employee or Retiree may enroll one 
child. A child cannot be enrolled twice. 

If a dependent loses eligibility, you must drop the dependent from your Company plans within 31 days of loss of 
eligibility. 

If you have any questions about whether or not a dependent is eligible for coverage, you can send an email to the 
HR Service Center at hrbenefitsquestions@exchange.pge.com, or you can contact the HR Service Center at 
415-972-7077 or toll-free at 800-700-0057. 

Penalties for Covering Ineligible Dependents 
It is your responsibility to ensure that your enrolled dependents are eligible. If you cover Ineligible Dependents, 
you will be required to pay the Company an amount equal to the cost of the insured or HMO premiums (or 
self-insured premium equivalents) for the period of time during which an Ineligible Dependent is enrolled, up to a 
maximum of two years of premiums or premium equivalents. 

To drop Ineligible Dependents, you can contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. 

Eligible Survivors of Retirees 
Surviving Dependents (spouses, domestic partners, or eligible dependent children) of a Company employee or 
Retiree are eligible for continued medical plan coverage if they were enrolled in a Company-sponsored medical 
plan at the time of the employee’s or Retiree’s death as long as they are not covered under another group plan, 
other than Medicare. Surviving Dependent children must also continue to meet the eligibility required for 
dependent children. 

Surviving Dependents who get married or register a domestic partnership are no longer eligible to be covered 
under a Company-sponsored medical plan, even if the new spouse has no other medical coverage. If you get 
married, please notify the HR Service Center immediately to avoid having to reimburse PG&E for the coverage for 
which you were not eligible. 

Coverage in the plan will continue for your eligible surviving family members until: 

 the death of your surviving spouse/domestic partner regardless of any other dependents covered on the plan; 

 your dependents become enrolled under another group health care, hospital, surgical or medical plan; 

 your dependents do not make the required monthly premium contributions; 

 your spouse remarries or enters into a registered domestic partnership; 

 your domestic partner enters into another domestic partnership or marries; 

 your children no longer qualify as Eligible Dependents according to the plan, or 

 your spouse/domestic partner drops coverage. 

Last Updated March 26, 2014



Health Care Participation 

Benefits Effective January 1, 2013 65 
For retirees and their eligible survivors 

When Survivor Eligibility Ends 
Once a surviving spouse/domestic partner or Eligible Dependent: 

 waives coverage, 

 does not make the required premium contribution, or 

 loses coverage for any reason, 

he or she will be ineligible to re-enroll in the plan anytime in the future. 

If a Surviving Dependent Dies 
If a Surviving Dependent (spouse or domestic partner of a deceased PG&E employee or Retiree) who is covered 
under a PG&E-sponsored medical plan should die, PG&E-sponsored health care coverage will end for any 
dependent who is covered by the primary Surviving Dependent at the end of the month in which the primary 
Surviving Dependent dies. To avoid having to reimburse PG&E for coverage for which they were not entitled, the 
PG&E HR Service Center should be notified as soon as possible after the Surviving Dependent’s death. 

Cost of Coverage 
The Company contributes towards the monthly cost of your Retiree Medical Plan coverage. Your monthly 
premium contribution is the difference between the full (actual) cost of the plan in which you’re enrolled and the 
amount the Company contributes. Your cost of coverage for a particular calendar year is communicated in the 
Open Enrollment materials that are sent to participants each fall. 

There are two retiree medical contribution programs: 

 Retiree Medical Employer Contribution (RMEC). This program is for eligible individuals who retired before 
2011. 

 Retiree Medical Savings Account (RMSA). This program is for eligible individuals who retired in 2011 and 
later. 

RMEC and RMSA 
Eligible individuals who retired from September 2009 through December 2010 were able to choose the RMEC or 
the RMSA, effective January 1, 2011. This was a one-time, irrevocable choice. 

Retiree Medical Employer Contribution (RMEC) Program  
Under the RMEC program, the Company’s maximum contributions for retiree medical coverage are limited to a 
set dollar amount. The Company pays a portion of the cost of retiree medical premiums up to an annual limit.  

The amount the Company contributes each month for your medical plan coverage is based on your age, the age 
of your spouse or domestic partner, whether or not you are covering any children and your years of credited 
service. 

The Company shares in the cost of medical inflation until the Company contributions reach the maximum dollar 
limit under the RMEC. After that point, participants absorb the entire cost of premium increases because the 
Company’s contribution is fixed. 

For Non-Medicare Participants 
Each year, the Company contributes an amount up to the equivalent to 65 percent of the monthly cost of the 
Anthem Blue Cross-administered Network Access Plan (NAP) or Comprehensive Access Plan (CAP) premiums for 
that year, until the amount the Company contributes reaches the maximum annual dollar limit. The actual dollar 
amount cannot exceed the annual maximum limits and is scaled proportionately based on your years and 
months of credited service.  
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If you are enrolled in another Company-sponsored retiree medical plan instead of the NAP or CAP, the Company 
will contribute the equivalent amount to the cost of your coverage, provided however, that the maximum 
Company contribution is no more than 72 percent of the monthly premium cost of the plan you elect. In other 
words, non-Medicare retirees and non-Medicare dependents must pay at least 28 percent of their monthly 
premium costs. 

For Medicare Participants 
The Company increases the base monthly contribution each year by the weighted average cost increase of all 
PG&E Medicare plans based on the prior year’s cost experience. For 2013, the base monthly contribution is 
$105.16. The annual increases will continue until the amount the Company pays for Medicare retirees with 25 or 
more years of credited service reaches the maximum annual limit. The maximum annual limit is: 

 $2,500 per enrolled Medicare retiree, plus 

 $2,500 per enrolled Medicare spouse or registered domestic partner, plus 

 $2,500 total for enrolled Medicare-eligible children 

In addition, the Company’s base monthly contribution for a Medicare retiree with 10 to 25 years of credited 
service is scaled proportionately, from $33.66 to $105.16 in 2013, based on the Medicare retiree’s years and 
months of credited service. Annual Company contributions cannot exceed the maximum annual limits, also 
scaled proportionately based on years and months of credited service. 

Medicare retirees with retirement dates in 2003 or earlier who have fewer than 25 years of service will continue 
to receive the full base PG&E contribution, up to the annual maximum limit. 

Medicare Credit for Medical Plan Members 
The Company provides a direct cash credit of $15 per month for each family member who, at age 65, qualifies 
for Medicare, to offset the cost of the Medicare Part B premium. The $15 Medicare credit is credited on your 
monthly pension check for each Medicare-eligible member and is in addition to any other medical plan 
contribution the Company makes. For example, if you and your spouse are both age 65 or over and Medicare-
eligible, you will receive two Medicare credits ($15 × 2 = $30) on your monthly pension check. If you are being 
billed for your monthly medical coverage, your bill is reduced by the amount of your Medicare credit. You must be 
a participant in a Company-sponsored plan to receive the credit. The Company will also reimburse the standard 
Medicare Part B premium for a disabled retiree/dependent under age 65. 

For Surviving Dependents 
Surviving spouses, registered domestic partners, and children are eligible for Company-sponsored medical 
coverage as long as they meet the eligibility criteria (see “Eligible Dependents” on page 61 in this subsection). 
However, the Company does not contribute towards the cost, except for the $15 Medicare credit, if they are 
eligible to receive it (see Medicare Credit for Medical Plan Members above). 

Prorated Contribution 
The Company’s contribution to your cost of coverage is prorated if: 

 You are under age 65 and retired with less than 25 years of credited service, or 

 You are age 65 or older and retired after 2003 with less than 25 years of credited service. 

Each full year of credited service qualifies you to receive 4 percent of the appropriate Company contribution listed 
above. Any fractional year of credited service qualifies you for a prorated portion of another 4 percent of the 
contribution. 

Retiree Premium Offset Account (RPOA) for RMEC Retirees 
The Retiree Premium Offset Account (RPOA) is a benefit that was created in 2004 to help retirees reduce the 
amount they pay for PG&E-sponsored medical plan premiums. The RPOA benefit is not a medical plan nor does 
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the account have any cash value. Rather, it’s a bookkeeping account containing credits that can be used to help 
eligible retirees offset, or reduce, their monthly PG&E-sponsored medical plan premium contributions. The RPOA 
is fully funded by PG&E so it costs you nothing. There are two RPOAs as explained below: the RPOA50 and the 
RPOA25. Not all retirees who qualify for the RPOA50 qualify for the RPOA25. 

RPOA50 
All retirees eligible for retiree medical and who had at least 10 years of credited service are eligible for the 
RPOA50. The RPOA50 is a one-time allotment of $500 for each year of credited service beyond your first 10 
years of credited service, up to a maximum of $7,500. If you were eligible and retired before 2004, you received 
your RPOA50 allotment in January 2004. If you retired after 2003, you received your RPOA50 at the time of 
retirement. You can use the RPOA50 to offset 50 percent of your monthly premium contribution, as long as you 
have a balance in your RPOA50 allotment.  

RPOA25 
In 2007, PG&E created a second RPOA benefit. If you retired on or before January 1, 2007, with 10 or more years 
of credited service, you may have received this additional RPOA allotment called the RPOA25. After you have 
depleted your initial RPOA50 allotment, you can use the RPOA25 to offset 25 percent of your PG&E-sponsored 
medical plan premiums. You cannot use your RPOA25 until your original RPOA50 has been depleted. If you are 
using the RPOA50 and you exhaust that balance, usage of your RPOA25 will automatically begin the month 
following the month in which your RPOA50 is exhausted.  

Using Your RPOA 
Each year during Open Enrollment, if you have a positive RPOA balance, you can elect to start, stop or continue 
using your RPOA to pay a portion of your medical plan premium contributions for the upcoming calendar year. 
(Please note that you must be enrolled in a PG&E-sponsored medical plan to take advantage of the RPOA.) 
Remember, you must exhaust your RPOA50 balance before using your RPOA25. Therefore, if you elect to use 
your RPOA benefit and you have a positive RPOA50 balance, you automatically will use the RPOA50 first. If you 
deplete your RPOA50 balance mid-year and you have an RPOA25 balance, you must begin using this balance the 
following month even if you would prefer to “save” it.  

Making Changes  
You may change your RPOA usage election for the upcoming year by indicating your election during the Open 
Enrollment process. If you don’t request a change during Open Enrollment, your current RPOA usage election will 
remain in effect for the following year. After Open Enrollment ends, you may change your RPOA election during 
the year only if you have an eligible change-in-status event, as described in the Supplement to Your Enrollment 
Guide.  

If your RPOA balance is depleted during the year, you will be responsible for paying the full amount of your 
medical plan premium contributions through the end of the year. You will not be allowed to switch to a less 
expensive medical plan during the year if your RPOA benefit is depleted. 

RPOA for Surviving Dependent 
Surviving Dependents of RMEC retirees pay the full cost of their medical plan premiums. However, they may 
“inherit” an RPOA balance if: 

 they became Surviving Dependents on or after January 1, 2004,  

 the retiree was eligible for the RPOA, and  

 the RPOA balance was not depleted. 

Calculating Your Contributions 
Your monthly medical plan premium contribution is the difference between the full cost of coverage for the plan 
in which you’re enrolled and the amount the Company contributes. However, if you have an RPOA balance as 
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described above, you may use the account to reduce your monthly premium contribution. The following examples 
show how your monthly contribution amount is calculated — both with and without the RPOA election. 

Examples of Monthly Premium Calculations 

(Retiree + Spouse – Both Over 65 and in CAP, and assumes retiree has 25 or more years of credited service.) 

Example 1  

Monthly Premium  $725.56 

Company Contribution  – 210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

RPOA50 Election (50% of premium contribution without RPOA) – 257.62 

Retiree’s Monthly Premium Contribution (with RPOA) $257.62 
 

Example 2  

Monthly Premium  $725.56 

Company Contribution – 210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

RPOA25 Election (25% of premium contribution without RPOA) – 128.81 

Retiree’s Monthly Premium Contribution (with RPOA) $386.43 
 

Example 3  

Monthly Premium  $725.56 

Company Contribution  –210.32 

Retiree Premium Contribution: (without RPOA)  515.24 

No RPOA Election (0% of premium contribution without RPOA) 0.00 

Retiree’s Monthly Premium Contribution (with RPOA) $515.24 
 

Methods of Payment 
If you receive a monthly pension check from the Company, your monthly medical plan premium contribution is 
deducted from your pension check. 

If you do not receive a monthly pension check or if your pension check is not large enough to cover your medical 
plan premium, you are billed each month in advance. If payment is not received by the end of each month in 
which payment is due, your medical coverage will be terminated. You will be responsible for medical expenses 
incurred during any months for which your premiums were not paid.  

Non-Payment of Premium Contribution 
If you do not pay your medical plan premiums, your coverage will be cancelled and you will not be able to re-
enroll in a PG&E-sponsored medical plan again.  
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Retiree Medical Savings Account (RMSA) 
If you are eligible for PG&E-sponsored retiree medical coverage and you retired in 2011 or later, you and PG&E 
will share the cost of Retiree Medical Plan coverage. To help you and your eligible spouse or registered domestic 
partner pay for Retiree Medical Plan premiums, PG&E offers a Retiree Medical Savings Account (RMSA). 

What Is the RMSA? 
The RMSA is a notional account that you can use to reimburse yourself for the cost of Retiree Medical Plan 
premiums. When you retire, PG&E establishes separate RMSAs for you and your eligible spouse or registered 
domestic partner. RMSA funds are available only to help pay for your PG&E-sponsored retiree medical coverage. 
The account cannot be used for anything else. 

Other RMSA Facts 

 You never pay taxes on PG&E’s contributions to your account because the RMSA has no cash value.  

 Only PG&E can credit your RMSA with contributions; you may not contribute to your account.  

 You forfeit your unused RMSA balance when you die. Your enrolled surviving spouse or registered domestic 
partner’s RMSA will continue to help pay for his or her PG&E-sponsored retiree medical coverage until the 
account is depleted or until your spouse or registered domestic partner becomes eligible for Medicare, 
remarries or enters into a registered domestic partnership, becomes eligible for other employer-sponsored 
medical coverage, or chooses to decline PG&E-sponsored medical coverage. 

 Your spouse or registered domestic partner’s RMSA ends if you and your spouse divorce, if your domestic 
partnership is terminated, or if your spouse or registered domestic partner dies. 

 If you marry, remarry or enter into a registered domestic partnership after you retire, your new spouse or 
registered domestic partner will not get a RMSA. In addition, your new spouse or registered domestic partner 
cannot use any remaining balance in a RMSA that belonged to your previous spouse or registered domestic 
partner. 

Building Your RMSA While Employed at PG&E  

The total value of your RMSA is within your control — the longer you work, the more you’ll have when you retire. 
How much your account is worth when you retire depends on your age and years of service. The more years of 
service you have and the older you are, the higher the value of your RMSA. Although this program began in 2011, 
if you retire in 2011 or later, your account value will be based on your total years of service. 

Here’s how the RMSA can grow the longer you work at PG&E. 

Your Account — PG&E Contributes: Your Spouse or Registered Domestic Partner’s 
Account* — PG&E Contributes 

$5,000 a year to your account for each year you’re 
employed by PG&E, starting when you reach age 45 (or 
later if hired after age 45). Any full calendar year you 
were not employed by PG&E will be excluded from the 
$5,000 allocation. 

$5,000 a year to your spouse or registered domestic 
partner’s account for each year you’re employed by 
PG&E, starting when you reach age 45 (or later if hired 
after age 45). Any full calendar year you were not 
employed by PG&E will be excluded from the $5,000 
allocation. 

Additional $1,000 a year to your account for each year 
of credited service beyond 15 years (including credited 
service before age 45) – credited at retirement. 

Not applicable 

Up to an additional lump sum of $7,500 to your 
account based on your years of credited service, 
prorated from 10 to 25 years of service — credited at 
retirement (equivalent to the Retiree Premium Offset 
Account). 

Not applicable 
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Your Account — PG&E Contributes: Your Spouse or Registered Domestic Partner’s 
Account* — PG&E Contributes 

4.5% interest to your account compounded annually 
beginning at the end of the year in which you reach 
age 46. 

4.5% interest to your spouse or registered domestic 
partner’s account compounded annually beginning at 
the end of the year in which you reach age 46. 

* For your spouse or registered domestic partner to be eligible for the RMSA, you must be married or in a registered domestic partnership 
on your retirement date. 

RMSA Example 

PG&E will credit interest on the existing RMSA balances for you and your spouse or registered domestic partner 
starting at the end of the year in which you reach age 46 and continuing until you die. This credited interest is 
intended to help keep up with or offset medical inflation. 

Here’s an example of how interest can add up under the RMSA. 

Joe was born June 1, 1951, and was hired by PG&E June 1, 1981. He reached age 45 June 1, 1996, and retires 
June 1, 2013 at age 62. Joe’s wife Jane was born November 1, 1953. This example assumes: 

 Joe is credited with the full, $5,000 annual RMSA allotment at the end of the year in which he reaches age 45 
(there is no proration for mid-year birthdates). Jane also receives a $5,000 credit for her RMSA. 

 Joe is credited with another $5,000 for each year he’s employed by PG&E until he retires — including the year 
in which he works his last day. Jane also receives a $5,000 credit for each year of Joe’s PG&E employment. 

 4.5 percent interest is credited to each of their accounts at the end of each year, starting when Joe reaches 
age 46. 

 Joe is credited with a maximum lump-sum allotment of $7,500 at retirement. Jane does not receive this 
credit. 

 An additional $1,000 per year of credited service beyond 15 years is credited to Joe’s account at retirement. 
Jane does not receive these credits. 

 Joe and Jane both enroll for PG&E-sponsored retiree medical coverage at the same time. Their RMSAs also 
begin paying for a portion of their coverage costs at the same time. 
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Year Joe’s Years of 
Service (YOS) 

4.5% Interest New 
Allocation 

Joe’s Balance 

12/31/1996 15  $5,000 $5,000.00 

12/31/1997  $225.00  $5,225.00 

12/31/1997 16  $5,000 $10,225.00 

12/31/1998  $460.13  $10,685.13 

12/31/1998 17  $5,000 $15,685.13 

12/31/1999  $705.83  $16,390.96 

12/31/1999 18  $5,000 $21,390.96 

12/31/2000  $962.59  $22,353.55 

12/31/2000 19  $5,000 $27,353.55 

12/31/2001  $1,230.91  $28,584.46 

12/31/2001 20  $5,000 $33,584.46 

12/31/2002  $1,511.30  $35,095.76 

12/31/2002 21  $5,000 $40,095.76 

12/31/2003  $1,804.31   $41,900.07 

12/31/2003 22  $5,000 $46,900.07 

12/31/2004  $2,110.50   $49,010.57 

12/31/2004 23  $5,000 $54,010.57 

12/31/2005  $2,430.48   $56,441.05 

12/31/2005 24  $5,000 $61,441.05 

12/31/2006  $2,764.85  $64,205.89 

12/31/2006 25  $5,000 $69,205.89 

12/31/2007  $3,114.27  $72.320.16 

12/31/2007 26  $5,000 $77,320.16 

12/31/2008  $3,479.41  $80,779.57 

12/31/2008 27  $5,000 $85,799.57 

12/31/2009  $3,860.98  $89,660.55 

12/31/2009 28  $5,000 $94,660.55 

12/31/2010  $4,259.72  $98,920.27 

12/31/2010 29  $5,000 $103,920.27 

12/31/2011  $4,676.41  $108,596.68 

12/31/2011 30  $5,000 $113,596.68 

12/31/2012  $5,111.85  $118,708.53 

12/31/2012 31  $5,000 $123,708.53 
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Year Joe’s Years of 
Service (YOS) 

4.5% Interest New 
Allocation 

Joe’s Balance 

6/1/2013 

Joe retires 

  $5,000 $128,708.53 

Allotment for over 25 years of 
service 

  $7,500 $136,208.53 

Additional $1,000/years of 
service > 15 YOS 

  $17,000 $153,208.53 

Joe’s beginning account 
balance at retirement 

   $153,208.53 

 

By the time he retires in 2013, Joe has a RMSA balance of $153,208.53 to use for his retiree medical premiums 
until the account is depleted. In this example, Joe uses $5,000 of his RMSA in 2013, the year he retires: 

Year Joe’s Years of 
Service (YOS) 

4.5% Interest Drawdown Joe’s Balance 

12/31/2013   <$5,000>* $148,208.53 

Interest  $6,669.38  $154,877.92 
* Drawdown figure is for example only and does not represent an actual projection. 

In this case, even though Joe used $5,000 from his account in 2013, his account is worth more at the end of 
2013 than it was on his retirement date — $154,877.92 on December 31, 2013, compared to $153,208.53 on 
June 1, 2013. That’s because Joe’s RMSA helped pay for seven months of retiree medical premiums during his 
first year of retirement, and at the same time, PG&E continued to credit Joe’s account with annual interest to help 
counterbalance rising medical premium costs. 

Jane’s RMSA 
Jane’s initial RMSA balance will be $128,707.53, equal to Joe’s $5,000 annual allotment and accrued interest 
through 2012, plus the final $5,000 allotted on Joe’s retirement date. In this example, Jane spends $5,000 of her 
RMSA in 2013, the year Joe retires: 

Year Joe’s Years of 
Service (YOS) 

4.5% Interest Drawdown Joe’s Balance 

12/31/2012 (year before Joe 
retires) 

31   $123,708.53 

6/1/2013 (Joe retires) 

2013 Allotment: $5,000 

   $128,708.53 

Jane’s beginning account 
balance when Joe retires 

   $128,708.53 

12/31/2013   <$5,000>* $123,708.53 

Interest  $5,566.88  $129,275.42 
* Drawdown figure is for example only and does not represent an actual projection. 

Using Your RMSA Balance During Retirement  

Each year, the RMSA will pay a monthly percentage of your retiree medical premium costs until your account is 
depleted. At that point, you pay 100 percent of the premium cost. The percentage the RMSA will pay depends on 
what year it is. 
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 In 2013, the RMSA will pay 61 percent of the cost of non-Medicare retiree medical coverage and 31 percent 
of the cost of Medicare retiree medical coverage. 

The percentage the RMSA will pay decreases over the next few years until: 

 2016, when it will remain at 55 percent for non-Medicare retirees 

 2014, when it will remain at 30 percent for Medicare retirees 

The RMSA payment percentage will stay at these levels in future years. 

Although the payment percentage initially decreases, the actual dollar amount paid by the RMSA is likely to 
increase as medical inflation increases. 

Here’s how the payment percentage decreases over time: 

Year Non-Medicare Retirees and 
Spouses/Registered Domestic Partners 

Medicare Retirees and Spouses/Registered 
Domestic Partners 

 The RMSA will pay this percentage of retiree medical premiums: 

2013 61% 31% 

2014 59% 30% 

2015 57% 30% 

2016 55% 30% 

2017 55% 30% 

2018 55% 30% 
 

You will be responsible for paying the balance of the monthly premium after your RMSA has been applied. For 
example, let’s say you retire in 2013 and you and your spouse are not on Medicare. You elect the Network Access 
Plan (NAP) for you and your spouse: 

If the total monthly premium for 2013 is: $2,513.89 

Your RMSA will pay this amount (61% of the premium): $1,533.47 

You will pay this amount out of pocket: $980.42 
 

To estimate how much you and PG&E may pay for your retiree medical coverage when you plan to retire, access 
the Retiree Medical Estimator by logging onto the PG&E@Work For Me intranet site or https://myportal.pge.com on 
the Internet. Click on “About Me” then “My Retirement” to find the Estimator.  

The Retiree Medical Estimator does not take into account coverage for children or special situations such as 
breaks in service or early Medicare eligibility. Contact the HR Service Center to have an estimate run if one of 
these exceptions applies to you. 

For additional information about the Retiree Medical Plan, see the Summary of Benefits Handbook for Retirees 
and Surviving Spouses in the Benefit Plan Documents section of the PG&E@Work intranet. 

If Both You and Your Spouse are PG&E Employees 

An employee can only have one RMSA. You can have either a retiree RMSA or a spousal RMSA, but not both: 

 If you’re working and your spouse is retired, your spouse can be covered as a dependent under your active 
employee plan and defer using his or her PG&E-sponsored retiree medical coverage until you retire. Typically, 
this is the most cost effective choice. Your spouse’s RMSA will not start paying benefits until your spouse 
enrolls for retiree medical coverage.  

Last Updated March 26, 2014



Health Care Participation 

74 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

 When you retire and you both need to start using PG&E-sponsored retiree medical coverage, you’ll have a 
choice: 

 You each can choose to have your own, individual retiree RMSAs. In this case, you each would need to 
elect your own retiree medical plan coverage as primary retirees. Neither you nor your spouse would be 
enrolled as dependents under the other’s retiree medical plan. If you each choose your own retiree RMSAs, 
then your separate RMSA balances will be calculated based on each of your individual employment 
records. 
 
OR 

 One of you can make a one-time, irrevocable election to receive a spousal RMSA instead of a retiree 
RMSA. Whoever elects the spousal RMSA will be covered as a dependent under the primary retiree’s 
medical plan. If the primary retiree dies, the dependent spouse with the spousal RMSA will be subject to 
the provisions applicable to surviving spouses. 

 If one of you elects a spousal RMSA instead of a separate retiree RMSA, then the spousal RMSA will be 
subject to the rules governing all other spousal RMSAs.  

Your spouse or registered domestic partner’s RMSA will end when his or her account is depleted. In addition, 
your spouse or registered domestic partner’s RMSA will end if you divorce or terminate your registered 
domestic partnership, or after your death, when he or she: 

 Becomes eligible for Medicare; 

 Remarries or enters into a registered domestic partnership;  

 Becomes eligible for other employer-sponsored medical coverage; or  

 Chooses to decline PG&E-sponsored medical coverage.  

PG&E will continue to credit the account with 4.5 percent annual interest until the account ends. Eligible 
Medicare spouses and Medicare registered domestic partners must pay the full cost of PG&E-sponsored 
medical coverage for themselves and for their enrolled children. 

Enrollment and When Coverage Begins 
Retirees 
If you are eligible for retiree medical coverage when you retire, you can choose from a number of PG&E-
sponsored medical plans based on your Zip code, change to another medical plan, add or drop dependents, or 
waive coverage with PG&E. The HR Service Center will notify you of the plan(s) for which you are eligible. If the HR 
Service Center does not receive your retiree medical election form within 31 days after your retirement date, your 
medical coverage will be canceled as of your retirement date. You can re-enroll only during an Open Enrollment 
period. To enroll during Open Enrollment, you must notify the HR Service Center of your intent to re-enroll by 
September 1 of the year prior to January 1 of the year in which you want to enroll for coverage. 

If you participated in the Health Account Plan (HAP) as an active employee up until you retired, you will continue 
to have access to any credits remaining in your Health Account into retirement. However, if you do not want to 
continue your Health Account during your retirement, you may decline further participation by calling the HR 
Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Surviving Dependents 
If you are a covered surviving spouse, registered domestic partner, or child of a deceased PG&E employee or 
Retiree, you may elect to continue PG&E-sponsored medical coverage, provided you pay the required premiums 
on a timely basis. The HR Service Center will notify you about plan premiums and options. If the HR Service 
Center does not receive your election form within 31 days, your medical coverage will be canceled and you will no 
longer be eligible for medical coverage through PG&E. Surviving spouses, domestic partners and children who get 
married, establish a registered domestic partnership, or have other medical coverage (except Medicare) are not 
eligible for Survivor Medical Benefits. 

Last Updated March 26, 2014



Health Care Participation 

Benefits Effective January 1, 2013 75 
For retirees and their eligible survivors 

A Surviving Dependent’s coverage begins the month after the death of the Retiree or employee. Required 
monthly premium contributions will change because the Company does not contribute toward the cost of 
Surviving Dependent medical coverage, except through “inherited” RMSA account balances. 

Eligible Dependents 
Your eligible dependents’ coverage will begin at the same time your coverage begins, provided you have enrolled 
them. If you add dependents during an Open Enrollment period, coverage for these dependents will begin on 
January 1 of the subsequent calendar year. If you add dependents due to an eligible change-in-status, the onset 
of your dependents’ coverage depends on when you enroll them, as described under “Mid-Year Health Care 
Enrollment Changes” on page 76. 

Changing Your Coverage 
In general, you may not change your health care benefits except during the annual Open Enrollment period. 
However, if you are currently enrolled for health care coverage, you may be able to change your coverage if you: 

 Want to disenroll from a Medicare HMO or 

 Experience a qualifying change-in-status event, such as getting married or divorced, having or adopting a child, 
or moving to an area where your chosen plan is not available. 

Open Enrollment 
You will have the opportunity to change medical coverage options each fall during the annual Open Enrollment 
period. You may also delete or add eligible dependents at this time. (Remember, Ineligible Dependents must be 
deleted as soon as they first lose eligibility.) 

Be sure to read the materials in your Open Enrollment package which will be sent to your home shortly before the 
annual period. The package contains important information about plan benefit and premium changes for the 
upcoming year. To make changes, follow the enrollment instructions in your package. Any coverage elections you 
make during the annual Open Enrollment period will become effective the following January 1. 

Once you enroll, your medical plan elections and dependent coverage stay in effect for the entire calendar year. 
After the Open Enrollment period, you may not make changes to your coverage before the next Open Enrollment 
period unless: 

 you have a change-in-status; 

 you move out of your medical plan’s service area; or 

 you want to disenroll from a Medicare HMO. 

See “Mid-Year Health Care Enrollment Changes” on page 76 for more information. 

If you do not enroll during the annual Open Enrollment period, your current medical plan elections and dependent 
coverage will continue into the following year, provided you pay the required premium contributions. Please 
remember that premium contributions change annually. 

Note: If you or a covered dependent are currently enrolled in a Medicare Advantage Plan (including Seniority Plus) 
and you wish to change to a different type of medical plan (for example CAP, ROP, MSP, or a Medicare COB 
HMO), you must complete a Medicare HMO Disenrollment form. (Also see “Medical Benefits for Medicare-Eligible 
Members” in the introduction to the Medical Coverage section.) This is a mandatory step in the disenrollment 
process and is necessary to ensure you receive maximum benefits and avoid unpaid claims after you switch 
plans. After electing to change plans, you will be sent a disenrollment form specific to the Medicare Advantage 
Plan in which you are currently enrolled. This form must be quickly completed and returned to the HR Service 
Center within a specified time frame in order for your plan change to become effective and for you to receive full 
benefits. 
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Mid-Year Health Care Enrollment Changes 
You may NOT make changes between Open Enrollment periods unless you have an eligible change-in-status 
event, as described below, or you want to disenroll from a Medicare HMO. 

Change-in-Status Events 

If you are enrolled and have a change-in-status event as described in this subsection, you may make changes in 
your benefits coverage that are generally consistent with your change-in-status event. For example, if you get 
divorced, you must disenroll your ex-spouse; however, you may not add other dependents or change plans. 

Some change-in-status events are listed in the following chart. Also see: Birth or Adoption Change-In-Status 
Provisions, Move Out of HMO Service Area, and Disenrollment From a Medicare HMO. 

Change-in-Status Events 
 Marriage or the establishment of a registered domestic partnership (for Retirees only). 

 Divorce (must be final), annulment, final legal separation, or the termination of a registered domestic 
partnership. Please note that you cannot cover your ex-spouse, common-law spouse, or legally-separated 
spouse or former domestic partner on your Company-sponsored health care plans even if a court orders you to 
provide coverage. 

 Birth or adoption of a child, or your court-ordered appointment of legal guardianship for a child. 

 Your dependent child loses or regains eligibility. 

 Your child or your registered domestic partner’s child reaches the Plan’s age limit, gets married, or enters the 
military. 

 You or your dependent becoming Medicare- or Medicaid-eligible. 

 The death of your spouse/registered domestic partner or dependent child. 

 A move out of your medical plan’s service area (applies to change of medical plan only). 

 The following additional change-in-status events apply to Retirees only when the retiree is already enrolled 
and the retiree’s spouse or domestic partner has a change to or from full-time or part-time employment or 
takes an unpaid leave of absence: 

 A change to or from full-time or part-time employment by your spouse/registered domestic partner or 
dependent, if health plan eligibility is affected. 

 An unpaid leave of absence taken by your spouse/registered domestic partner that significantly impacts 
the cost of your health care coverage. 

Call the HR Service Center within 31 days of any change-in-status event (180 days for births or adoptions, with 
the exception of Kaiser Senior Advantage HMO plan, in which you only have 60 days to notify them) which may 
affect your benefits. Written documentation may be requested. If notification is not made in a timely manner, you 
will not be able to add dependents. Provided you notify the HR Service Center within 31 days of any 
change-in-status event (180 days for births or adoptions, with the exception of Kaiser Senior Advantage HMO plan 
in which you only have 60 days to notify them), the change in coverage for all newly-enrolled dependents will take 
effect: 

 on the date of birth of your newborn or newly-adopted child(ren), 

 on the date you assume physical custody or financial responsibility for an adopted child, or 

 on the first day of the month following notification of your change-in-status event for all other status changes. 

Birth or Adoption Change-in-Status Provision 
Under the Anthem Blue Cross-administered plans, you must notify the HR Service Center of your child’s birth or 
adoption within 180 days, or your newborn or newly-adopted child’s coverage will terminate on the 180th day. No 
late enrollments will be accepted. 
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Under the HMO plans, you must notify the HR Service Center within 180 days of your child’s birth or adoption, 
with the exception of Kaiser Senior Advantage HMO plan, in which you only have 60 days to notify them. If you do 
not, your newborn or newly-adopted child’s medical expenses will not be covered from the date of birth or 
adoption. Please check with your HMO for more details on coverage for newborn and newly-adopted children. No 
late enrollments will be accepted. 

To avoid the possibility of uncovered expenses, you must enroll your newborn or adopted child promptly by 
notifying the HR Service Center within 180 days for births or adoptions, with the exception of Kaiser Senior 
Advantage HMO plan, in which you only have 60 days to notify them. 

Move Out of the Service Area 
If you move out of your plan’s service area, you must re-enroll in a different medical plan. You may select from 
any available carriers in the new area based on your ZIP Code. Be sure to notify the HR Service Center of your 
change of address within 31 days of your move. If you notify the HR Service Center of your move within 31 days, 
enrollment in your new medical plan will take effect on the first day of the month following your notification. If 
you do not notify the HR Service Center within 31 days, you may not be eligible for services under your health 
plan, or you may receive lower benefits. 

If you are currently enrolled in an Anthem Blue Cross-administered plan that bases eligibility on your home ZIP 
Code and you subsequently move your residence out of that ZIP Code, you will automatically be enrolled in the 
appropriate Anthem Blue Cross-administered plan for your new home ZIP Code. For instance, if you live in the San 
Francisco Bay Area and are enrolled in NAP and you subsequently move to a state where NAP is not offered, you 
will be enrolled in CAP. 

Cancelling Coverage 
Retirees who cancel medical plan coverage on or after January 1, 2003, will be allowed to re-enroll in a Company-
sponsored medical plan during any subsequent Open Enrollment period. To initiate re-enrollment, you must call 
the HR Service Center at 415-972-7077 or toll-free at 800-700-0057 to request an Open Enrollment package no 
later than September 1 of the year prior to the year for which you want to re-enroll. An enrollment packet will be 
mailed to your home immediately prior to Open Enrollment. Any coverage you elect during Open Enrollment will 
be effective the following January 1. 

If you do not notify the HR Service Center by September 1, you will not be able to re-enroll for the upcoming year 
even if you lose other coverage. 

Retirees who dropped Company-sponsored Retiree Medical Plan coverage prior to January 1, 2003, are not 
eligible to re-enroll for Company-sponsored medical plan coverage. 

Please Note: Surviving Dependents who cancel medical plan coverage will not be able to enroll in a Company -
sponsored medical plan again at any time in the future. 

Timeline for Enrollment 
The following chart lists the time frames within which you must enroll for various types of events, and the 
consequences of not meeting these time frames. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Annual Open Enrollment 

Annual Open Enrollment If eligible, you may add or delete 
yourself and any eligible 
dependents within the 
designated annual period. 

Your current benefit plan elections (if the 
plans are available) and dependent coverage 
will continue into the following year, 
provided you pay the required premiums, if 
any. 

Change-in-Status Events 

Changes are effective the first day of the month following timely notification, except for birth or adoption of a 
child.  

Marriage or Establishment of 
a Registered Domestic 
Partnership (Retirees Only) 

You may add yourself or eligible 
dependents within 31 days of 
marriage or establishment of a 
registered domestic partnership. 

You will not be able to enroll in or add 
Eligible Dependents to your medical plan 
until the next Open Enrollment period, 
unless you have another change-in-status 
event.  

Dissolution of marriage 

(including legal separation, 
final divorce or annulment), 
or Termination of a 
Registered Domestic 
Partnership (RETIREES ONLY) 

You must drop your ex-spouse, 
domestic partner, stepchildren, 
and any other former 
dependents within 31 days of 
final decree or termination of a 
registered domestic partnership. 
You may also drop other 
dependents. 

If you cover an Ineligible Dependent, you will 
be required to pay the Company an amount 
equal to the portion of the cost of the 
insured or HMO premiums attributable to 
the ineligible dependent (or the self-insured 
premium equivalents) for the period of time 
during which an Ineligible Dependent is 
enrolled, up to a maximum of two years of 
premiums or premium equivalents. Retirees 
who refuse to make restitution or who 
default on an agreement to repay the 
Company will be subject to permanent 
cancellation of medical plan coverage 
through Pacific Gas and Electric Company. 

Birth or Adoption of Child You may add your spouse, the 
newborn or adopted child, and 
other eligible dependents within 
180 days for births or adoptions, 
with the exception of Kaiser 
Senior Advantage HMO plan, in 
which you only have 60 days to 
notify them (assumption of 
physical custody or financial 
responsibility). 

Anthem Blue Cross - Administered Plans 

Your newborn or newly-adopted child’s 
medical coverage will terminate on the 
180th day. You must wait for the next Open 
Enrollment period to enroll your newborn or 
newly-adopted child or other eligible 
dependents in your medical plan if you miss 
the 180-day deadline, unless you have 
another change-in-status event.  

HMOs 

Your newborn or newly-adopted child’s 
medical expenses will not be covered from 
the date of birth or adoption. You must wait 
for the next Open Enrollment period to enroll 
your newborn or newly-adopted child or 
other eligible dependents in your medical 
plan if you miss the 180-day deadline unless 
you have another change-in-status event. 
Check with your HMO for more details on 
coverage for newborn and newly-adopted 
children. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Appointment of Legal 
Guardianship 

You may add legal ward within 
31 days of appointment of legal 
guardianship. 

You will not be able to enroll Eligible 
Dependents in the medical plan until the 
next Open Enrollment period unless you 
have another change–in-status event and 
the change is consistent with the event.  

Dropping Enrollment Due to 
Death of Dependent 

You must drop enrollment within 
31 days of your dependent‘s 
death. 

If you cover Ineligible Dependents, you will 
be required to pay the Company an amount 
equal to the portion of insured premiums (or 
the self-insured premium equivalents) 
attributable to the ineligible dependent for 
the period of time during which an Ineligible 
Dependent is enrolled, up to a maximum of 
two years of premiums or premium 
equivalents. Retirees and Surviving 
Dependents that refuse to make restitution 
or who default on an agreement to repay the 
Company will be subject to permanent 
cancellation of medical plan coverage 
through Pacific Gas and Electric Company. 

Dropping Enrollment Due to 
Dependent’s Loss of Eligibility 

You must drop enrollment within 
31 days of your dependent‘s loss 
of eligibility. 

If you cover Ineligible Dependents, you will 
be required to pay the Company an amount 
equal to the insured premiums (or the self-
insured premium equivalents) for the period 
of time during which an Ineligible Dependent 
is enrolled, up to a maximum of two years of 
premiums or premium equivalents. Retirees 
and Surviving Dependents that refuse to 
make restitution or who default on an 
agreement to repay the Company will be 
subject to permanent cancellation of 
medical plan coverage through Pacific Gas 
and Electric Company. 

Dependent Regains Eligibility You may add a dependent within 
31 days of the date on which 
your dependent regains 
eligibility. 

You will not be able to enroll in or add 
Eligible Dependents to the medical plan until 
the next Open Enrollment period unless you 
have another change-in-status event and the 
change is consistent with the event. 

Start or End of 
Spouse’s/Registered 
Domestic Partner’s 
Employment (Retirees Only) 

You may add or drop your 
spouse/registered domestic 
partner within 31 days of the 
start/end of spouse‘s/ registered 
domestic partner’s employment. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event.  

You or your Spouse/ 
Registered Domestic Partner 
Changes from Full-Time to 
Part-Time Employment or 
Vice Versa (Retirees Only) 

You may add or drop your 
spouse/registered domestic 
partner and other Eligible 
Dependents within 31 days of 
change. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event.  

Spouse/Registered Domestic 
Partner Has Significant 
Change of Health Coverage at 
Place of Employment 
(Retirees Only) 

You may add or drop yourself, 
your spouse/registered domestic 
partner, and other dependents as 
consistent with the change 
within 31 days of change. 

You will not be able to make any changes 
until the next annual Open Enrollment period 
unless you have another change-in-status 
event and the change is consistent with the 
event. 
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Type of Enrollment Time Frame Consequence of Not Meeting Time Frame 

Move out of HMO Area You must change plans within 31 
days of move or the date in 
which your enrolled child begins 
school outside of the service 
territory. 

You or your child may not be eligible for 
services under your medical plan, or you 
may receive lower benefits. 

Contact the Member Services of the plan you 
are enrolled for information of services for 
dependent students who are away from 
home. 

 

If You Have Other Coverage 
It’s possible that your family is covered by more than one health care plan. Your health care plans sponsored by 
the Company coordinate with any other group health plans for which you are eligible. This process of integrating 
benefits among two or more plans is called coordination of benefits and applies to most of the health care plans, 
including each Health Maintenance Organization (HMO). Be sure to contact your health plan to determine if and 
when it will coordinate benefits. 

For most plans except the Mental Health and Substance Abuse Program, if you have more than one group health 
plan, combined payments under all plans will be provided up to, but not more than, 100% of allowed charges for 
covered services. Under the Mental Health and Substance Abuse Program, combined payments under all plans 
will be provided up to, but not more than, the benefits you would receive under this Program alone. 

If you are eligible for health care benefits under more than one plan, you should file claims under all the plans for 
which you qualify. 

Here’s how coordination of benefits works: 

 One plan will pay benefits first. This is called the primary plan. 

 Then, the other plans for which you qualify — the secondary plans — will pay benefits toward covered expenses 
left over, if any, after the primary plan pays. 

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

Claims should be filed with the primary plan first, then with any secondary plans. 

In order to coordinate benefit claim payments, the Claims Administrator needs to obtain certain information 
either from you or other covered dependents or from other health plan insurers or claims administrators. The 
Claims Administrator will also need to provide the other health plan insurers or claims administrators with 
information about you and your dependents’ benefit claims. By participating in a Company-sponsored plan, you 
and your dependents are consenting to cooperate in providing necessary information to the health plan insurers 
and claims administrators and are consenting to having necessary information released so that all involved 
claims administrators or health plan insurers can properly coordinate benefits. The claims administrators and 
health plan insurers coordinate benefits according to the National Association of Insurance Commissioners’ 
(NAIC) guidelines. 

Which Plan Is Primary for You? 
Here are some guidelines to help you determine which plan is primary: 

 A plan that covers you as an employee will pay before a plan that covers you as a dependent. 

 A plan that covers you as an active employee will pay before a plan that covers you as a retired or laid-off 
employee. 

 A plan without a coordination of benefits provision will pay benefits before a plan with such a provision. 

If none of these rules applies, the plan that has covered you the longest will pay benefits first. 
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Which Plan Is Primary for Your Children? 
Here are some guidelines to help you determine which plan is primary for your children: 

 A plan without a coordination of benefits provision will pay benefits before a plan with such a provision. 

 Where each plan has coordination of benefits, the following rules apply: 

For Married Parents or Registered Domestic Partners 
In general, the primary plan for your children is determined using the “birthday rule.” This means the plan 
covering the parent whose birthday occurs first in the year is primary and will pay benefits first. For example, if 
your birthday is on January 15th and your spouse’s/registered domestic partner’s birthday is on June 10th, your 
plan pays benefits for your children first. 

For Separated or Divorced Parents 
Follow the rules outlined here, unless the court has specified which parent is responsible for coverage. If a child’s 
parents are divorced or legally separated, claims should be submitted first to the plan of the parent who has 
custody, provided the dependent is eligible under that plan. If that parent has remarried, claims should be 
submitted next to the plan covering the stepparent — the spouse of the parent with custody — provided the 
dependent is eligible under the plan. Claims should be submitted last to the plan covering the parent without 
custody, provided the dependent is eligible under that plan. 

If none of these rules applies, in most cases the plan that has covered your dependent(s) the longest will pay 
benefits first. 

Coordination with Medicare 

Medicare Parts A and B 
For most individuals, Medicare Parts A, B and D benefits currently become available at the beginning of the 
month in which a person reaches age 65, whether or not he or she is retired. Medicare Parts A, B and D benefits 
usually become available to individuals before age 65 if the individual has received Social Security disability 
benefits for two years, or if the individual has chronic kidney disease. 

If you or one of your covered dependents becomes entitled to Medicare due to age or disability while you are an 
active employee, the benefits of your Company-sponsored medical plan will be paid before Medicare Parts A and 
B benefits, except for individuals who are entitled to Medicare due to chronic kidney disease (End Stage Renal 
Disease, or ESRD), your Company-sponsored medical plan will pay benefits before Medicare for the first 30 
months of Medicare entitlement. After 30 months, Medicare Part A and Part B will become the primary payer and 
the Company-sponsored plan will become the secondary payer. Please notify Anthem Blue Cross or your HMO as 
soon as ESRD is diagnosed. 

Medicare Reduction Applies Even If You Have Not Enrolled 
If you or a covered dependent fall into one or both of the exceptions listed, that individual must apply for and 
enroll in Medicare Parts A and B. The Company-sponsored medical plan’s level of benefit coverage will not 
change but, because Medicare is the primary payer, the Company-sponsored plans will reduce its payment by the 
amount Medicare pays or should have paid had the individual enrolled for Parts A and B. Therefore, if you do not 
enroll in Medicare when eligible, you will be responsible for the portion of claims Medicare would have paid. The 
Company will reimburse the Standard Medicare Part B premium each month to eligible disabled retirees and up 
to two disabled dependents who are under age 65, enrolled in Medicare Parts A and B, and enrolled in a PG&E-
sponsored medical plan. If you are 65 or over you will receive a $15 monthly Medicare credit. You must notify the 
HR Service Center and provide a copy of your Medicare card showing Part A and B effective dates to qualify and 
initiate the monthly reimbursement. 
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If you’re under age 65 and you believe you or any of your dependents qualify for Social Security due to disability, 
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 retirees or dependents. 

Medicare Part D — Prescription Drug Benefits Provided through PG&E-Sponsored 
Medical Plans 
Retirees and/or their dependents who are eligible for Medicare may not elect to enroll in Medicare’s prescription 
drug benefits outside the Company — known as Medicare Part D Plans — and continue coverage under a 
Company-sponsored medical plan. The Company-sponsored medical plans all provide a prescription drug benefit 
equal to or better than Medicare’s basic Part D benefit. Enrolling in a Medicare Part D Plan outside of the 
Company will result in your losing all medical and prescription drug coverage under the Company-sponsored 
plans. Every year, the Company provides a Creditable Coverage notice to all medical plan participants. The notice 
attests that the Company-sponsored medical plans’ prescription drug benefits are actuarially equal to or better 
than the Medicare Part D basic benefit. You should keep the notice because it provides protection against 
Medicare Part D late enrollment penalties should you at some time in the future drop Company-sponsored 
medical plan coverage and enroll in a Medicare Part D Plan. For a copy of the notice or additional information, 
you can contact the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Reductions/Exclusions for Duplicate Coverage 
If you are entitled to benefits from any of the following sources, plan benefits will be reduced by either the 
amount of actual benefits paid or the reasonable value of services provided by these sources: 

 Benefits provided under Title 18 of the Social Security Act (“Medicare”). Plan benefits will be paid less the 
amount paid under Medicare. 

 Benefits provided by any other federal, state or governmental agency, or by any county or other political 
subdivision, except for benefits from MediCal. 

 Benefits to which you are entitled under Workers’ Compensation or other similar laws. 

 Benefits provided under any other health care service plan or HMO. 

 Benefits provided under the extension of benefits provision of any group, blanket or franchise disability 
insurance policy, any other health care service plan, any HOSPITAL service plan, or any self-insured welfare 
benefit plan. 

Subrogation and Reimbursement  
Subrogation is the substitution of one person or entity in place of another with reference to a lawful claim, 
demand or right. The Plan will be subrogated to and shall succeed to all rights of recovery that you may have 
against a Third Party under any legal theory of any type for 100% of the benefits that the Plan provides to you or 
will provide to you. In addition to any subrogation rights and in consideration of the coverage provided by the 
Plan, the Plan also has an independent right to be reimbursed by you for 100% of the benefits the Plan provides 
to you or will provide to you.  

The Plan has the right to recover 100% of the payments made or to be made on your behalf when you, your heirs, 
assigns, representatives or estate recover money or have the right to recover money from any of the following 
sources. These sources are called “Third Parties”:  

 Any person or entity alleged to have caused you to suffer sickness, injuries or damages, or who caused or is 
responsible for the sickness, injuries or damages. 

 Any insurer or other indemnifier of any person or entity alleged to have caused or who caused the sickness, 
injuries or damages.  

 Your employer.  

 Any person or entity who is or may be obligated to provide health care benefits or payments to you, including 
health care benefits or payments for underinsured or uninsured motorist protection, no-fault or traditional 
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auto insurance, medical payment coverage (auto, homeowners or otherwise), Workers’ Compensation 
coverage, medical malpractice coverage, or coverage by other insurance carriers or third-party administrators.  

 Any person or entity that is liable for payment to you on any equitable or legal theory.  

The Plan may obtain recovery through subrogation, reimbursement, refunds of overpayments or through any 
other available legal theory. The right of recovery applies regardless of whether you have been fully compensated 
for your injuries or condition.  

You agree as follows:  

 That you will cooperate with the Plan and its Claims Administrators in a timely manner in protecting the Plan’s 
legal and equitable rights to subrogation and reimbursement, including, but not limited to:  

 notifying the Plan’s Claims Administrators in writing as soon as you learn that a Third Party may be liable 
for causing your need for health care benefits,  

 providing any relevant information requested by the Plan or its Claims Administrators,  

 signing and/or delivering such documents as the Plan or its Claims Administrators reasonably request to 
secure the subrogation and reimbursement claims,  

 responding to requests for information about any sickness, accident or injuries,  

 appearing at legal proceedings such as depositions and in court, and  

 obtaining the consent of the Plan or its Claims Administrators before releasing any party from liability of 
payment of health care expenses.  

 That failure to cooperate in this matter will be deemed a breach of contract, and as such the Plan has the 
right to terminate health care benefits and/or institute of legal action against you. If the Plan incurs attorney’s 
fees and costs in order to enforce its rights of subrogation and reimbursement, it has the right to recover 
those fees and costs from you. You will also be required to pay interest on any amounts you hold which should 
have been paid to the Plan, 

 That the Plan has the sole authority and discretion to resolve all disputes regarding the interpretation of the 
language of this Summary Plan Description.  

 That no court costs or attorneys’ fees may be deducted from our recovery without express written consent 
from the Plan or Claims Administrators; any so-called “Fund Doctrine” or “Common Fund Doctrine” or 
“Attorney’s Fund Doctrine” will not defeat this right, and the Plan is not required to participate in or pay court 
costs or attorneys’ fees to the attorney hired by you to pursue your damage/personal injury claim.  

 That regardless of whether you have been fully compensated or made whole, the Plan may collect from you 
the proceeds of any full or partial recovery that you or your legal representative obtain, whether in the form of 
a settlement (either before or after any determination of liability) or judgment no matter how those proceeds 
are captioned or characterized. The proceeds available for collection will include, but are not limited to, any 
and all amounts earmarked as economic, non-economic and punitive damages, whether in the form of 
settlements or judgments. No “collateral source” rule, any “Made-Whole Doctrine” or “Make-Whole Doctrine” 
claim of unjust enrichment, nor any other equitable limitation shall limit the Plan’s subrogation and 
reimbursement rights. 

 That the health care benefits paid by the Plan or its Claim Administrators may also be considered to be health 
care benefits advanced.  

 That you agree that if you receive any payment from any Third Party or an insurer as a result of an injury or 
illness, whether by settlement (either before or after any determination of liability), or judgment, you will serve 
as a constructive trustee over the funds, and failure to hold such funds in trust will be deemed as a breach of 
your duties hereunder.  

 That you or an authorized agent, such as your attorney, must hold any funds received from any Third Party 
that are due and owed to the Plan, as stated herein, separately and alone (e.g.in a separate bank account or 
in your attorney’s trust account), and failure to hold funds as such will be deemed as a breach of contract, and 
may result in the termination of health care benefits or the institution of legal action against you.  
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 That you will transfer title to the constructive trust to the Plan for all health care benefits that have been paid 
or will be paid as a result of your sickness, injury or illness.  

 That the Plan will be entitled to recover reasonable attorney fees from you that are incurred in collecting from 
you any funds held by you that you recovered from any Third Party.  

 That the Plan may offset from any future health care benefits otherwise allowed the value of health care 
benefits paid or advanced under this section to the extent not covered by the Plan.  

 That you will neither accept any settlement that does not fully compensate or reimburse the Plan without the 
written approval of the Plan or its Claims Administrators, nor will you do anything to prejudice the Plan’s rights 
under the provision.  

 That you will assign to the Plans all rights of recovery against Third Parties, to the extent of the reasonable 
value of services and health care benefits the Plan provided, plus reasonable costs of collection.  

 That the Plan’s rights will be considered as the first priority claim against Third Parties, including tortfeasors 
for whom you are seeking recovery, to be paid before any other of your claims are paid. Further, the first 
priority right to payment is superior to any and all claims, debts or liens asserted by any medical providers, 
including but not limited to hospitals or emergency treatment centers, that assert a right to payment from 
funds payable from or recovered from an allegedly responsible or responsible third party and/or insurance 
carrier,  

 The Plan’s subrogation and reimbursement rights apply to full and partial settlements or judgments or other 
recoveries paid or payable to you or your representative on your behalf no matter how those proceeds are 
captioned or characterized. Payments include, but are not limited to, economic, non-economic and punitive 
damages, whether in the form of settlements or judgments. The Plan is not required to help you to pursue 
your claim for damages or personal injuries and no court costs or attorneys’ fees may be deducted from our 
recovery without express written consent from the Plan or Claims Administrators; any so-called “Fund 
Doctrine” or “Common Fund Doctrine” or “Attorney’s Fund Doctrine” will not defeat this right, 

 That the Plan’s rights will not be reduced due to your own negligence.  

 That the Plan may, at its option, take necessary and appropriate action to preserve its rights under these 
subrogation and reimbursement provisions, including but not limited to providing or exchanging medical 
payment information with an insurer, the insurer’s legal representative or other third party, and/or filing suit in 
your name, which does not obligate the Plans in any way to pay you part of any recovery the Plans might 
obtain.  

 That the Plan shall not be obligated in any way to pursue this right independently or on your behalf.  

 That if the injury or condition giving rise to subrogation or reimbursement involves a minor child, this section 
also applies to the parents or guardian of the minor child.  

 That in the case of a wrongful death, this section also applies to your estate, personal representative of your 
estate, and your heirs, legatees or beneficiaries.  

 That if the injury or condition giving rise to subrogation or reimbursement involves the wrongful death of a 
Plan Participant, also called “member,” this section will apply to any personal representative of the Plan 
Participant.  

 If a third part causes or is alleged to have caused you to suffer a sickness, injury or damages while you are 
covered under the Plan, the provisions of this section will continue to apply, even after you are no longer 
covered, 

 The Plan and the Plan Administrator (or the Claims Administrators acting on their behalf) have the authority 
and discretion to resolve all disputes regarding the interpretation of the language contained in these 
provisions, and shall have the such powers and duties as are necessary to discharge their duties and 
functions, including the discretionary authority to (1) construe and enforce the terms of these subrogation and 
reimbursement provisions and rights, and (2) make determinations with respect to the subrogation amounts 
and reimbursements owed to the Plan. 
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When Coverage Ends 
For You 
Your health care coverage will continue until the end of the month in which: 

 you fail to pay your share of the cost of coverage. If you are billed monthly in advance, you will have no 
coverage for any month in which you fail to pay your share of the coverage cost; or 

 the Plan terminates. 

Also see “Extended Benefits When Coverage Ends” on page 85. 

For Your Dependents 
Your dependents’ coverage will end when your coverage ends, or on the last day of the month in which they no 
longer qualify as Eligible Dependents. If you become legally separated or divorced, or if your registered domestic 
partnership ends, the coverage of your former spouse/domestic partner and his or her children (including 
step-children, unless you have adopted them) will end on the last day of the month in which the legal separation, 
divorce or termination of domestic partnership becomes final. You may, however, continue to cover your 
domestic partner’s children if those children were born or adopted during the period of your registered 
partnership. You must notify the HR Service Center within 31 days of the effective date of divorce, legal 
separation, termination of a domestic partnership or a dependent’s loss of eligibility. Also see “Extended Benefits 
When Coverage Ends” on page 85. 

Continuing Coverage Under COBRA 
When coverage ends, you and your covered dependents may be eligible to continue your existing benefits under 
the COBRA Continuation Program or convert your medical coverage to an individual policy. Please see “COBRA 
and Conversion to an Individual Medical Policy” on page 86 for more information on continuing coverage that has 
ended. 

Extended Benefits When Coverage Ends 
(For the Anthem Blue Cross-Administered Plans and the Mental Health and Substance Abuse Coverage. Extended 
benefits are not offered by the HMO plans.) 

Hospitalization 
If you or a covered dependent is hospitalized at the time coverage ends, your Anthem Blue Cross-administered 
medical plan and the Mental Health and Substance Abuse Coverage will continue benefits for the same illness 
until the earlier of the following events: 

 You or your covered dependent has recovered sufficiently to be discharged from the hospital by your doctor; or 

 The maximum plan benefits have been paid. 

Disability 
If you or a covered dependent is “totally disabled” when your coverage ends, your Anthem Blue 
Cross-administered medical plan and the Mental Health and Substance Abuse Coverage will continue benefits for 
treatment of the disabling condition for up to 12 months. For purposes of the Anthem Blue Cross-administered 
plans and the Mental Health and Substance Abuse Coverage, in the case of a dependent, “totally disabled” 
means being unable to perform all the regular and customary activities for a person of that age. 

Benefits will end before the 12-month period if you or your dependent: 

 cease to be totally disabled; 

 fail to furnish satisfactory proof of continuing disability as required by the Plan; 
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 receive maximum benefits from the Plan; or 

 become covered for the disabling condition under any other group health plan. 

To be eligible for these extended benefits, your attending physician must certify the disability in writing and 
submit this statement within 90 days of the date on which coverage would otherwise end. Written proof of the 
continuing disability will be required every 90 days during the period for which extended benefits are available. 

COBRA and Conversion to an Individual Medical Policy 
When you terminated employment, a number of options were available for continuing your medical coverage. If 
you satisfy the eligibility requirements for coverage under the Company’s Retiree Medical Plan (see “Eligible 
Retirees” on page 60), you and your eligible dependent are eligible for medical coverage under the Company’s 
Retiree Medical Plan and for COBRA continuation coverage under the Health Care Plan for Active employees. This 
Summary of Benefits Handbook explains the options available to Retirees only. 

Although COBRA coverage must be offered to you and your dependents at termination of employment, most new 
retirees and their dependents opt for medical coverage through the Retiree Medical Plan for a number of 
reasons: Retiree Medical Plan coverage may continue for a longer period of time than COBRA coverage and the 
Company currently pays a portion of the premium for Retiree Medical Plan coverage. (For additional information, 
see Plan Amendment and Termination in the ERISA Information subsection of the Rules, Regulations & 
Administrative Information section of this Handbook.) Retirees and their eligible dependents who select COBRA 
continuation coverage must pay the entire premium for the coverage. 

Note: If you are not a retiree and you do not satisfy the eligibility requirements for the Retiree Medical Plan, then 
you and your dependents are offered COBRA coverage under the Health Care Plan for Active Employees followed 
by conversion of your medical coverage to an individual insurance policy. Your rights to COBRA coverage and 
individual conversion coverage are explained in the Summary of Benefits Handbook for Management and 
Administrative & Technical Employees or in the Summary of Benefits Handbook for Employees Represented by 
the IBEW, ESC, or SEIU. 

Dental and Vision Benefits After Retirement 
Dental and vision benefits are not available to any former employees under the Retiree Medical Plan. Your dental 
and vision coverage ended when you terminated employment, unless you or your eligible dependents elected to 
continue these benefits by electing COBRA continuation coverage for these benefits under the Health Plan for 
Active Employees. If you or your eligible dependents elected COBRA coverage, these benefits may extend for up 
to 18 months after your termination of employment. 

Your eligible dependents may be able to extend dental and/or vision benefits for up to 36 months from the date 
of your termination of employment if they elect COBRA coverage and, within 18 months of your retirement, your 
dependent becomes ineligible for coverage because of your death, divorce, legal separation, termination of 
domestic partnership or, in the case of dependent children, because they no longer meet the eligibility 
requirements for dependent coverage. 

More Information About COBRA 
You or your eligible dependents may obtain detailed information about COBRA coverage by contacting the 
Company’s HR Service Center at 415-972-7077 or toll-free at 800-700-0057. Or, you can send an e-mail to 
hrbenefitsquestions@exchange.pge.com. Please allow one business day for a response. 

Certificates of Creditable Coverage 
When you lose coverage under the Company Health Care Plan for Active Employees, you will receive a “certificate 
of creditable coverage”, even if you are eligible for immediate coverage under the Retiree Medical Plan. You will 
also receive a “certificate of creditable coverage” if you lose coverage under the Retiree Medical Plan. 

The certificate states the period of time that you were covered under the health plan, including any period of 
coverage through COBRA. Another group health plan or individual insurance carrier may request a copy of the 
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certificate and may reduce its pre-existing condition exclusion period, if you can establish that you had prior 
health care coverage that meets certain requirements. 

The Certificate of Creditable Coverage is sent to former Company health plan participants and beneficiaries by 
Ceridian CobraServ, the Company’s third-party COBRA administrator. Please keep a copy of the Certificate with 
your important documents. 

COBRA Coverage Under the Retiree Medical Plan 
There are situations in which your enrolled dependents or you may lose coverage under the Retiree Medical Plan. 
Your eligible enrolled dependents and you may be able to elect COBRA continuation coverage under the Retiree 
Medical Plan in certain situations. You and your dependents right to COBRA continuation coverage under the 
Retiree Medical Plan is described below. 

Eligibility of Dependents 
Continued medical coverage, known as COBRA coverage, may be available to your dependents who are enrolled 
in the Retiree Medical Plan if your dependent loses Retiree Medical Plan coverage for one of the following 
reasons, known as a “Qualifying Event”: 

 you and your spouse divorce or legally separate; 

 your dependent child no longer qualifies as an eligible dependent under the Retiree Medical Plan; or 

 you die. 

If your enrolled dependent elects COBRA coverage and pays the COBRA premiums, your dependent may continue 
Retiree Medical Plan coverage for up to 36 months from the date on which Retiree Medical Plan coverage would 
otherwise end. 

Each enrolled dependent who meets the definition of a qualified beneficiary is entitled to make separate 
elections regarding COBRA coverage. 

Qualified dependents must be covered under your plan at the time of the actual qualifying event. Dependents 
who are taken off your coverage prior to the event will have their right to continued health care coverage through 
COBRA jeopardized. In the case of divorce, you may be held financially responsible for providing health coverage 
for dependents dropped prematurely. 

Dependents who are dropped during the Open Enrollment process may not qualify for continued coverage under 
COBRA since these rights are only triggered by certain qualifying events and specific notification to the Company. 
If you drop a dependent during the Open Enrollment period and are not sure whether your dependent is eligible 
for COBRA due to a qualifying event, please contact the HR Service Center at 415-972-7077 or toll-free at 
800-700-0057. COBRA rights may be jeopardized if contact with the HR Service Center is not made within 60 
days of the qualifying event. 

Eligibility of Retirees 
A filing of a proceeding in bankruptcy under Title 11 of the United States Code can be a Qualifying Event. If a 
proceeding in bankruptcy is filed with respect to the company from which you retired, and that bankruptcy results 
in the loss of coverage of any retired employee within certain time periods, the retired employee and his or her 
covered dependents may become eligible for COBRA continuation coverage. 

Domestic Partners (Retirees only) 

Registered domestic partners and their children are not covered by COBRA. However, the Company extends the 
same type of coverage rights to registered domestic partners and their children which it would extend to qualified 
beneficiaries under COBRA. Qualifying events to obtain this COBRA-like coverage are the same as those for 
spouses and dependents under COBRA, including the dissolution of a registered domestic partnership. 
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Important Alternative to COBRA Coverage If You Die 
If you die, your eligible covered dependents have a choice of continuing their Retiree Medical Plan coverage 
under COBRA or under the Survivor Medical Benefits offered by the Company to Surviving Dependents of 
Company employees and retirees. See “Eligible Survivors of Retirees” on page 64. 

When COBRA Coverage Ends 
COBRA coverage will end at the expiration of the maximum COBRA period. COBRA coverage will end before the 
expiration of the maximum COBRA period if: 

 you or your dependents fail to pay the required premium when due (failure to meet COBRA’s payment 
deadline — even by a day — will end your COBRA coverage and you will not be able to re-enroll); 

 you or your dependents become covered under another group health plan which does not contain a pre-
existing condition limitation which would affect benefits for that individual; 

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

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

 the Company’s group health care plans are terminated. 

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

Cost of COBRA Continuation Coverage 
You and your dependents must pay the cost of COBRA coverage during the COBRA period, if you or your 
dependents elect COBRA coverage. You will pay 100% of the full premium, plus a 2% administrative charge. The 
Company will no longer contribute any amount toward the cost of your health care coverage. 

You must pay for COBRA coverage on a monthly basis. You must make your first payment within 45 days after 
the date on which you elect COBRA coverage. The first payment will include the cost of coverage retroactive to 
the first month in which your Company-sponsored coverage would otherwise end. Subsequent premiums are due 
the first of each month. Premiums cannot be deducted from your pension check. 

If payment is not received by the first of each month, your COBRA coverage is cancelled. You will have grace 
period of 30 days to pay your late premium. If you do not make your payment by the last day of the grace period, 
your COBRA coverage will not be reinstated. Please note that claims may not be paid until after you have made 
all COBRA payments that are due through the date on which the health care expense was incurred. 

How to Obtain COBRA Continuation Coverage 
If you get divorced or legally separated, or if your dependent child no longer qualifies as an eligible dependent 
under the plans, you must notify the HR Service Center within 60 days to request continued coverage through 
COBRA for your qualified beneficiaries. In the event you die, your enrolled dependents must notify the HR Service 
Center of our death within 60 days. (These events are referred to as “qualifying events”.) The Company will then 
advise the third-party COBRA administrator to provide your enrolled dependents with information regarding 
COBRA coverage, if your dependents are eligible. 

If your domestic partnership ends, the effective date of the qualifying event is the date on which your partnership 
no longer meets the criteria governing the initial registration of your relationship. You must notify the HR Service 
Center within 31 days to drop your former domestic partner and his or her children, if applicable. If you fail to 
notify the HR Service Center within 60 days of termination of your domestic partnership, continuation coverage 
for your former domestic partner and/or his or her children will be denied. 

When any of these events occurs and you notify the Company appropriately, Ceridian CobraServ, the Company’s 
third-party administrator, will send your dependents a COBRA enrollment package to their last known address, if 
they are eligible. The package will contain information about their rights under COBRA, including the required 
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COBRA forms to elect continuation coverage. It is important to note that your dependents do not have to show 
that they are insurable to elect COBRA coverage. 

The required COBRA forms must be completed and returned to Ceridian CobraServ within 60 days from the date 
on which the election forms are sent by Ceridian CobraServ. If you or your eligible dependents do not file the 
COBRA election forms within this 60-day period, COBRA rights will be forfeited and your group health coverage 
will end effective the last day of the month in which the qualifying event occurred. 

If you need to report the occurrence of a qualifying event or if you have any questions about whether or not a 
dependent is eligible for COBRA continuation coverage, contact the HR Service Center at 415-972-7077 or toll-
free at 800-700-0057. 

To obtain complete details of the terms and conditions of continued coverage through COBRA or to request the 
required COBRA forms to elect COBRA coverage, contact Ceridian CobraServ at 800-877-7994. 

The federal regulations that govern COBRA have established very specific timelines and enrollment requirements 
that must be followed in order to obtain COBRA continuation coverage. It is important that you and your covered 
eligible dependents read all the information that is received regarding COBRA continuation coverage. 

Appeals 
If you are not satisfied with the results of Ceridian’s review, you may formally appeal the decision in writing to the 
Plan Administrator. 

You have 90 days from the date on which you receive a determination from Ceridian to write to the Benefits 
Department and indicate that you are appealing Ceridian’s decision. You should include all relevant information 
in your appeal. To expedite processing, you should also include a HIPAA AUTHORIZATION FOR USE AND/OR 
DISCLOSURE OF PROTECTED HEALTH INFORMATION form. You can request a copy by calling the HR Service 
Center at 415-972-7077 or toll-free at 800-700-0057. 

Send your appeal to: 

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

The Benefits Department will review your appeal and will make a decision within 60 days of the date on which 
the appeal is received (non-receipt of the HIPAA Authorization may delay your appeal). There may be special 
circumstances where an extension of up to 90 days may be required. You will be notified if the Benefits 
Department determines that an extension is necessary. 

If the Benefits Department denies your claim, you will receive a written response that will include: 

 the reason(s) for the denial; 

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

 an explanation of additional appeals procedures. 

You may then have your appeal reviewed by the Employee Benefit Appeals Committee (EBAC). You must submit 
a new appeal in writing stating the reason(s) for your appeal and enclosing all relevant documentation and 
information that support your appeal. Unless there are special circumstances where an extension of up to an 
additional 90 days may be required, you shall receive EBAC’s decision within 90 days of EBAC’s receipt of the 
appeal. 

Send your appeal to: 

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

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

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

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

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

 an explanation of any voluntary appeal procedures offered by the Plan and your right to obtain information 
about such procedures; and 

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

Conversion to an Individual Medical Policy 

Individual Conversion Policy 
You or your enrolled dependents may be eligible to convert your group medical plan coverage to an individual 
insurance policy, at your own expense, once your COBRA coverage is exhausted. This is called the conversion 
privilege. The benefits provided under the converted medical policy, however, may be different than those 
provided by the Company-sponsored medical plan. 

The dental and vision plans do not offer conversion to individual policies. 

The conversion privilege may be available to your dependents in the following instances: 

 when your dependent child no longer qualifies as an eligible dependent under the Company’s plans; 

 when you and your spouse divorce or legally separate; 

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

 when you die and your surviving spouse/registered domestic partner and/or dependent child(ren) were 
covered before your death, and they do not continue Retiree Medical Plan coverage through the Company’s 
Survivor Medical Benefits or through COBRA continuation coverage. 

Your spouse/registered domestic partner and/or dependent children do not have to show that they are insurable 
to exercise the conversion privilege. It is important to note, however, that the individual policy offered by the 
medical plan carrier through the conversion privilege may provide different benefit coverage than that which your 
dependents had under the Company-sponsored medical plan or that which they had through COBRA, if eligible. 
The cost of a converted medical policy may also be considerably higher than Survivor Medical Benefits or COBRA 
continuation coverage. Purchasing conversion coverage may also limit your right to purchase a HIPAA conversion 
plan. 

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

HIPAA Conversion Plan 
You and your dependents may have the right to apply for a HIPAA Guaranteed Issue Individual plan after your 
COBRA coverage is exhausted. 

If you or your dependent is an HMO member, contact the HMO for application materials, cost or additional 
information at least 60 days before COBRA coverage terminates. 

If you or your dependent is an Anthem Blue Cross member, contact Anthem Blue Cross for application materials, 
cost or addition information at least 60 days before COBRA coverage terminates. 
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If Eligibility Is Denied 
To participate in a benefit plan, you and your dependents must meet the eligibility requirements and enroll or 
change your enrollment in the time frames specified by the plan. Before filing an eligibility appeal, you may call 
the HR Service Center first to see if the eligibility issue can be resolved informally. 

If you are not satisfied with the outcome of your contact with the HR Service Center, you may file an eligibility 
appeal with the Plan Administrator by writing to: 

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

If the Benefits Department denies your appeal, you will receive written notice of the denial within 60 days of 
receipt of the initial appeal unless, due to special circumstances, an additional 60 days is required. Such 
notification will set forth: 

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

 a reference to the Plan provisions which apply to the denial; 

 a description of any additional material or information necessary for a participant or beneficiary to perfect the 
appeal and an explanation of why such material or information is necessary; and 

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

Eligibility Appeals 
If you are not satisfied with the Benefit Department’s decision, you may then submit a written appeal for review 
(within 60 days of receiving the Benefits Department’s notice of denial) to the Employee Benefit Appeals 
Committee (EBAC), the final adjudicator in the appeals process, stating the reasons for your appeal and enclosing 
all documentation and any additional information to support your appeal. 

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

Send your appeal to: 

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

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

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

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

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

 a statement that you are entitled to receive, upon request and free of charge, reasonable access to, and 
copies of, all documents, records and other information relevant to your claim for benefits. 
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Medical Coverage 
This section describes the medical plans that are offered to eligible retirees and surviving dependents, as well 
features of those plans such as prescription drug coverage and mental health and substance abuse coverage. 

PG&E offers several self-funded plans that are administered by Anthem Blue Cross. Self-funded means that 
rather than paying insurance premiums to an insurer, PG&E engages a third-party to administer these plans and 
provides the administrator with funds from PG&E’s Retiree Medical Plan trust to pay the actual claims incurred. 

HMOs and EPOs are insured plans that are only offered in specific locations. The EPO is offered to non-Medicare-
eligible members only, and separate HMO plans are offered for Medicare-eligible and non-Medicare members. 

You may also decline PG&E-sponsored medical coverage. If you are a Retiree and decline medical coverage on or 
after January 1, 2003, you may be eligible to re-enroll during the annual Open Enrollment period for the 
upcoming calendar year, provided you call the HR Service Center prior to September 1. Note that Surviving 
Dependents who decline coverage will not be able to re-enroll at a later date. Please see “Cancelling Coverage” in 
the Health Care Participation section. 

Medical plan options and benefits for Medicare-eligible members are different than those for members who are 
not Medicare-eligible (see “Medical Benefits for Members Under 65” on page 96 and “Medical Benefits for 
Medicare-Eligible Members” on page 98). For example, if you are Medicare-eligible but one or more of your 
enrolled dependents is not, you and your dependent(s) may receive different benefits from the medical plan 
carrier you select. 

In addition, there are several different types of plans for Medicare-eligible members. You may choose a secondary 
plan (e.g., the Comprehensive Access Plan, Retiree Optional Plan, or the Medicare Supplemental Plan), a 
Medicare Advantage HMO, or a Medicare Coordination of Benefits HMO. It is important that you understand the 
difference between these plans and how each type of plan works with Medicare to provide your medical benefits. 

Additional Information 
Information about the In-Area HSA Medical Plan and the Out-of-Area HSA Medical Plan is included in a separate 
Summary Plan Description (SPD). You may request a copy at any time by contacting the HR Service Center at 
hrbenefitsquestions@exchange.pge.com,or at 415-972-7077 or toll-free at 800-700-0057. 
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The Options Available 

PG&E’s Plans Administered by Anthem Blue Cross 
All retirees and surviving dependents are eligible for the Retiree Optional Plan (ROP), the In-Area and Out-of-Area 
Health Savings Account (HSA) Medical Plans, and either one of the following two Company-sponsored plans 
administered by Anthem Blue Cross: 

 the Network Access Plan (NAP) or 

 the Comprehensive Access Plan (CAP). 

The specific plan offered depends on your home ZIP code, age and Medicare eligibility. 

At age 65, retirees and surviving spouses of employees or retirees are also eligible to enroll in the PG&E Medicare 
Supplemental Plan (MSP), administered by Anthem. 

The eligibility for some of the self-funded PG&E-sponsored medical plans administered by Anthem Blue Cross is 
based on Medicare status. Some plans are also offered only in specific locations: The plans for which you are 
eligible will be shown on your Open Enrollment worksheet. 

Eligibility for PG&E Self-Funded Plans Administered by Anthem Blue Cross 
PG&E Self-Funded Plans 
Administered by Anthem 
Blue Cross 

Available for Non-
Medicare-Eligible 
Members? 

Available for Medicare-
Eligible Members? 

Available in All 
Locations? 

Network Access Plan (NAP) Yes No No 

Comprehensive Access Plan 
(CAP) 

Yes Yes 
(members must be 
enrolled in Medicare Parts 
A and B) 

No 
(available only in areas 
where NAP is not 
offered) 

Retiree Optional Plan (ROP) Yes Yes 
(members must be 
enrolled in Medicare Parts 
A and B) 

Yes 

Medicare Supplemental Plan 
(MSP) 

No Yes 
(members must be 
enrolled in Medicare Parts 
A and B) 

Yes 

In-Area HSA Medical Plan Yes No No 

Out-of-Area HSA Medical 
Plan 

Yes No No 

 

HMOs are only offered in specific locations and separate HMO plans are offered for Medicare-eligible and non-
Medicare members. The EPO is offered to non-Medicare eligible members only. 

Health Maintenance Organizations (HMOs) and Exclusive Provider 
Organizations (EPOs) 
As an alternative to electing an Anthem Blue Cross-administered plan, you may choose a Health Maintenance 
Organization (HMO), an Exclusive Provider Organization (EPO), or Medicare HMO, if you are eligible and one is 
available in your ZIP code. To be eligible to join an HMO or EPO, you must live in that plan’s service area. 
Membership may not be available throughout an entire county; precise service areas are specified by home ZIP 
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code. Because of the ongoing nature of HMO and EPO service territory changes, we recommend that you verify 
the service area and provider availability with each plan vendor. 

More information on eligibility and the different types of HMO plans for Medicare-eligible members is included 
under PG&E’s Medicare Plan Options – General Information in this subsection. Also see information on specific 
HMO benefits in the Non-Medicare and Medicare HMOs subsections. 

How HMOs and the Kaiser EPO Work 
Health Maintenance Organizations (HMOs) and the Kaiser EPO provide a full range of health care services on a 
prepaid basis. These Company-sponsored plans have no deductibles, but some services require copayments. 
Each year, the Company publishes a high-level summary of each plan’s benefits in its Open Enrollment guides. To 
find out more about each plan’s benefits, call the plan vendor. 

When selecting an HMO or EPO, not only should you look at the plan’s network of doctors and hospitals, you also 
should look at the quality of the plan. The National Committee for Quality Assurance (NCQA) is an independent, 
not-for-profit organization that evaluates the quality of HMOs. The NCQA reviews health plan records, interviews 
health plan staff, and grades the results from consumer surveys conducted by independent survey organizations. 
For additional information visit their website at www.ncqa.org. 

All HMOs currently offered by the Company are accredited. To learn more about the quality of each of the HMOs 
offered by the Company, you can review the Pacific Business Group on Health’s website at www.pbgh.org. 
The Pacific Business Group on Health provides consumer health education materials on West Coast health plans. 

When you join an HMO or the Kaiser EPO, you will receive an identification card. You and your eligible family 
members must receive all of your medical care through the HMO’s or EPO’s medical groups (doctors, clinics, 
hospitals, and pharmacies) in order for services to be covered. You may be reimbursed when using a 
non-HMO/non-EPO doctor or hospital but only in the event of an emergency that is life-threatening or likely to 
cause serious bodily harm. 

In addition, you will also receive an Evidence of Coverage (EOC) directly from the HMO and Kaiser EPO members 
will receive a Summary Plan Description (SPD) from Kaiser. Your EOC or SPD will provide detailed information 
about covered services, your copayments or coinsurance, referral and authorization requirements, and the claims 
and appeals processes. Please keep and use your EOC or SPD as a reference document along with any updates 
that you receive. If you have any questions about your EOC/SPD or if you do not automatically receive your 
EOC/SPD, call your plan vendor at the telephone number listed in your HMO’s summary of benefits at the end of 
this section. 

This document, together with the EOC or SPD you receive from your plan vendor when you enroll, any updates to 
the EOC/SPD you receive from your plan vendor, the Open Enrollment communications material you receive from 
the Company on an annual basis, and any summaries of material modifications, constitute your summary plan 
description for your plan benefits. In case of conflict between any documents and the EOC/SPD, the EOC/SPD is 
the binding document between the plan and its members, and the EOC or SPD will govern. 

Additional information that is pertinent to and constitutes your summary plan description for the plan benefits is 
included in the following sections of this Handbook: What to Do…, Mental Health and Substance Abuse Coverage, 
Rules, Regulations & Administrative Information, and “COBRA and Conversion to an Individual Medical Policy” in 
the Health Care Participation section. 

Primary Care Physicians (PCPs) 
For all of the HMO plans, you and your dependents will be assigned a primary care physician (PCP) when you first 
join the plan. Later, if you want to change your primary care physician, you may do so by calling your HMO’s 
member services number. If you join an HMO and your doctor does not belong to that HMO or the doctor you have 
selected subsequently discontinues his or her association with the HMO, you will need to select another primary 
care physician within that HMO for the rest of the plan year. You may not change medical plans until the next 
Open Enrollment period, unless you move out of your HMO’s service area. Please remember, you have a 
responsibility to coordinate your medical care in accordance with the provisions of the plan that you select to 
ensure all your medical needs are appropriately met. 
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In most HMOs, your PCP will be a member of a medical group or independent physician association (IPA). Please 
note that you generally will be required to use a specialist also associated with your PCP’s medical group or IPA 
unless you receive specific authorization from your HMO. Please talk to your HMO or refer to your HMO’s Evidence 
of Coverage regarding the role of the medical group or IPA in your particular HMO’s benefit coverage. 

HMO Service Areas 
If you move out of your plan’s service area, you may enroll in another plan effective the first day of the month 
following notification of your move, provided you request re-enrollment within 31 days after the move (for more 
information see the What to Do… section of the Handbook). For re-enrollment, contact the HR Service Center at 
415-972-7077 or toll-free at 800-700-0057. 

Available HMOs/EPOs 
As of the date of this Handbook, the following HMOs/EPOs are offered 
to eligible retirees and surviving dependents who: 

 are not Medicare-eligible: 

 Blue Shield Access+ HMO 

 Health Net HMO 

 Kaiser Permanente EPO (Northern and Southern Region) 

 are Medicare-eligible: 

 Blue Shield Medicare Coordination of Benefits (COB) HMO 

 Health Net Medicare COB HMO 

 Health Net Seniority Plus Medicare Advantage Plan 

 Kaiser Senior Advantage Medicare Advantage Plan (Northern and Southern Region) 

For more information about a specific HMO or EPO, see the summary of benefits for each plan included in the 
Non-Medicare HMOs and EPOs and the Medicare HMOs subsections. You may also call the HMO or EPO directly at 
the number listed in its summary or the Contacts section. 

Medical Benefits for Members Under 65 
The table below summarizes the health care benefits available to members or dependents who are under age 65 
and/or not Medicare-eligible, and reference to where more details can be found. 

Health Care Benefits Coverage Options 

Medical Coverage Anthem Blue Cross-Administered plans (Eligibility depends on home ZIP 
code) 

 Network Access Plan (NAP) 

 Comprehensive Access Plan (CAP) 

 Retiree Optional Plan (ROP) 

Health Maintenance Organizations (HMOs) / Exclusive Provider 
Organization (EPO) 
(Available if you live within the organization’s service territory) 

 Blue Shield HMO (Access+) 

 Health Net HMO 

 Kaiser Permanente EPO – Northern and Southern Regions 

Not all plans are offered in all counties. 
In addition, the Company does not 
necessarily contract with providers to 
include all of their service territories, and 
availability is limited in some counties. 
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Health Care Benefits Coverage Options 

Mental Health and Substance Abuse 
Coverage 

(automatically included with medical 
plan coverage) 

For NAP and CAP Plan Members: 

 Coverage provided through the Mental Health and Substance Abuse 
Program, administered by ValueOptions (VO) 

For Retiree Optional Plan (ROP) Members: 

 Coverage provided through Anthem Blue Cross 

For Kaiser Members: 

 Coverage provided through Kaiser, except for Inpatient Substance 
Abuse, which is covered through ValueOptions (VO). 

For Members of all other HMOs and EPOs: 

 Mental health coverage provided through the plan. Call the plan’s 
member services number for details. Substance Abuse treatment 
provided through the Mental Health and Substance Abuse Program 
administered by ValueOptions (VO), and also through your HMO/EPO. 

Prescription Drugs 

(included with medical plan) 

For Members of Anthem Blue Cross-Administered Plans: 

 Express Scripts (formerly Medco) (retail) 

 Express Scripts Mail Order (formerly Medco By Mail) (mail-order) 

For Members of HMOs and EPOs: 

 Drug coverage (retail and mail-order) through individual plan (call the 
plan’s member services number for details). 

 

If You Are Not Medicare-Eligible, But an Enrolled Dependent Is 
If any of the dependents you cover are over age 65 and/or Medicare-eligible, they will be enrolled in the over-65 
version of the plan you are in, as indicated below, and if available in your area based on your home ZIP code.  

If you are enrolled in: Your Medicare-eligible dependent(s) will be enrolled in: 

Blue Shield HMO Blue Shield Medicare COB HMO 

Health Net HMO Health Net Medicare COB HMO, or 

Health Net Seniority Plus (Medicare Advantage HMO) 

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

Network Access Plan (NAP) Comprehensive Access Plan (CAP) 

Comprehensive Access Plan (CAP) Comprehensive Access Plan (CAP) 

Retiree Optional Medical Plan Retiree Optional Medical Plan 
 

Kaiser requires your Medicare-eligible dependent(s) to enroll in and assign their Medicare benefits to the Plan’s 
Medicare HMO. Health Net offers an over-65 Medicare Coordination of Benefits (COB) HMO to your Medicare-
eligible dependent(s). Health Net Medicare-eligible members also have the option of enrolling in Health Net’s 
Medicare HMO (Seniority Plus). If you enroll in one of these plans, your covered dependents that are eligible for 
Medicare must fill out and return to Pacific Gas and Electric Company a form that authorizes assignment of their 
Medicare benefits to the Medicare HMO. If your Medicare-eligible dependent does not have Medicare Part A and 
B or does not complete the form, he or she cannot enroll in the Medicare HMO and will be switched to the 
Comprehensive Access Plan (CAP), administered by Anthem Blue Cross. Members of the Blue Shield COB HMO 
and the Health Net HMO must complete a Medicare Part D enrollment form. If these members do not complete 
this form, they also will be switched to the CAP. Because members and their enrolled dependents must be 
covered by the same medical plan carrier, if your dependent is switched to the Comprehensive Access Plan (CAP), 
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you will also be switched to the Anthem Blue Cross plan offered in your area (NAP or CAP), and you will be 
responsible for that plan’s premium. 

The Anthem Blue Cross plans require your Medicare-eligible dependent(s) to enroll in the Comprehensive Access 
Plan. (Note: The MSP is not available to your Medicare-eligible dependents until you turn age 65.) 

Medical Benefits for Medicare-Eligible Members 
The following table summarizes the health care benefits available to members or dependents who are Medicare-
eligible, and reference to where more details can be found. 

Health Care Benefits Coverage Options 

Medical Coverage Anthem Blue Cross-Administered Plans 

 Comprehensive Access Plan (CAP) 

 PG&E Medicare Supplemental Plan (MSP) [Members with Medicare only] 

 Retiree Optional Plan (ROP) 

Health Maintenance Organizations (HMOs) 
(Available if you live within the HMO’s service territory) 

 Blue Shield Medicare COB HMO 
 Health Net COB HMO 

Medicare Advantage HMOs 

 Health Net Seniority Plus 

 Kaiser Senior Advantage – North and South 

Mental Health and 
Substance Abuse 

(automatically 
included with 
medical coverage) 

For Comprehensive Access Plan (CAP) Plan Members Only: 

 Coverage provided through the Mental Health and Substance Abuse Program, 
administered by ValueOptions (VO) 

For PG&E Medicare Supplemental Plan (MSP) Members: 

 Only inpatient hospitalization for mental health conditions is covered by MSP 

 Outpatient mental health not covered 
 Substance abuse treatment not covered 

For Retiree Optional Plan (ROP) Members: 

 Coverage provided through Anthem Blue Cross 

For Health Net Seniority Plus Members: 

 Mental health coverage provided through your HMO, except for Substance Abuse, 
which is covered through ValueOptions (VO). 

For Kaiser Senior Advantage Members: 

 Mental health coverage provided through your HMO, except for Inpatient Substance 
Abuse, which is covered through ValueOptions (VO). 

For Members of Blue Shield COB HMO and Health Net COB HMO: 

 Mental health coverage provided through your HMO, except for Substance Abuse 
which is covered through ValueOptions (VO). 

 Call the HMO’s member services number for details. 

 Substance abuse treatment provided through the Mental Health and Substance Abuse 
Program administered by ValueOptions (VO), and also through your HMO. 
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Health Care Benefits Coverage Options 

Prescription Drugs 

(included with 
medical plan) 

For Members of Anthem Blue Cross-Administered Plans: 

 Express Scripts (formerly Medco) (retail) 

 Express Scripts Mail Order (formerly Medco Health Home Delivery Pharmacy) (mail-
order)  
No Home Delivery Pharmacy Service for the PG&E Medicare Supplemental Plan 

For Members of HMOs: 

 Medicare Part D Plans; prescription drug coverage (retail and mail-order) through 
individual HMO plan (call the HMO’s member services number for details) 

 

If You Are Medicare-Eligible, But an Enrolled Dependent Is Not 
If any of the dependents you cover are under age 65 and not Medicare-eligible, they will be enrolled in the under-
65 version of the plan you are in, as indicated below, and if available in your area based on your home ZIP code. 

If you are enrolled in: Your dependent(s) not Medicare-Eligible will be 
enrolled in: 

Blue Shield Medicare COB HMO Blue Shield HMO 

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

Health Net HMO 

Kaiser Senior Advantage (Medicare Advantage HMO) Kaiser HMO  

Comprehensive Access Plan (CAP) 

or 

PG&E Medicare Supplemental Plan (MSP) 

Network Access Plan (NAP) or Comprehensive Access 
Plan (CA) 

(depending upon where you live) 

Retiree Optional Medical Plan Retiree Optional Medical Plan 
 

If You and a Dependent Are Both Medicare-Eligible 
If you are enrolled in an Anthem Blue Cross plan and any of the dependents you cover are also Medicare-eligible, 
you and your Medicare-eligible dependent(s) must be enrolled in the same Anthem Blue Cross-administered plan. 
For example, if you are enrolled in the Comprehensive Access Plan (CAP), your Medicare-eligible dependent 
cannot be enrolled in the PG&E Medicare Supplemental Plan (MSP). 

PG&E’s Medicare Plan Options — General Information 
The following subsection is meant to give you an overview of the general types of plans that PG&E offers for 
Medicare-eligible members. Also see “Medicare” on page 104. 

Anthem Blue Cross-Administered Plans 
The Comprehensive Access Plan (CAP), the Retiree Optional Plan (ROP), and the Medicare Supplemental Plans 
(MSP), administered by Anthem Blue Cross, are self-funded medical plans available to Medicare-eligible Retirees 
and Medicare-eligible Surviving Dependents, regardless of where they live. These plans provide Medicare 
secondary coverage, plus primary prescription drug coverage. This means Medicare processes your claims first 
(except prescription drugs claims), and the CAP, and the ROP plans pay only the difference necessary to make 
your total reimbursement (Medicare’s payment plus the PG&E plan’s payment) equal to the amount a 
non-Medicare member would receive. You still may be required to pay part of the claim. 

If your enrolled dependents are not Medicare-eligible, they will receive the under-65 benefits offered by the plan 
in which you are enrolled (NAP, CAP, or ROP), and the Anthem Blue Cross-administered plan will remain the 
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primary payer for their claims. However, if a dependent becomes Medicare-eligible, Medicare will then become 
the primary payer for that dependent too, and the Anthem Blue Cross-administered plan will become secondary. 

In calculating medical benefits under the PG&E plans when you are Medicare-eligible, the plans require Anthem 
Blue Cross to assume you are enrolled in both Part A and Part B of Medicare and to pay benefits accordingly. 
Anthem Blue Cross makes this assumption even if you do not participate in or apply for Medicare benefits to 
which you are entitled. Therefore, to maximize reimbursement, you should enroll in both Part A and Part B of 
Medicare when you first become Medicare-eligible. 

Under the CAP Plan, the PG&E Medicare Supplemental Plan and the Retiree Optional Plan, when Medicare is the 
primary payer, claims should be submitted to Medicare first and then to Anthem Blue Cross along with copies of 
the “Explanation of Medicare Benefits” (EOMB) statements which indicate how much Medicare has paid. If you do 
not enroll in Medicare when eligible, benefits from these plans will be reduced by the amount Medicare would 
have paid had you been enrolled in Medicare. If you would like to avoid the hassle of submitting claims to both 
Medicare and Anthem Blue Cross, you can call Anthem Blue Cross Member Services and ask for a “Medicare 
Crossover” form. By completing this form, you are directing Medicare to electronically forward claims to Anthem 
Blue Cross for further processing, once Medicare has done its initial processing. 

If you do not enroll in Medicare Part A and Part B, you are not eligible to enroll in the PG&E Medicare 
Supplemental Plan. 

The following matrix shows the order in which Anthem Blue Cross and Medicare process claims when: 

 You and your spouse are covered by an Anthem Blue Cross-administered plan, and 

 You and your spouse are also covered under your spouse’s medical plan. 

 If Claim Is 
For: 

This Plan 
Pays 1st 

This Plan 
Pays 2nd 

This Plan 
Pays 3rd 

Retiree Company Spouse’s N/A Retiree not Medicare-eligible and Spouse 
employed and under 65 (without Medicare) 

Spouse Spouse’s Company N/A 

Retiree Company Spouse’s N/A Retiree not Medicare-eligible and Spouse 
employed and over 65 (with Medicare) 

Spouse Spouse’s* Medicare  Company 

Retiree Company Spouse’s N/A Retiree not Medicare-eligible and Spouse 
retired and not Medicare-eligible 

Spouse Spouse’s Company N/A 

Retiree Company Spouse’s N/A Retiree not Medicare-eligible and Spouse 
retired and Medicare-eligible 

Spouse Medicare Spouse’s  Company 

Retiree Spouse’s Medicare Company Retiree Medicare-eligible and Spouse 
employed and under 65 (without Medicare) 

Spouse Spouse’s Company N/A 

Retiree Spouse’s1 Medicare Company Retiree Medicare-eligible and Spouse 
employed and over 65 (with Medicare) 

Spouse Spouse’s  Medicare Company 

Retiree Medicare Company Spouse’s Retiree Medicare-eligible and Spouse retired 
and not Medicare-eligible 

Spouse Spouse’s Company N/A 

Retiree Medicare Company Spouse’s Retiree Medicare-eligible and Spouse retired 
and Medicare-eligible 

Spouse Medicare Spouse’s Company 
* Assumes spouse has elected his/her employer’s medical plan 
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How the CAP Integrates With Medicare: Two Examples 

The following examples assume that: 

 You have paid your annual deductible for Medicare Part B, and you have met your calendar year deductible on 
the CAP Plan  

 The CAP Plan benefit for surgical expenses is 100% 

 Physician’s billed charges for surgical procedure are $4,370 

 Medicare’s “allowed” amount for this service is $3,800 

 Medicare pays 80% of the allowed amount, equalling $3,040 

Example #1: Physician accepts Medicare assignment as payment in full 

Covered charges (Medicare allowed amount) $3,800 

CAP Plan benefit $3,800 

Medicare pays 80% of allowed amount $3,040 

CAP Plan pays $760 

Total paid to physician 

(physician agrees to accept $3,800 as payment in full) 

$3,800 

You pay  $0 

 

Example #2: Physician does not accept Medicare assignment as payment in full 

Physician’s billed charges for service 

(up to 115% of Medicare allowed amount) 

$4,370  

Covered charges (Medicare’s allowed amount) $3,800 

CAP Plan benefit $3,800 

Medicare pays 80% of allowed amount $3,040 

CAP Plan pays $760 

Total paid to physician $3,800 

You pay $570 

 

Note: When the physician does not accept Medicare assignment as payment in full, you are responsible for the 
difference between the physician’s billed charges (up to 115% of Medicare’s allowed amount) and Medicare’s 
allowed amount. If the physician bills more than 115% of Medicare’s allowed amount, that amount is considered 
a provider write-off. 

How the ROP Integrates With Medicare: Two Examples 

The examples below assume that: 

 You have paid your annual deductible for Medicare Part B, and you have met your calendar year deductible on 
the ROP Plan 

 Your annual out of pocket maximum has been met 

 The ROP Plan benefit for surgical expenses is 70% 

 Physician’s billed charges for surgical procedure are $4,370 

 Medicare’s “allowed” amount for this service is $3,800 
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 Medicare pays 80% of the allowed amount, equaling $3,040 

Note: Since the Plan pays the difference between the amount Medicare pays and the amount the Plan would pay 
absent Medicare, the ROP Plan does not pay a benefit until the annual out of pocket maximum has been met. 
The annual out of pocket maximum on the ROP Plan is $4,000/individual up to $8,000/family per calendar year, 
including the calendar year deductible. 

Example #1: Physician accepts Medicare assignment as payment in full. Member’s annual out of pocket 
maximum has been met. 

Covered charges (Medicare allowed amount) $3,800 

ROP Plan benefit 

(100% of the allowed amount since the member’s out-of-pocket maximum has been met) 

$3,800 

Medicare pays 80% of allowed amount $3,040 

ROP Plan pays $760 

Total paid to physician 

(physician agrees to accept $3,800 as payment in full) 

$3,800  

You pay $0 
 

Example #2: Physician does not accept Medicare assignment as payment in full. Member’s annual out of pocket 
maximum has been met. 

Physician’s billed charges for service 

(up to 115% of Medicare allowed amount) 

$4,370  

Covered charges (Medicare’s allowed amount) $3,800 

ROP Plan benefit 

(pays 100% of the covered charges since the member’s out of pocket maximum has been 
met) 

$3,800 

Medicare pays 80% of allowed amount $3,040 

ROP Plan pays  $ 760 

Total paid to physician $3,800 

You pay $570 
 

Note: When the physician does not accept Medicare assignment as payment in full, you are responsible for the 
difference between the physician’s billed charges (up to 115% of Medicare’s allowed amount) and Medicare’s 
allowed amount. If the physician bills more than 115% of Medicare’s allowed amount, that amount is considered 
a provider write-off. 

How the MSP Integrates With Medicare: Two Examples 

The following examples assume that: 

 You have paid your annual deductible for Medicare Part B 

 The MSP Plan benefit for surgical expenses is 80% 

 Physician’s billed charges for surgical procedure are $4,370 

 Medicare’s “allowed” amount for this service is $3,800 

 Medicare pays 80% of the allowed amount, equaling $3,040 
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Note: If you are enrolled in the PG&E MSP Plan, your medical plan coverage is a supplement to Medicare. For 
example, if Medicare pays 80% of the allowed charges for covered services, the MSP will pay 80% of the 20% 
Medicare did not pay. 

Example #1: Physician accepts Medicare assignment as payment in full 

Covered charges (Medicare allowed amount) $3,800 

MSP Plan benefit $3,800 

Medicare pays 80% of allowed amount $3,040 

MSP pays 

(80% of the 20% Medicare did not pay)  

$608 

Total paid to physician 

(physician agrees to accept $3,800 as payment in full) 

$3,648  

You pay  $152 
 

Example #2: Physician does not accept Medicare assignment as payment in full 

Physician’s billed charges for service 

(up to 115% of Medicare allowed amount) 

$ 4,370  

Covered charges (Medicare’s allowed amount) $ 3,800 

MSP Plan benefit  $ 3,800 

Medicare pays 80% of allowed amount $ 3,040 

MSP Plan pays 

(80% of the 20% Medicare did not pay) 

$608 

Total paid to physician  $3,648 

You pay $722 
 

When the physician does not accept Medicare assignment as payment in full, you are responsible for the 
difference between the physician’s billed charges (up to 115% of Medicare’s allowed amount) and Medicare’s 
allowed amount. If the physician bills more than 115% of Medicare’s allowed amount, that amount is considered 
a provider write-off. 

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. The Company also sponsors a Health Net Medicare Advantage 
HMO called Health Net Seniority Plus that is described in the next subsection. 

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 
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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 will need to fill out a form to disenroll from the plan’s Part D 
coverage. Call the HR Service Center at 415-972-7077 or toll-free at 800-700-0057 for information and/or the 
appropriate form. 

For more information about HMOs, see the “Health Maintenance Organizations (HMOs) and Exclusive Provider 
Organizations (EPOs)” subsection on page 94 in this subsection. For summary information about each HMO’s 
benefits for Medicare-eligible members, see the charts in the Medicare HMOs 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, and 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. 

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 Advantage HMO plans 
require new enrollees to complete enrollment applications. 

If you wish to change plans or drop Company-sponsored medical plan coverage at some future date, you will need 
to fill out a Medicare Disenrollment Form so that the Medicare Advantage Plan can release your Medicare 
benefits back to you. Call the HR Service Center for more information and/or the appropriate form. 

For more information about HMOs, see “Health Maintenance Organizations (HMOs) and Exclusive Provider 
Organizations (EPOs)” on page 94 in this subsection. 

Medicare 
For most individuals, Medicare Parts A, B and D benefits currently become available at the beginning of the 
month in which a person reaches age 65. Medicare Parts A, B and D benefits usually become available to 
individuals before age 65 if the individual receives Social Security disability benefits. 

For Pacific Gas and Electric Company retirees and surviving dependents, the Company has retained the services 
of Allsup, Inc. to assist retirees under age 65 and their dependents under age 65 in applying for Social Security 
Disability benefits and enrolling in Medicare. These services are provided at no cost. If you are disabled and under 
age 65 or a dependent under age 65, you can call Allsup, Inc. at 888-339-0743 to request assistance. The 
Company reimburses disabled retirees and survivors under age 65 for the standard monthly Medicare Part B 
premiums. See “Medicare Credit for Medical Plan Members” under “Cost of Coverage” in the Health Care 
Participation section. 

Medicare-eligible members have different Company-sponsored medical plan choices than members who are not 
Medicare-eligible. 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. (See “PG&E’s 
Medicare Plan Options — General Information” on page 99 in this subsection.) In addition, if you are Medicare-
eligible and your dependents are not, or if you are not eligible for Medicare-eligible but a covered dependent is, 
you may be enrolled in different, but related, medical plans. (See charts earlier in this subsection.) 
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Medicare 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. 

Medicare 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 reimburses the standard 
monthly Part B premiums for any under age-65 covered dependents of employees on LTD, as long as the 
dependents are enrolled in Medicare Parts A and B. 

The Company-sponsored medical plans require that you enroll in Medicare, if eligible, and maintain your Part B 
premiums. If you do not, the only PG&E-sponsored 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 any Part B premiums you pay, it makes great 
financial sense for you to join Medicare when you are first eligible. 

Medicare Part D 
Medicare Part D is a prescription drug benefit. 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 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. 

Every year, the Company provides a Creditable Coverage notice to all medical plan participants. The notice attests 
that the Company-sponsored medical plan prescription drug benefits are actuarially equal to or better than the 
Medicare Part D basic benefit. You should keep the notice because it provides protection against Medicare Part D 
late enrollment penalties should you sometime in the future drop Company-sponsored medical plan coverage 
and enroll in a Medicare Part D plan. For a copy of the notice or additional information, you can contact the HR 
Service Center at 415-972-7077 or toll-free at 800-700-0057. 

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 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 enrollment process), you will lose your Company-sponsored medical plan coverage. 

When You Become Medicare-Eligible 
Generally, you become Medicare-eligible as of the first of the month in which you reach age 65, whether or not 
you are retired. If your birthday is on the first of any month, you become Medicare-eligible on the first of the prior 
month. You become eligible before age 65 if you have been receiving Social Security disability benefits for two 
years or if you have chronic kidney disease (End Stage Renal Disease, or ESRD). Your spouse may become 
Medicare-eligible when he or she turns age 65 based on your work record, as long as you are at least age 62. 

Note: If you or a dependent becomes Medicare-eligible due to disability prior to age 65, you must notify the HR 
Service Center that you have become Medicare-eligible. All ESRD patients must apply for Medicare as soon as 
possible to receive full coverage under any medical plan. 
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Network Access Plan (NAP) Members 
The NAP Plan is not offered to Medicare-eligible members who are over age 65. If you are enrolled in the NAP 
Plan when you turn 65 and become Medicare-eligible, effective the first of the month in which you turn 65 you 
must switch to one of the over-65 options offered by Anthem Blue Cross: the Comprehensive Access Plan (CAP), 
the Retiree Optional Plan, or the PG&E Medicare Supplemental Plan (MSP). Approximately four months before 
your 65th birthday, the Company will notify you of your options. Your covered dependents under age 65 will 
remain enrolled in the NAP Plan until they turn 65 or become Medicare-eligible due to disability, at which time 
they will also be transferred to the same Anthem Blue Cross Medicare plan you are in. 

Other Things You Need to Know When You Become Medicare-Eligible 

Medical Plan Benefits May Change 
Some plans that the Company offers, such as the CAP Plan and Kaiser, provide different benefits for Medicare-
eligible members. Some plans even require you to assign your Medicare benefits to the plan’s Medicare HMO in 
order to remain enrolled in the plan. The Company will notify you of your medical plan options approximately four 
months before you or your dependent turns 65 and becomes Medicare-eligible. 

Contributions May Change 
When you turn 65 and are Medicare-eligible, the premium contributions you pay for your medical plan may 
change. This is because your contributions are based on your participation in a Medicare-coordinated plan, and 
because the Company’s contribution toward your coverage changes (see “Cost of Coverage” in the Health Care 
Participation section for further information). 

If Your Spouse Becomes Medicare-Eligible 
If your spouse becomes Medicare-eligible during the year, your medical plan premium may change. In addition, 
your spouse’s medical plan benefits will change if the plan you are enrolled in has different benefits for Medicare-
eligible members. If your medical plan only offers a Medicare HMO plan to its members on Medicare, your spouse 
will be required to assign his or her Medicare benefits (both Parts A and B) to the Medicare HMO in order to 
remain covered by that carrier. If your spouse does not assign his or her Medicare benefits to the Medicare HMO, 
he or she will be switched to the CAP Plan, administered by Anthem Blue Cross. Members and dependents must 
be covered by the same carrier, so if your spouse is switched to the CAP Plan, you will also be switched to an 
Anthem Blue Cross plan, and you will be responsible for that plan’s premium. 
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Network Access Plan (NAP) 
Eligibility for the Network Access Plan (NAP) – a Preferred Provider 
Organization (PPO) plan — is dependent upon where you live. Anthem 
Blue Cross on behalf of Anthem Blue Cross Life & Health Insurance 
Company (Anthem Blue Cross Life & Health) is the Claims 
Administrator. The Claims Administrator is referred to as “Anthem Blue 
Cross” in this document. 

If your home ZIP code meets the following access criteria, you are 
eligible to enroll in the Network Access Plan (NAP). If your home ZIP code does not meet the criteria, you are 
instead eligible to enroll in the Comprehensive Access Plan (CAP). See the Comprehensive Access Plan (CAP) 
section for further details on that plan. 

Area Plan Network Access Standards 

Urban  One HOSPITAL within 10 miles 

 Two primary care physicians within 8 miles 
 Two OB/GYNs within 8 miles 

 Two pediatricians within 8 miles 

Suburban  One hospital within 15 miles 

 Two primary care physicians within 15 miles 

 Two OB/GYNs within 15 miles 

 Two pediatricians within 15 miles 

Rural  One hospital within 30 miles 

 Two primary care physicians within 30 miles 

 Two OB/GYNs within 30 miles 

 Two pediatricians within 30 miles 
 

For assistance in locating a NETWORK PROVIDER in your area or to obtain a Prudent Buyer Plan PPO network 
provider directory, contact Anthem Blue Cross Member Services at 800-964-0530. You may also visit the Anthem 
Blue Cross website at www.anthem.com/ca/pge or www.anthem.com/ca, and select the Prudent Buyer Network 
option. 
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NAP at a Glance 
This is a summary of the Network Access Plan (NAP) benefits. Please refer to “What the NAP Covers” on 
page 123 for more information on covered services and exclusions. 

The information in this chart is intended to be a summary of the benefits provided by the NAP as of January 1, 
2013. The information contained in the applicable service provider agreement between The Pacific Gas and 
Electric Company and Anthem Blue Cross shall govern in case of conflict between this chart and the service 
provider agreement. Please refer to the most recent information about your medical plan benefit options, which 
are updated annually in the Open Enrollment materials. 

Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Care provided by NETWORK PROVIDERs. 

Annual Deductible: 

 $120/person; $240/two people; 
$320/three or more people 

Annual out-of-pocket maximum (includes 
deductible): 

 $750/person, no more than 
$1,500/family 

 No lifetime benefits maximum 

 No pre-existing condition exclusions.  

Care provided by NON-NETWORK PROVIDERs. 

Annual Deductible: 

 $240/person; $480 /two people; 
$680/three or more people 

Annual out-of-pocket maximum (includes 
deductible): 

 $1,000/person, no more than 
$2,000/family 

No lifetime benefits maximum. 

No pre-existing condition exclusions. 

General 

 All plan benefits and out-of-pocket maximums are based on ELIGIBLE EXPENSES only. For 
the definition of “Eligible Expenses,” see the Definitions section. 

 Network benefits and limits may not be combined with non-network benefits and 
limits 
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Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Hospital Stay 100% after $100 copay; pre-authorization 
required for non-emergency care, $300 
penalty if not obtained; covers semi-private 
room (private if Medically Necessary); 
includes intensive care. 

70%; pre-authorization required for 
non-emergency care, $300 penalty if not 
obtained; covers semi-private room (private 
if Medically Necessary); includes intensive 
care. 

Skilled Nursing 
Facility 

(For more 
information on 
custodial care, see 
“What the NAP 
Doesn’t Cover” on 
page 132) 

90% for semi-private room after 3 days in 
HOSPITAL; pre-authorization required, $300 
penalty if not obtained. Excludes custodial 
care.  

70% for semi-private room after 3 days in 
hospital; pre-authorization required, $300 
penalty if not obtained. Excludes custodial 
care. 

Emergency Room $35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately. 

$35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately. 

Outpatient Hospital 
Care 

$35 copay/visit for medical emergencies; 
waived if admitted. Lab/X-ray covered 
separately 

70% for outpatient surgery. 

Maternity Care Covered as any other condition. 
Pre-authorization required for delivery stays 
beyond 48 hours for normal delivery (96 
hours for cesarean section); $300 penalty if 
not obtained. 

Covered as any other condition. 
Pre-authorization required for delivery stays 
beyond 48 hours for normal delivery (96 
hours for cesarean section); $300 penalty if 
not obtained. 

Well-Baby Care Covered as any other condition. Covered as any other condition. 

Office Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) –
$20copay/visit. 

70% 

Urgent Care Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) –$20 
copay/visit. 

70% 

Routine Physical 
Examinations 

 Primary care –$10 copay/visit 

 Specialist –$20copay/visit lab/X-ray 
covered separately. 

70% 

Immunizations and 
Injections 

95% 70% 

Eye Examinations Not covered. Not covered. 

X-rays and Lab Tests 90% 70% 

Pre-Admission 
Testing 

95% 70% 
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Network Access Plan (NAP) Administered by Anthem Blue Cross 

Provisions Network Non-Network 

Home Health Care 
and Home Hospice 
Care 
(For more 
information on 
custodial care, see 
“What the NAP 
Doesn’t Cover” on 
page 132) 

90%; requires prior authorization; $300 
penalty if not obtained. Excludes custodial 
care.  

70%; requires prior authorization; $300 
penalty if not obtained. Excludes custodial 
care.  

Outpatient Physical 
Therapy 

80% 70% 

Outpatient 
Prescription Drugs 

Covered by separate drug plan 
administered by Express Scripts. See the 
Prescription Drug Coverage section. 

Covered by separate drug plan 
administered by Express Scripts. See the 
Prescription Drug Coverage section 

Inpatient and 
Outpatient Mental 
Health Care 

Covered by separate Mental Health 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Covered by separate Mental Health 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Inpatient and 
Outpatient 
Substance Abuse 
Care 

Covered by separate Substance Abuse 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Covered by separate Substance Abuse 
Program administered by ValueOptions. 
See the Mental Health and Substance 
Abuse Coverage section. 

Durable Medical 
Equipment 

80%; pre-authorization required for 
purchase or cumulative rental over $1,000; 
$300 penalty if not obtained. 

70%; pre-authorization required for 
purchase or cumulative rental over $1,000; 
$300 penalty if not obtained. 

Chiropractic Care 80% for care approved by American 
Specialty Health Network (ASHN) using 
network provider. See “Chiropractic Care” 
on page 124 under “What the NAP Covers” 
on page 123. 

70% for up to 15 visits for Medically 
Necessary care. 

Acupuncture 80% for up to 20 visits per year from 
licensed acupuncturist or M.D. 

70% for up to 15 visits per year from 
licensed acupuncturist or M.D. 

Hearing Aids and 
related expenses 

Covered effective 
January 1, 2014 

80% for Medically Necessary only; one 
hearing aid per ear every three years 

80% for Medically Necessary only; one 
hearing aid per ear every three years 

Services Received 
Outside of the US 

Limited to urgent/emergency services only Limited to urgent/emergency services only 

Other Benefits INFERTILITY Treatment—Paid according to 
type of benefit; $7,000 lifetime maximum. 
Balances from prior plans carry forward. 
Transplant Services—100% when 
performed at a Center of Medical 
Excellence (CME); 70% when performed at 
a non-CME, Network facility; 
pre-authorization required. 

Infertility Treatment—Paid according to 
type of benefit; $7,000 lifetime maximum. 
Balances from prior plans carry forward. 
Transplant Services—Not covered. 

 

Last Updated March 26, 2014



Network Access Plan (NAP) 

Benefits Effective January 1, 2013 111 
For retirees and their eligible survivors 

How the NAP Works 
Anthem Blue Cross is the Claims Administrator for the NAP. The NAP offers you a choice each time you seek 
medical care. You may: 

 obtain medical care through a NAP NETWORK PROVIDER and receive network benefits, or 

 obtain medical care through any provider you choose and receive lower non-network benefits if the provider 
does not participate in the network. 

Network Providers 
The NAP provides in-network coverage through a preferred provider organization, or “PPO.” A PPO consists of a 
network of doctors, hospitals, laboratories and other providers who have agreed to provide services based on a 
NEGOTIATED RATE for each service. The NAP uses the Anthem Blue Cross Prudent Buyer Plan PPO network in 
California. You can locate NETWORK PROVIDERs by calling Anthem Blue Cross directly or by visiting its website. 

Outside of California 
Outside of California, the Plan uses the BlueCard PPO network of providers across the country who have agreed 
to provide services at negotiated rates. These providers participate in one of the local Anthem Blue Cross Blue 
Shield plan PPO networks and are available to you through the BlueCard Program, but do not contract directly 
with Anthem Blue Cross. Also available are traditional providers who might not participate in a BlueCard PPO 
network, but have agreed to provide PPO members with health care services at a discounted rate. To locate 
BlueCard PPO providers, you may: 

 call Anthem Blue Cross Member Services at 800-964-0530; or 

 visit the Anthem Blue Cross website at www.anthem.com/ca/pge or www.anthem.com/ca. 

Outside of the United States 
 Outside of the United States, only emergency/URGENT CARE is covered. See “While Traveling Away From Home” 

on page 116 under “Treatment Away From Home” on page 116. 

Under the Plan, you may go directly to any provider or specialist of your choice without authorization from a 
primary care PHYSICIAN. The Plan encourages the use of the Anthem Blue Cross Prudent Buyer Plan PPO network 
by offering a higher level of reimbursement when members use network providers. 

Non-Network Providers 
Under the Plan, you may also go to any non-network doctor or HOSPITAL at any time. However, these doctors and 
hospitals do not participate in the Prudent Buyer PPO network and have not agreed to NEGOTIATED RATEs. If you 
seek care from a provider who does not participate in the network, you receive reimbursement at a lower level. 

Please remember, you have a responsibility to work together with the PHYSICIAN(s) you select to ensure that all 
your medical needs are appropriately met, and to notify the appropriate Medical Management Program when 
pre-authorization is required. (See “Medical Management Programs” on page 117 for more information.) 

Plan physicians and hospitals who participate in the Anthem Blue Cross Prudent Buyer Plan PPO network have 
agreed to charge members certain negotiated rates. If you receive care from a NETWORK PROVIDER who charges 
more than the negotiated rate, you will be held harmless for those charges above the negotiated rate. The same 
will be true if a Plan network provider has referred you to a NON-NETWORK PROVIDER. You will not be responsible for 
fees over the Customary and Reasonable Charge. 

If you receive treatment from a doctor who does not participate in the Prudent Buyer Plan PPO network, you may 
be responsible for any amounts over the Customary and Reasonable (Eligible Expense) limits. These amounts can 
be substantial. You should discuss this with your physician. 
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Deductibles 
The annual deductible is the amount you must pay before the Plan starts paying for benefits. 

 Network Non-Network 

One Person $120 $240 

Two People $240  $480 

Three or More People $320 $680 
 

Charges for non-covered services, penalties for not obtaining authorization, amounts over Customary and 
Reasonable, and flat dollar copayments (for example, for doctor’s office visits, emergency room visits, or HOSPITAL 
admissions) do not apply toward the annual deductible. 

Examples of How Copayments Work With the Annual Deductible 
(Assuming NAP Member Uses NETWORK PROVIDERs for All Three Office Visits) 

Visit #1 To Primary Care Physician: Provider charges $100 for the office visit. 
The claim will be paid as follows: 

Network Provider 

Total Billed $100 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount) 

$75 

Primary Care PHYSICIAN Office Visit Copay  $10 

Amount Applied to Calendar Year Deductible $65 

Calendar Year Deductible Remaining To be Met $55 

Amount Paid by the Plan $0 

Total Member Responsibility for this Visit $75 
 

Visit #2 To OB/GYN Specialist: Provider charges $150 for the office visit. 
The claim will be paid as follows: 

Network Provider 

Total Billed $150 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount) 

$100 

Specialist Office Visit Copay $20 

Allowed Amount Remaining After Copay $80 

Amount Applied to Remaining Calendar Year Deductible which is Now Met $55 

Amount Paid by the Plan $25 

Total Member Responsibility for this Visit $75 
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Visit #3 To Dermatology Specialist: Provider charges $165 for the office 
visit. The claim will be paid as follows: 

Network Provider 

Total Billed $165 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount)  

$125 

Specialist Office Visit Copay  $20 

Allowed Amount Remaining After Copay $105 

Amount Paid by the Plan $105 

Total Member Responsibility for this Visit $20 
 

Plan Maximums 

Out-of-Pocket Maximums 
The Plan has an out-of-pocket maximum that limits the amounts you pay for covered services. The out-of-pocket 
maximum is the maximum amount you pay each calendar year for covered expenses, including deductibles, 
copayments and coinsurance. 

 Network Providers Non-Network Providers 

Per Person $750 $1,000 

Family $1,500 $2,000 
 

Charges for non-covered services, charges above Customary and Reasonable Charges (ELIGIBLE EXPENSES), and 
penalties for not obtaining pre-authorization do not apply toward the annual out-of-pocket maximum. 

Lifetime Maximums 
The Plan does not have an overall lifetime maximum benefit, but there are lifetime maximums for the following 
services or supplies:  

Service or Supply Lifetime Maximum 

INFERTILITY Treatments $7,000 combined for all PG&E self-insured medical 
plans administered by Anthem Blue Cross or prior 
claims administrators.  

Reimbursement for Travel and Lodging Expenses 
incurred in connection with Organ Transplants 

Transportation and lodging expenses for the 
transplant recipient and companion(s) 

$10,000 combined for all travel expenses (IRS limit). 

Reimbursement for Travel and Lodging Expenses 
incurred in connection with Bariatric/Transgender 
Surgery 

$3,000 combined for all travel expenses. 

 

Copayments and Benefit Percentages 
The plan’s coinsurance (percentage coverage) does not begin until after the annual deductible has been met. All 
copayments apply before the annual deductible. The copayments and percentages of reimbursement are listed 
under the Summary of NAP Benefits. 
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ELIGIBLE EXPENSES will be reimbursed based on NEGOTIATED RATEs for NETWORK PROVIDERs and Customary and 
Reasonable Charges for NON-NETWORK PROVIDERs, after any copayments and after meeting the annual deductible. If 
your non-network provider bills an amount above the Customary and Reasonable Charges (Eligible Expenses), you 
will be responsible for paying this difference along with your coinsurance. Network providers have agreed not to 
charge you more than the negotiated rate, so you will not be responsible for any amount in excess of the 
negotiated rate for Covered Health Services when you use a network provider. 

Outpatient Hospital Services 
The NAP provides coverage for outpatient HOSPITAL services including outpatient surgery, radiation therapy, 
chemotherapy and hemodialysis. For outpatient hospital emergency room visits, you must pay a $35 copayment 
for each visit. Your $35 copayment will not be applied to your annual deductible; however, it will count toward 
your annual out-of-pocket maximum (see “Plan Maximums” on page 113). Please note that any labwork and/or 
X-rays you receive are covered separately after the deductible at 90% in-network and 70% out-of-network. 

Physician Office Visit Copayment 
Benefits are provided for primary care PHYSICIAN office visits for illness or disease after you pay a $10 copayment 
per in-network visit and meet your annual deductible. The in-network copayment for a specialist visit is $20. No 
referral from your primary care physician will be required in order for you to see your specialist. The office visit 
copayment applies first, then the annual deductible. If you go to a non-network provider, the NAP pays 70% of 
Customary and Reasonable (C&R) Charges after your deductible (see “How Benefits Are Determined” on 
page 114). 

How Benefits Are Determined 

Customary and Reasonable (C&R) Charges 
Customary and Reasonable Charges are those covered charges for services rendered by or on behalf of a 
non-network PHYSICIAN, for an amount not to exceed the amount determined by Anthem Blue Cross in accordance 
with the applicable fee schedule. 

A Customary and Reasonable Charge is a charge which falls within the common range of fees billed by a majority 
of physicians for a procedure in a given geographic region. If it exceeds that range, the expense must be justified 
based on the complexity or severity of treatment for a specific case. 

Covered Health Services 
Covered Health Services are those health services, supplies or equipment provided for the purpose of preventing, 
diagnosing or treating a sickness, injury, covered medical condition, or its symptoms. 

A Covered Health Service is a Medically Necessary health care service or supply described under NAP Covered 
Services as a Covered Health Service and which is not excluded under “What the NAP Does Not Cover”, including 
experimental or investigational services or unproven services. 

Covered Health Services must be provided: 

 When the Plan is in effect; 

 Prior to the EFFECTIVE DATE of any of the individual termination conditions set forth in this Summary Plan 
Description; and 

 Only when the person who receives services is a covered person and meets all eligibility requirements 
specified in the Plan. 

Decisions about whether to cover new technologies, procedures and treatments will be determined by Anthem 
Blue Cross. 
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Medically Necessary Services 
Medically Necessary Services are those procedures, supplies, equipment or services which the Claims 
Administrator, Anthem Blue Cross on behalf of Anthem Blue Cross Life & Health, determines to be: 

 Appropriate and necessary for the diagnosis or treatment of the medical condition; 

 Provided for the diagnosis or direct care and treatment of the medical condition; 

 Within standards of good medical practice within the organized medical community; 

 Not primarily for your convenience, or for the convenience of your physician or another provider; and 

 The most appropriate procedure, supply, equipment or service which can safely be provided. The most 
appropriate procedure, supply, equipment or service must satisfy the following requirements: 

 There must be valid scientific evidence demonstrating that the expected health benefits from the 
procedure, supply, equipment or service are clinically significant and produce a greater likelihood of 
benefit, without a disproportionately greater risk of harm or complications, for you with the particular 
medical condition being treated than other possible alternatives; and 

 Generally accepted forms of treatment that are less invasive have been tried and found to be ineffective or 
are otherwise unsuitable; and 

 For HOSPITAL stays, acute care as an inpatient is necessary due to the kind of services you are receiving or 
the severity of your condition, and safe and adequate care cannot be received by you as an outpatient or in 
a less intensified medical setting. 

The fact that a physician, licensed professional or other provider may prescribe, order, recommend, or approve a 
service or supply does not, in itself, make it Medically Necessary, even though it is not specifically listed as an 
exclusion or limitation. The services or supplies must be ordered by the attending physician or licensed 
professional for the direct care and treatment of a covered illness, injury or condition. Services must be standard 
medical practice where received for the illness, injury or condition being treated and must be legal in the United 
States. 

Special Situations — Emergency Care and Treatment Away From Home 
Emergency Care 

If you or a covered family member experiences a medical emergency, seeking prompt care should be the first 
priority. Under the Plan, emergency care is provided 24 hours a day, seven days a week, anywhere in the world. 

A medical emergency is defined as a sudden and unforeseeable illness or injury of such a nature that failure to 
get immediate medical care could be life-threatening or cause serious harm to bodily function. 

Examples of medical emergencies include: 

 Apparent heart attack 

 Severe shortness of breath 

 Severe bleeding 

 Apparent poisoning 

 Obvious fractures 

 Sudden vision loss 

 Severe or multiple injuries 

 Allergic reactions accompanied by swelling of the face and lips or wheezing in the chest 

 Sudden loss of consciousness 

 Convulsions 
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What to Do in Case of Emergency 
In case of a medical emergency, go immediately to the nearest hospital emergency room. Call BlueCard at 
800-810-BLUE (2583) or call collect at 804-673-1177 if you are admitted to the hospital. For emergency room 
visits, you pay a $35 copayment for each visit and then the deductible applies, if applicable. If hospitalization is 
required, your emergency room copayment will be waived; however, a hospital copayment of $100 will apply, 
then the deductible, if applicable. 

It is important to understand that symptoms such as colds, earaches, sprains and rashes, although potentially 
serious, are not immediately life-threatening and, thus, may not require a visit to the emergency room. In these 
cases, you should always call your regular physician first. 

Emergency room visits for non-emergencies (as determined by Anthem Blue Cross) at non-network hospitals will 
be covered at the non-network benefit level. 

Treatment Away From Home 

While Working Away From Home 

If you have a work assignment outside of your home area — where there are no PPO NETWORK PROVIDERs — you will 
be covered at the higher level of benefits for non-routine medical care provided by any licensed physician, 
surgeon or general hospital. To receive network benefits, you should submit a letter with your first claim 
explaining the location and length of your assignment. Anthem Blue Cross will verify the assignment with the HR 
Service Center. You will then be eligible to receive the higher level of network benefits for Covered Health 
Services. 

While Traveling Away From Home 

If you are traveling away from home within the United States, but where there are no PPO network providers, and 
you need non-emergency medical services, you may be eligible to receive the higher level of network benefits by 
sending a written appeal to Anthem Blue Cross. See the Claims and Appeals Process section for information on 
the appeals process. 

If you are traveling out of the country, you may seek urgent or emergency care from any licensed provider. Non-
emergency/non-URGENT CARE is not covered outside of the United States. Before leaving the U.S., you can call 
800-810-BLUE (2583) and a BlueCard coordinator can provide you with a list of Blue Cross Association 
participating hospitals in several international cities. You may also find this information at 
www.anthem.com/ca/pge. For inpatient care at a network BlueCard hospital, you pay only the applicable 
deductibles and copays. The provider files the claim for you. 

For inpatient care at a non-network hospital, you will need to pay the hospital at the time you receive services and 
then submit a claim for reimbursement. To locate a claim form, go to www.anthem.com/ca/pge, then under 
“Tools & Information,” select “Forms.” To receive higher level network benefits, submit your claim form to 
Anthem Blue Cross with a letter explaining that the claim was incurred while traveling outside the country, along 
with a receipt for services, translated in English, if possible, which includes the following: 

 dates of service; 

 procedure codes or description of services; and 

 provider’s name. 

If you need treatment for a life-threatening emergency while traveling away from home, you should follow the 
steps under Emergency Care listed under Special Situations in this section. 

Dependent Children Living Away From Home 

Dependent children covered under the NAP who are residing away from home (for example, while attending 
school) will receive benefits in accordance with the provisions of the NAP. If your dependent children reside in an 
area where there are no PPO network providers or BlueCard providers — and they need non-emergency medical 
services — they may be eligible to receive the higher level of network benefits by sending a written appeal to 
Anthem Blue Cross. See the Claims and Appeals Process section for information on the appeals process. 
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If out-of-state, your Enrolled Dependents may access benefits with the BlueCard program, which enables 
members traveling or living outside their home state to access a broader network of doctors and hospitals at 
discounted rates through other Blue Cross/Blue Shield plans. To locate BlueCard providers, call toll-free 
800-810-BLUE (2583). This number is also printed on the back of your ID card for handy reference. 

Medical Management Programs 
Benefits are provided only for medically necessary and appropriate 
services. Medical management programs are designed to work together 
with you and your provider to ensure you receive appropriate medical 
care and avoid unexpected out-of-pocket expenses. The Medical 
Management Programs at Anthem Blue Cross include the Utilization 
Review Program, Authorization Program and Personal Case 
Management. The Utilization Review Program applies to inpatient 
HOSPITAL admissions. The Authorization Program applies to certain 
specialized services or treatments (e.g., organ and tissue transplants, 
home health care, or admissions to a SKILLED NURSING FACILITY.) The 
Personal Case Management Program helps you coordinate and manage long-term intensive medical care. 

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 Plan. If benefits are denied or reduced as 
a result of these programs, you may apply for consideration under the claims and appeals process. 

Utilization Review Program 
The Utilization Review Program evaluates the medical necessity and appropriateness of care and the setting in 
which care is provided. You and your PHYSICIAN are advised if it has been determined that services can be safely 
provided in an outpatient setting or if an inpatient STAY is recommended. Services that are medically necessary 
and appropriate are certified by Anthem Blue Cross and monitored so that you know when it is no longer 
medically necessary and appropriate to continue those services. 

When services are performed by network PPO providers, it is your provider’s responsibility to start the utilization 
review process. For NON-NETWORK PROVIDERs, it is your responsibility to see that your physician starts the utilization 
review process before scheduling you for any service subject to the Utilization Review Program. If you receive any 
such service and do not follow the procedures set forth in this section, your benefits may be reduced. 

Utilization Review Requirements 
Services which require pre-authorization by Utilization Management include: 

 Inpatient HOSPITAL stays. (A $300 penalty applies for not obtaining pre-authorization.) 

Exceptions: Utilization review is not required for inpatient hospital stays for the following services: 

 Maternity care of 48 hours or less following a normal delivery or 96 hours or less following a cesarean 
section; and 

 Mastectomy and lymph node dissection. 

 AMBULATORY SURGICAL CENTER and outpatient surgeries. 

 Home infusion. 

Review Stages 
There are three stages of utilization review: 

 Pre-Service review determines the medical necessity and appropriateness of scheduled, non-emergency 
inpatient hospital admissions. 

Not Applicable for Secondary 
Coverage 

Medical management requirements 
described in this section do not apply 
when coverage under this Plan is 
secondary to Medicare or another plan 
providing benefits for you or your 
dependents. 
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 Concurrent review determines whether services are medically necessary and appropriate when pre-service 
review is not required or when Anthem Blue Cross is notified while service is ongoing, for example, after an 
emergency admission to the hospital. 

 Retrospective review is performed to review services that have already been provided. 

 This applies in cases when pre-authorization, pre-service or concurrent review was not completed, or in 
order to evaluate and audit medical documentation subsequent to services being provided. Retrospective 
review may also be performed for services that continued longer than originally certified. 

Effect on Benefits 
In order for the full benefits of the Plan to be payable, the following criteria must be met: 

 The appropriate utilization reviews must be performed in accordance with the Plan. 

 When pre-service review is not performed as required for an anticipated inpatient hospital admission, a $300 
penalty will be applied for both network and non-network care. The services must be medically necessary and 
appropriate. 

Inpatient hospital benefits will be provided only when an inpatient stay is medically necessary and 
appropriate. If you proceed to receive any services that have been determined to be not medically necessary 
or not appropriate at any stage of the utilization review process, benefits will not be provided for those 
services. 

 Services that are not reviewed prior to or during service delivery will be reviewed retrospectively when the bill 
is submitted for benefit payment. 

If that review results in the determination that part or all of the services were not medically necessary or not 
appropriate, benefits will not be paid for those services. Remaining benefits will be subject to previously noted 
reductions that apply when the required reviews are not obtained. 

How to Obtain Utilization Reviews 
Remember, when your physician is a NETWORK PROVIDER, it is your physician’s responsibility to confirm that the 
review has been performed. When your physician is a non-network provider, it is your responsibility to confirm 
that the review has been performed. 

Pre-Service Reviews 

Penalties will result for failure to obtain pre-service review before receiving scheduled services, as follows: 

 For all scheduled services that are subject to utilization review, you or your physician must initiate the 
pre-service review at least five working days prior to when you are scheduled to receive services. 

 Physicians who are network providers will initiate the review on your behalf. A non-network provider may 
initiate the review for you, or you may call Anthem Blue Cross directly. The toll-free number for 
pre-authorization and pre-service review is 800-274-7767. This number is printed on your ID card. 

 If you obtain certification for a service but the certified service is not rendered within 60 days of obtaining the 
certification, or if the nature of the service changes, a new pre-service review must be obtained. 

 Anthem Blue Cross will certify services that are medically necessary and appropriate. For inpatient hospital 
stays, Anthem Blue Cross will, if appropriate, certify a specific length of stay for approved services. You, your 
physician and the provider of the service will receive a written confirmation showing this information. 

Concurrent Reviews 

 If pre-service review was not performed, Anthem Blue Cross must be contacted for concurrent review. For an 
emergency admission or procedure, Anthem Blue Cross must be notified within one working day of the 
admission or procedure, unless extraordinary circumstances prevent such notification within that time period. 

 In determining “extraordinary circumstances,” Anthem Blue Cross may take into account whether or not 
your condition was severe enough to prevent you from notifying Anthem Blue Cross, or whether or not a 
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member of your family was available to notify Anthem Blue Cross for you. You may have to prove that such 
“extraordinary circumstances” were present at the time of the emergency. 

 When network providers have been informed of your need for utilization review, they will initiate the review on 
your behalf. You may ask a non-network provider to call the toll-free number printed on your identification 
card or you may call directly. The toll-free number for pre-authorization and pre-service review is 
800-274-7767. 

When it is determined that the service is medically necessary and appropriate, Anthem Blue Cross will, 
depending upon the type of treatment or procedure, certify the service for a period of time that is medically 
appropriate. Anthem Blue Cross will also determine the medically appropriate setting. 

If it is determined that the service is not medically necessary or not appropriate, your physician will be notified by 
telephone no later than 24 hours following Anthem Blue Cross’ decision. Anthem Blue Cross will send written 
notice to you and your physician within two business days following the decision. However, care will not be 
discontinued until your physician has been notified and a plan of care that is appropriate for your needs has been 
agreed upon. 

Retrospective Reviews 

 Retrospective review is performed when Anthem Blue Cross is not notified of the service you received, and is 
therefore unable to perform the appropriate review prior to your discharge from the hospital or completion of 
outpatient treatment. It is also performed when pre-service or concurrent review has been done, but services 
continue longer than originally certified. 

 Retrospective review may also be performed for the evaluation and audit of medical documentation after 
services have been provided, whether or not pre-service or concurrent review was performed. 

 Such services which have been retrospectively determined to be not medically necessary or not appropriate 
will be retroactively denied certification. 

Authorization Program 
The Authorization Program provides prior authorization for medical care or service from a NON-NETWORK PROVIDER 
and for certain “special services.” It is your responsibility to obtain authorization before you receive any service 
subject to the Authorization Program. Call Anthem Blue Cross’ pre-authorization and pre-service review toll-free 
number at 800-274-7767, which is printed on your ID card. 

If you receive any such service and do not follow the procedures outlined in this section, your benefits will be 
reduced as shown under “Effects on Benefits” under “Utilization Review Program” on page 117. 

Services Requiring Authorization 
Authorized Referrals 

In order for the maximum benefits of the Plan to be payable, advance authorization is required for services 
received from non-NETWORK PROVIDERs. When the appropriate authorization is obtained, these services are called 
“AUTHORIZED REFERRAL services.” 

Note: Authorized referrals are not required for the services of physicians of a type not available within the Prudent 
Buyer Plan PPO network (for example, an audiologist). A PHYSICIAN’s written referral is required, however, in order 
for the services of some physicians to be covered under the Plan. 

Special Services 

Pre-authorization is also required to obtain benefits for: 

 Organ and tissue transplants; see “What the NAP Covers” on page 123. 

 Transplant travel expense benefits; see “What the NAP Covers” on page 123. 

 Home health care*; HOSPICE*, or home hospice care*; see “What the NAP Covers” on page 123. 

 Admissions to a SKILLED NURSING FACILITY*; see “What the NAP Covers” on page 123. 
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 Purchase or rental of durable medical equipment for which the total price is equal to or greater than $1,000.* 

*A $300 penalty is assessed if pre-authorization is not obtained. 

Effect on Benefits 
Authorized Referrals 

 For services requiring an Authorized Referral, the copayment for network providers will apply for medically 
necessary and appropriate authorized referral services received from a non-network provider. 

 The coinsurance for non-network providers will apply for referral services received from non-network providers 
that have not been authorized in advance. 

Special Services 

 A $300 penalty is assessed if pre-authorization is not obtained for the following special services received from 
either network or non-network providers: skilled nursing facility admissions; home health care; hospice or 
home hospice care; or the purchase or cumulative rental of durable medical equipment equal to or over 
$1,000. 

When Authorization Will Be Provided 
Authorized Referrals 

Referrals to non-network providers will be authorized only when all of the following criteria are met: 

 There is not a network provider within a 30-mile radius of your residence who: 

 Practices the appropriate specialty, or 

 Provides the required services, or 

 Has the necessary facilities; 

 You are referred to the non-network provider by a physician who is a network provider; and 

 The services are authorized as medically necessary before services are received. 

Special Services 

Organ and Tissue Transplants 

 Authorizations for organ and tissue transplants will be provided as follows: 

 For kidney or cornea transplants, both of the following criteria must be met: 

 The services are medically necessary and appropriate; and 

 The physicians on the surgical team and the facility in which the transplant is to take place are 
approved for the transplant requested. 

 For transplantation of liver, heart, heart-lung, lung, kidney-pancreas or bone marrow, including autologous 
bone marrow transplant, peripheral stem cell replacement and similar procedures, both of the following 
criteria must be met: 

 The services are medically necessary and appropriate; and 

 The providers of related pre-operative and post-operative services are approved. 

Note: Organ and Tissue Transplants are only covered in-network. Coverage for transplants done at a network 
facility but not at a Center of Medical Excellence (CME) is 70%. See “Organ and Tissue Transplants” on page 127 
for more details. 
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Transplant Travel Expense Benefits 

 Authorizations for transplant travel expense benefits will be provided for the recipient and one companion (up 
to two companions if the transplant recipient is a child) only if all of the following criteria are met: 

 The procedure is for transplantation of liver, heart, heart-lung, lung, kidney-pancreas, kidney, cornea, or 
bone marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar 
procedures, and authorized by Anthem Blue Cross; 

 The organ transplant is performed at a specific Center of Medical Excellence (CME) or at a pre-authorized 
participating kidney or cornea transplant facility; and 

 The specific CME is 50 miles or more from the recipient’s home. 

Home Health Care 

See “Home Health Care and Hospice Care” on page 124. 

 Authorizations for home health care services will be provided only if all of the following criteria are met: 

 The services are medically necessary and appropriate and can be safely provided in the beneficiary’s 
home, as certified by the attending physician; 

 The attending physician manages and directs the beneficiary’s medical care at home; and 

 The attending physician must establish a definitive treatment plan which must be consistent with the 
beneficiary’s medical needs and must list the services to be provided by the home health agency. 

Skilled Nursing Facility 

See “Skilled Nursing Facility” on page 129. 

 Anthem Blue Cross will authorize inpatient services provided in a skilled nursing facility only if all of the 
following criteria are met: 

 You require daily skilled nursing or rehabilitation, as certified by the attending physician; 

 You were an inpatient in a HOSPITAL for at least three consecutive days, and are to be admitted to the 
skilled nursing facility within 30 days of your discharge from the hospital; 

 You will be treated for the same condition for which you were treated in the hospital; and 

 The care that you will receive is medically necessary and is not custodial, as determined by Anthem 
Blue Cross. 

Durable Medical Equipment 

 Pre-authorization is required for the purchase or rental of durable medical equipment for which the total price 
costs $1,000 or more. 

How to Obtain an Authorization 
For Authorized Referrals 

You or your physician must call the toll-free telephone number printed on your identification card prior to 
scheduling an admission to a non-network facility or receiving the services of, a non-network provider. 

For Special Services 

To obtain authorization, you or your physician must call the Anthem Blue Cross pre-authorization and pre-service 
review toll-free number at 800-274-7767 prior to receiving services. 

Medical Necessity Review Process 
Anthem Blue Cross will work with you and your health care providers to determine what is or is not medically 
necessary and appropriate care and services. While the types of services requiring review and the timing of the 
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reviews may vary, Anthem Blue Cross is committed to ensuring that reviews are performed in a timely and 
professional manner. 

The review process follows the same procedures and timing as the benefit claim process. See the Claims and 
Appeals Process section. In addition: 

 All pre-authorization, pre-service, concurrent and retrospective reviews for medical necessity are screened by 
clinically experienced, licensed personnel (called “Review Coordinators”) using pre-established criteria and 
Anthem Blue Cross Medical Policy. These criteria and policies are developed and approved by practicing 
providers not employed by Anthem Blue Cross, and are evaluated at least annually and updated as standards 
of practice or technology change. Requests satisfying these criteria are certified as medically necessary. 
Review Coordinators are able to approve most requests. 

 If the request fails to satisfy these criteria or medical policies, the request is referred to a Peer Clinical 
Reviewer. Peer Clinical Reviewers are health professionals who are clinically competent to evaluate the 
specific clinical aspects of the request and render an opinion specific to the medical condition, procedure 
and/or treatment under review. Peer Clinical Reviewers are licensed in California with the same license 
category as the requesting provider. When the Peer Clinical Reviewer is unable to certify the service, the 
requesting PHYSICIAN is contacted by telephone for a discussion of the case. In many cases, services can be 
certified after this discussion. If the Peer Clinical Reviewer is still unable to certify the service, your provider 
will be given the option of having the request reviewed by a different Peer Clinical Reviewer. 

 Only the Peer Clinical Reviewer may determine that the proposed services are not medically necessary or not 
appropriate. 

 Reviewers may be Anthem Blue Cross employees or an independent third party chosen at the sole and 
absolute discretion of Anthem Blue Cross. 

 You or your physician may request copies of specific criteria and/or medical policies by writing to the address 
shown on your Anthem Blue Cross identification card. Medical necessity review procedures may be disclosed 
to health care providers through provider manuals and newsletters. 

A determination of medical necessity does not guarantee payment or coverage. The determination that services 
are medically necessary is based on the clinical information provided. Payment is based on the terms of your 
coverage at the time of service. These terms include certain exclusions, limitations, and other conditions. 
Payment of benefits could be limited for a number of reasons, including: 

 The information submitted with the claim differs from that given by phone; 

 The service is excluded from coverage; or 

 You are not eligible for coverage when the service is actually provided. 

Personal Case Management (for Non-Medicare Members) 
The Personal Case Management Program enables you to obtain medically appropriate care in a more 
economical, cost-effective and coordinated manner during prolonged periods of intensive medical care. Anthem 
Blue Cross, through a case manager, may recommend an alternative plan of treatment which may include 
services not typically covered under the Plan. Anthem Blue Cross does not have an obligation to provide personal 
case management. These services are provided at the sole and absolute discretion of Anthem Blue Cross. 
Examples of conditions that may fall under Personal Case Management include: 

 Burns 

 CVA 

 Migraine 

 Sickle Cell Disease 

 Trauma 

These Are Examples 

These conditions or diagnoses are not a 
guarantee of acceptance into the 
Personal Case Management Program. 
Cases are reviewed and criteria applied 
to determine possible enrollment, and 
enrollment is contingent upon member 
consent. 
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How Personal Case Management Works 
You may be identified for possible personal case management through the Plan’s utilization review procedures, 
by the attending PHYSICIAN or HOSPITAL staff, or through Anthem Blue Cross’ claims reports. You or your family may 
also call Anthem Blue Cross and request personal case management. 

Benefits for personal case management will be considered only when all of the following criteria are met: 

 You require extensive long-term treatment; 

 Anthem Blue Cross anticipates that such treatment utilizing services or supplies covered under the Plan will 
result in considerable cost; 

 A cost-benefit analysis determines that the benefits payable under the Plan for the alternative plan of 
treatment can be provided at a lower overall cost than the benefits you would otherwise receive under the 
Plan while maintaining the same standards of care; and 

 You (or your legal guardian) and your physician agree, in a letter of agreement, with Anthem Blue Cross’ 
recommended substitution of benefits and with the specific terms and conditions under which alternative 
benefits are to be provided. 

Alternative Treatment Plan 
If Anthem Blue Cross determines that your needs could be met more efficiently, an alternative treatment plan 
may be recommended. This may include providing benefits typically not covered under the Plan. A case manager 
will review the medical records and discuss your treatment with the attending physician, you, and your family. 

Anthem Blue Cross makes treatment recommendations only; you and your physician make the decisions 
regarding treatment. The Plan will not compromise your freedom to make such decisions. 

The Effect Personal Case Management Has on Benefits 
 Any alternative benefits are accumulated toward the corresponding benefit maximums. 

 Benefits are provided for an alternative treatment plan on a case-by-case basis only. Anthem Blue Cross has 
absolute discretion in deciding whether or not to authorize services in lieu of benefits for any covered person, 
which alternatives may be offered and the terms of the offer. 

 The authorization of services in lieu of benefits in a particular case in no way commits the Plan to do so in 
another case or for any other covered person. 

 The Personal Case Management Program does not prevent Anthem Blue Cross from strictly applying the 
expressed benefits, exclusions and limitations of the Plan at any other time or for any other covered person. 

Third Parties 
Anthem Blue Cross reserves the right to use the services of one or more third parties in the performance of the 
services outlined in the letter of agreement. No other assignment of any rights or delegation of any duties by 
either party is valid without the prior written consent of the other party. 

What the NAP Covers 
This topic lists covered services and supplies that are frequently used. If you have any questions on whether or 
not a specific service or supply is covered by the Plan, contact Anthem Blue Cross Member Services at 
800-964-0530. 

For ease of reviewing, the NAP Covered Services are listed in alphabetical order, with the exception of “Other 
Covered Services and Supplies,” which is listed last. 
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Acupuncture 
Under the NAP, acupuncture services received from an M.D. or licensed acupuncturist who participates in the 
Anthem Blue Cross PPO network will be covered at 80% of the NEGOTIATED RATE, after deductible, for up to 20 visits 
per year. Acupuncture services received from a non-network acupuncturist will be covered at 70% of Customary 
and Reasonable Charges (ELIGIBLE EXPENSES), after deductible, for up to 15 visits per year. 

Ambulance Services 
The following ambulance services are covered: 

Emergency Only 
 Emergency ambulance transportation, provided by a licensed ambulance service, to the nearest HOSPITAL 

where emergency health services can be performed. 

Non-Emergency 
 Transportation by professional ambulance, other than air ambulance, to and from a medical facility when 

Medically Necessary. 

 Transportation by regularly-scheduled airline, railroad or air ambulance, to the nearest medical facility 
qualified to give the required treatment when Medically Necessary. 

Chiropractic Care 
The NAP only covers chiropractic services that are deemed to be Covered Health Services. In addition, the NAP 
only covers services that are expected to result in a significant improvement in the patient’s level of functioning. If 
a measurable increase in the patient’s level of functioning does not occur as a direct result of the skilled 
chiropractic therapy intervention, then the treatment is considered maintenance in nature and is not covered. The 
measurable increase in the patient’s level of functioning must be documented in treatment notes. 

Under the NAP, pre-approval for chiropractic care is required. The office visits to a chiropractor are covered at 
80% of the NEGOTIATED RATE, after deductible, when visits are to a provider who participates in the Anthem Blue 
Cross PPO network and the care is pre-approved by American Specialty Health Network (ASHN). You can locate 
NETWORK PROVIDERs by calling Anthem Blue Cross directly or by visiting its website. To obtain pre-approval, call 
ASHN at 800-678-9133. Non-network chiropractic care is covered at 70% of Customary and Reasonable Charges 
(ELIGIBLE EXPENSES) and is limited to 15 visits per year. 

You can locate chiropractic providers who participate in the Anthem Blue Cross PPO network by calling Anthem 
Blue Cross Member Services at 800-964-0530 or you may visit the Anthem Blue Cross website at 
www.anthem.com/ca/pge or www.anthem.com/ca. If there is not a network chiropractor within 30 road miles of 
your residence, you may seek care from a NON-NETWORK PROVIDER and receive network benefits. If this is the case, 
call Anthem Blue Cross Member Services before receiving services, to verify there are no network chiropractors 
within 30 miles and request the network level of benefit reimbursement. 

Hearing Aids — Effective January 1, 2014 
The NAP covers 80% of the allowable cost for Medically Necessary hearing aids and related expenses. The plan 
will cover one hearing aid per ear every three years. 

Home Health Care and Hospice Care 
Home health care and HOSPICE care under the NAP are covered at 90% of the NEGOTIATED RATE, after deductible, if 
you use an Anthem Blue Cross PPO NETWORK PROVIDER. Pre-authorization is required. A penalty of $300 applies if 
no pre-authorization is obtained. 
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Non-network home health care and hospice care is covered at 70% of Customary and Reasonable Charges 
(ELIGIBLE EXPENSES) after deductible. The NAP will cover the services of an approved home health care agency or 
hospice agency, provided the services are Medically Necessary Covered Health Services, not custodial in nature, 
ordered by your attending PHYSICIAN (whether network or non-network), and rendered under a written treatment 
plan approved by Anthem Blue Cross. Custodial care, which is not covered, is defined as care provided primarily 
to assist an individual in meeting the activities of daily living including, but not limited to, walking, bathing, 
dressing, eating, preparation of special diets, changing catheters, and supervision over self-administration of 
medications not requiring constant attention of trained medical personnel. It is care that can be taught to a lay 
person who does not have any professional qualifications, skills or training. 

When your doctor recommends either home health or hospice care, he or she must contact Anthem Blue Cross at 
800-274-7767 for pre-authorization. 

Services in Your Home 
The Plan covers the following services when rendered in the patient’s home, provided that the services are 
Medically Necessary Covered Health Services and are not considered custodial care, as determined by Anthem 
Blue Cross: 

 Nursing services provided by a registered nurse (R.N.), or a licensed vocational nurse (L.V.N.) or licensed 
practical nurse (L.P.N.) when under the supervision of an R.N. 

 Services of a home health aide. 

 Physical, occupational, speech or respiratory therapy; medical social services; and nutritional counseling. 

 For a patient formally admitted to a hospice program: homemaking services; counseling for the patient and 
covered family members; up to three days of respite care during a six-month period; and bereavement 
counseling by a certified social worker who is an employee of the hospice, for up to 12 months after the 
patient’s death. Bereavement counseling benefits are limited to $25 per visit, four visits per family. 

Hospice Facility 
Medically Necessary Covered Health Services in a hospice facility are covered when a patient in the latter stages 
of a terminal illness is formally admitted to an inpatient hospice program and Medical Management has 
approved the admission. 

The following inpatient hospice services are covered: 

 Bed, board and general nursing care. 

 Medical care provided by other professional providers employed by the facility. 

 Hospice facility services and supplies. 

 Family counseling related to the patient’s illness. 

 Bereavement counseling for the family after the patient’s death. 

Eligibility for hospice benefits begins on the date on which the patient’s physician certifies that the patient has a 
life expectancy of six months or less. 

The Plan does not cover homemaking services, except as specifically provided above. Food or home-delivered 
meals and services by volunteers who do not regularly charge for their services are not covered. 

Coverage of physician, HOSPITAL, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 

Hospital Care — Inpatient 
Inpatient HOSPITAL care is covered at 100% after a $100 copayment and after meeting the annual deductible, 
when you use a participating PPO NETWORK PROVIDER. Non-network inpatient hospital care is covered at 70% of 
ELIGIBLE EXPENSES after meeting the deductible. For non-emergency inpatient hospital care, pre-authorization is 
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required. A penalty of $300 applies if no pre-authorization is obtained. When services are performed by a network 
provider, your provider will contact Anthem Blue Cross Medical Management for pre-authorization. When services 
are performed by a NON-NETWORK PROVIDER, it is your responsibility to contact Anthem Blue Cross Medical 
Management for pre-authorization or make sure your provider has obtained the necessary pre-authorization. The 
hospital copayment does not apply to the annual deductible. 

Covered inpatient hospital services include: 

 Room and board in semi-private accommodations; private room if a Medically Necessary Covered Health 
Service (as determined by standards set by Anthem Blue Cross — see “Covered Health Services” under “How 
Benefits Are Determined” on page 114). 

 SPECIAL CARE UNITS. 

 Medical and surgical supplies. 

 General nursing care. 

 Use of operating and special treatment rooms. 

 Anesthesia and its administration by a salaried hospital employee. 

 Administration of blood and blood plasma, including the cost of unreplaced blood, blood products and blood 
processing. 

 Hospital ancillary services, including laboratory, cardiology, pathology, radiology and any professional 
components for such services. 

 Routine nursery care for a newborn if the child is enrolled in the NAP. 

 Drugs, medicines and oxygen supplied by and used in the hospital. 

 Pre-admission testing performed within seven days before hospital admission or outpatient surgery. 

 Radiation therapy, chemotherapy, physical therapy, respiratory therapy, and hemodialysis treatment. 

 Short-term speech therapy for correction of speech impairments resulting from illness, injury, surgery, or 
previous therapeutic processes. 

 Physical therapy when furnished by the hospital as a regular service. 

 Occupational therapy when furnished by the hospital in conjunction with physical therapy treatments. 

 Dental care when a hospital admission is required for dental surgery or extraction of teeth, general anesthesia 
is required, and a PHYSICIAN certifies that the hospitalization is Medically Necessary. 

Childbirth 
Under federal law, the duration of benefits provided for any hospital STAY in connection with childbirth for a 
mother or newborn child may not be restricted to less than 48 hours following a normal delivery, or less than 96 
hours following a cesarean section. However, this 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 baby earlier 
than 48 hours (or 96 hours, as applicable). 

Hospital Care — Outpatient 
Covered outpatient HOSPITAL services include: 

 Outpatient surgical services. This includes Medically Necessary Covered Health Services rendered in a 
freestanding AMBULATORY SURGICAL CENTER, a short-STAY surgical unit or an outpatient department of a hospital. 

 Emergency hospital outpatient services for the first visit for emergency care and treatment of a sudden and 
unforeseeable illness or injury which, if not immediately diagnosed and treated, could be life-threatening or 
cause serious harm to bodily function. 
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 Medically Necessary Outpatient Covered Health Services for radiation therapy, chemotherapy and 
hemodialysis treatment. 

Organ and Tissue Transplants 
Organ and tissue transplants are covered at 100% of the NEGOTIATED RATE, after deductible, when pre-authorized by 
Anthem Blue Cross and performed at an Anthem Blue Cross Center of Medical Excellence (CME) facility. If 
members use a facility that participates in the Anthem Blue Cross PPO network, but which is not a CME, organ 
and tissue transplant services are covered at 70% of the negotiated rate, after deductible. Pre-authorization is 
required for all transplant services. 

Benefits are available for the following organ and tissue transplants when the transplant is ordered by a PHYSICIAN, 
meets the definition of a Covered Health Service and is not an unproven, experimental, or investigational service, 
as described under “What the NAP Doesn’t Cover” on page 132. 

 Bone marrow transplants (either from you or from a compatible donor) and peripheral stem cell transplants, 
with or without high dose chemotherapy. Not all bone marrow transplants meet the definition of a Covered 
Health Service. 

 Heart transplants 

 Heart/lung transplants 

 Lung transplants 

 Liver transplants 

 Kidney transplants 

 Kidney/pancreas transplants 

 Liver/small bowel transplants 

 Pancreas transplants 

 Small bowel transplants 

 Cornea transplants 

Organ or tissue transplants or multiple organ transplants, other than those listed in this section, are currently 
excluded from coverage. 

Centers of Medical Excellence (CME) Transplant Facilities 
In California, Anthem Blue Cross has established a Centers of Medical Excellence (CME) network of transplant 
facilities to provide services for specified organ transplants (heart, liver, lung, heart-lung, kidney-pancreas, or bone 
marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar procedures). 
Equivalent approved transplant facilities are located outside of California. 

CMEs are health care providers designated by Anthem Blue Cross as selected facilities for specified medical 
services. A provider participating in a CME network has a CME Agreement in effect with Anthem Blue Cross at the 
time services are rendered or is available through their affiliate companies or their relationship with the Blue 
Cross and Blue Shield Association. CMEs agree to accept the CME negotiated rate as payment in full for covered 
services. A participating provider in the Anthem Blue Cross PPO network is not necessarily a CME. A provider’s 
participation in the Anthem Blue Cross PPO network or other agreement with Anthem Blue Cross is not a 
substitute for a CME Agreement. 

Obtain Authorization from Anthem Blue Cross’ Authorization Program 
Authorization is required for all transplant services. You must call the Pre-Authorization and Pre-Service toll-free 
number at 800-274-7767 as soon as the possibility of a transplant arises. The Authorization Program will arrange 
for a pre-transplantation evaluation to be performed at a CME transplant facility. The Authorization Program also 
can discuss your benefit options and any special transplant guidelines. 
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Travel Expenses 
You may be eligible to receive reimbursement for some or all of your travel expenses associated with undergoing 
an organ transplant. For more information, see “Transportation and Lodging” on page 129. 

Prescription Drugs 

Inpatient Prescription Drugs 
Prescription drugs you receive while you are hospitalized, or “inpatient” drugs, are covered by your Anthem Blue 
Cross medical plan. If you are hospitalized in a PPO network HOSPITAL, prescription drugs are covered at 100%. If 
you are hospitalized in a non-network hospital, prescription drugs are covered at 70%. 

Outpatient Prescription Drugs 
Prescriptions dispensed and filled on an outpatient basis are covered under a separate plan, the Prescription 
Drug Plan, described in the section entitled Prescription Drug Coverage. Outpatient drugs are not covered by the 
Anthem Blue Cross medical plan unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel. 

Professional Services 
The following professional services are covered, if deemed to be Medically Necessary Covered Health Services as 
determined by Anthem Blue Cross: 

 Services of a PHYSICIAN, surgeon or assistant surgeon 

 Services of an anesthetist or anesthesiologist in connection with surgery 

 Services of a consulting physician when requested by your doctor 

 Constant care services rendered by a physician when you are in critical condition 

 Physician visits to a HOSPITAL or SKILLED NURSING FACILITY during a covered inpatient confinement 

 Visits to your doctor’s office or physician house calls for treatment of illness, disease or injury 

 Radiation therapy 

 Outpatient diagnostic X-rays and lab exams 

 Injections, inoculations and immunizations 

 Physician services in the outpatient department of a hospital, ambulatory surgical facility or short-STAY surgical 
unit 

 Routine physical exams 

 Routine or diagnostic Pap smears and mammograms (covered by X-ray and lab benefit) 

 Well-baby care. 

 Services of a licensed physical therapist for a covered inpatient hospital or skilled nursing facility confinement. 

Psychiatric Care and Substance Abuse Treatment 
Only detoxification that is considered to be medical care and that is deemed to be a Medically Necessary Covered 
Health Service is covered by the medical portion of the Plan administered by Anthem Blue Cross. Psychiatric care 
and substance abuse treatment are covered under the separate Mental Health and Substance Abuse Program 
administered by ValueOptions. 
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Transportation and Lodging 
 The Authorization Program will assist the patient and family with travel and lodging arrangements associated 

with transplant procedures, bariatric surgery or transgender surgery. Expenses for travel and lodging are based 
on IRS guidelines and include the following: patient and companion transportation, such as airfare, train, or 
bus fares; hotel or apartment rentals; gas and car rentals; and taxes on covered expenses. 

 Meals do not qualify for reimbursement, per IRS regulations. 

For Organ Transplants 
 Travel and lodging expenses are available for transplant patients only if the transplant recipient resides more 

than 75 miles from the Center of Medical Excellence (CME) facility or a pre-authorized participating kidney or 
cornea transplant facility. 

 Transplant travel expense for a pre-authorized, specified transplant, including for purposes of evaluation prior 
to the transplant and post-discharge follow-up  

 If the transplant patient is a covered dependent minor child, the transportation expenses of up to two 
companions will be covered. 

 There is a combined overall lifetime maximum of $10,000 per covered person for all transportation and 
lodging expenses incurred by the transplant recipient and companion(s) and reimbursed under this Plan in 
connection with all transplant procedures, per IRS regulations.  

For Bariatric or Transgender Surgery 
 Travel and lodging expenses are available for bariatric or transgender surgery patients only if the patient 

resides more than 50 miles from the Center of Medical Excellence (CME) facility or a pre-authorized 
participating facility performing the surgery. 

 There is a combined overall lifetime maximum of $3,000 per covered person for all transportation and 
lodging expenses incurred by the patient and companion(s) and reimbursed under this Plan in connection with 
bariatric or transgender procedures.  

Skilled Nursing Facility 
SKILLED NURSING FACILITY services under the NAP are covered at 90% of the NEGOTIATED RATE, after deductible, when 
you use an Anthem Blue Cross PPO NETWORK PROVIDER. Non-network skilled nursing facility services are covered at 
70% of Customary and Reasonable Charges (ELIGIBLE EXPENSES) after the deductible. A HOSPITAL STAY of at least 
three consecutive days for the same condition is required prior to admission to a skilled nursing facility, and the 
admission to the skilled nursing facility must be within 30 days of your discharge from the hospital. Pre-
authorization is also required. A penalty of $300 applies if no pre-authorization is obtained. Remember, either 
you or your doctor must contact Anthem Blue Cross for pre-authorization (see “Medical Management Programs” 
on page 117) and meet all the stated criteria for coverage. 

The services provided must be Medically Necessary Covered Health Services (and not considered custodial care) 
so as to require confinement in a skilled nursing facility, as determined by Anthem Blue Cross. (Custodial care is 
defined as care provided primarily to assist an individual in meeting the activities of daily living including, but not 
limited to, walking, bathing, dressing, eating, preparation of special diets, changing catheters, and supervision 
over self-administration of medications not requiring constant attention of trained medical personnel. It is care 
that can be taught to a lay person who does not have any professional qualifications, skills or training.) 

Coverage of PHYSICIAN, hospital, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 
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Other Covered Services and Supplies 
Other covered services and supplies include: 

 Outpatient professional nursing services of a registered nurse (R.N.), licensed vocational nurse (L.V.N.) or 
licensed practical nurse (L.P.N.) that are certified as Medically Necessary Covered Health Services by your 
PHYSICIAN. 

 Services of a licensed midwife working under the direction of a physician. Does not include services of a lay 
midwife or a doula. 

 Medically Necessary Covered Health Services of a licensed physical or occupational therapist, when provided 
by someone other than a close relative or someone who resides in your home, when ordered by a participating 
physician, and when judged by the physician to be subject to significant improvement through such therapy. 
The therapy must be expected to result in significant, objective, measurable physical improvement in the 
covered person’s condition within two months of the start of the treatment. Services may be reviewed for 
medical necessity and must be deemed medically necessary to be covered. After 24 visits in a calendar year, 
pre-authorization is required. Both physical therapy and occupational therapy visits will be counted on a 
combined basis when calculating the first 24 visits each calendar year. 

 Non-experimental inpatient drugs and medicines which are approved by the Food and Drug Administration 
(FDA). 

 Artificial limbs or eyes, when determined to be a Medically Necessary Covered Health Service. 

 Rental or purchase of durable medical equipment (including prosthetic and orthotic devices) that is ordered by 
a physician, approved by Anthem Blue Cross, determined by Anthem Blue Cross to be a Medically Necessary 
Covered Health Service, and is to be used solely by the patient. If an item is rented, the rental price for the 
entire rental period cannot be more than the purchase price. The rented item must be returned if the member 
switches plans. Necessary repairs and maintenance of purchased equipment are also covered if not provided 
under a manufacturer’s warranty or purchase agreement. 

 Wigs and toupees for alopecia areata or alopecia resulting from chemotherapy or radiation therapy. 

 Initial pair of eyeglasses or contact lenses prescribed by a doctor after eye surgery; eyeglasses or lenses when 
needed to replace loss of the natural lens. 

 Rental of dialysis equipment and all Medically Necessary Covered Health Services and supplies required for 
hemodialysis treatment. 

 Oxygen, including its administration. 

 Short-term speech therapy services rendered by a certified speech therapist when required due to surgery, 
illness, injury, or previous therapeutic processes, when ordered by a participating physician, and when judged 
by the physician to be subject to significant improvement through such therapy. Speech therapy due to 
functional nervous disorders is not covered. The therapy must be expected to result in significant, objective, 
measurable improvement in the covered person’s condition within two months of the start of the treatment. 
Services may be reviewed for medical necessity and must be deemed medically necessary to be covered. 
After 24 visits in a calendar year, pre-authorization is required. 

 Diabetes self-management education programs. 

 Surgery to change an individual’s appearance when the purpose is: 

 to correct the result of an ACCIDENTAL INJURY; or 

 to treat a condition, including a birth defect, that impairs the function of a body organ. 

 Diagnostic procedures for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
participating physician in the case of high-risk pregnancy. 

 Surgical treatment of morbid obesity when authorized by a participating physician and approved by Anthem 
Blue Cross, when surgical treatment of morbid obesity is necessary to treat another life-threatening condition 
involving morbid obesity, and when it has been documented that non-surgical treatments of the morbid 
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obesity have failed. Travel expense benefit of up to $3,000 is also available if certain criteria is met in 
connection with bariatric surgery (see “Transportation and Lodging” on page 129). 

 INFERTILITY treatments, up to a lifetime maximum of $7,000 combined for all plans administered by Anthem 
Blue Cross or prior claims administrators. The benefit includes, but is not limited to, in vitro fertilization 
services, gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer (ZIFT), and microinjection 
techniques. Services provided must be considered safe and effective according to accepted clinical evidence 
reported by generally recognized medical professionals or publications. 

 Transgender surgery, if the surgery meets all the criteria for being deemed Medically Necessary by Anthem 
Blue Cross. Travel expense benefit of up to $3,000 is also available if certain criteria is met in connection with 
transgender surgery (see “Transportation and Lodging” on page 129). 

Cancer Clinical Trials 

Coverage is provided for services and supplies for routine patient care costs, as defined below, in connection with 
phase I, phase II, phase III and phase IV cancer clinical trials, if all the following conditions are met:  

 The treatment provided in a clinical trial must either:  

 Involve a drug that is exempt under federal regulations from a new drug application, or  

 Be approved by (i) one of the National Institutes of Health, (ii) the federal Food and Drug Administration in 
the form of an investigational new drug application, (iii) the United States Department of Defense, or (iv) 
the United States Veteran’s Administration.  

 You must be diagnosed with cancer to be eligible for participation in these clinical trials.  

 Participation in such clinical trials must be recommended by your physician after determining participation 
has a meaningful potential to benefit the member.  

 For the purpose of this provision, a clinical trial must have a therapeutic intent. Clinical trials to just test 
toxicity are not included in this coverage.  

Routine patient care costs means the costs associated with the provision of services, including drugs, items, 
devices and services which would otherwise be covered under the plan, including health care services which are:  

 Typically provided absent a clinical trial. 

 Required solely for the provision of the investigational drug, item, device or service.  

 Clinically appropriate monitoring of the investigational item or service.  

 Prevention of complications arising from the provision of the investigational drug, item, device, or service. 

 Reasonable and necessary care arising from the provision of the investigational drug, item, device, or service, 
including the diagnosis or treatment of the complications. 

Routine patient care costs do not include the costs associated with any of the following:  

 Drugs or devices not approved by the federal Food and Drug Administration that are associated with the 
clinical trial.  

 Services other than health care services, such as travel, housing, companion expenses and other nonclinical 
expenses that you may require as a result of the treatment provided for the purposes of the clinical trial.  

 Any item or service provided solely to satisfy data collection and analysis needs not used in the clinical 
management of the patient.  

 Health care services that, except for the fact they are provided in a clinical trial, are otherwise specifically 
excluded from the plan.  

 Health care services customarily provided by the research sponsors free of charge to members enrolled in the 
trial. 

Note: You will be financially responsible for the costs associated with non-covered services. 
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Disagreements regarding the coverage or medical necessity of possible clinical trial services may be subject to 
Independent Medical Review as described in Grievance Procedures. 

 Coverage for routine mammographies (given as preventative measures to detect problems when a physician 
does not have a specific reason to suspect a medical problem), in accordance with Anthem Blue Cross’ 
standard administrative policies. Diagnostic mammographies, which are given when there is a suspected 
problem, are covered as well. 

 For a member receiving benefits in connection with a mastectomy and who elects breast reconstruction, the 
coverage will be provided in a manner determined in consultation with the attending physician and the patient 
for: 

 reconstruction of the breast on which the mastectomy was performed; 

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

 prostheses and treatment of physical complications at all stages of the mastectomy, including 
lymphedemas. 

Notify Anthem Blue Cross five business days before receiving non-network services. By notifying Anthem Blue 
Cross, it can be verified whether a service is a reconstructive or a cosmetic procedure. 

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 Anthem Blue 
Cross 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 normal 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). 

What the NAP Doesn’t Cover 
Unless exceptions to the following are specifically noted elsewhere in this Handbook, no benefits are provided for 
the following: 

 Services or supplies received from a provider or supplier who is not licensed, registered or certified under state 
law to the extent required to provide such service or supply, or if the service or supply provided is not within 
the scope of the provider’s license, certificate or registration. 

 Services or supplies that are not Covered Health Services, which includes all services that are not Medically 
Necessary (see “What the NAP Covers” on page 123) or that are educational in nature, as determined by 
Anthem Blue Cross. 
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 Charges in excess of the Customary and Reasonable Charges (ELIGIBLE EXPENSES), as determined by Anthem 
Blue Cross (see “How the NAP Works” on page 111 and the definition of “Eligible Expenses” in the Definitions 
section), for services rendered by non-preferred providers. 

 Services that are provided or a hospitalization that begins before coverage begins or after it ends, except as 
specifically noted elsewhere or unless the coverage began under another Company-sponsored medical plan. 

 Hospitalization that continues after coverage has ended and after you have recovered sufficiently to be 
discharged, unless you are certified as totally disabled as explained in “Extended Benefits When Coverage 
Ends” in the Health Care Participation section. 

 Hospitalization primarily for physical therapy or other rehabilitative care, unless approved by Anthem Blue 
Cross as a Medically Necessary Covered Health Service, except those benefits which would have been 
provided had the patient been treated on an outpatient basis. For example, charges for room and board 
during such a hospitalization are not covered. 

 Services in connection with the reversal of voluntary sterilization. 

 Services or supplies in connection with custodial care. Custodial care is defined as care provided primarily to 
assist an individual in meeting the activities of daily living including, but not limited to, walking, bathing, 
dressing, eating, preparation of special diets, changing catheters, and supervision over self-administration of 
medications not requiring constant attention of trained medical personnel. It is care that can be taught to a 
lay person who does not have any professional qualifications, skills or training. 

 Services or supplies which would not have been rendered or furnished if the Plan did not exist or services or 
supplies for which you would not have been required to pay. 

 Cosmetic procedures are excluded from coverage. Procedures that correct a congenital anomaly without 
improving or restoring physiologic function are considered cosmetic procedures. The fact that a covered 
person may suffer psychological consequences or socially avoidant behavior as a result of an injury, illness or 
congenital anomaly does not classify surgery or other procedures done to relieve such consequences or 
behavior as a reconstructive procedure. 

 Services or supplies furnished in connection with cosmetic surgery or surgery performed mainly to change 
appearance. This includes surgery performed to treat a mental, psychoneurotic, or personality disorder 
through a change in appearance. The following are not considered to be cosmetic surgery: 

 Surgery to correct the result of an ACCIDENTAL INJURY; 

 Surgery to treat a condition, including a birth defect, that impairs the function of a body organ; or 

 Surgery to reconstruct a breast after a mastectomy. 

 Services and supplies furnished in connection with surgical procedures for gender reassignment surgery, 
unless Medically Necessary as determined by Anthem Blue Cross. 

 Personal comfort and convenience items and services such as guest meals, television rental or barber 
services. 

 Reimbursement for meal expenses incurred in connection with the transplant or bariatric/transgender surgery 
travel benefit. 

 Medical or surgical treatment of excessive sweating (hyperhidrosis). 

 Dental and orthodontia services, including braces, bridges, and guards, or X-ray exams involving one or more 
teeth, the tissue or structure around them, the alveolar process, or the gums. This applies even if a condition 
requiring any of these services involves a part of the body other than the mouth, such as the treatment of 
Temporomandibular Joint Disorders (TMJD) or malocclusion involving joints or muscles by methods including, 
but not limited to, crowning, wiring or repositioning teeth. 

This exclusion does not apply to services for treatment or removal of a malignancy; physicians’ services or 
X-ray exams for treatment of accidental injury to natural teeth (“treatment” includes the replacement of those 
teeth), provided the participant is covered by the Plan, the accident occurred while covered, and the treatment 
is received within 12 months of the accident; or surgery on the maxilla or mandible that is Medically 
Necessary to correct TMJD or other medical disorders. 
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 Maintenance chiropractic care. However, non-maintenance chiropractic services are Covered Health Services 
when approved and received as described under Chiropractic Care in the NAP Covered Services section. 

 Any services in connection with medical exams or tests not connected with the care and treatment of an 
actual illness, disease, or injury, except services that Anthem Blue Cross as Claims Administrator determines 
are standard preventive or well-care services (such as annual physical examinations, mammograms and 
colonoscopies) and that are provided in accordance with Anthem Blue Cross’ guidelines. Diagnostic 
procedures are covered for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
preferred provider in the case of high-risk pregnancy. 

 Services or supplies for or in connection with: 

 Exams to determine the need for (or changes of) eyeglasses or lenses of any type; 

 Eyeglasses or lenses of any type (except replacements for loss of the natural lens, or the initial pair of 
eyeglasses or contact lenses after eye surgery); 

 Eye surgery such as radial keratotomy or lasik surgery; or 

 Services for a surgical procedure to correct refraction errors of the eye, including any confinement, 
treatment, services or supplies given in connection with, or related to, the surgery. 

 Services or supplies furnished by the employer or a member of the participant’s immediate family. 

 Services that do not meet the definition of Covered Health Services. 

 Any services or supplies that are considered to be “experimental” or “investigational,” as determined solely by 
Anthem Blue Cross. EXPERIMENTAL PROCEDURES are defined as procedures that are mainly limited to laboratory 
and/or animal research. Investigational services include any treatment, therapy, procedure, drug, facility, 
equipment, device or supply that is not recognized in accordance with generally accepted professional 
medical standards as being safe and effective for use in the treatment of an illness, injury or condition. 
Investigational services also include those which require approval by the federal government or any agency 
thereof, or by any state governmental agency, prior to use, and where such approval has not been granted at 
the time the services were rendered. 

 Speech therapy that is not deemed to be a Medically Necessary Covered Health Service, as determined solely 
by Anthem Blue Cross, including but not limited to treatment received after the first 24 visits in a calendar 
year that is deemed by Anthem Blue Cross to be not Medically Necessary. 

 Physical and/or occupational therapy that is not deemed to be a Medically Necessary Covered Health Service, 
as determined solely by Anthem Blue Cross, including but not limited to treatment received after the first 24 
visits in a calendar year that is deemed by Anthem Blue Cross to be not Medically Necessary. For purposes of 
counting the first 24 visits each calendar year, both physical therapy and occupational therapy visits will apply 
on a combined basis. 

 Massage therapy, if performed by a massage therapist, or any services performed by a massage therapist 
who is not also a PHYSICIAN or other approved health care provider (see the Definitions section). However, 
massage therapy performed by a physical therapist or chiropractor is covered, if deemed to be Medically 
Necessary by Anthem Blue Cross. 

 Screenings to determine the need for hearing correction; routine hearing tests; and hearing aids and exams to 
determine the need for hearing aids or the need to adjust them. This exclusion does not apply to cochlear 
implants for adults and children (age 2 or older) for the following diagnoses: (1) severe to profound bilateral 
sensorineural hearing loss and severely deficient speech discrimination; or (2) post-lingual deafness in an 
adult. 

 Any services or supplies for learning disabilities, behavioral problems, mental retardation, or hospitalization 
for environmental change, except for speech/occupational/physical therapy rendered in association with 
autistic spectrum disorder. Services and supplies in connection with mental, psychoneurotic, and personality 
disorders, or for abuse of or addiction to alcohol and drugs; however, such services and supplies are covered 
elsewhere under the Mental Health and Substance Abuse Program, administered by ValueOptions. This 
exclusion does not apply to services and supplies for medical detoxification. 

Last Updated March 26, 2014



Network Access Plan (NAP) 

Benefits Effective January 1, 2013 135 
For retirees and their eligible survivors 

 Any services or supplies furnished in connection with foot care, unless they are determined to be Medically 
Necessary Covered Health Services and ordered by your attending physician (whether preferred or non-
preferred). 

 Orthopedic shoes (except when joined to braces) or shoe inserts, such as orthotics, even if recommended by 
your physician. 

 Charges in excess of Customary and Reasonable or Eligible Expenses, as determined by Anthem Blue Cross, 
or in excess of any specified limitation. 

 Services or supplies that are not determined to be Covered Health Services, including any confinement or 
treatment given in connection with a service or supply that is not covered under the Plan. 

 Exercise programs, exercise monitoring, exercise equipment, health spa programs and outpatient dietary 
consultations. 

 Services or supplies primarily for weight reduction or treatment of obesity, unless they are determined to be 
Medically Necessary Covered Health Services and authorized by a preferred provider and Anthem Blue Cross. 
This exclusion will not apply to surgical treatment involving morbid obesity if: 

 surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity, and 

 it has been documented that non-surgical treatments of the morbid obesity have failed, and 

 surgical treatment has been approved by Anthem Blue Cross. 

 Outpatient prescription drugs, unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel to dispense. (These may be covered by the separate Prescription Drug Plan, 
administered by Express Scripts.) 

 Mental health, alcohol or chemical dependency treatment. (These may be covered by the separate Mental 
Health and Substance Abuse Program, administered by ValueOptions.) 

 Heating pads and thermometers, and other over-the-counter products. 

 Devices and computers to assist in communication and speech. 

 Air purifiers, air conditioners and humidifiers. 

 Supplies for comfort, hygiene or beautification. 

 Services and supplies furnished in connection with injury or disease arising out of, or in the course of, any 
work for wage or profit (whether or not with the employer) if such injury or disease is covered by any Workers’ 
Compensation law, occupational disease law or similar law. The Anthem Blue Cross Plan will provide services 
and supplies in connection with such injury or disease but will be entitled to reimbursement for them in 
accordance with rules set out in The Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents Plan Document. 

 Treatment for conditions caused by war or aggression, declared or undeclared, or international armed conflict. 

 Services or supplies to the extent furnished by any law or government, unless required by law. 

 Benefits provided under the “Medicare” section of the Social Security Act. 

 Services and supplies for which coverage is available under any other Company-sponsored health plan or 
benefit program. 

 Alternative treatments such as acupressure, aromatherapy, hypnotism, rolfing and other forms of alternative 
treatment, as defined by the Office of Alternative Medicine of the National Institutes of Health. 

 Charges for failure to keep a scheduled appointment, transfer of medical records, and other similar charges 
for which no medical treatment or services have been provided. 

 Services that are educational in nature, unless specifically authorized by Anthem Blue Cross. 
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 Except as otherwise provided herein for preventive and well-care exams and tests, any services in connection 
with routine physical exams or medical exams not connected with the primary purpose of the discovery of a 
medical condition, disease or illness leading to treatment, such as a pre-employment medical exam or a team 
sports exam. 

 Benefits provided under the extension of a benefits provision of other insurance policies, benefit plans, or 
health plan contracts. 

See “Reductions/Exclusions for Duplicate Coverage” in the Health Care Participation section. 

Third-Party Exclusion 
The Plan 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 “If You Have Other Coverage” in the Health Care Participation 
section. 
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Comprehensive Access Plan (CAP) 
If you live in an area that is not covered by the 
Network Access Plan (NAP), or if you are a 
Medicare-eligible participant (or a Medicare-
eligible dependent), you are eligible for the 
Comprehensive Access Plan (CAP). The CAP is 
a fee-for-service plan administered by Anthem Blue Cross on behalf of 
Anthem Blue Cross Life & Health Insurance Company (Anthem Blue Cross 
Life & Health). The Claims Administrator is referred to as “Anthem Blue Cross” 
in this document. 
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Important Information 

For additional important information 
about the Anthem Blue Cross-
administered CAP, see the Definitions 
and Claims and Appeals Process 
sections. 
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CAP at a Glance 
This is a summary of the CAP benefits. Please refer to “What the CAP Covers” on page 150 for more information 
on covered services and exclusions. 

The information in this chart is intended to be a summary of benefits provided by the CAP as of January 1, 2013. 
The information contained in the applicable service provider agreement between The Pacific Gas and Electric 
Company and Anthem Blue Cross shall govern in case of conflict between this chart and the service provider 
agreement. Please refer to the most recent information about your medical plan benefit options, which are 
updated annually in the Open Enrollment materials. 

Comprehensive Access Plan (CAP) Administered by Anthem Blue Cross 

General May use provider of choice (may experience savings with Anthem PPO 
NETWORK PROVIDERs). 

Annual deductible: 

 $120/person; $240/two people; $320/three or more people 

Annual out-of-pocket maximum (includes deductible): 

 $750/person; no more than $1,500/family 

No lifetime maximum. 

No pre-existing condition exclusions. 

All plan benefits and out-of-pocket maximums are based on ELIGIBLE 
EXPENSES only. 

 For the definition of “Eligible Expenses,” see the Definitions section. 

Hospital Stay 100% after a $100 copayment; pre-authorization required for 
non-emergency care, $300 penalty if not obtained; covers semi-private 
room (private if Medically Necessary); includes intensive care. 

Skilled Nursing Facility 

(For more information on custodial 
care, see “What the CAP Doesn’t 
Cover” on page 158) 

90% for semi-private room after 3 days in HOSPITAL; pre-authorization 
required, $300 penalty if not obtained. Excludes custodial care. 

Emergency Room $35 copay/visit for medical emergencies; waived if admitted. Lab/X-ray 
covered separately. 

Outpatient Hospital care $35 copay/visit for outpatient care; waived if admitted. Lab/X-ray covered 
separately 

Maternity Care Covered as any other condition. Pre-authorization required for delivery 
stays beyond 48 hours for normal delivery (96 hours for cesarean section); 
$300 penalty if not obtained.  

Well-Baby Care Covered as any other condition. 

Office Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) – $20 copay/visit  

Urgent Care Visits  Primary care - $10 copay/visit 

 Specialist (including OB/GYN) – $20 copay/visit  

Routine Physical Examinations  Primary care – $10 copay/visit 

 $20 copay/visit 

 Lab/X-ray covered separately 

Immunizations and Injections 95% 
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Comprehensive Access Plan (CAP) Administered by Anthem Blue Cross 

Eye Examinations Not covered. 

X-rays and Lab Tests 90% 

Pre-Admission Testing 95% 

Home Health Care and Home 
Hospice Care 

90%; requires prior authorization; $300 penalty if not obtained. Excludes 
custodial care1 

Outpatient Physical Therapy 80%  

Outpatient Prescription Drugs Covered by separate drug plan administered by Express Scripts. See 
Prescription Drug Coverage in this section of the Handbook for details. 

Inpatient and Outpatient Mental 
Health Care 

Covered by separate Mental Health Program administered by 
ValueOptions. See the Mental Health and Substance Abuse section. 

Inpatient and Outpatient Substance 
Abuse Care 

Covered by separate Substance Abuse Program administered by 
ValueOptions. See the Mental Health and Substance Abuse section. 

Durable Medical Equipment 80%; pre-authorization required for purchase or cumulative rental over 
$1,000; $300 penalty if not obtained. 

Chiropractic Care 80% for Medically Necessary care only; pre-authorization by American 
Specialty Health Network (ASHN) required after initial visit. 

Acupuncture 80% for up to 20 visits per year from licensed acupuncturist or M.D. 

Services Received Outside of the 
U.S 

Limited to urgent/emergency services only. 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years. 

Other Benefits INFERTILITY Treatment—Paid according to type of benefit; $7,000 lifetime 
maximum. Balances from prior plans carry forward. 

Transplant Services—100% when performed at a Center of Medical 
Excellence (CME) or approved facility only; pre-authorization required for 
all transplant services.  

1 For more information on “custodial care,” see “What the CAP Covers” on page 150. 

How the CAP Works 
The CAP is a fee-for-service plan that provides coverage worldwide, so care may be received from any PHYSICIAN or 
HOSPITAL of your choice. Participants of the CAP are not required to go to an Anthem PPO NETWORK PROVIDER to 
receive the highest level of Plan benefits and are not required to choose a primary care physician. 

In California, Plan members can use the Anthem Blue Cross Prudent Buyer PPO network if they wish. Members 
who choose to use network providers benefit by having coinsurance based on the NEGOTIATED RATE, being assured 
that they will not be balance billed, and being alleviated of the burden of paying up front, since network providers 
must bill Anthem Blue Cross first. However, there is no penalty for not using a network provider. 

Outside of California, Plan members may use the BlueCard PPO network if they wish. These are providers located 
across the country who have agreed to provide services at negotiated rates. However, there is no penalty for not 
using BlueCard network providers. These providers participate in one of the local Anthem Blue Cross Blue Shield 
plan PPO networks and are available to you through the BlueCard Program, although they do not contract directly 
with Anthem Blue Cross. Also available are traditional providers who might not participate in a BlueCard PPO 
network, but who have agreed to provide PPO members with health care services at a discounted rate. To locate 
BlueCard PPO providers, you may call Anthem Blue Cross Member Services at 800-964-0530 or you can visit 
Anthem Blue Cross’ website at www.anthem.com/ca/pge or www.anthem.com/ca/pge. 
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Outside of the United States, only emergency/URGENT CARE is covered.  

Please remember, you have a responsibility to work together with the physician(s) you select to ensure that all 
your medical needs are appropriately met, and to notify the appropriate Medical Management program when pre-
authorization is required. (See “Medical Management Programs” on page 144 for more information.) 

Deductibles and Maximums 

Deductibles 
The annual deductible is $120 for one person, $240 for two people and $320 for three or more people. 

Charges for non-covered services, penalties for not obtaining authorization, amounts over Customary and 
Reasonable, and flat dollar copayments (for example, for doctor’s office visits, emergency room visits, or HOSPITAL 
admissions) do not apply toward the annual deductible. 

Examples of How Copayments Work With the Annual Deductible 

The following examples show how copayments affect the annual deductibles for three office visits — all three at 
NETWORK PROVIDERs. 

Visit #1 To a Primary Care Physician: Provider charges $100 for the office visit. 
The claim would be paid as follows: 

Network Provider 

Total Billed $100 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount) 

$75 

PCP Office Visit Copay $10 

Amount Applied to Calendar Year Deductible $65 

Calendar Year Deductible Remaining To be Met $55 

Amount Paid by the Plan $0 

Total Member Responsibility for this Visit $75 
 

Visit #2 To an OB/GYN Specialist: Provider charges $150 for the office visit. The 
claim would be paid as follows: 

Network Provider 

Total Billed $150 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount) 

$100 

Specialist Office Visit Copay $20 

Allowed Amount Remaining After Copay $80 

Amount Applied to Remaining Calendar Year Deductible which is Now Met $55 

Amount Paid by the Plan $25 

Total Member Responsibility for this Visit $75 
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Visit #3 To a Dermatology Specialist: Provider charges $165 for the office visit. 
The claim would be paid as follows: 

Network Provider 

Total Billed $165 

Amount Allowed For a PPO network participating provider (based on the 
negotiated discount)  

$125 

Specialist Office Visit Copay $20 

Allowed Amount Remaining After Copay $105 

Amount Paid by the Plan $105 

Total Member Responsibility for this Visit $20 
 

Plan Maximums 
Out-of-Pocket Maximum 

The Plan has an out-of-pocket maximum that limits the amounts you pay for covered services. The out-of-pocket 
maximum is the maximum amount you pay each calendar year for covered expenses, including deductibles, 
copayments and coinsurance. 

The annual out-of-pocket maximum is $750 per individual and $1,500 per family. 

Charges for non-covered services, charges above Customary and Reasonable Charges (ELIGIBLE EXPENSES), and 
penalties for not obtaining pre-authorization do not apply toward the annual out-of-pocket maximum. 

Lifetime Maximums 

The Plan does not have an overall lifetime maximum benefit, but there are lifetime maximums for the following 
services or supplies:  

Service or Supply Lifetime Maximum 

INFERTILITY Treatments $7,000 combined for all PG&E self-insured medical 
plans administered by Anthem Blue Cross or prior 
claims administrators.  

Reimbursement for Travel and Lodging Expenses in 
connection with Organ Transplants 

Transportation and lodging expenses for the 
transplant recipient and companion(s) 

$10,000 combined for all travel expenses (IRS limit). 

Reimbursement for Travel and Lodging Expenses 
incurred in connection with Bariatric/Transgender 
Surgery 

$3,000 combined for all travel expenses. 

 

Copayments and Benefit Percentages 
The plan’s coinsurance (percentage coverage) does not begin until after the annual deductible has been met. All 
copayments apply before the annual deductible. The coinsurance and copays are listed in the Summary of CAP 
Benefits. 

ELIGIBLE EXPENSES will be reimbursed based on NEGOTIATED RATEs for NETWORK PROVIDERs and Customary and 
Reasonable Charges for NON-NETWORK PROVIDERs, after any copayments and after meeting the annual deductible. If 
your non-network provider bills an amount above the Customary and Reasonable Charges (Eligible Expenses), you 
will be responsible for paying this difference along with your coinsurance. Network providers have agreed not to 
charge you more than the negotiated rate, so you will not be responsible for any amount in excess of the 
negotiated rate for Covered Health Services when you use a network provider. 
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Outpatient Hospital Services 
The CAP provides coverage for outpatient HOSPITAL services including outpatient surgery, radiation therapy, 
chemotherapy and hemodialysis. For outpatient hospital emergency room visits, you must pay a $35 copayment 
for each visit. Your $35 copayment will not be applied to your deductible; however, it will count toward your 
annual out-of-pocket maximum. Please note that any lab work and/or X-rays you receive are covered separately 
after the deductible at 90%. 

Please refer to “Emergency Care” on page 143 for more information on emergency care. 

Physician Office Visit Copayment 
Benefits are provided for primary care PHYSICIAN office visits for illness or disease after you pay a $10 copayment 
per visit. The copayment for a specialist visit is $20. The office visit copayment does not apply to the annual 
deductible; however, it will count toward your annual out-of-pocket maximum. 

How Benefits Are Determined 

Customary and Reasonable (C&R) Charges 
Customary and Reasonable Charges are those covered charges for services rendered by or on behalf of a 
non-network PHYSICIAN, for an amount not to exceed the amount determined by Anthem Blue Cross in accordance 
with the applicable fee schedule. 

A Customary and Reasonable Charge is a charge which falls within the common range of fees billed by a majority 
of physicians for a procedure in a given geographic region. If it exceeds that range, the expense must be justified 
based on the complexity or severity of treatment for a specific case. 

Covered Health Services 
Covered Health Services are those health services, supplies or equipment provided for the purpose of preventing, 
diagnosing or treating a sickness, injury, covered medical condition, or its symptoms. 

A Covered Health Service is a Medically Necessary health care service or supply described under “What the CAP 
Covers” on page 150 and which is not excluded under “What the CAP Doesn’t Cover” on page 158, including 
experimental or investigational services or unproven services. 

Covered Health Services must be provided: 

 When the Plan is in effect; 

 Prior to the EFFECTIVE DATE of any of the individual termination conditions set forth in this Summary Plan 
Description; and 

 Only when the person who receives services is a covered person and meets all eligibility requirements 
specified in the Plan. 

Decisions about whether to cover new technologies, procedures and treatments will be determined by Anthem 
Blue Cross. 

Medically Necessary Services 
Medically Necessary Services are those procedures, supplies, equipment or services which the Claims 
Administrator, Anthem Blue Cross on behalf of Anthem Blue Cross Life & Health, determines to be: 

 Appropriate and necessary for the diagnosis or treatment of the medical condition; 

 Provided for the diagnosis or direct care and treatment of the medical condition; 

 Within standards of good medical practice within the organized medical community; 
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 Not primarily for your convenience, or for the convenience of your physician or another provider; and 

 The most appropriate procedure, supply, equipment or service which can safely be provided. The most 
appropriate procedure, supply, equipment or service must satisfy the following requirements: 

 There must be valid scientific evidence demonstrating that the expected health benefits from the 
procedure, supply, equipment or service are clinically significant and produce a greater likelihood of 
benefit, without a disproportionately greater risk of harm or complications, for you with the particular 
medical condition being treated than other possible alternatives; and 

 Generally accepted forms of treatment that are less invasive have been tried and found to be ineffective or 
are otherwise unsuitable; and 

 For HOSPITAL stays, acute care as an inpatient is necessary due to the kind of services you are receiving or 
the severity of your condition, and safe and adequate care cannot be received by you as an outpatient or in 
a less intensified medical setting. 

The fact that a physician, licensed professional or other provider may prescribe, order, recommend, or approve a 
service or supply does not, in itself, make it Medically Necessary, even though it is not specifically listed as an 
exclusion or limitation. The services or supplies must be ordered by the attending physician or licensed 
professional for the direct care and treatment of a covered illness, injury or condition. Services must be standard 
medical practice where received for the illness, injury or condition being treated and must be legal in the United 
States. 

Emergency Care 
If you or a covered family member experiences a medical emergency, seeking prompt care should be the first 
priority. Under the Plan, emergency care is provided 24 hours a day, seven days a week, anywhere in the world. 

A medical emergency is defined as a sudden and unforeseeable illness or injury of such a nature that failure to 
get immediate medical care could be life-threatening or cause serious harm to bodily function. 

Examples of medical emergencies include: 

 Apparent heart attack 

 Severe shortness of breath 

 Severe bleeding 

 Apparent poisoning 

 Obvious fractures 

 Sudden vision loss 

 Severe or multiple injuries 

 Allergic reactions accompanied by swelling of the face and lips or wheezing in the chest 

 Sudden loss of consciousness 

 Convulsions 

What to Do In Case of Emergency 
In case of a medical emergency, you should go immediately to the nearest hospital emergency room. For 
emergency room visits, you pay a $35 copayment for each visit. The emergency room copayment does not apply 
to the annual deductible; however, it does count toward your annual out-of-pocket maximum. If hospitalization is 
required, your emergency room copayment will be waived; however, a hospital copayment of $100 will apply. 

It is important to understand that symptoms such as colds, earaches, sprains and rashes, although potentially 
serious, are not immediately life-threatening and, thus, may not require a visit to the emergency room. In these 
cases, you should always call your regular physician first. 
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Medical Management Programs 
Benefits are provided only for medically necessary and appropriate 
services. Medical management programs are designed to work together 
with you and your provider to ensure you receive appropriate medical 
care and avoid unexpected out-of-pocket expenses. The Medical 
Management Programs at Anthem Blue Cross include the Utilization 
Review Program, Authorization Program and Personal Case 
Management. The Utilization Review Program applies to inpatient 
HOSPITAL admissions. The Authorization Program applies to certain 
specialized services or treatments (e.g., organ and tissue transplants, 
home health care, or admissions to a SKILLED NURSING FACILITY.) The 
Personal Case Management Program helps you coordinate and manage long-term intensive medical care. 

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 Plan. If benefits are denied or reduced as 
a result of these programs, you may apply for consideration under the claims and appeals process. 

Utilization Review Program 
The Utilization Review Program evaluates the medical necessity and appropriateness of care and the setting in 
which care is provided. You and your PHYSICIAN are advised if it has been determined that services can be safely 
provided in an outpatient setting or if an inpatient STAY is recommended. Services that are medically necessary 
and appropriate are certified by Anthem Blue Cross and monitored so that you know when it is no longer 
medically necessary and appropriate to continue those services. 

When services are performed by network PPO providers, it is your provider’s responsibility to start the utilization 
review process. For NON-NETWORK PROVIDERs, it is your responsibility to see that your physician starts the utilization 
review process before scheduling you for any service subject to the Utilization Review Program. If you receive any 
such service and do not follow the procedures set forth in this section, your benefits may be reduced. 

Utilization Review Requirements 
Utilization reviews are required for: 

 Inpatient HOSPITAL admission stays. (A $300 penalty applies for not obtaining pre-authorization.) 

 Exceptions: Utilization review is not required for inpatient hospital stays for the following services: 

 Maternity care of 48 hours or less following a normal delivery or 96 hours or less following a cesarean 
section; and 

 Mastectomy and lymph node dissection. 

 AMBULATORY SURGICAL CENTER and outpatient surgeries. 

 Home Infusion. 

Review Stages 
There are three stages of utilization review: 

 Pre-Service review determines the medical necessity and appropriateness of scheduled, non-emergency 
inpatient hospital admissions. 

 Concurrent review determines whether services are medically necessary and appropriate when pre-service 
review is not required or when Anthem Blue Cross is notified while service is ongoing, for example, after an 
emergency admission to the hospital. 

 Retrospective review is performed to review services that have already been provided. 

Not Applicable for Secondary 
Coverage 

Medical management requirements 
described in this section do not apply 
when coverage under this Plan is 
secondary to Medicare or another plan 
providing benefits for you or your 
dependents. 

Last Updated March 26, 2014



Comprehensive Access Plan (CAP) 

Benefits Effective January 1, 2013 145 
For retirees and their eligible survivors 

 This applies in cases when pre-authorization, pre-service or concurrent review was not completed, or in 
order to evaluate and audit medical documentation subsequent to services being provided. Retrospective 
review may also be performed for services that continued longer than originally certified. 

Effect on Benefits 
In order for the full benefits of the Plan to be payable, the following criteria must be met: 

 The appropriate utilization reviews must be performed in accordance with the Plan. 

When pre-service review is not performed as required for an anticipated inpatient hospital admission, a $300 
penalty will be applied. The services must be medically necessary and appropriate. 

Inpatient hospital benefits will be provided only when an inpatient stay is medically necessary and appropriate. If 
you proceed to receive any services that have been determined to be not medically necessary or not appropriate 
at any stage of the utilization review process, benefits will not be provided for those services. 

 Services that are not reviewed prior to or during service delivery will be reviewed retrospectively when the bill 
is submitted for benefit payment. 

If that review results in the determination that part or all of the services were not medically necessary or not 
appropriate, benefits will not be paid for those services. Remaining benefits will be subject to previously noted 
reductions that apply when the required reviews are not obtained. 

How to Obtain Utilization Reviews 
Remember, when your physician is a NETWORK PROVIDER, it is your physician’s responsibility to confirm that the 
review has been performed. When your physician is a non-network provider, it is your responsibility to confirm 
that the review has been performed. 

Pre-Service Reviews 

Penalties will result for failure to obtain pre-service review before receiving scheduled services, as follows: 

 For all scheduled services that are subject to utilization review, you or your physician must initiate the 
pre-service review at least five working days prior to when you are scheduled to receive services. 

 Physicians who are network providers will initiate the review on your behalf. A non-network provider may 
initiate the review for you, or you may call Anthem Blue Cross directly. The toll-free number for 
pre-authorization and pre-service review is 800-274-7767. This number is printed on your ID card. 

 If you obtain certification for a service but the certified service is not rendered within 60 days of obtaining the 
certification, or if the nature of the service changes, a new pre-service review must be obtained. 

 Anthem Blue Cross will certify services that are medically necessary and appropriate. For inpatient hospital 
stays, Anthem Blue Cross will, if appropriate, certify a specific length of stay for approved services. You, your 
physician and the provider of the service will receive a written confirmation showing this information. 

Concurrent Reviews 

 If pre-service review was not performed, you, your physician or the provider of the service must contact 
Anthem Blue Cross for concurrent review. For an emergency admission or procedure, Anthem Blue Cross must 
be notified within one working day of the admission or procedure, unless extraordinary circumstances prevent 
such notification within that time period. 

 In determining “extraordinary circumstances,” Anthem Blue Cross may take into account whether or not 
your condition was severe enough to prevent you from notifying them, or whether or not a member of your 
family was available to notify Anthem Blue Cross for you. You may have to prove that such “extraordinary 
circumstances” were present at the time of the emergency. 

 When network providers have been informed of your need for utilization review, they will initiate the review on 
your behalf. You may ask a non-network provider to call the toll-free number printed on your identification 
card or you may call directly. The toll-free number for pre-authorization and pre-service review is 
800-274-7767. This number is printed on your ID card. 
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When it is determined that the service is medically necessary and appropriate, Anthem Blue Cross will, 
depending upon the type of treatment or procedure, certify the service for a period of time that is medically 
appropriate. Anthem Blue Cross will also determine the medically appropriate setting. 

If it is determined that the service is not medically necessary or not appropriate, your physician will be notified by 
telephone no later than 24 hours following Anthem Blue Cross’ decision. Anthem Blue Cross will send written 
notice to you and your physician within two business days following the decision. However, care will not be 
discontinued until your physician has been notified and a plan of care that is appropriate for your needs has been 
agreed upon. 

Retrospective Reviews 

 Retrospective review is performed when Anthem Blue Cross is not notified of the service you received, and is 
therefore unable to perform the appropriate review prior to your discharge from the hospital or completion of 
outpatient treatment. It is also performed when pre-service or concurrent review has been done, but services 
continue longer than originally certified. 

 Retrospective review may also be performed for the evaluation and audit of medical documentation after 
services have been provided, whether or not pre-service or concurrent review was performed. 

 Such services which have been retrospectively determined to be not medically necessary or not appropriate 
will be retroactively denied certification. 

Authorization Program 
The Authorization Program provides prior authorization for certain “special services.” When your PHYSICIAN is a 
NETWORK PROVIDER, it is your physician’s responsibility to obtain authorization before you receive any service 
subject to the Authorization Program. When your physician is a NON-NETWORK PROVIDER, it is your responsibility to 
obtain authorization before you receive any service subject to the authorization process. Call Anthem Blue Cross’ 
pre-authorization and pre-service review toll-free number at 800-274-7767, which is printed on your ID card. 

If you receive any such service and do not follow the procedures outlined in this section, your benefits will be 
reduced as shown under “Effect on Benefits” under “Utilization Review Program” on page 144. 

Services Requiring Authorization 
Pre-authorization is required to obtain benefits for: 

 Organ and tissue transplants; see “What the CAP Covers” on page 150. 

 Transplant travel expense benefits; see “What the CAP Covers” on page 150. 

 Home health care*; HOSPICE*, or home hospice care*; see “What the CAP Covers” on page 150. 

 Admissions to a SKILLED NURSING FACILITY*; see “What the CAP Covers” on page 150. 

 Purchase or rental of durable medical equipment for which the total price is equal to or greater than $1,000.* 

* A $300 penalty is assessed if pre-authorization is not obtained. 

Effect on Benefits 
 A $300 penalty is assessed if pre-authorization is not obtained for the following special services: skilled 

nursing facility admissions; home health care; hospice or home hospice care; or the purchase or cumulative 
rental of durable medical equipment equal to or over $1,000. 
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When Authorization Will Be Provided 
Organ and Tissue Transplants 

Authorizations for organ and tissue transplants will be provided as follows: 

 For kidney or cornea transplants, both of the following criteria must be met: 

 The services are medically necessary and appropriate; and 

 The physicians on the surgical team and the facility in which the transplant is to take place are approved 
for the transplant requested. 

 For transplantation of liver, heart, heart-lung, lung, kidney-pancreas or bone marrow, including autologous 
bone marrow transplant, peripheral stem cell replacement and similar procedures, both of the following 
criteria must be met: 

 The services are medically necessary and appropriate; and 

 The providers of related pre-operative and post-operative services are approved. 

Note: Organ and Tissue Transplants are only covered at a Center of Medical Excellence (CME) or a facility 
approved by Anthem Blue Cross for kidney and cornea transplants. See “Organ and Tissue Transplants” on 
page 153for more details. 

Transplant Travel Expense Benefits 

 Authorizations for transplant travel expense benefits will be provided for the recipient and one companion (up 
to two companions if the transplant recipient is a child) only if all of the following criteria are met: 

 The procedure is for transplantation of liver, heart, heart-lung, lung, kidney-pancreas, kidney, cornea, or 
bone marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar 
procedures, and authorized by Anthem Blue Cross; 

 The organ transplant must be performed at a specific Center of Medical Excellence (CME) or at a pre-
authorized participating kidney or cornea transplant facility); and 

 The specific CME is 50 miles or more from the recipient’s home. 

Home Health Care 

See “Home Health Care and Hospice Care” on page 151. 

 Authorizations for home health care services will be provided only if all of the following criteria are met: 

 The services are medically necessary and appropriate and can be safely provided in the beneficiary’s 
home, as certified by the attending physician; 

 The attending physician manages and directs the beneficiary’s medical care at home; and 

 The attending physician must establish a definitive treatment plan which must be consistent with the 
beneficiary’s medical needs and must list the services to be provided by the home health agency. 

Skilled Nursing Facility 

See “Skilled Nursing Facility” on page 155. 

 Anthem Blue Cross will authorize inpatient services provided in a skilled nursing facility only if all of the 
following criteria are met: 

 You require daily skilled nursing or rehabilitation, as certified by the attending physician; 

 You were an inpatient in a HOSPITAL for at least three consecutive days, and are to be admitted to the 
skilled nursing facility within 30 days of your discharge from the hospital; 
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 You will be treated for the same condition for which you were treated in the hospital; and 

 The care that you will receive is medically necessary and is not custodial, as determined by Anthem 
Blue Cross. 

Durable Medical Equipment 

 Pre-authorization is required for the purchase or rental of durable medical equipment for which the total price 
costs $1,000 or more. 

How to Obtain an Authorization 
To obtain authorization, you or your physician must call the Anthem Blue Cross pre-authorization and pre-service 
review toll-free number at 800-274-7767 prior to receiving services. 

Medical Necessity Review Process 
Anthem Blue Cross will work with you and your health care providers to determine what is or is not medically 
necessary and appropriate care and services. While the types of services requiring review and the timing of the 
reviews may vary, Anthem Blue Cross is committed to ensuring that reviews are performed in a timely and 
professional manner. 

The review process follows the same procedures and timing as the benefit claim process. See the Claims and 
Appeals Process section. In addition: 

 All pre-authorization, pre-service, concurrent and retrospective reviews for medical necessity are screened by 
clinically experienced, licensed personnel (called “Review Coordinators”) using pre-established criteria and 
Anthem Blue Cross Medical Policy. These criteria and policies are developed and approved by practicing 
providers not employed by Anthem Blue Cross, and are evaluated at least annually and updated as standards 
of practice or technology change. Requests satisfying these criteria are certified as medically necessary. 
Review Coordinators are able to approve most requests. 

 If the request fails to satisfy these criteria or medical policies, the request is referred to a Peer Clinical 
Reviewer. Peer Clinical Reviewers are health professionals who are clinically competent to evaluate the 
specific clinical aspects of the request and render an opinion specific to the medical condition, procedure 
and/or treatment under review. Peer Clinical Reviewers are licensed in California with the same license 
category as the requesting provider. When the Peer Clinical Reviewer is unable to certify the service, the 
requesting PHYSICIAN is contacted by telephone for a discussion of the case. In many cases, services can be 
certified after this discussion. If the Peer Clinical Reviewer is still unable to certify the service, your provider 
will be given the option of having the request reviewed by a different Peer Clinical Reviewer. 

 Only the Peer Clinical Reviewer may determine that the proposed services are not medically necessary or not 
appropriate. 

 Reviewers may be Anthem Blue Cross employees or an independent third party chosen at the sole and 
absolute discretion of Anthem Blue Cross. 

 You or your physician may request copies of specific criteria and/or medical policies by writing to the address 
shown on your Anthem Blue Cross identification card. Medical necessity review procedures may be disclosed 
to health care providers through provider manuals and newsletters. 

A determination of medical necessity does not guarantee payment or coverage. The determination that services 
are medically necessary is based on the clinical information provided. Payment is based on the terms of your 
coverage at the time of service. These terms include certain exclusions, limitations, and other conditions. 
Payment of benefits could be limited for a number of reasons, including: 

 The information submitted with the claim differs from that given by phone; 

 The service is excluded from coverage; or 

 You are not eligible for coverage when the service is actually provided. 
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Personal Case Management (for Non-Medicare Members) 
The Personal Case Management Program enables you to obtain medically appropriate care in a more 
economical, cost-effective and coordinated manner during prolonged periods of intensive medical care. Anthem 
Blue Cross, through a case manager, may recommend an alternative plan of treatment which may include 
services not typically covered under the Plan. Anthem Blue Cross does not have an obligation to provide personal 
case management. These services are provided at the sole and absolute discretion of Anthem Blue Cross. 
Examples of conditions that may fall under Personal Case Management include: 

 Burns 

 CVA 

 Migraine 

 Sickle Cell Disease 

 Trauma 

How Personal Case Management Works 
You may be identified for possible personal case management through the Plan’s utilization review procedures, 
by the attending PHYSICIAN or HOSPITAL staff, or through Anthem Blue Cross’ claims reports. You or your family may 
also call Anthem Blue Cross and request personal case management. 

Benefits for personal case management will be considered only when all of the following criteria are met: 

 You require extensive long-term treatment; 

 Anthem Blue Cross anticipates that such treatment utilizing services or supplies covered under the Plan will 
result in considerable cost; 

 A cost-benefit analysis determines that the benefits payable under the Plan for the alternative plan of 
treatment can be provided at a lower overall cost than the benefits you would otherwise receive under the 
Plan while maintaining the same standards of care; and 

 You (or your legal guardian) and your physician agree, in a letter of agreement, with Anthem Blue Cross’ 
recommended substitution of benefits and with the specific terms and conditions under which alternative 
benefits are to be provided. 

Alternative Treatment Plan 

If Anthem Blue Cross determines that your needs could be met more efficiently, an alternative treatment plan 
may be recommended. This may include providing benefits typically not covered under the Plan. A case manager 
will review the medical records and discuss your treatment with the attending physician, you, and your family. 

Anthem Blue Cross makes treatment recommendations only; you and your physician make the decisions 
regarding treatment. The Plan will not compromise your freedom to make such decisions. 

The Effect Personal Case Management Has on Benefits 

 Any alternative benefits are accumulated toward the corresponding benefit maximums. 

 Benefits are provided for an alternative treatment plan on a case-by-case basis only. Anthem Blue Cross has 
absolute discretion in deciding whether or not to authorize services in lieu of benefits for any covered person, 
which alternatives may be offered and the terms of the offer. 

 The authorization of services in lieu of benefits in a particular case in no way commits the Plan to do so in 
another case or for any other covered person. 

 The Personal Case Management Program does not prevent Anthem Blue Cross from strictly applying the 
expressed benefits, exclusions and limitations of the Plan at any other time or for any other covered person. 

These Are Examples 

These conditions or diagnoses are not a 
guarantee of acceptance into the 
Personal Case Management Program. 
Cases are reviewed and criteria applied 
to determine possible enrollment, and 
enrollment is contingent upon member 
consent. 
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Third Parties 
Anthem Blue Cross reserves the right to use the services of one or more third parties in the performance of the 
services outlined in the letter of agreement. No other assignment of any rights or delegation of any duties by 
either party is valid without the prior written consent of the other party. 

What the CAP Covers 
This topic lists covered services and supplies that are frequently used. If you have any questions on whether or 
not a specific service or supply is covered by the Plan, contact Anthem Blue Cross Member Services at 
800-964-0530. 

For ease of reviewing, the CAP Covered Services are listed in alphabetical order, with the exception of “Other 
Covered Services and Supplies,” which is listed last. 

Acupuncture 
Under the CAP, acupuncture services received from an M.D. or licensed acupuncturist who participates in the 
Anthem Blue Cross PPO network will be covered at 80% of the NEGOTIATED RATE, after the deductible. You may 
receive coverage for up to 20 acupuncture visits per year. Acupuncture services received from a non-network 
acupuncturist will be covered at 80% of the Customary and Reasonable Charges (ELIGIBLE EXPENSES), after the 
deductible. 

Ambulance Services 
The following ambulance services are covered: 

Emergency Only 
 Emergency ambulance transportation, provided by a licensed ambulance service, to the nearest HOSPITAL 

where emergency health services can be performed. 

Non-Emergency 
 Transportation by professional ambulance, other than air ambulance, to and from a medical facility when 

Medically Necessary. 

 Transportation by regularly-scheduled airline, railroad or air ambulance, to the nearest medical facility 
qualified to give the required treatment when Medically Necessary. 

Chiropractic Care 
The CAP only covers chiropractic services that are deemed to be Covered Health Services. In addition, the CAP 
only covers services that are expected to result in a significant improvement in the patient’s level of functioning. If 
a measurable increase in the patient’s level of functioning does not occur as a direct result of the skilled 
chiropractic therapy intervention, then the treatment is considered maintenance in nature and is not covered. The 
measurable increase in the patient’s level of functioning must be documented in treatment notes. 

Under the CAP, pre-approval for chiropractic care is required after the initial visit. The office visits to a chiropractor 
are covered at 80% of the NEGOTIATED RATE or Customary and Reasonable Charges, after deductible, when visits 
are pre-approved by American Specialty Health Network (ASHN). You can locate NETWORK PROVIDERs by calling 
Anthem Blue Cross directly or by visiting its website. To obtain approval, call ASHN at 800-678-9133. 

Hearing Aids — Effective January 1, 2014 
The CAP covers 80% of the allowable cost for Medically Necessary hearing aids and related expenses. The plan 
will cover one hearing aid per ear every three years. 
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Home Health Care and Hospice Care 
Home health care and HOSPICE care under the CAP are covered at 90% of the NEGOTIATED RATE, after deductible, if 
you use an Anthem Blue Cross PPO NETWORK PROVIDER. Non-network home health care and hospice care is covered 
at 90% of Customary and Reasonable Charges (ELIGIBLE EXPENSES) after deductible. Pre-authorization is required, 
and a penalty of $300 applies if no pre-authorization is obtained. 

The CAP will cover the services of an approved home health care agency or hospice agency, provided the services 
are Medically Necessary Covered Health Services, not custodial in nature, ordered by your attending PHYSICIAN and 
rendered under a written treatment plan approved by Anthem Blue Cross. Custodial care, which is not covered, is 
defined as care provided primarily to assist an individual in meeting the activities of daily living including, but not 
limited to, walking, bathing, dressing, eating, preparation of special diets, changing catheters, and supervision 
over self-administration of medications not requiring constant attention of trained medical personnel. It is care 
that can be taught to a lay person who does not have any professional qualifications, skills or training. 

When your doctor recommends either home health or hospice care, he or she must contact Anthem Blue Cross at 
800-274-7767 for pre-authorization. 

Services in Your Home 
The Plan covers the following services when rendered in the patient’s home, provided that the services are 
Medically Necessary Covered Health Services and are not considered custodial care, as determined by Anthem 
Blue Cross: 

 Nursing services provided by a registered nurse (R.N.), or a licensed vocational nurse (L.V.N.) or licensed 
practical nurse (L.P.N.) when under the supervision of an R.N. 

 Services of a home health aide. 

 Physical, occupational, speech or respiratory therapy; medical social services; and nutritional counseling. 

 For a patient formally admitted to a hospice program: homemaking services; counseling for the patient and 
covered family members; up to three days of respite care during a six-month period; and bereavement 
counseling by a certified social worker who is an employee of the hospice, for up to 12 months after the 
patient’s death. Bereavement counseling benefits are limited to $25 per visit, four visits per family. 

Hospice Facility 
Medically Necessary Covered Health Services in a hospice facility are covered when a patient in the latter stages 
of a terminal illness is formally admitted to an inpatient hospice program and Medical Management has 
approved the admission. 

The following inpatient hospice services are covered: 

 Bed, board and general nursing care. 

 Medical care provided by other professional providers employed by the facility. 

 Hospice facility services and supplies. 

 Family counseling related to the patient’s illness. 

 Bereavement counseling for the family after the patient’s death. 

Eligibility for hospice benefits begins on the date on which the patient’s physician certifies that the patient has a 
life expectancy of six months or less. 

The Plan does not cover homemaking services, except as specifically provided above. Food or home-delivered 
meals and services by volunteers who do not regularly charge for their services are not covered. 

Coverage of physician, HOSPITAL, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 
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Hospital Care — Inpatient 
Inpatient HOSPITAL care is covered at 100% after a $100 copayment and after the annual deductible has been 
met. Pre-authorization is required for non-emergency care, with a penalty of $300 applied if no pre-authorization 
is obtained. When services are performed by a NETWORK PROVIDER, your provider will contact Anthem Blue Cross 
Medical Management for pre-authorization. When services are performed by a NON-NETWORK PROVIDER, it is your 
responsibility to contact Anthem Blue Cross Medical Management for pre-authorization or make sure that your 
provider has obtained the necessary pre-authorization. See “Medical Management Programs” on page 144. The 
hospital copayment does not apply to the annual deductible. 

Covered inpatient hospital services include: 

 Room and board in semi-private accommodations; private room if a Medically Necessary Covered Health 
Service (as determined by standards set by Anthem Blue Cross — see “Covered Health Services” under “How 
Benefits Are Determined” on page 142). 

 SPECIAL CARE UNITS. 

 Medical and surgical supplies. 

 General nursing care. 

 Use of operating and special treatment rooms. 

 Anesthesia and its administration by a salaried hospital employee. 

 Administration of blood and blood plasma, including the cost of unreplaced blood, blood products and blood 
processing. 

 Hospital ancillary services, including laboratory, cardiology, pathology, radiology and any professional 
components for such services. 

 Routine nursery care for a newborn, if the child is enrolled in the CAP. 

 Drugs, medicines and oxygen supplied by and used in the hospital. 

 Pre-admission testing performed within seven days before hospital admission or outpatient surgery. 

 Radiation therapy, chemotherapy, physical therapy, respiratory therapy, and hemodialysis treatment. 

 Short-term speech therapy for correction of speech impairments resulting from illness, injury, surgery, or 
previous therapeutic processes. 

 Physical therapy when furnished by the hospital as a regular service. 

 Occupational therapy when furnished by the hospital in conjunction with physical therapy treatments. 

 Dental care when a hospital STAY is required for dental surgery or extraction of teeth, general anesthesia is 
required, and a PHYSICIAN certifies that the hospitalization is Medically Necessary. 

Childbirth 
Under federal law, the duration of benefits provided for any hospital stay in connection with childbirth for a 
mother or newborn child may not be restricted to less than 48 hours following a normal delivery, or less than 96 
hours following a cesarean section. However, this 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 baby earlier 
than 48 hours (or 96 hours, as applicable). 

Hospital Care — Outpatient 
Covered outpatient HOSPITAL services include: 

 Outpatient surgical services. This includes Medically Necessary Covered Health Services rendered in a 
freestanding AMBULATORY SURGICAL CENTER, a short-STAY surgical unit or an outpatient department of a hospital. 
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 Emergency hospital outpatient services for the first visit for emergency care and treatment of a sudden and 
unforeseeable illness or injury which, if not immediately diagnosed and treated, could be life-threatening or 
cause serious harm to bodily function. 

 Medically Necessary Outpatient Covered Health Services for radiation therapy, chemotherapy and 
hemodialysis treatment. 

Organ and Tissue Transplants 
Organ and tissue transplants are covered at 100% of the NEGOTIATED RATE, after the deductible has been met, 
when pre-authorized by Anthem Blue Cross and when performed at an Anthem Blue Cross Center of Medical 
Excellence (CME) facility or at a facility authorized by Anthem Blue Cross for kidney and cornea transplants. There 
is no coverage for non-Center of Medical Excellence (non-CME) facilities or non-network facilities unless at a 
facility approved by Anthem Blue Cross for kidney and cornea transplants or as otherwise authorized by Anthem 
Blue Cross. Pre-authorization is required for all transplant services. 

Benefits are available for the following organ and tissue transplants when the transplant is ordered by a PHYSICIAN, 
meets the definition of a Covered Health Service and is not an unproven, experimental, or investigational service, 
as described under “What the CAP Doesn’t Cover” on page 158. 

 Bone marrow transplants (either from you or from a compatible donor) and peripheral stem cell transplants, 
with or without high dose chemotherapy. Not all bone marrow transplants meet the definition of a Covered 
Health Service. 

 Heart transplants 

 Heart/lung transplants 

 Lung transplants 

 Liver transplants 

 Kidney transplants 

 Kidney/pancreas transplants 

 Liver/small bowel transplants 

 Pancreas transplants 

 Small bowel transplants 

 Cornea transplants 

Organ or tissue transplants or multiple organ transplants, other than those listed above, are currently excluded 
from coverage. 

Centers of Medical Excellence (CME) Transplant Facilities 
In California, Anthem Blue Cross has established a Centers of Medical Excellence (CME) network of transplant 
facilities to provide services for specified organ transplants (heart, liver, lung, heart-lung, kidney-pancreas, or bone 
marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar procedures). 
Equivalent approved transplant facilities are located outside of California. 

CMEs are health care providers designated by Anthem Blue Cross as selected facilities for specified medical 
services. A provider participating in a CME network has a CME Agreement in effect with Anthem Blue Cross at the 
time services are rendered or is available through their affiliate companies or their relationship with the Blue 
Cross and Blue Shield Association. CMEs agree to accept the CME negotiated rate as payment in full for covered 
services. A participating provider in the Anthem Blue Cross PPO network is not necessarily a CME. A provider’s 
participation in the Anthem Blue Cross PPO network or other agreement with Anthem Blue Cross is not a 
substitute for a CME Agreement. 
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Obtain Authorization from Anthem Blue Cross’ Authorization Program 
Authorization is required for all transplant services. You must call the Pre-Authorization and Pre-Service toll-free 
number at 800-274-7767 as soon as the possibility of a transplant arises. The Authorization Program will arrange 
for a pre-transplantation evaluation to be performed at a CME transplant facility. The Authorization Program also 
can discuss your benefit options and any special transplant guidelines. 

Travel Expenses 
You may be eligible to receive reimbursement for some or all of your travel expenses associated with undergoing 
an organ transplant. For more information, see “Transportation and Lodging” on page 155. 

Prescription Drugs 

Inpatient Prescription Drugs 
Prescription drugs you receive while you are hospitalized, or “inpatient” drugs, are covered by your Anthem Blue 
Cross medical plan at 100%. 

Outpatient Prescription Drugs 
Prescriptions dispensed and filled on an outpatient basis are covered under a separate plan, the Prescription 
Drug Plan, described in the section entitled Prescription Drug Benefits. Outpatient drugs are not covered by the 
Anthem Blue Cross medical plan unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel. 

Professional Services 
The following professional services are covered, if deemed to be Medically Necessary Covered Health Services as 
determined by Anthem Blue Cross: 

 Services of a PHYSICIAN, surgeon or assistant surgeon 

 Services of an anesthetist or anesthesiologist in connection with surgery 

 Services of a consulting physician when requested by your doctor 

 Constant care services rendered by a physician when you are in critical condition 

 Physician visits to a HOSPITAL or SKILLED NURSING FACILITY during a covered inpatient confinement 

 Visits to your doctor’s office or physician house calls for treatment of illness, disease or injury 

 Radiation therapy 

 Outpatient diagnostic X-rays and lab exams 

 Injections, inoculations and immunizations 

 Physician services in the outpatient department of a hospital, ambulatory surgical facility or short-STAY surgical 
unit 

 Routine physical exams 

 Routine or diagnostic Pap smears and mammograms (covered by X-ray/lab benefit) 

 Well-baby care. 

 Services of a licensed physical therapist for a covered inpatient hospital or skilled nursing facility confinement. 
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Psychiatric Care and Substance Abuse Treatment 
Only detoxification that is considered to be medical care and that is deemed to be a Medically Necessary Covered 
Health Service is covered by the medical portion of the Plan, administered by ValueOptions. Psychiatric care and 
substance abuse treatment are covered under the separate Mental Health and Substance Abuse Program, 
administered by ValueOptions. 

Skilled Nursing Facility 
SKILLED NURSING FACILITY services under the CAP will be reimbursed at 90% of the NEGOTIATED RATE, after deductible, 
when you use an Anthem Blue Cross NETWORK PROVIDER. Skilled nursing facility services received at non-network 
facilities are covered at 90% of Customary and Reasonable Charges (ELIGIBLE EXPENSES) after the deductible. A 
HOSPITAL STAY of at least three consecutive days for the same condition is required prior to admission to a skilled 
nursing facility, and the admission to the skilled nursing facility must be within 30 days of your discharge from 
the hospital. Pre-authorization is also required, and there is a penalty of $300 if no pre-authorization is obtained. 
Remember, either you or your doctor must contact Anthem Blue Cross for pre-authorization (see “Medical 
Management Programs” on page 144) and meet all the stated criteria for coverage. 

The services provided must be Medically Necessary Covered Health Services (and not considered custodial care) 
so as to require confinement in a skilled nursing facility, as determined by Anthem Blue Cross. (Custodial care is 
defined as care provided primarily to assist an individual in meeting the activities of daily living including, but not 
limited to, walking, bathing, dressing, eating, preparation of special diets, changing catheters, and supervision 
over self-administration of medications not requiring constant attention of trained medical personnel. It is care 
that can be taught to a lay person who does not have any professional qualifications, skills or training.) 

Coverage of PHYSICIAN, hospital, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 

Transportation and Lodging 
 The Authorization Program will assist the patient and family with travel and lodging arrangements associated 

with transplant procedures, bariatric surgery or transgender surgery. Expenses for travel and lodging are based 
on IRS guidelines and include the following: patient and companion transportation, such as airfare, train, or 
bus fares; hotel or apartment rentals; gas and car rentals; and taxes on covered expenses. 

 Meals do not qualify for reimbursement, per IRS regulations. 

For Organ Transplants 
 Travel and lodging expenses are available for transplant patients only if the transplant recipient resides more 

than 75 miles from the Center of Medical Excellence (CME) facility or a pre-authorized participating kidney or 
cornea transplant facility. 

 Transplant travel expense for a pre-authorized, specified transplant, including for purposes of evaluation prior 
to the transplant and post-discharge follow-up  

 If the transplant patient is a covered dependent minor child, the transportation expenses of up to two 
companions will be covered. 

 There is a combined overall lifetime maximum of $10,000 per covered person for all transportation and 
lodging expenses incurred by the transplant recipient and companion(s) and reimbursed under this Plan in 
connection with all transplant procedures, per IRS regulations.  

For Bariatric or Transgender Surgery 
 Travel and lodging expenses are available for bariatric or transgender surgery patients only if the patient 

resides more than 50 miles from the Center of Medical Excellence (CME) facility or a pre-authorized 
participating facility performing the surgery. 
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 There is a combined overall lifetime maximum of $3,000 per covered person for all transportation and 
lodging expenses incurred by the patient and companion(s) and reimbursed under this Plan in connection with 
bariatric or transgender procedures.  

Other Covered Services and Supplies 
Other covered services and supplies include: 

 Outpatient professional nursing services of a registered nurse (R.N.), licensed vocational nurse (L.V.N.) or 
licensed practical nurse (L.P.N.) that are certified as Medically Necessary Covered Health Services by your 
PHYSICIAN. 

 Services of a licensed midwife working under the direction of a physician. Does not include services of a lay 
midwife or a doula. 

 Medically Necessary Covered Health Services of a licensed physical or occupational therapist, when provided 
by someone other than a close relative or someone who resides in your home, when ordered by a physician, 
and when judged by the physician to be subject to significant improvement through such therapy. The therapy 
must be expected to result in significant, objective, measurable physical improvement in the covered person’s 
condition within two months of the start of the treatment. Services may be reviewed for medical necessity and 
must be deemed medically necessary to be covered. After 24 visits in a calendar year, pre-authorization is 
required. Both physical therapy and occupational therapy visits will be counted on a combined basis when 
calculating the first 24 visits each calendar year. 

 Non-experimental inpatient drugs and medicines which are approved by the Food and Drug Administration 
(FDA). 

 Artificial limbs or eyes, when determined to be a Medically Necessary Covered Health Service. 

 Rental or purchase of durable medical equipment (including prosthetic and orthotic devices) that is ordered by 
a physician, approved by Anthem Blue Cross, determined by Anthem Blue Cross to be a Medically Necessary 
Covered Health Service, and is to be used solely by the patient. If an item is rented, the rental price for the 
entire rental period cannot be more than the purchase price. The rented item must be returned if the member 
switches medical plans. Necessary repairs and maintenance of purchased equipment are also covered if not 
provided under a manufacturer’s warranty or purchase agreement. 

 Wigs and toupees for alopecia areata or alopecia resulting from chemotherapy or radiation therapy. 

 Initial pair of eyeglasses or contact lenses prescribed by a doctor after eye surgery; eyeglasses or lenses when 
needed to replace loss of the natural lens. 

 Rental of dialysis equipment and all Medically Necessary Covered Health Services and supplies required for 
hemodialysis treatment. 

 Oxygen, including its administration. 

 Short-term speech therapy services rendered by a certified speech therapist when required due to surgery, 
illness, injury or previous therapeutic processes, when ordered by a physician, and when judged by the 
physician to be subject to significant improvement through such therapy. Speech therapy due to functional 
nervous disorders is not covered. The therapy must be expected to result in significant, objective, measurable 
physical improvement in the covered person’s condition within two months of the start of the treatment. 
Services may be reviewed for medical necessity and must be deemed medically necessary to be covered. 
After 24 visits in a calendar year, pre-authorization is required. 

 Diabetes self-management education programs. 

 Surgery to change an individual’s appearance when the purpose is: 

 to correct the result of an ACCIDENTAL INJURY; or 

 to treat a condition, including a birth defect, that impairs the function of a body organ. 

 Diagnostic procedures for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
physician in the case of high-risk pregnancy. 
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 Surgical treatment of morbid obesity when authorized by a physician and approved by Anthem Blue Cross, 
when surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity, and when it has been documented that non-surgical treatments of the morbid obesity have 
failed. Travel expense benefit of up to $3,000 is also available if certain criteria is met in connection with 
bariatric surgery (see “Transportation and Lodging” on page 155). 

 INFERTILITY treatments, up to a lifetime maximum of $7,000 combined for all plans administered by Anthem 
Blue Cross or any prior claim administrators. The benefit includes, but is not limited to, in vitro fertilization 
services, gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer (ZIFT), and microinjection 
techniques. Services provided must be considered safe and effective according to accepted clinical evidence 
reported by generally recognized medical professionals or publications. 

 Transgender surgery, if the surgery meets all the criteria for being deemed Medically Necessary by Anthem 
Blue Cross. Travel expense benefit of up to $3,000 is also available if certain criteria is met in connection with 
transgender surgery (see “Transportation and Lodging” on page 155). 

Cancer Clinical Trials 

Coverage is provided for services and supplies for routine patient care costs, as defined below, in connection with 
phase I, phase II, phase III and phase IV cancer clinical trials, if all the following conditions are met:  

 The treatment provided in a clinical trial must either:  

 Involve a drug that is exempt under federal regulations from a new drug application, or  

 Be approved by (i) one of the National Institutes of Health, (ii) the federal Food and Drug Administration in 
the form of an investigational new drug application, (iii) the United States Department of Defense, or (iv) 
the United States Veteran’s Administration.  

 You must be diagnosed with cancer to be eligible for participation in these clinical trials.  

 Participation in such clinical trials must be recommended by your physician after determining participation 
has a meaningful potential to benefit the member.  

 For the purpose of this provision, a clinical trial must have a therapeutic intent. Clinical trials to just test 
toxicity are not included in this coverage.  

Routine patient care costs means the costs associated with the provision of services, including drugs, items, 
devices and services which would otherwise be covered under the plan, including health care services which are:  

 Typically provided absent a clinical trial. 

 Required solely for the provision of the investigational drug, item, device or service.  

 Clinically appropriate monitoring of the investigational item or service.  

 Prevention of complications arising from the provision of the investigational drug, item, device, or service. 

 Reasonable and necessary care arising from the provision of the investigational drug, item, device, or service, 
including the diagnosis or treatment of the complications. 

Routine patient care costs do not include the costs associated with any of the following:  

 Drugs or devices not approved by the federal Food and Drug Administration that are associated with the 
clinical trial.  

 Services other than health care services, such as travel, housing, companion expenses and other nonclinical 
expenses that you may require as a result of the treatment provided for the purposes of the clinical trial.  

 Any item or service provided solely to satisfy data collection and analysis needs not used in the clinical 
management of the patient.  

 Health care services that, except for the fact they are provided in a clinical trial, are otherwise specifically 
excluded from the plan.  

 Health care services customarily provided by the research sponsors free of charge to members enrolled in the 
trial. 
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Note: You will be financially responsible for the costs associated with non-covered services. 

Disagreements regarding the coverage or medical necessity of possible clinical trial services may be subject to 
Independent Medical Review as described in Grievance Procedures. 

 Coverage for routine mammographies (given as preventative measures to detect problems when a physician 
does not have a specific reason to suspect a medical problem), in accordance with Anthem Blue Cross’ 
standard administrative policies. Diagnostic mammographies, which are given when there is a suspected 
problem, are also covered. 

 For a member receiving benefits in connection with a mastectomy and who elects breast reconstruction, the 
coverage will be provided in a manner determined in consultation with the attending physician and the patient 
for: 

 reconstruction of the breast on which the mastectomy was performed; 

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

 prostheses and treatment of physical complications at all stages of the mastectomy, including 
lymphedemas. 

Notify Anthem Blue Cross five business days before receiving services. By notifying Anthem Blue Cross, it can 
be verified whether a service is a reconstructive procedure or a cosmetic one. 

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 Anthem Blue 
Cross 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 normal 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). 

What the CAP Doesn’t Cover 
Unless exceptions to the following are specifically noted elsewhere in this Handbook, no benefits are provided for 
the following: 

 Services or supplies received from a provider or supplier who is not licensed, registered or certified under state 
law to the extent required to provide such service or supply, or if the service or supply provided is not within 
the scope of the provider’s license, certificate or registration. 
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 Services or supplies that are not Covered Health Services, which includes all services that are not Medically 
Necessary (see “Covered Health Services” and “Medically Necessary Services” in the Definitions section) or 
that are educational in nature, as determined by Anthem Blue Cross. 

 Charges in excess of the Customary and Reasonable Charges (see “ELIGIBLE EXPENSES” in the Definitions 
section and “How the CAP Works” on page 139), as determined by Anthem Blue Cross. 

 Services that are provided or a hospitalization that begins before coverage begins or after it ends, except as 
specifically noted elsewhere or unless the coverage began under another Company-sponsored medical plan. 

 Hospitalization that continues after coverage has ended and after you have recovered sufficiently to be 
discharged, unless you are certified as totally disabled as explained in “Extended Benefits When Coverage 
Ends” in the Health Care Participation section. 

 Hospitalization primarily for physical therapy or other rehabilitative care, unless approved by Anthem Blue 
Cross as a Medically Necessary Covered Health Service, except those benefits which would have been 
provided had the patient been treated on an outpatient basis. For example, charges for room and board 
during such a hospitalization are not covered. 

 Services in connection with the reversal of voluntary sterilization. 

 Services or supplies in connection with custodial care. Custodial care is defined as care provided primarily to 
assist an individual in meeting the activities of daily living including, but not limited to, walking, bathing, 
dressing, eating, preparation of special diets, changing catheters, and supervision over self-administration of 
medications not requiring constant attention of trained medical personnel. It is care that can be taught to a 
lay person who does not have any professional qualifications, skills or training. 

 Services or supplies which would not have been rendered or furnished if the Plan did not exist or services or 
supplies for which you would not have been required to pay. 

 Cosmetic procedures are excluded from coverage. Procedures that correct a congenital anomaly without 
improving or restoring physiologic function are considered cosmetic procedures. The fact that a covered 
person may suffer psychological consequences or socially avoidant behavior as a result of an injury, illness or 
congenital anomaly does not classify surgery or other procedures done to relieve such consequences or 
behavior as a reconstructive procedure. 

 Services or supplies furnished in connection with cosmetic surgery or surgery performed mainly to change 
appearance. This includes surgery performed to treat a mental, psychoneurotic, or personality disorder 
through a change in appearance. The following are not considered to be cosmetic surgery: 

 Surgery to correct the result of an ACCIDENTAL INJURY; 

 Surgery to treat a condition, including a birth defect, that impairs the function of a body organ; or 

 Surgery to reconstruct a breast after a mastectomy. 

 Services and supplies furnished in connection with surgical procedures for gender reassignment surgery, 
unless Medically Necessary as determined by Anthem Blue Cross. 

 Personal comfort and convenience items and services such as guest meals, television rental or barber 
services. 

 Reimbursement for meal expenses incurred in connection with the transplant or bariatric/transgender surgery 
travel benefit. 

 Medical or surgical treatment of excessive sweating (hyperhidrosis). 

 Dental and orthodontia services, including braces, bridges, and guards, or X-ray exams involving one or more 
teeth, the tissue or structure around them, the alveolar process, or the gums. This applies even if a condition 
requiring any of these services involves a part of the body other than the mouth, such as the treatment of 
Temporomandibular Joint Disorders (TMJD) or malocclusion involving joints or muscles by methods including, 
but not limited to, crowning, wiring or repositioning teeth. 

This exclusion does not apply to services for treatment or removal of a malignancy; physicians’ services or 
X-ray exams for treatment of accidental injury to natural teeth (“treatment” includes the replacement of those 
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teeth), provided the participant is covered by the Plan, the accident occurred while covered, and the treatment 
is received within 12 months of the accident; or surgery on the maxilla or mandible that is Medically 
Necessary to correct TMJD or other medical disorders. 

 Maintenance chiropractic care. However, non-maintenance chiropractic services are Covered Health Services 
when approved and received as described under “Chiropractic Care” on page 150. 

 Any services in connection with medical exams or tests not connected with the care and treatment of an 
actual illness, disease, or injury, except services that Anthem Blue Cross as Claims Administrator determines 
are standard preventive or well-care services, (such as annual physical examinations, mammograms and 
colonoscopies) and that are provided in accordance with Anthem Blue Cross’ guidelines. Diagnostic 
procedures are covered for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
PHYSICIAN in the case of a high-risk pregnancy. 

 Services or supplies for or in connection with: 

 Exams to determine the need for (or changes of) eyeglasses or lenses of any type; 

 Eyeglasses or lenses of any type (except replacements for loss of the natural lens, or the initial pair of 
eyeglasses or contact lenses after eye surgery); 

 Eye surgery such as radial keratotomy or lasik surgery; or 

 Services for a surgical procedure to correct refraction errors of the eye, including any confinement, 
treatment, services or supplies given in connection with, or related to, the surgery. 

 Services or supplies furnished by the employer or a member of the participant’s immediate family. 

 Services that do not meet the definition of Covered Health Services. 

 Any services or supplies that are considered to be “experimental” or “investigational,” as determined solely by 
Anthem Blue Cross. EXPERIMENTAL PROCEDURES are defined as procedures that are mainly limited to laboratory 
and/or animal research. Investigational services include any treatment, therapy, procedure, drug, facility, 
equipment, device or supply that is not recognized in accordance with generally accepted professional 
medical standards as being safe and effective for use in the treatment of an illness, injury or condition. 
Investigational services also include those which require approval by the federal government or any agency 
thereof, or by any state governmental agency, prior to use, and where such approval has not been granted at 
the time the services were rendered. 

 Speech therapy that is not deemed to be a Medically Necessary Covered Health Service, as determined solely 
by Anthem Blue Cross, including but not limited to treatment received after the first 24 visits in a calendar 
year that is deemed by Anthem Blue Cross to be not Medically Necessary. 

 Physical and/or occupational therapy that is not deemed to be a Medically Necessary Covered Health Service, 
as determined solely by Anthem Blue Cross, including but not limited to treatment received after the first 24 
visits in a calendar year that is deemed by Anthem Blue Cross to be not Medically Necessary. For purposes of 
counting the first 24 visits each calendar year, both physical therapy and occupational therapy visits will apply 
on a combined basis. 

 Massage therapy, if performed by a massage therapist, or any services performed by a massage therapist 
who is not also a physician or other approved health care provider (see the Definitions section). However, 
massage therapy performed by a physical therapist or chiropractor is covered, if deemed to be Medically 
Necessary by Anthem Blue Cross. 

 Screenings to determine the need for hearing correction; routine hearing tests; and hearing aids and exams to 
determine the need for hearing aids or the need to adjust them. This exclusion does not apply to cochlear 
implants for adults and children (age 2 or older) for the following diagnoses: (1) severe to profound bilateral 
sensorineural hearing loss and severely deficient speech discrimination; or (2) post-lingual deafness in an 
adult. 

 Any services or supplies for learning disabilities, behavioral problems, mental retardation, or hospitalization 
for environmental change, except for speech/occupational/physical therapy rendered in association with 
autistic spectrum disorder. Services and supplies in connection with mental, psychoneurotic, and personality 
disorders, or for abuse of or addiction to alcohol and drugs; however, such services and supplies are covered 
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elsewhere under the Mental Health and Substance Abuse Program, administered by ValueOptions. This 
exclusion does not apply to services and supplies for medical detoxification. 

 Any services or supplies furnished in connection with foot care, unless they are determined to be Medically 
Necessary Covered Health Services and authorized by a physician. 

 Orthopedic shoes (except when joined to braces) or shoe inserts, such as orthotics, even if recommended by 
your physician. 

 Charges in excess of Customary and Reasonable or Eligible Expenses, as determined by Anthem Blue Cross, 
or in excess of any specified limitation. 

 Services or supplies that are not determined to be Covered Health Services, including any confinement or 
treatment given in connection with a service or supply that is not covered under the Plan. 

 Exercise programs, exercise monitoring, exercise equipment, health spa programs and outpatient dietary 
consultations. 

 Services or supplies primarily for weight reduction or treatment of obesity, unless they are determined to be 
Medically Necessary Covered Health Services and authorized by a physician. This exclusion will not apply to 
surgical treatment involving morbid obesity if: 

 surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity; and 

 it has been documented that non-surgical treatments of the morbid obesity have failed, and 

 surgical treatment has been approved by Anthem Blue Cross. 

 Outpatient prescription drugs, unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel to dispense. (These may be covered by the separate Prescription Drug Plan, 
administered by Express Scripts.) 

 Mental health, alcohol or chemical dependency treatment. (These may be covered by the separate Mental 
Health and Substance Abuse Program, administered by ValueOptions.) 

 Heating pads and thermometers, and other over-the-counter products. 

 Devices and computers to assist in communication and speech. 

 Air purifiers, air conditioners and humidifiers. 

 Supplies for comfort, hygiene or beautification. 

 Services and supplies furnished in connection with injury or disease arising out of, or in the course of, any 
work for wage or profit (whether or not with the employer) if such injury or disease is covered by any Workers’ 
Compensation law, occupational disease law or similar law. The Anthem Blue Cross Plan will provide services 
and supplies in connection with such injury or disease but will be entitled to reimbursement for them in 
accordance with rules set out in The Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents Plan Document. 

 Treatment for conditions caused by war or aggression, declared or undeclared, or international armed conflict. 

 Services or supplies to the extent furnished by any law or government, unless required by law. 

 Benefits provided under the “Medicare” section of the Social Security Act. 

 Services and supplies for which coverage is available under any other Company-sponsored health plan or 
benefit program. 

 Alternative treatments such as acupressure, aromatherapy, hypnotism, rolfing and other forms of alternative 
treatment, as defined by the Office of Alternative Medicine of the National Institutes of Health. 

 Charges for failure to keep a scheduled appointment, transfer of medical records, and other similar charges 
for which no medical treatment or services have been provided. 

 Services that are educational in nature, unless specifically authorized by Anthem Blue Cross. 
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 Except as otherwise provided herein for preventive and well-care exams and tests, any services in connection 
with routine physical exams or medical exams not connected with the primary purpose of the discovery of a 
medical condition, disease or illness leading to treatment, such as a pre-employment medical exam or a team 
sports exam. 

 Benefits provided under the extension of a benefits provision of other insurance policies, benefit plans, or 
health plan contracts. 

See “Reductions/Exclusions for Duplicate Coverage” in the Health Care Participation section. 

Third-Party Exclusion 
The Plan 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 “If You Have Other Coverage” in the Health Care Participation 
section. 
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Retiree Optional Plan (ROP) 
The Retiree Optional Plan (ROP) is available to 
all retirees, their spouses/registered domestic 
partners and their eligible dependents, and 
surviving dependents of retirees and their eligible 
dependents, regardless of their age or where they 
live. 
The Retiree Optional Plan has a lower monthly premium cost than some of the other Company-sponsored 
medical plans administered by Anthem Blue Cross, although it has higher out-of-pocket costs when services are 
actually used. Like all of the other medical plans, the ROP offers comprehensive coverage in the event of a major 
illness and protects members against catastrophic costs. 

This fee-for-service style medical plan is administered by Anthem Blue Cross on behalf of the Anthem Blue Cross 
Life and Health Insurance Company (Anthem Blue Cross Life & Health) for medical claims. The medical Claims 
Administrator is referred to as “Anthem Blue Cross” in this document. The prescription drug benefits are 
administered by Express Scripts. Please see the Prescription Drug Coverage section for more information. 
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Important Information 

For additional important information 
about the Anthem Blue Cross-
administered Retiree Optional Plan, see 
the Definitions and Claims and Appeals 
Process sections. 
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ROP at a Glance 
This is a summary of the ROP benefits. Please refer to “What the ROP Covers” on page 175 for more information 
on covered services and exclusions. 

The information in this chart is intended to be a summary of the benefits provided by the ROP as of January 1, 
2013. The information contained in the applicable service provider agreement between The Pacific Gas and 
Electric Company and Anthem Blue Cross shall govern in case of conflict between this chart and the service 
provider agreement. Please refer to the most recent information about your medical plan benefit options, which 
are updated annually in the Open Enrollment materials. 

Retiree Optional Plan (ROP) Administered by Anthem Blue Cross  

General May use provider of choice or NETWORK PROVIDER; $400 annual deductible per 
individual, up to family maximum of $1,200; $4,000 annual out-of-pocket 
maximum per individual, up to family maximum of $8,000. No lifetime 
maximum; no pre-existing condition exclusions. All plan benefits and 
out-of-pocket maximums are based on ELIGIBLE EXPENSES only. 

Hospital Stay 70% after deductible for semi-private room (private if Medically Necessary); 
includes intensive care; pre-authorization is required for non-emergency care, 
except for Medicare-eligible members; $250 penalty for not obtaining required 
pre-authorization. 

Skilled Nursing Facility 70% after deductible after 3 days in HOSPITAL; covers semi-private room; 
excludes custodial care. Pre-authorization is required for both Medicare and 
non-Medicare members. 

Outpatient Hospital Surgery & 
Emergency Room Care 

70% after deductible. 

Maternity Care Covered as any other condition. 

Well-Baby Care  70% after deductible. 

Office Visits 70% after deductible for office and home visits. 

Urgent Care Visits 70% after deductible. 

Routine Physical Examinations 70% after deductible. 

Immunizations and Injections 70% after deductible. 

Eye Examinations Not covered. 

Diagnostic X-rays and Lab Tests 70% after deductible. 

Pre-Admission Testing 70% after deductible. 

Home Health Care & Home 
Hospice Care 

70% after deductible; requires prior authorization; excludes custodial care.  

Inpatient Hospice Care 70% after deductible; requires prior authorization; excludes custodial care. 

Outpatient Physical Therapy 70% after deductible. 
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Retiree Optional Plan (ROP) Administered by Anthem Blue Cross  

Outpatient Prescription Drugs Covered by separate prescription drug plan administered by Express Scripts, 
Inc. (see the Prescription Drug Coverage section for details). 

Mental Health 70% after deductible. 

Inpatient and Outpatient 
Substance Abuse 

70% after deductible. 

Durable Medical Equipment 70% after deductible. 

Chiropractic Care 70% after deductible; 10-visit maximum; maintenance care not covered. 

Acupuncture 70% after deductible. 

Services Received Outside of 
the U.S. 

Limited to urgent/emergency services only. 

Hearing Aids and related 
expenses 

Covered effective January 1, 
2014 

80% for Medically Necessary only; one hearing aid per ear every three years. 

Other Benefits  Infertility—70% after deductible; $7,000 lifetime maximum. Balances from 
prior plans carry forward.  

 Transplant Services—70% after deductible, pre-authorization required for 
transplant services for non-Medicare members. 

 Hearing aids—70% up to $2,800 annually, through 2013. See new 
coverage effective January 1, 2014 in the Hearing Aids — Effective 
January 1, 2014 section. 

 

How the Retiree Optional Plan (ROP) Works 
The ROP is a fee-for-service plan that provides coverage worldwide, so you can receive care from any licensed 
doctor or HOSPITAL. After you pay an annual deductible, the ROP will pay a percentage of allowed expenses. You 
are responsible for paying any deductibles, coinsurance, or any fees in excess of the “Customary and Reasonable” 
Charges (ELIGIBLE EXPENSES).  

For Medicare-eligible members, the ROP provides Medicare secondary coverage. Claims are processed in a 
fashion similar to the way in which the Comprehensive Access Plan (CAP) processes claims for Medicare-eligible 
members. 

In California, non-Medicare ROP members can use the Anthem Blue Cross Prudent Buyer PPO network. There is 
no penalty for not using these providers. Members who choose to use NETWORK PROVIDERs can benefit by having 
coinsurance based on the often lower NEGOTIATED RATE, being assured that they will not be balance-billed, and 
being alleviated of the burden of paying up front, since network providers must bill Anthem Blue Cross first. You 
can locate network providers by calling Anthem Blue Cross directly or by visiting its website. 

Outside of California, non-Medicare ROP members may use the BlueCard PPO network. These are providers 
located across the country who have agreed to provide services at negotiated rates. However, there is no penalty 
for not using BlueCard network providers. These providers participate in one of the local Anthem Blue Cross Blue 
Shield PPO networks and are available to you through the BlueCard Program, although they do not contract 
directly with Anthem Blue Cross. Also available are traditional providers who might not participate in a BlueCard 
PPO network, but have agreed to provide PPO members with health care services at a discounted rate. To locate 
BlueCard PPO providers, you may call Anthem Blue Cross Member Services at 800-964-0530 or you can visit 
Anthem Blue Cross’ website at www.anthem.com/ca/pge or www.anthem.com/ca/pge. 

Outside of the United States, only emergency/URGENT CARE is covered.  
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Medicare-eligible members need not use Anthem Blue Cross network providers. You will not be financially 
disadvantaged if you seek eligible care through any licensed provider who accepts Medicare reimbursement 
rates. 

Please remember, you have a responsibility to work together with the PHYSICIAN(s) you select to ensure that all 
your medical needs are appropriately met, and to notify the appropriate Medical Management program when pre-
authorization is required. (See “Medical Management Programs” on page 169 for more information.) 

Deductibles and Maximums 

Deductibles 
The annual deductible is $400 per person, up to a family maximum of $1,200. 

Charges for non-covered services, penalties for not obtaining authorization and amounts over Customary and 
Reasonable do not apply toward the annual deductible. 

Plan Maximums 
Out-of-Pocket Maximums 

Under the ROP, the most you will have to pay for ELIGIBLE EXPENSES for any single member of your family each year 
is $4,000 — the ROP’s annual out-of-pocket maximum. If the $400 deductible plus your 30% share of Eligible 
Expenses for Covered Health Services reach $4,000, the ROP will pay 100% of all Eligible Expenses for that 
family member for the rest of the calendar year. If your entire family’s out-of-pocket expenses reach $8,000 
during the year, the ROP will pay 100% of your family’s Eligible Expenses for the rest of the calendar year. 
Charges for non-covered services, charges above Customary and Reasonable, and penalties for not obtaining 
authorization do not apply toward your annual out-of-pocket maximum. 

Lifetime Maximums 

The Plan does not have an overall lifetime maximum benefit, but there are lifetime maximums for the following 
services or supplies: 

Service or Supply Lifetime Maximum 

INFERTILITY Treatments $7,000 combined for all Anthem Blue Cross-administered 
plans or prior claims administrators. 

Reimbursement for Travel and Lodging Expenses 
incurred in connection with Organ Transplants 

Transportation and lodging expenses for the 
transplant recipient and companion(s) 

$10,000 combined for all travel expenses (IRS limit). 

Reimbursement for Travel and Lodging Expenses 
incurred in connection with 
Bariatric/Transgender Surgery 

$3,000 combined for all travel expenses. 

 

Copayments and Benefit Percentages 
The ROP pays 70% of ELIGIBLE EXPENSES after you satisfy the annual deductible. 

Coinsurance (percentage coverage) does not begin until after the annual deductible has been met. The 
percentages for reimbursement are listed on the Summary of ROP Benefits. Eligible Expenses will be reimbursed 
based on NEGOTIATED RATEs for NETWORK PROVIDERs and Customary and Reasonable Charges for NON-NETWORK 
PROVIDERs, after meeting the annual deductible. If your non-network provider bills an amount above the 
Customary and Reasonable Charges (Eligible Expenses), you will be responsible for paying this difference along 
with your coinsurance. Network providers have agreed not to charge you more than the negotiated rate and you 
will not be responsible for any amount in excess of the negotiated rate for Covered Health Services. Medicare-
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eligible members may seek eligible care from non-network providers who accept Medicare’s reimbursement 
rates without being financially disadvantaged by Customary and Reasonable Charges. 

How Benefits Are Determined 

Customary and Reasonable (C&R) Charges  
Customary and Reasonable Charges are those charges for services rendered by or on behalf of a non-network 
PHYSICIAN, for an amount not to exceed the amount determined by Anthem Blue Cross in accordance with the 
applicable fee schedule. 

A Customary and Reasonable Charge is a charge which falls within the common range of fees billed by a majority 
of physicians for a procedure in a given geographic region. If it exceeds that range, the expense must be justified 
based on the complexity or severity of treatment for a specific case. 

Covered Health Services 
Covered Health Services are those health services, supplies or equipment provided for the purpose of preventing, 
diagnosing or treating a sickness, injury, covered medical condition, or their symptoms.  

A Covered Health Service is a Medically Necessary health care service or supply described under “What the ROP 
Covers” on page 175 as a Covered Health Service and which is not excluded under “What the ROP Does Not 
Cover” on page 184, including experimental or investigational services or unproven services as well as custodial 
services.  

Covered Health Services must be provided: 

 when the Plan is in effect; 

 prior to the EFFECTIVE DATE of any of the individual termination conditions set forth in this Summary Plan 
Description; and 

 only when the person who receives services is a covered person and meets all eligibility requirements 
specified in the Plan. 

Decisions about whether to cover new technologies, procedures and treatments will be determined by Anthem 
Blue Cross. 

Medically Necessary Services 
Medically Necessary Services are those procedures, supplies, equipment or services which the Claims 
Administrator, Anthem Blue Cross on behalf of Anthem Blue Cross Life & Health, determines to be: 

 Appropriate and necessary for the diagnosis or treatment of the medical condition; 

 Provided for the diagnosis or direct care and treatment of the medical condition; 

 Within standards of good medical practice within the organized medical community; 
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 Not primarily for your convenience, or for the convenience of your physician or another provider; and 

 The most appropriate procedure, supply, equipment or service which can safely be provided. The most 
appropriate procedure, supply, equipment or service must satisfy the following requirements: 

 There must be valid scientific evidence demonstrating that the expected health benefits from the 
procedure, supply, equipment or service are clinically significant and produce a greater likelihood of 
benefit, without a disproportionately greater risk of harm or complications, for you with the particular 
medical condition being treated than other possible alternatives; and 

 Generally accepted forms of treatment that are less invasive have been tried and found to be ineffective or 
are otherwise unsuitable; and 

 For HOSPITAL stays, acute care as an inpatient is necessary due to the kind of services you are receiving or 
the severity of your condition, and safe and adequate care cannot be received by you as an outpatient or in 
a less intensified medical setting. 

The fact that a physician, licensed professional or other provider may prescribe, order, recommend, or approve a 
service or supply does not, in itself, make it Medically Necessary, even though it is not specifically listed as an 
exclusion or limitation. The services or supplies must be ordered by the attending physician or licensed 
professional for the direct care and treatment of a covered illness, injury or condition. Services must be standard 
medical practice where received for the illness, injury or condition being treated and must be legal in the United 
States. 

Emergency Care 
If you or a covered family member experiences a medical emergency, seeking prompt care should be the first 
priority. Under the ROP, emergency care is provided 24 hours a day, seven days a week, anywhere in the world. A 
medical emergency is defined as a sudden and unforeseeable illness or injury of such a nature that failure to get 
immediate medical care could be life-threatening or cause serious harm to bodily function. 

Examples of medical emergencies include: 

 Apparent heart attack 

 Severe or multiple injuries 

 Severe shortness of breath 

 Severe bleeding 

 Allergic reactions accompanied by swelling of the face and lips or wheezing in the chest 

 Apparent poisoning 

 Sudden loss of consciousness 

 Obvious fractures 

 Convulsions 

 Sudden vision loss 

What to Do In Case of Emergency 
In case of a medical emergency, you should go immediately to the nearest hospital emergency room. The ROP 
will cover 70% of the ELIGIBLE EXPENSES for the emergency room visit after you have met your annual deductible.  

It is important to understand that symptoms such as colds, earaches, sprains and rashes, although potentially 
serious, are not immediately life-threatening, and thus, may not require a visit to the emergency room. In these 
cases, you should always call your regular physician first. 
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Medical Management Programs 
In general, Anthem Blue Cross’s Medical Management Programs do not 
apply to Medicare-eligible members. As the primary payer, Medicare’s 
management programs will apply, and the ROP will pay secondarily, 
based on ROP provisions. However, pre-certification is required for both 
Medicare and non-Medicare members seeking SKILLED NURSING FACILITY 
benefits. 

Medical management programs are designed to work together with you 
and your provider to ensure you receive appropriate medical care and 
avoid unexpected out–of-pocket expenses. The Medical Management 
Programs at Anthem Blue Cross include the Utilization Review Program, Authorization Program and Personal 
Case Management. The Utilization Review Program applies to inpatient HOSPITAL admissions. The Authorization 
Program applies to certain specialized services or treatments (e.g., organ and tissue transplants, home health 
care, or admissions to a skilled nursing facility.) The Personal Case Management Program helps you coordinate 
and manage long-term intensive medical care. 

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 Plan. If benefits are denied or reduced as 
a result of these programs, you may apply for consideration under the claims and appeals process. See the 
Claims and Appeals Process section for the Anthem Blue Cross-Administered Plans. 

Utilization Review Program 
The Utilization Review Program evaluates the medical necessity and appropriateness of care and the setting in 
which care is provided. You and your PHYSICIAN are advised if it has been determined that services can be safely 
provided in an outpatient setting, or if an inpatient STAY is recommended. Services that are medically necessary 
and appropriate are certified by Anthem Blue Cross and monitored so that you know when it is no longer 
medically necessary and appropriate to continue those services. 

When your physician is a NETWORK PROVIDER, it is your physician’s responsibility to start the Utilization Review 
Process before scheduling you for any service subject to the utilization review program. When your physician is a 
NON-NETWORK PROVIDER, it is your responsibility to see that your physician starts the utilization review process 
before scheduling you for any service subject to the utilization review program. If you receive any such service and 
do not follow the procedures set forth in this subsection, your benefits may be reduced.  

Utilization Review Requirements 
Utilization reviews are required for: 

 Inpatient HOSPITAL admission stays. (A $300 penalty applies for not obtaining pre-authorization.) 

 Exceptions: Utilization review is not required for inpatient hospital stays for the following services: 

 Maternity care of 48 hours or less following a normal delivery or 96 hours or less following a cesarean 
section; and 

 Mastectomy and lymph node dissection. 

 AMBULATORY SURGICAL CENTER and outpatient surgeries. 

 Home Infusion. 

Review Stages 
There are three stages of utilization review: 

 Pre-Service review determines the medical necessity and appropriateness of scheduled, non-emergency 
inpatient hospital admissions. 

Not Applicable for Secondary 
Coverage 

Medical management requirements 
described in this section do not apply 
when coverage under this Plan is 
secondary to Medicare or another plan 
providing benefits for you or your 
dependents. 
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 Concurrent review determines whether services are medically necessary and appropriate when pre-service 
review is not required or when Anthem Blue Cross is notified while service is ongoing, for example, after an 
emergency admission to the hospital. 

 Retrospective review is performed to review services that have already been provided. 

 This applies in cases when pre-authorization, pre-service or concurrent review was not completed, or in 
order to evaluate and audit medical documentation subsequent to services being provided. Retrospective 
review may also be performed for services that continued longer than originally certified. 

Effect on Benefits 
In order for the full benefits of the Plan to be payable, the following criteria must be met: 

 The appropriate utilization reviews must be performed in accordance with the Plan. 

When pre-service review is not performed as required for an anticipated inpatient hospital admission, a $250 
penalty will be applied. The services must be medically necessary and appropriate. 

Inpatient hospital benefits will be provided only when an inpatient stay is medically necessary and appropriate. If 
you proceed to receive any services that have been determined to be not medically necessary or not appropriate 
at any stage of the utilization review process, benefits will not be provided for those services. 

 Services that are not reviewed prior to or during service delivery will be reviewed retrospectively when the bill 
is submitted for benefit payment. 

If that review results in the determination that part or all of the services were not medically necessary or not 
appropriate, benefits will not be paid for those services. Remaining benefits will be subject to previously noted 
reductions that apply when the required reviews are not obtained. 

How to Obtain Utilization Reviews 
Remember, when your physician is a network provider, it is your physician’s responsibility to confirm that the 
review has been performed. When your physician is a non-network provider, it is your responsibility to confirm 
that the review has been performed. 

Pre-Service Reviews 

Penalties will result for failure to obtain pre-service review before receiving scheduled services, as follows: 

 For all scheduled services that are subject to utilization review, you or your physician must initiate the 
pre-service review at least five working days prior to when you are scheduled to receive services. 

 Physicians who are network providers will initiate the review on your behalf. A non-network provider may 
initiate the review for you, or you may call Anthem Blue Cross directly. The toll-free number for 
pre-authorization and pre-service review is 800-274-7767. This number is printed on your ID card. 

 If you obtain certification for a service but the certified service is not rendered within 60 days of obtaining the 
certification, or if the nature of the service changes, a new pre-service review must be obtained. 

 Anthem Blue Cross will certify services that are medically necessary and appropriate. For inpatient hospital 
stays, Anthem Blue Cross will, if appropriate, certify a specific length of stay for approved services. You, your 
physician and the provider of the service will receive a written confirmation showing this information. 

Concurrent Reviews 

 If pre-service review was not performed, you, your physician or the provider of the service must contact 
Anthem Blue Cross for concurrent review. For an emergency admission or procedure, Anthem Blue Cross must 
be notified within one working day of the admission or procedure, unless extraordinary circumstances prevent 
such notification within that time period. 
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 In determining “extraordinary circumstances,” Anthem Blue Cross may take into account whether or not 
your condition was severe enough to prevent you from notifying them, or whether or not a member of your 
family was available to notify Anthem Blue Cross for you. You may have to prove that such “extraordinary 
circumstances” were present at the time of the emergency. 

 When network providers have been informed of your need for utilization review, they will initiate the review on 
your behalf. You may ask a non-network provider to call the toll-free number printed on your identification 
card or you may call directly. The toll-free number for pre-authorization and pre-service review is 
800-274-7767. This number is printed on your ID card. 

When it is determined that the service is medically necessary and appropriate, Anthem Blue Cross will, 
depending upon the type of treatment or procedure, certify the service for a period of time that is medically 
appropriate. Anthem Blue Cross will also determine the medically appropriate setting. 

If it is determined that the service is not medically necessary or not appropriate, your physician will be notified by 
telephone no later than 24 hours following Anthem Blue Cross’ decision. Anthem Blue Cross will send written 
notice to you and your physician within two business days following the decision. However, care will not be 
discontinued until your physician has been notified and a plan of care that is appropriate for your needs has been 
agreed upon. 

Retrospective Reviews 

 Retrospective review is performed when Anthem Blue Cross is not notified of the service you received, and is 
therefore unable to perform the appropriate review prior to your discharge from the hospital or completion of 
outpatient treatment. It is also performed when pre-service or concurrent review has been done, but services 
continue longer than originally certified. 

 Retrospective review may also be performed for the evaluation and audit of medical documentation after 
services have been provided, whether or not pre-service or concurrent review was performed. 

 Such services which have been retrospectively determined to be not medically necessary or not appropriate 
will be retroactively denied certification. 

Authorization Program 
The Authorization Program provides prior authorization for certain “special services.” When your PHYSICIAN is a 
NETWORK PROVIDER, it is your physician’s responsibility to obtain authorization before you receive any service 
subject to the Authorization Program. When your physician is a NON-NETWORK PROVIDER, it is your responsibility to 
obtain authorization before you receive any service subject to the authorization process. Call Anthem Blue Cross’ 
pre-authorization and pre-service review toll-free number at 800-274-7767, which is printed on your ID card. 

If you receive any such service and do not follow the procedures outlined in this section, your benefits will be 
reduced as shown under “Effect on Benefits” under “Utilization Review Program” on page 169. 

Services Requiring Authorization  
Pre-authorization is required to obtain benefits for: 

 Organ and tissue transplants. 

 Transplant travel expense benefits.  

 Home health care; HOSPICE, or home hospice care.  

 Admissions to a SKILLED NURSING FACILITY.  

For additional information see “What the ROP Covers” on page 175. 
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When Authorization Will Be Provided 
Organ and Tissue Transplants 

 Authorizations for organ and tissue transplants will be provided as follows: 

 For kidney or cornea transplants, only if both of the following criteria are met: 

 The services are medically necessary and appropriate; and 

 The physicians on the surgical team and the facility in which the transplant is to take place are 
approved for the transplant requested. 

 For transplantation of liver, heart, heart-lung, lung, kidney-pancreas, or bone marrow, including autologous 
bone marrow transplant, peripheral stem cell replacement and similar procedures, only if all of the 
following criteria are met: 

 The services are medically necessary and appropriate; and 

 The providers of related pre-operative and post-operative services are approved. 

Transplant Travel Expense Benefits 

 Authorizations for transplant travel expense benefits will be provided for the recipient and one companion only 
if all of the following criteria are met: 

 The procedure is for transplantation of liver, heart, heart-lung, lung, kidney-pancreas, kidney, cornea, or 
bone marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar 
procedures, and authorized by Anthem Blue Cross; 

 The organ transplant must be performed at a specific Center of Expertise (COE) or at a pre-authorized 
participating kidney or cornea transplant facility; and 

 The specific COE is 50 miles or more from the recipient’s home. 

Home Health Care (See ROP Covered Services) 

 Authorizations for home health care services will be provided only if all of the following criteria are met: 

 The services are medically necessary and appropriate and can be safely provided in the beneficiary’s 
home, as certified by the attending physician; 

 The attending physician manages and directs the beneficiary’s medical care at home; and 

 The attending physician must establish a definitive treatment plan which must be consistent with the 
beneficiary’s medical needs and must list the services to be provided by the home health agency. 

Skilled Nursing Facility (See ROP Covered Services) 

 Anthem Blue Cross will authorize inpatient services provided in a skilled nursing facility only if all of the 
following criteria are met: 

 You require daily skilled nursing or rehabilitation, as certified by the attending physician; 

 You were an inpatient in a HOSPITAL for at least three consecutive days, and are to be admitted to the 
skilled nursing facility within 30 days of your discharge from the hospital; and 

 You will be treated for the same condition for which you were treated in the hospital. 

How to Obtain an Authorization 
When services are performed by a network provider, your provider will get the necessary pre-authorization. When 
services are performed by a non-network provider, it is your responsibility to contact Anthem Blue Cross for 
pre-authorization or make sure your provider has obtained the necessary pre-authorization.  

The Anthem Blue Cross pre-authorization and pre-service review toll-free number is 800-274-7767.  
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Medical Necessity Review Process 
Anthem Blue Cross will work with you and your health care providers to determine what is or is not medically 
necessary and appropriate care and services. While the types of services requiring review and the timing of the 
reviews may vary, Anthem Blue Cross is committed to ensuring that reviews are performed in a timely and 
professional manner. 

The review process follows the same procedures and timing as the benefit claim process. See the Claims and 
Appeals Process section. In addition: 

 All pre-authorization, pre-service, concurrent and retrospective reviews for medical necessity are screened by 
clinically experienced, licensed personnel (called “Review Coordinators”) using pre-established criteria and 
Anthem Blue Cross Medical Policy. These criteria and policies are developed and approved by practicing 
providers not employed by Anthem Blue Cross, and are evaluated at least annually and updated as standards 
of practice or technology change. Requests satisfying these criteria are certified as medically necessary. 
Review Coordinators are able to approve most requests. 

 If the request fails to satisfy these criteria or medical policies, the request is referred to a Peer Clinical 
Reviewer. Peer Clinical Reviewers are health professionals who are clinically competent to evaluate the 
specific clinical aspects of the request and render an opinion specific to the medical condition, procedure 
and/or treatment under review. Peer Clinical Reviewers are licensed in California with the same license 
category as the requesting provider. When the Peer Clinical Reviewer is unable to certify the service, the 
requesting PHYSICIAN is contacted by telephone for a discussion of the case. In many cases, services can be 
certified after this discussion. If the Peer Clinical Reviewer is still unable to certify the service, your provider 
will be given the option of having the request reviewed by a different Peer Clinical Reviewer. 

 Only the Peer Clinical Reviewer may determine that the proposed services are not medically necessary or not 
appropriate. 

 Reviewers may be Anthem Blue Cross employees or an independent third party chosen at the sole and 
absolute discretion of Anthem Blue Cross. 

 You or your physician may request copies of specific criteria and/or medical policies by writing to the address 
shown on your Anthem Blue Cross identification card. Medical necessity review procedures may be disclosed 
to health care providers through provider manuals and newsletters. 

A determination of medical necessity does not guarantee payment or coverage. The determination that services 
are medically necessary is based on the clinical information provided. Payment is based on the terms of your 
coverage at the time of service. These terms include certain exclusions, limitations, and other conditions. 
Payment of benefits could be limited for a number of reasons, including: 

 The information submitted with the claim differs from that given by phone; 

 The service is excluded from coverage; or 

 You are not eligible for coverage when the service is actually provided. 
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Personal Case Management (for Non-Medicare Members) 
The Personal Case Management Program enables you to obtain medically appropriate care in a more 
economical, cost-effective and coordinated manner during prolonged periods of intensive medical care. Anthem 
Blue Cross, through a case manager, may recommend an alternative plan of treatment which may include 
services not typically covered under the Plan. Anthem Blue Cross does not have an obligation to provide personal 
case management. These services are provided at the sole and absolute discretion of Anthem Blue Cross. 
Examples of conditions that may fall under Personal Case Management include: 

 Burns 

 CVA 

 Migraine 

 Sickle Cell Disease 

 Trauma 

How Personal Case Management Works 
You may be identified for possible personal case management through the Plan’s utilization review procedures, 
by the attending PHYSICIAN or HOSPITAL staff, or through Anthem Blue Cross’ claims reports. You or your family may 
also call Anthem Blue Cross and request personal case management. 

Benefits for personal case management will be considered only when all of the following criteria are met: 

 You require extensive long-term treatment; 

 Anthem Blue Cross anticipates that such treatment utilizing services or supplies covered under the Plan will 
result in considerable cost; 

 A cost-benefit analysis determines that the benefits payable under the Plan for the alternative plan of 
treatment can be provided at a lower overall cost than the benefits you would otherwise receive under the 
Plan while maintaining the same standards of care; and 

 You (or your legal guardian) and your physician agree, in a letter of agreement, with Anthem Blue Cross’ 
recommended substitution of benefits and with the specific terms and conditions under which alternative 
benefits are to be provided. 

Alternative Treatment Plan 

If Anthem Blue Cross determines that your needs could be met more efficiently, an alternative treatment plan 
may be recommended. This may include providing benefits typically not covered under the Plan. A case manager 
will review the medical records and discuss your treatment with the attending physician, you, and your family. 

Anthem Blue Cross makes treatment recommendations only; you and your physician make the decisions 
regarding treatment. The Plan will not compromise your freedom to make such decisions. 

The Effect Personal Case Management Has on Benefits 

 Any alternative benefits are accumulated toward the corresponding benefit maximums. 

 Benefits are provided for an alternative treatment plan on a case-by-case basis only. Anthem Blue Cross has 
absolute discretion in deciding whether or not to authorize services in lieu of benefits for any covered person, 
which alternatives may be offered and the terms of the offer. 

 The authorization of services in lieu of benefits in a particular case in no way commits the Plan to do so in 
another case or for any other covered person. 

 The Personal Case Management Program does not prevent Anthem Blue Cross from strictly applying the 
expressed benefits, exclusions and limitations of the Plan at any other time or for any other covered person. 

These Are Examples 

These conditions or diagnoses are not a 
guarantee of acceptance into the 
Personal Case Management Program. 
Cases are reviewed and criteria applied 
to determine possible enrollment, and 
enrollment is contingent upon member 
consent. 
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Third Parties 
Anthem Blue Cross reserves the right to use the services of one or more third parties in the performance of the 
services outlined in the letter of agreement. No other assignment of any rights or delegation of any duties by 
either party is valid without the prior written consent of the other party. 

What the ROP Covers 
This topic lists covered services and supplies that are frequently used. If you have any questions on whether or 
not a specific service or supply is covered by the Plan, contact Anthem Blue Cross Member Services at 
800-964-0530.  

For ease of reviewing, the ROP Covered Services are listed in alphabetical order, with the exception of “Other 
Covered Services and Supplies,” which is listed last.  

Acupuncture 
Under the ROP, office visits are covered at 70% of Customary and Reasonable Charges, after the annual 
deductible has been satisfied. All acupuncture care requires prior approval by Anthem Blue Cross. 

Ambulance Services 
The following ambulance services are covered:  

 Emergency Only 

 Emergency ambulance transportation, provided by a licensed ambulance service, to the nearest HOSPITAL 
where emergency health services can be performed. 

 Non-Emergency 

 Transportation by professional ambulance, other than air ambulance, to and from a medical facility when 
Medically Necessary, unless air ambulance is equally cost-effective. 

 Transportation by regularly-scheduled airline, railroad or air ambulance, to the nearest medical facility 
qualified to give the required treatment when Medically Necessary.  

Chiropractic Care 
Under the ROP, office visits to a chiropractor are covered at 70% of the NEGOTIATED RATE, after deductible, when 
visits are to a provider who participates in the Anthem Blue Cross PPO network. You can locate NETWORK PROVIDERs 
by calling Anthem Blue Cross directly or by visiting its website. 

For non-network chiropractic care, ELIGIBLE EXPENSES are covered at 70% of Customary and Reasonable charges. 
There is a limit of 10 office visits annually.  

Hearing Aids — Effective January 1, 2014 
The ROP covers 80% of the allowable cost for Medically Necessary hearing aids and related expenses. The plan 
will cover one hearing aid per ear every three years. 

Home Health Care and Hospice Care 
Home health care and HOSPICE care under the ROP are covered at 70% of the NEGOTIATED RATE after the annual 
deductible has been satisfied, if you use an Anthem Blue Cross PPO NETWORK PROVIDER. Non-network home health 
care and hospice care is covered at 70% of Customary and Reasonable Charges (ELIGIBLE EXPENSES) after the 
deductible has been met. Pre-authorization is required for non-Medicare members. 
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The ROP will cover the services of an approved home health care agency or hospice agency, provided the services 
are Covered Health Services, not custodial in nature, ordered by your attending PHYSICIAN, and rendered under a 
written treatment plan approved by Anthem Blue Cross. Custodial care, which is not covered, is defined as care 
provided primarily to assist an individual in meeting the activities of daily living including, but not limited to, 
walking, bathing, dressing, eating, preparation of special diets, changing catheters, and supervision over 
self-administration of medications not requiring constant attention of trained medical personnel. It is care that 
can be taught to a lay person who does not have any professional qualifications, skills or training. 

When your doctor recommends either home health or hospice care to a non-Medicare member, he or she must 
contact Anthem Blue Cross at 800-274-7767 for pre-authorization. 

Services in Your Home 
The Plan covers the following services when rendered in the patient’s home, provided that the services are 
Medically Necessary Covered Health Services and are not considered custodial care, as determined by Anthem 
Blue Cross: 

 Nursing services provided by a registered nurse (R.N.), or a licensed vocational nurse (L.V.N.) or licensed 
practical nurse (L.P.N.) when under the supervision of an R.N. 

 Services of a home health aide. 

 Physical, occupational, speech or respiratory therapy; medical social services; and nutritional counseling. 

 For a patient formally admitted to a hospice program: homemaking services; counseling for the patient and 
covered family members; up to three days of respite care during a six-month period; and bereavement 
counseling by a certified social worker who is an employee of the hospice, for up to 12 months after the 
patient’s death. Bereavement counseling benefits are limited to $25 per visit, four visits per family. 

Hospice Facility 
Medically Necessary Covered Health Services in a hospice facility are covered when a patient in the latter stages 
of a terminal illness is formally admitted to an inpatient hospice program and Medical Management has 
approved the admission. Medicare-eligible members do not need to go through Anthem Blue Cross’s Medical 
Management program. 

The following inpatient hospice services are covered: 

 Bed, board and general nursing care. 

 Medical care provided by other professional providers employed by the facility. 

 Hospice facility services and supplies. 

 Family counseling related to the patient’s illness. 

 Bereavement counseling for the family after the patient’s death. 

Eligibility for hospice benefits begins on the date on which the patient’s physician certifies that the patient has a 
life expectancy of six months or less. 

The Plan does not cover homemaking services, except as specifically provided above. Food or home-delivered 
meals and services by volunteers who do not regularly charge for their services are not covered. 

Coverage of physician, HOSPITAL, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 

Hospital Care — Inpatient 
Except as noted otherwise, benefits for inpatient HOSPITAL care are paid at 70% of ELIGIBLE EXPENSES after the 
annual deductible has been met. Pre-authorization is required for non-emergency care. When services are 
performed by a NETWORK PROVIDER, your provider will contact Anthem Blue Cross Medical Management for 
pre-authorization. When services are performed by a NON-NETWORK PROVIDER, it is your responsibility to contact 
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Anthem Blue Cross Medical Management for pre-authorization or make sure your provider has obtained the 
necessary pre-authorization. Medicare-eligible members need not go through Anthem Blue Cross’s Medical 
Management program. 

Covered inpatient hospital services include: 

 Room and board in semi-private accommodations; private room if a Medically Necessary Covered Health 
Service (as determined by standards set by Anthem Blue Cross — see “Covered Health Services” under “How 
Benefits Are Determined” on page 167). 

 SPECIAL CARE UNITS. 

 Medical and surgical supplies. 

 General nursing care. 

 Use of operating and special treatment rooms. 

 Anesthesia and its administration by a salaried hospital employee. 

 Administration of blood and blood plasma, including the cost of unreplaced blood, blood products and blood 
processing. 

 Hospital ancillary services, including laboratory, cardiology, pathology, radiology and any professional 
components for such services. 

 Routine nursery care for a newborn, if the child is enrolled in the ROP. 

 Drugs, medicines and oxygen supplied by and used in the hospital. 

 Pre-admission testing performed within seven days before hospital admission or outpatient surgery. 

 Radiation therapy, chemotherapy, physical therapy, respiratory therapy, and hemodialysis treatment. 

 Short-term speech therapy for correction of speech impairments resulting from illness, injury, surgery, or 
previous therapeutic processes. 

 Physical therapy when furnished by the hospital as a regular service. 

 Occupational therapy when furnished by the hospital in conjunction with physical therapy treatments. 

 Dental care when a hospital STAY is required for dental surgery or extraction of teeth, general anesthesia is 
required, and a PHYSICIAN certifies that the hospitalization is Medically Necessary. 

Childbirth 
Under federal law, the duration of benefits provided for any hospital stay in connection with childbirth for a 
mother or newborn child may not be restricted to less than 48 hours following a normal delivery, or less than 96 
hours following a cesarean section. However, this 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 baby earlier 
than 48 hours (or 96 hours, as applicable). 

Hospital Care — Outpatient 
Covered benefits are paid at 70% of ELIGIBLE EXPENSES after the annual deductible has been met.  

Covered outpatient HOSPITAL services include: 

 Outpatient surgical services. This includes Medically Necessary Covered Health Services rendered in a 
freestanding AMBULATORY SURGICAL CENTER, a short-STAY surgical unit or an outpatient department of a hospital. 

 Emergency hospital outpatient services for the first visit for emergency care and treatment of a sudden and 
unforeseeable illness or injury which, if not immediately diagnosed and treated, could be life-threatening or 
cause serious harm to bodily function. 

 Medically Necessary Outpatient Covered Health Services for radiation therapy, chemotherapy and 
hemodialysis treatment. 
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Mental Health Care 
Mental Health Care is covered at 70% of Customary and Reasonable Charges, after the annual deductible has 
been satisfied. Services shown below for the treatment of mental or nervous disorders are covered, provided the 
services offer a reasonable expectation of improvement, and are the appropriate level of care consistent with 
safe medical practices. 

 Inpatient HOSPITAL services as stated in the Hospital provision of this subsection; and services provided by a 
residential treatment center. 

 Visits to a day treatment center. 

 PHYSICIAN visits during a covered inpatient STAY or for outpatient psychotherapy or psychological testing for the 
treatment of mental or nervous disorders. Physician visits for rehabilitative care (such as physical therapy or 
occupational therapy) for the treatment of mental or nervous disorders. 

In order to receive maximum benefits, services must be authorized and rendered by an Anthem Blue Cross 
behavioral health provider. See “Severe Mental Disorders” under “Medical Care That Is Covered” under the 
Definitions section for the Anthem Blue Cross-Administered Plans after the description of the Medicare 
Supplement Plan in this subsection. 

Organ and Tissue Transplants 
Organ and tissue transplants are covered at 70% after the deductible has been met and when pre-authorized by 
Anthem Blue Cross. (Medicare-eligible members do not need pre-authorization by Anthem Blue Cross.) Transplant 
services received from an Anthem Blue Cross Center of Expertise (COE) facility or a NETWORK PROVIDER are based 
on the NEGOTIATED RATEs. Transplant services received from a NON-NETWORK PROVIDER are based on the Customary 
and Reasonable Charges (see “ELIGIBLE EXPENSES” under the Definitions section for the Anthem Blue Cross-
Administered Plans). Pre-authorization is required for all transplant services.  

Benefits are available for the following organ and tissue transplants when the transplant is ordered by a PHYSICIAN, 
meets the definition of a Covered Health Service and is not an unproven, experimental, or investigational service, 
as described under “What the ROP Does Not Cover” on page 184. 

 Bone marrow transplants (either from you or from a compatible donor) and peripheral stem cell transplants, 
with or without high dose chemotherapy. Not all bone marrow transplants meet the definition of a Covered 
Health Service. 

 Heart transplants 

 Heart/lung transplants 

 Lung transplants 

 Liver transplants 

 Kidney transplants 

 Kidney/pancreas transplants 

 Liver/small bowel transplants 

 Pancreas transplants 

 Small bowel transplants 

 Cornea transplants 

Organ or tissue transplants or multiple organ transplants, other than those listed above, are currently excluded 
from coverage. 

Centers of Medical Excellence (CME) Transplant Facilities 
In California, Anthem Blue Cross has established a Centers of Medical Excellence (CME) network of transplant 
facilities to provide services for specified organ transplants (heart, liver, lung, heart-lung, kidney-pancreas, or bone 
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marrow, including autologous bone marrow transplant, peripheral stem cell replacement and similar procedures). 
Equivalent approved transplant facilities are located outside of California. 

CMEs are health care providers designated by Anthem Blue Cross as selected facilities for specified medical 
services. A provider participating in a CME network has a CME Agreement in effect with Anthem Blue Cross at the 
time services are rendered or is available through their affiliate companies or their relationship with the Blue 
Cross and Blue Shield Association. CMEs agree to accept the CME negotiated rate as payment in full for covered 
services. A participating provider in the Anthem Blue Cross PPO network is not necessarily a CME. A provider’s 
participation in the Anthem Blue Cross PPO network or other agreement with Anthem Blue Cross is not a 
substitute for a CME Agreement. 

Obtain Authorization from Anthem Blue Cross’ Authorization Program 
Authorization is required for all transplant services. You must call the Pre-Authorization and Pre-Service toll-free 
number at 800-274-7767as soon as the possibility of a transplant arises. The Authorization Program will arrange 
for a pre-transplantation evaluation to be performed at a CME transplant facility. The Authorization Program also 
can discuss your benefit options and any special transplant guidelines. 

Travel Expenses 
You may be eligible to receive reimbursement for some or all of your travel expenses associated with undergoing 
an organ transplant. For more information, see “Transportation and Lodging” on page 181. 

Prescription Drugs 

Inpatient Prescription Drugs 
Prescription drugs you receive while you are hospitalized, or “inpatient” drugs, are covered at 70% after you 
satisfy your annual deductible. 

Outpatient Prescription Drugs 
Prescriptions dispensed and filled on an outpatient basis are covered under a separate plan, the Prescription 
Drug Plan, described in the section entitled Prescription Drug Benefits. Outpatient drugs are not covered by the 
Anthem Blue Cross medical plan unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel. 

Professional Services 
Covered services are paid at 70% of ELIGIBLE EXPENSES after the annual deductible has been met. 

The following professional services are covered, if deemed to be Medically Necessary Covered Health Services as 
determined by Anthem Blue Cross: 

 Services of a PHYSICIAN, surgeon or assistant surgeon 

 Services of an anesthetist or anesthesiologist in connection with surgery 

 Services of a consulting physician when requested by your doctor 

 Constant care services rendered by a physician when you are in critical condition 

 Physician visits to a HOSPITAL or SKILLED NURSING FACILITY during a covered inpatient confinement 

 Visits to your doctor’s office or physician house calls for treatment of illness, disease or injury 

 Radiation therapy 

 Outpatient diagnostic X-rays and lab exams 

 Injections, inoculations and immunizations 
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 Physician services in the outpatient department of a hospital, ambulatory surgical facility or short-STAY surgical 
unit 

 Routine physical examinations 

 Routine or diagnostic Pap smears and mammograms 

 Well-baby care 

 Services of a licensed physical therapist for a covered inpatient hospital or skilled nursing facility confinement. 
(Benefits are limited to one visit per day per specialty. Benefits for visits during a skilled nursing facility 
confinement are limited to $50 during each confinement.) 

Psychiatric Care and Substance Abuse Treatment 
After the annual deductible is met, the ROP covers 70% of Customary and Reasonable Charges for HOSPITAL room 
and board, supplies and services when you are hospitalized for treatment of a mental health and/or substance 
abuse condition. The ROP also covers 70% of Customary and Reasonable Charges for outpatient treatment.  

Skilled Nursing Facility 
SKILLED NURSING FACILITY services under the ROP are covered at 70% of the NEGOTIATED RATE, after deductible, when 
you use an Anthem Blue Cross PPO NETWORK PROVIDER. Non-network skilled nursing facility services are covered at 
70% of Customary and Reasonable Charges (ELIGIBLE EXPENSES) after deductible. A HOSPITAL STAY of at least three 
consecutive days for the same condition is required prior to admission to a skilled nursing facility, and the 
admission to the skilled nursing facility must be within 30 days of your discharge from the hospital. 
Pre-authorization is also required. When services are performed by a network provider, your provider will get the 
necessary pre-authorization. When services are performed by a NON-NETWORK PROVIDER, it is your responsibility to 
contact Anthem Blue Cross for pre-authorization or make sure your provider has obtained the necessary 
pre-authorization (see “Medical Management Programs” on page 169). Pre-authorization is required for both 
Medicare and non-Medicare members. 

The services provided must be Covered Health Services (and not considered custodial care) so as to require 
confinement in a skilled nursing facility, as determined by Anthem Blue Cross. (Custodial care is defined as care 
provided primarily to assist an individual in meeting the activities of daily living including, but not limited to, 
walking, bathing, dressing, eating, preparation of special diets, changing catheters, and supervision over 
self-administration of medications not requiring constant attention of trained medical personnel. It is care that 
can be taught to a lay person who does not have any professional qualifications, skills or training.) 

Coverage of PHYSICIAN, hospital, ambulance and hemodialysis services, purchase or rental of durable medical 
equipment, medical supplies, drugs and medicines is provided as described elsewhere in this Handbook. 

Substance Abuse 
Substance abuse benefits are covered at 70% of Customary and Reasonable Charges, after the annual 
deductible has been satisfied. Services shown below for the treatment of substance abuse are covered, provided 
such services offer a reasonable expectation of improvement and are the appropriate level of care consistent 
with safe medical practice. 

 Inpatient HOSPITAL services as stated in the Hospital provision of this subsection; and service provided by a 
residential treatment center. 

 Visits to a day treatment center. 

 PHYSICIAN visits during a covered inpatient STAY of for outpatient treatment of substance abuse and 
rehabilitative care (such as physical therapy, or occupational therapy). 

Treatment for substance abuse does not include smoking cessation programs or treatment for nicotine 
dependency or tobacco use. 
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Transportation and Lodging 
 The Authorization Program will assist the patient and family with travel and lodging arrangements associated 

with transplant procedures, bariatric surgery or transgender surgery. Expenses for travel and lodging are based 
on IRS guidelines and include the following: patient and companion transportation, such as airfare, train, or 
bus fares; hotel or apartment rentals; gas and car rentals; and taxes on covered expenses. 

 Meals do not qualify for reimbursement, per IRS regulations. 

For Organ Transplants 
 Travel and lodging expenses are available for transplant patients only if the transplant recipient resides more 

than 75 miles from the Center of Medical Excellence (CME) facility or a pre-authorized participating kidney or 
cornea transplant facility. 

 Transplant travel expense for a pre-authorized, specified transplant, including for purposes of evaluation prior 
to the transplant and post-discharge follow-up  

 If the transplant patient is a covered dependent minor child, the transportation expenses of up to two 
companions will be covered. 

 There is a combined overall lifetime maximum of $10, per covered person for all transportation and lodging 
expenses incurred by the transplant recipient and companion(s) and reimbursed under this Plan in connection 
with all transplant procedures, per IRS regulations.  

For Bariatric or Transgender Surgery 
 Travel and lodging expenses are available for bariatric or transgender surgery patients only if the patient 

resides more than 50 miles from the Center of Medical Excellence (CME) facility or a pre-authorized 
participating facility performing the surgery. 

 There is a combined overall lifetime maximum of $3,000 per covered person for all transportation and 
lodging expenses incurred by the patient and companion(s) and reimbursed under this Plan in connection with 
bariatric or transgender procedures.  

Other Covered Services and Supplies 
Except as otherwise noted, eligible services and supplies are paid at 70% of ELIGIBLE EXPENSES after the annual 
deductible has been satisfied. 

Other covered services and supplies include: 

 Outpatient professional nursing services of a registered nurse (R.N.), licensed vocational nurse (L.V.N.) or 
licensed practical nurse (L.P.N.) that are certified as Medically Necessary Covered Health Services by your 
PHYSICIAN. 

 Services of a licensed midwife working under the direction of a physician. Does not include services of a lay 
midwife or a doula. 

 Medically Necessary Covered Health Services of a licensed physical or occupational therapist, when provided 
by someone other than a close relative or someone who resides in your home, when ordered by a physician, 
and when judged by the physician to be subject to significant improvement through such therapy. The therapy 
must be expected to result in significant, objective, measurable physical improvement in the covered person’s 
condition within two months of the start of the treatment. (The ROP provides 70% coverage under home 
health care benefits.) Services may be reviewed for medical necessity and must be deemed medically 
necessary to be covered. After 24 visits in a calendar year, preauthorization is required. Both physical therapy 
and occupational therapy visits will be counted on a combined basis when calculating the first 24 visits each 
calendar year. 

 Non-experimental inpatient drugs and medicines which are approved by the Food and Drug Administration 
(FDA). 

 Artificial limbs or eyes, when determined to be a Medically Necessary Covered Health Service. 
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 Rental or purchase of durable medical equipment (including prosthetic and orthotic devices) that is ordered by 
a physician, approved by Anthem Blue Cross, determined by Anthem Blue Cross to be a Medically Necessary 
Covered Health Service, and is to be used solely by the patient. If an item is rented, the rental price for the 
entire rental period cannot be more than the purchase price. The rented item must be returned if the member 
switches medical plans. Necessary repairs and maintenance of purchased equipment are also covered if not 
provided under a manufacturer’s warranty or purchase agreement. 

 Wigs and toupees for alopecia areata or alopecia resulting from chemotherapy or radiation therapy. 

 Initial pair of eyeglasses or contact lenses prescribed by a doctor after eye surgery; eyeglasses or lenses when 
needed to replace loss of the natural lens. 

 Rental of dialysis equipment and all Medically Necessary Covered Health Services and supplies required for 
hemodialysis treatment. 

 Oxygen, including its administration. 

 Short-term speech therapy services rendered by a certified speech therapist when required due to surgery, 
illness, injury or previous therapeutic processes, when ordered by a physician, and when judged by the 
physician to be subject to significant improvement through such therapy. (The ROP provides 70% coverage 
under home health care benefits.) Speech therapy due to functional nervous disorders is not covered. The 
therapy must be expected to result in significant, objective, measurable physical improvement in the covered 
person’s condition within two months of the start of the treatment. Services may be reviewed for medical 
necessity and must be deemed Medically Necessary to be covered. After 24 visits in a calendar year, 
preauthorization is required. 

 Diabetes self-management education programs. 

 Surgery to change an individual’s appearance when the purpose is: 

 to correct the result of an ACCIDENTAL INJURY; or 

 to treat a condition, including a birth defect, that impairs the function of a body organ. 

 Diagnostic procedures for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
physician in the case of high-risk pregnancy. 

 Surgical treatment of morbid obesity when authorized by a physician and approved by Anthem Blue Cross, 
when surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity, and when it has been documented that non-surgical treatments of the morbid obesity have 
failed. Travel expense benefit of up to $3,000 is also available if certain criteria is met in connection with 
bariatric surgery (see “Transportation and Lodging” on page 181). 

 INFERTILITY treatments, up to a lifetime maximum of $7,000 combined for all plans administered by Anthem 
Blue Cross or any prior claim administrators. The benefit includes, but is not limited to, in vitro fertilization 
services, gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer (ZIFT), and microinjection 
techniques. Services provided must be considered safe and effective according to accepted clinical evidence 
reported by generally recognized medical professionals or publications. 

 Transgender surgery, if the surgery meets all the criteria for being deemed Medically Necessary by Anthem 
Blue Cross. Travel expense benefit of up to $3,000 is also available if certain criteria is met in connection with 
transgender surgery (see “Transportation and Lodging” on page 181). 

Cancer Clinical Trials 

Coverage is provided for services and supplies for routine patient care costs, as defined below, in connection with 
phase I, phase II, phase III and phase IV cancer clinical trials, if all the following conditions are met:  

 The treatment provided in a clinical trial must either:  

 Involve a drug that is exempt under federal regulations from a new drug application, or  

 Be approved by (i) one of the National Institutes of Health, (ii) the federal Food and Drug Administration in 
the form of an investigational new drug application, (iii) the United States Department of Defense, or (iv) 
the United States Veteran’s Administration.  
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 You must be diagnosed with cancer to be eligible for participation in these clinical trials.  

 Participation in such clinical trials must be recommended by your physician after determining participation 
has a meaningful potential to benefit the member.  

 For the purpose of this provision, a clinical trial must have a therapeutic intent. Clinical trials to just test 
toxicity are not included in this coverage.  

Routine patient care costs means the costs associated with the provision of services, including drugs, items, 
devices and services which would otherwise be covered under the plan, including health care services which are:  

 Typically provided absent a clinical trial. 

 Required solely for the provision of the investigational drug, item, device or service.  

 Clinically appropriate monitoring of the investigational item or service.  

 Prevention of complications arising from the provision of the investigational drug, item, device, or service. 

 Reasonable and necessary care arising from the provision of the investigational drug, item, device, or service, 
including the diagnosis or treatment of the complications. 

Routine patient care costs do not include the costs associated with any of the following:  

 Drugs or devices not approved by the federal Food and Drug Administration that are associated with the 
clinical trial.  

 Services other than health care services, such as travel, housing, companion expenses and other nonclinical 
expenses that you may require as a result of the treatment provided for the purposes of the clinical trial.  

 Any item or service provided solely to satisfy data collection and analysis needs not used in the clinical 
management of the patient.  

 Health care services that, except for the fact they are provided in a clinical trial, are otherwise specifically 
excluded from the plan.  

 Health care services customarily provided by the research sponsors free of charge to members enrolled in the 
trial. 

Note: You will be financially responsible for the costs associated with non-covered services. 

Disagreements regarding the coverage or medical necessity of possible clinical trial services may be subject to 
Independent Medical Review as described in Grievance Procedures. 

 Coverage for routine mammographies (given as preventative measures to detect problems when a physician 
does not have a specific reason to suspect a medical problem), in accordance with Anthem Blue Cross’ 
standard administrative policies. Diagnostic mammographies, which are given when there is a suspected 
problem, are also covered. 

 For a member receiving benefits in connection with a mastectomy and who elects breast reconstruction, the 
coverage will be provided in a manner determined in consultation with the attending physician and the patient 
for: 

 reconstruction of the breast on which the mastectomy was performed; 

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

 prostheses and treatment of physical complications at all stages of the mastectomy, including 
lymphedemas. 

Notify Anthem Blue Cross five business days before receiving services. By notifying Anthem Blue Cross, it can 
be verified whether a service is a reconstructive procedure or a cosmetic one. 

 Hearing aids are covered up to $2,800 annual at 70%, through 2013. See new coverage effective January 1, 
2014.  
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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 Anthem Blue 
Cross 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 normal 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). 

What the ROP Does Not Cover 
Unless exceptions to the following are specifically noted elsewhere in this Handbook, no benefits are provided for 
the following: 

 Services or supplies received from a provider or supplier who is not licensed, registered or certified under state 
law to the extent required to provide such service or supply, or if the service or supply provided is not within 
the scope of the provider’s license, certificate or registration. 

 Services or supplies that are not Covered Health Services, which includes all services that are not Medically 
Necessary (see “Covered Health Services” and “Medically Necessary Services” in the Definitions section) or 
that are educational in nature, as determined by Anthem Blue Cross. 

 Charges in excess of the Customary and Reasonable Charges (see “ELIGIBLE EXPENSES” in the Definitions 
section and “How the Retiree Optional Plan (ROP) Works” on page 165), as determined by Anthem Blue Cross. 

 Services that are provided or a hospitalization that begins before coverage begins or after it ends, except as 
specifically noted elsewhere or unless the coverage began under another Company-sponsored medical plan. 

 Hospitalization that continues after coverage has ended and after you have recovered sufficiently to be 
discharged, unless you are certified as totally disabled as explained under “Extended Benefits When Coverage 
Ends” in the Health Care Participation section. 

 Hospitalization primarily for physical therapy or other rehabilitative care, unless approved by Anthem Blue 
Cross as a Medically Necessary Covered Health Service, except those benefits which would have been 
provided had the patient been treated on an outpatient basis. For example, charges for room and board 
during such a hospitalization are not covered. 

 Services in connection with the reversal of voluntary sterilization. 

 Services or supplies in connection with custodial care. Custodial care is defined as care provided primarily to 
assist an individual in meeting the activities of daily living including, but not limited to, walking, bathing, 
dressing, eating, preparation of special diets, changing catheters, and supervision over self-administration of 
medications not requiring constant attention of trained medical personnel. It is care that can be taught to a 
lay person who does not have any professional qualifications, skills or training. 
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 Services or supplies which would not have been rendered or furnished if the Plan did not exist or services or 
supplies for which you would not have been required to pay. 

 Cosmetic procedures are excluded from coverage. Procedures that correct a congenital anomaly without 
improving or restoring physiologic function are considered cosmetic procedures. The fact that a covered 
person may suffer psychological consequences or socially avoidant behavior as a result of an injury, illness or 
congenital anomaly does not classify surgery or other procedures done to relieve such consequences or 
behavior as a reconstructive procedure. 

 Services or supplies furnished in connection with cosmetic surgery or surgery performed mainly to change 
appearance. This includes surgery performed to treat a mental, psychoneurotic, or personality disorder 
through a change in appearance. The following are not considered to be cosmetic surgery: 

 Surgery to correct the result of an ACCIDENTAL INJURY; 

 Surgery to treat a condition, including a birth defect, that impairs the function of a body organ; or 

 Surgery to reconstruct a breast after a mastectomy. 

 Services and supplies furnished in connection with surgical procedures for gender reassignment surgery, 
unless Medically Necessary as determined by Anthem Blue Cross. 

 Personal comfort and convenience items and services such as guest meals, television rental or barber 
services. 

 Reimbursement for meal expenses incurred in connection with the transplant or bariatric/transgender surgery 
travel benefit. 

 Medical or surgical treatment of excessive sweating (hyperhidrosis). 

 Dental and orthodontia services, including braces, bridges, and guards, or X-ray exams involving one or more 
teeth, the tissue or structure around them, the alveolar process, or the gums. This applies even if a condition 
requiring any of these services involves a part of the body other than the mouth, such as the treatment of 
Temporomandibular Joint Disorders (TMJD) or malocclusion involving joints or muscles by methods including, 
but not limited to, crowning, wiring or repositioning teeth. 

This exclusion does not apply to services for treatment or removal of a malignancy; physicians’ services or 
X-ray exams for treatment of accidental injury to natural teeth (“treatment” includes the replacement of those 
teeth), provided the participant is covered by the Plan, the accident occurred while covered, and the treatment 
is received within 12 months of the accident; or surgery on the maxilla or mandible that is Medically 
Necessary to correct TMJD or other medical disorders. 

 Maintenance chiropractic care. However, non-maintenance chiropractic services are Covered Health Services 
when approved and received as described under “Chiropractic Care” on page 175. 

 Any services in connection with medical exams or tests not connected with the care and treatment of an 
actual illness, disease, or injury, except services that Anthem Blue Cross as Claims Administrator determines 
are standard preventive or well-care services, (such as annual physical examinations, mammograms and 
colonoscopies) and that are provided in accordance with Anthem Blue Cross’ guidelines. Diagnostic 
procedures are covered for the prenatal diagnosis of genetic disorders of the fetus when authorized by a 
PHYSICIAN in the case of a high-risk pregnancy. 

 Services or supplies for or in connection with: 

 Exams to determine the need for (or changes of) eyeglasses or lenses of any type; 

 Eyeglasses or lenses of any type (except replacements for loss of the natural lens, or the initial pair of 
eyeglasses or contact lenses after eye surgery); 

 Eye surgery such as radial keratotomy or lasik surgery; or 

 Services for a surgical procedure to correct refraction errors of the eye, including any confinement, 
treatment, services or supplies given in connection with, or related to, the surgery. 

 Services or supplies furnished by the employer or a member of the participant’s immediate family. 
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 Services that do not meet the definition of Covered Health Services. 

 Any services or supplies that are considered to be “experimental” or “investigational,” as determined solely by 
Anthem Blue Cross. EXPERIMENTAL PROCEDURES are defined as procedures that are mainly limited to laboratory 
and/or animal research. Investigational services include any treatment, therapy, procedure, drug, facility, 
equipment, device or supply that is not recognized in accordance with generally accepted professional 
medical standards as being safe and effective for use in the treatment of an illness, injury or condition. 
Investigational services also include those which require approval by the federal government or any agency 
thereof, or by any state governmental agency, prior to use, and where such approval has not been granted at 
the time the services were rendered. 

 Speech therapy that is not deemed to be a Medically Necessary Covered Health Service, as determined solely 
by Anthem Blue Cross, including but not limited to treatment received after the first 24 visits in a calendar 
year that is deemed by Anthem Blue Cross to be not Medically Necessary. 

 Physical and/or occupational therapy that is not deemed to be a Covered Health Service, as determined solely 
by Anthem Blue Cross, including but not limited to treatment received after the first 24 visits in a calendar 
year that is deemed by Anthem Blue Cross to be not Medically Necessary. For purposes of counting the first 
24 visits each calendar year, both physical therapy and occupational therapy visits will apply on a combined 
basis. 

 Massage therapy, if performed by a massage therapist, or any services performed by a massage therapist 
who is not also a physician or other approved health care provider (see the Definitions section). However, 
massage therapy performed by a physical therapist or chiropractor is covered, if deemed to be Medically 
Necessary by Anthem Blue Cross. 

 Any services or supplies for learning disabilities, behavioral problems, mental retardation, or hospitalization 
for environmental change, except for speech/occupational/physical therapy rendered in association with 
autistic spectrum disorder. Services and supplies in connection with mental, psychoneurotic, and personality 
disorders, or for abuse of or addiction to alcohol and drugs; however, such services and supplies are covered 
elsewhere under the Mental Health and Substance Abuse Program, administered by ValueOptions. This 
exclusion does not apply to services and supplies for medical detoxification. 

 Any services or supplies furnished in connection with foot care, unless they are determined to be Medically 
Necessary Covered Health Services and authorized by a physician. 

 Orthopedic shoes (except when joined to braces) or shoe inserts, such as orthotics, even if recommended by 
your physician. 

 Charges in excess of Customary and Reasonable or Eligible Expenses, as determined by Anthem Blue Cross, 
or in excess of any specified limitation. 

 Services or supplies that are not determined to be Covered Health Services, including any confinement or 
treatment given in connection with a service or supply that is not covered under the Plan. 

 Exercise programs, exercise monitoring, exercise equipment, health spa programs and outpatient dietary 
consultations. 

 Services or supplies primarily for weight reduction or treatment of obesity, unless they are determined to be 
Medically Necessary Covered Health Services and authorized by a physician. This exclusion will not apply to 
surgical treatment involving morbid obesity if: 

 surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity; and 

 it has been documented that non-surgical treatments of the morbid obesity have failed, and 

 surgical treatment has been approved by Anthem Blue Cross. 

 Outpatient prescription drugs unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel to dispense. (These may be covered by the separate Prescription Drug Plan, 
administered by Express Scripts.) 

 Heating pads and thermometers, and other over-the-counter products. 
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 Devices and computers to assist in communication and speech. 

 Air purifiers, air conditioners and humidifiers. 

 Supplies for comfort, hygiene or beautification. 

 Services and supplies furnished in connection with injury or disease arising out of, or in the course of, any 
work for wage or profit (whether or not with the employer) if such injury or disease is covered by any Workers’ 
Compensation law, occupational disease law or similar law. The Anthem Blue Cross ROP will provide services 
and supplies in connection with such injury or disease, but will be entitled to reimbursement for them in 
accordance with rules set out in the Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents Plan Document.  

 Treatment for conditions caused by war or aggression, declared or undeclared, or international armed conflict. 

 Services or supplies to the extent furnished by any law or government, unless required by law. 

 Benefits provided under the “Medicare” part of the Social Security Act. 

 Services and supplies for which coverage is available under any other Company-sponsored health plan or 
benefit program. 

 Alternative treatments such as acupressure, aromatherapy, hypnotism, rolfing and other forms of alternative 
treatment, as defined by the Office of Alternative Medicine of the National Institutes of Health. 

 Blood or blood plasma which is replaced by or for the patient. 

 Charges for failure to keep a scheduled appointment, transfer of medical records and other similar charges 
for which no treatment for services has been provided. 

 Services that are educational in nature, unless specifically authorized by Anthem Blue Cross. 

 Except as otherwise provided herein for preventive and well-care exams and tests, any services in connection 
with routine physical exams or medical exams not connected with the primary purpose of the discovery of a 
medical condition, disease or illness leading to treatment, such as a pre-employment medical exam or a team 
sports exam. 

 Benefits provided under the extension of a benefits provision of other insurance policies, benefit plans, or 
health plan contracts. 

See “Reductions/Exclusions for Duplicate Coverage” in the Health Care Participation section. 

Third-Party Exclusion 
The Plan 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 “If You Have Other Coverage” in the Health Care Participation 
section. 
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Medicare Supplemental Plan (MSP) 
The Medicare Supplemental Plan’s benefits are 
designed to supplement those provided by 
Medicare — to cover eligible hospital services 
and supplies, plus a variety of other medical 
services in and out of the hospital. 
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MSP at a Glance 
This is a summary of the PG&E Medicare Supplemental Plan (MSP) benefits. Please see “What the MSP Covers” 
on page 192 for more information on covered services and exclusions. 

The information in this chart is intended as a summary only. The applicable legal documents will govern actual 
benefits. 

Provisions PG&E Medicare Supplemental Plan (MSP) 
Administered by Anthem Blue Cross 

General Available to all current enrolled Retirees and eligible spouses or registered 
domestic partners who are 65 or older or who have Medicare due to disability (if 
retiree elects Medicare Supplemental Plan and spouse/domestic partner is not 
eligible for Medicare, spouse/domestic partner will be enrolled in appropriate 
PG&E medical plan administered by Anthem Blue Cross); worldwide coverage for 
urgent/emergency care; there are two $100 annual individual deductibles — a 
medical deductible and a drug deductible; $10,000 lifetime maximum (up to 
$1,000 restored each year) for medical; $10,000 lifetime maximum for 
prescription drugs (up to $1,000 restored each year). 

Hospital Stay After deductible, 80% of eligible hospital expenses not covered by Medicare. 

Skilled Nursing Facility After deductible, 80% of member copay amount per Medicare from 21st to 100th 
day of confinement; custodial care not covered. 

Important Information 

For additional important information 
about the Anthem Blue Cross-
administered Medicare Supplemental 
Plan, see the Definitions and Claims 
and Appeals Process sections. 
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Provisions PG&E Medicare Supplemental Plan (MSP) 
Administered by Anthem Blue Cross 

Outpatient Hospital and 
Emergency Room Care 

After deductible, 80% of eligible expenses not covered by Medicare. 

Office Visits After deductible, 80% of eligible expenses not covered by Medicare. 

Urgent Care Visits After deductible, 80% of eligible expenses not covered by Medicare. 

Routine Physical 
Examinations 

Not covered. 

Immunizations and 
Injections 

Not covered. 

Eye Examinations Not covered. 

X-rays and Lab Tests After deductible, 80% of eligible expenses not covered by Medicare. 

Pre-Admission Testing After deductible, 80% of eligible expenses not covered by Medicare. 

Durable Medical Equipment After deductible, 80% of eligible expenses not covered by Medicare. 

Home Health Care & Home 
Hospice Care 

After deductible, 80% of eligible expenses not covered by Medicare. 

Inpatient Hospice Care After deductible, 80% of eligible expenses not covered by Medicare. 

Outpatient Physical Therapy After deductible, 80% of eligible expenses not covered by Medicare. 

Outpatient Prescription 
Drugs 

After separate, $100 individual deductible, 80% of eligible expenses not covered 
by Medicare; prescription drug program administered by Express Scripts, Inc. Not 
linked to medical plan. Separate $10,000 lifetime maximum and separate 
annual restoral. 

Mental Health:  

Inpatient Care After deductible, 80% of eligible expenses not covered by Medicare; physician 
services not covered. 

Outpatient Care Not covered. 

Substance Abuse Not covered. 

Chiropractic Care After deductible, 80% of eligible expenses not covered by Medicare. Services 
must be Medically Necessary. 

Acupuncture Not covered. 
 

All plan benefits and out-of-pocket maximums are limited to Eligible Expenses. 

Eligibility 
The MSP is offered to retirees and their eligible spouses/registered domestic partners who are eligible for 
Medicare. The MSP is administered by Anthem Blue Cross. 

Upon becoming Medicare-eligible, retirees and surviving dependents will be offered the opportunity to enroll in 
the MSP. However, a retiree’s spouse or domestic partner who is on Medicare is not eligible to enroll in the MSP 
until the retiree is also on Medicare. 

If you elect MSP coverage and your eligible dependent does not have Medicare, he or she must enroll in the PG&E 
medical plan administered by Anthem Blue Cross that is offered to non-Medicare participants (excluding the ROP) 
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in your area. If your spouse or registered domestic partner subsequently becomes Medicare-eligible due to age or 
disability, he or she must then enroll in the MSP, provided you are still enrolled in the Plan at that time. 

How the MSP Works 
After you satisfy a $100 annual individual deductible, the Plan pays 80 percent of Eligible Expenses that are not 
paid by Medicare. The remaining 20 percent of expenses, called the “co-insurance,” is your share. 

The Plan also covers 80 percent of certain other health care expenses that are excluded under Medicare. 

Payments by the MSP are calculated as if you signed up for both Part A and Part B of Medicare, even if you have 
not. Therefore, you must sign up for both Parts A and B of Medicare when eligible in order to obtain maximum 
benefits from the Plan. Any other benefits payable through an employer, trustee, union, employee benefit 
association or government program are applied before this Plan’s benefits become payable. 

NOTE: Members enrolled in the MSP will receive the benefit of Medicare Part D through this employer plan 
without enrolling in Medicare Part D. If you enroll in Medicare Part D outside of PG&E enrollment process, you will 
lose eligibility for all Company-sponsored medical plans. 

$100 Deductible 
There are two separate $100 deductibles — a medical deductible and a prescription drug deductible. Both 
deductibles of $100 a year apply to each covered individual. See the Prescription Drug Coverage section for 
additional information. 

The Plan also lets you “carry over” expenses that count toward your deductible in October, November or 
December of one year and apply them to the next year’s deductible. 

$10,000 Lifetime Maximum 
There are two separate $10,000 lifetime maximums — a medical maximum and a prescription drug maximum. 
See the Prescription Drug Coverage section for additional information. 

The medical maximum lifetime benefit for each member is $10,000. However, the MSP is currently designed to 
“restore” amounts charged against your maximum during the previous calendar year. Every January 1, the Plan 
automatically restores up to $1,000 toward your lifetime maximum. These are called “restoral funds.” 

Customary and Reasonable (C&R) Charges 
Customary and Reasonable Charges are those covered charges for services rendered by or on behalf of a non-
network physician, for an amount not to exceed the amount determined by Anthem Blue Cross in accordance 
with the applicable fee schedule. 

A Customary and Reasonable Charge is a charge which falls within the common range of fees billed by a majority 
of physicians for a procedure in a given geographic region. If it exceeds that range, the expense must be justified 
based on the complexity or severity of treatment for a specific case. 

Eligible Expenses 
The amount Anthem Blue Cross will pay for Covered Health Services incurred while the Plan is in effect, or Eligible 
Expenses, are based on Medicare’s allowed amount. 

Covered Health Services 
Covered Health Services are those health services, supplies or equipment provided for the purpose of preventing, 
diagnosing or treating a sickness, injury, covered medical condition, or their symptoms. 

A Covered Health Service is a Medically Necessary health care service or supply described under “What the MSP 
Covers” on page 192 as a Covered Health Service and which is not excluded under “What the MSP Does Not 
Cover” on page 195, including experimental or investigational services or unproven services. 
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Covered Health Services must be provided: 

 when the Plan is in effect; 

 prior to the effective date that any of the individual termination conditions set forth in this Summary Plan 
Description; and 

 only when the person who receives services is a covered person and meets all eligibility requirements 
specified in the Plan. 

Medically Necessary Services 
Medically necessary services are those procedures, supplies, equipment or services which the Claims 
Administrator, Anthem Blue Cross on behalf of Anthem Blue Cross Life and Health, determines to be: 

 Appropriate and necessary for the diagnosis or treatment of the medical condition; 

 Provided for the diagnosis or direct care and treatment of the medical condition; 

 Within standards of good medical practice within the organized medical community; 

 Not primarily for your convenience, or for the convenience of your physician or another provider; and 

 The most appropriate procedure, supply, equipment or service which can safely be provided. The most 
appropriate procedure, supply, equipment or service must satisfy the following requirements: 

 There must be valid scientific evidence demonstrating that the expected health benefits from the 
procedure, supply, equipment or service are clinically significant and produce a greater likelihood of 
benefit, without a disproportionately greater risk of harm or complications, for you with the particular 
medical condition being treated than other possible alternatives; and 

 Generally accepted forms of treatment that are less invasive have been tried and found to be ineffective or 
are otherwise unsuitable; and 

 For hospital stays, acute care as an inpatient is necessary due to the kind of services you are receiving or 
the severity of your condition, and safe and adequate care cannot be received by you as an outpatient or in 
a less intensified medical setting. 

The fact that a physician, licensed professional or other provider may prescribe, order, recommend, or approve a 
service or supply does not, in itself, make it Medically Necessary, even though it is not specifically listed as an 
exclusion or limitation. The services or supplies must be ordered by the attending physician or licensed 
professional for the direct care and treatment of a covered illness, injury or condition. Services must be standard 
medical practice where received for the illness, injury or condition being treated and must be legal in the United 
States. 

What the MSP Covers 
This topic lists covered services and supplies that are frequently used. If you have any questions on whether or 
not a specific service or supply is covered by the Plan, contact Anthem Blue Cross Member Services at 
800-964-0530. 

Services and Supplies 
The Plan provides benefits for the following Medically Necessary services or supplies: 

 Hospital room and board at the hospital’s regular daily semi-private rate. 

 Other hospital supplies and services (other than personal items) while you are a registered bed patient. 

 The difference between the hospital’s regular daily semi-private rate and the rate for intensive care. 

 Services and supplies (other than personal items) furnished by a hospital to you as an outpatient. 
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 Outpatient surgical services. This includes Medically Necessary services rendered in a freestanding 
ambulatory surgical facility, a short-stay surgical unit or an outpatient department of a hospital. 

 Medical or surgical services of a physician. 

 Services of a registered nurse who does not normally reside in your home and who is not related to you by 
blood or marriage. 

 Inpatient prescription drugs and medicines. 

 Diagnostic X-rays and lab exams. 

 Anesthetics and oxygen and their administration. 

 X-ray, radium and radioactive isotope therapy and physiotherapy. 

 Administration of whole blood and blood plasma; whole blood and blood plasma, even though not donated or 
replaced. 

 Rental or purchase of durable medical equipment (such as hospital beds and wheelchairs) which is ordered by 
a physician, approved by Anthem Blue Cross, determined by Anthem Blue Cross to be Medically Necessary, 
and is to be used solely by the patient. If an item is rented, the rental price for the entire rental period cannot 
be more than the purchase price. The rented item must be returned if the member switches plans. 

 Professional ambulance service directly to and from the hospital when Medically Necessary. 

 Services of a licensed physical therapist during a covered inpatient hospital or skilled nursing facility 
confinement. Professional services of a licensed physical therapist, other than a close relative or someone 
who resides in your home. 

 Medically Necessary chiropractic care. 

Cancer Clinical Trials 

Coverage is provided for services and supplies for routine patient care costs, as defined below, in connection with 
phase I, phase II, phase III and phase IV cancer clinical trials, if all the following conditions are met:  

 The treatment provided in a clinical trial must either:  

 Involve a drug that is exempt under federal regulations from a new drug application, or  

 Be approved by (i) one of the National Institutes of Health, (ii) the federal Food and Drug Administration in 
the form of an investigational new drug application, (iii) the United States Department of Defense, or (iv) 
the United States Veteran’s Administration.  

 You must be diagnosed with cancer to be eligible for participation in these clinical trials.  

 Participation in such clinical trials must be recommended by your physician after determining participation 
has a meaningful potential to benefit the member.  

 For the purpose of this provision, a clinical trial must have a therapeutic intent. Clinical trials to just test 
toxicity are not included in this coverage.  

Routine patient care costs means the costs associated with the provision of services, including drugs, items, 
devices and services which would otherwise be covered under the plan, including health care services which are:  

 Typically provided absent a clinical trial. 

 Required solely for the provision of the investigational drug, item, device or service.  

 Clinically appropriate monitoring of the investigational item or service.  

 Prevention of complications arising from the provision of the investigational drug, item, device, or service. 

 Reasonable and necessary care arising from the provision of the investigational drug, item, device, or service, 
including the diagnosis or treatment of the complications. 
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Routine patient care costs do not include the costs associated with any of the following:  

 Drugs or devices not approved by the federal Food and Drug Administration that are associated with the 
clinical trial.  

 Services other than health care services, such as travel, housing, companion expenses and other nonclinical 
expenses that you may require as a result of the treatment provided for the purposes of the clinical trial.  

 Any item or service provided solely to satisfy data collection and analysis needs not used in the clinical 
management of the patient.  

 Health care services that, except for the fact they are provided in a clinical trial, are otherwise specifically 
excluded from the plan.  

 Health care services customarily provided by the research sponsors free of charge to members enrolled in the 
trial. 

Note: You will be financially responsible for the costs associated with non-covered services. 

Disagreements regarding the coverage or medical necessity of possible clinical trial services may be subject to 
Independent Medical Review as described in Grievance Procedures. 

Emergency Care 
If you or a covered family member experiences a medical emergency, seeking prompt care should be the first 
priority. Under the MSP, emergency care is covered 24 hours a day, seven days a week, anywhere in the world. A 
medical emergency is defined as a sudden and unforeseeable illness or injury of such a nature that failure to get 
immediate medical care could be life-threatening or cause serious harm to bodily function. 

Examples of medical emergencies include: 

 Apparent heart attack 

 Severe or multiple injuries 

 Severe shortness of breath 

 Severe bleeding 

 Allergic reactions accompanied by swelling of the face and lips or wheezing in the chest 

 Apparent poisoning 

 Sudden loss of consciousness 

 Obvious fractures 

 Convulsions 

 Sudden vision loss 

What to Do in Case of Emergency 
In case of a medical emergency, you should go immediately to the nearest hospital emergency room. The MSP 
will cover 80% of the Eligible Expenses for the emergency room visit which are not covered by Medicare after you 
have met your annual deductible. 

It is important to understand that symptoms such as colds, earaches, sprains and rashes, although potentially 
serious, are not immediately life-threatening, and thus, may not require a visit to the emergency room. In these 
cases, you should always call your regular physician first. 

Outpatient Prescription Drug Coverage 
The outpatient prescription drug benefits covered under this Plan are administered by Express Scripts, Inc. See 
the Prescription Drug Coverage section for additional information. 
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Skilled Nursing Facility 
The Plan covers confinement in a skilled nursing facility for noncustodial care. For each benefit period, the Plan 
will pay up to 80 percent of the member copayment established by Medicare from the 21st through the 100th day 
of a confinement which is also covered by Medicare. 

A “benefit period” means a period beginning with a member’s admission to a hospital or skilled nursing facility 
and ending after he or she has not been confined in a hospital or skilled nursing facility for 60 consecutive days. 
The term does not include any period of time or hospital confinement prior to the month in which the member 
becomes covered by the Plan. 

You must receive preauthorization from Anthem Blue Cross prior to receiving any skilled nursing facility benefit. 
Anthem Blue Cross’s toll-free telephone number for preauthorization is 800-274-7767. 

Home Health Care 
The Plan covers home health care services provided to a home-bound patient who would otherwise require 
hospitalization if such services are: 

 Medically Necessary; 

 provided by an approved home health care agency; and 

 covered by Medicare. 

Hospice Care 
The Plan covers hospice services and supplies provided to a patient by an approved hospice agency when the 
patient is in the latter stages of a terminal illness, if such services are covered by Medicare. 

Mental Health Conditions 
Treatment of mental health conditions is covered only if you or your enrolled dependent is confined in a hospital. 
In that case, the Plan pays benefits for hospital room and board, supplies and services (other than personal 
items), but does not pay benefits for the services of a doctor. 

What the MSP Does Not Cover 
Unless exceptions to the following are specifically noted elsewhere in this Handbook, no benefits are provided for 
the following: 

 Services or supplies received from a provider or supplier who is not licensed, registered or certified under state 
law to the extent required to provide such service or supply, or if the service or supply provided is not within 
the scope of the provider’s license, certificate or registration. 

 Services or supplies that are not Covered Health Services, which includes all services that are not Medically 
Necessary (see “Medically Necessary Services” under “How the MSP Works” on page 191) or that are 
educational in nature, as determined by Anthem Blue Cross. 

 Charges in excess of the Customary and Reasonable Charges (Eligible Expenses), as determined by Anthem 
Blue Cross (see “Customary and Reasonable Expenses” under “How the MSP Works” on page 191). 

 Services that are provided or a hospitalization that begins before coverage begins or after it ends, except as 
specifically noted elsewhere or unless the coverage began under another Company-sponsored medical plan. 

 Hospitalization that continues after coverage has ended and after you have recovered sufficiently to be 
discharged, unless you are certified as totally disabled as explained under “When Coverage Ends” in the 
Health Care Participation section. 

 Hospitalization primarily for physical therapy or other rehabilitative care, unless approved by Anthem Blue 
Cross as a Medically Necessary Covered Health Service, except those benefits which would have been 
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provided had the patient been treated on an outpatient basis. For example, charges for room and board 
during such a hospitalization are not covered. 

 Services in connection with the reversal of voluntary sterilization. 

 Services or supplies in connection with custodial care. Custodial care is defined as care provided primarily to 
assist an individual in meeting the activities of daily living including, but not limited to, walking, bathing, 
dressing, eating, preparation of special diets, changing catheters, and supervision over self-administration of 
medications not requiring constant attention of trained medical personnel. It is care that can be taught to a 
layperson who does not have any professional qualifications, skills or training. Rest cures or services by a rest 
home, a home for the aged, a nursing home or any similar facility. Services provided by a skilled nursing 
facility, except as specifically stated under “Skilled Nursing Facility” on page 195. 

 Services and supplies for the remediation of alcohol, drug, or other substance abuse conditions. 

 Services or supplies which would not have been rendered or furnished if this Plan did not exist or services or 
supplies for which you would not have been required to pay. 

 Vaccinations, inoculations and preventative injections, unless covered by Medicare. 

 Services or supplies furnished in connection with cosmetic surgery or surgery performed mainly to change 
appearance. This includes surgery performed to treat a mental, psychoneurotic, or personality disorder 
through a change in appearance. The following are not considered to be cosmetic surgery: 

 Surgery to correct the result of an accidental injury; 

 Surgery to treat a condition, including a birth defect, that impairs the function of a body organ; or 

 Surgery to reconstruct a breast after a mastectomy. 

 Services and supplies furnished in connection with surgical procedures for gender reassignment surgery, 
unless Medically Necessary as determined by Anthem Blue Cross. 

 Personal comfort and convenience items and services such as guest meals, television rental or barber 
services. 

 Medical or surgical treatment of excessive sweating (hyperhidrosis). 

 Dental and orthodontia services, including braces, bridges, and guards, or X-ray exams involving one or more 
teeth, the tissue or structure around them, the alveolar process, or the gums. This applies even if a condition 
requiring any of these services involves a part of the body other than the mouth, such as the treatment of 
Temporomandibular Joint Disorders (TMJD) or malocclusion involving joints or muscles by methods including, 
but not limited to, crowning, wiring or repositioning teeth. 

This exclusion does not apply to services for treatment or removal of a malignancy; physicians’ services or X-ray 
exams for treatment of accidental injury to natural teeth (“treatment” includes the replacement of those teeth), 
provided the participant is covered by the MSP, the accident occurred while covered, and the treatment is 
received within 12 months of the accident; or surgery on the maxilla or mandible that is a Covered Health Service 
to correct TMJD or other medical disorders. 

 Maintenance chiropractic services. However, non-maintenance chiropractic services are covered if deemed to 
be Medically Necessary. 

 Services or supplies for or in connection with: 

 Exams to determine the need for (or changes of) eyeglasses or lenses of any type; 

 Eyeglasses or lenses of any type (except replacements for loss of the natural lens, or the initial pair of 
eyeglasses or contact lenses after eye surgery); 

 Eye surgery such as radial keratotomy or lasik surgery; or 

 Services for a surgical procedure to correct refraction errors of the eye, including any confinement, 
treatment, services, or supplies given in connection with, or related to, the surgery. 

 Services or supplies furnished by an employer or a member of the participant’s immediate family; 
professional services performed by a person who lives in the participant’s home. 
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 Services that do not meet the definition of Covered Health Services. 

 Any services or supplies that are considered to be “experimental” or “investigational,” as determined solely by 
Anthem Blue Cross. Experimental procedures are defined as procedures that are mainly limited to laboratory 
and/or animal research. Investigational services include any treatment, therapy, procedure, drug, facility, 
equipment, device or supply that is not recognized in accordance with generally accepted professional 
medical standards as being safe and effective for use in the treatment of an illness, injury or condition. 
Investigational services also include those which require approval by the federal government or any agency 
thereof, or by any state governmental agency, prior to use, and where such approval has not been granted at 
the time the services were rendered. 

 Speech therapy that is not deemed to be a Covered Health Service, as determined solely by Anthem Blue 
Cross. 

 Physical and/or occupational therapy that is not deemed to be a Covered Health Service, as determined solely 
by Anthem Blue Cross. 

 Screenings to determine the need for hearing correction; routine hearing tests; and hearing aids and exams to 
determine the need for hearing aids or the need to adjust them. This exclusion does not apply to cochlear 
implants for the following diagnoses, if approved by Medicare: (1) severe to profound bilateral sensorineural 
hearing loss and severely deficient speech discrimination; or (2) post-lingual deafness. 

 Any services or supplies for learning disabilities, behavioral problems, mental retardation, or hospitalization 
for environmental change, except for speech/occupational/physical therapy rendered in association with 
autistic spectrum disorder. Services and supplies in connection with mental, psychoneurotic, and personality 
disorders, or for abuse of or addiction to alcohol and drugs, except for inpatient mental health services and 
supplies as described under the Mental Health Conditions in this section; physician services in connection with 
inpatient treatment for mental health; outpatient treatment for mental health; or any treatment for alcohol, 
nicotine and other chemical dependency. This exclusion does not apply to services and supplies for medical 
detoxification. 

 Expenses incurred for the treatment of (1) weak, strained, flat, unstable or unbalanced feet, metatarsalgia or 
bunions, except open cutting operations, and (2) corns, calluses or toenails, except removing nail roots and 
care prescribed by a Doctor of Medicine (M.D.) or a Doctor of Osteopathy (D.O.) treating metabolic or 
peripheral-vascular diseases. 

 Orthopedic shoes (except when joined to braces) or shoe inserts, such as orthotics, even if recommended by 
your physician. 

 Acupuncture services. 

 Charges in excess of Customary and Reasonable or Eligible Expenses as determined by Anthem Blue Cross, or 
in excess of any specified limitation. 

 Services or supplies that are not Covered Health Services, including any confinement or treatment given in 
connection with a service or supply that is not covered under the Plan. 

 Exercise programs, exercise monitoring, exercise equipment, health spa programs and outpatient dietary 
consultations. 

 Services or supplies primarily for weight reduction or treatment of obesity unless they are Covered Health 
Services and authorized by Anthem Blue Cross. This exclusion will not apply to surgical treatment involving 
morbid obesity if: 

 surgical treatment of morbid obesity is necessary to treat another life-threatening condition involving 
morbid obesity; and 

 it has been documented that non-surgical treatments of the morbid obesity have failed. 

 Outpatient prescription drugs, unless dispensed as an infusion drug or injection that requires the expertise of 
trained medical personnel to dispense. (These may be covered by the separate Prescription Drug Plan, 
administered by Express Scripts.) 

 Heating pads and thermometers. 
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 Devices and computers to assist in communication and speech. 

 Air purifiers, air conditioners and humidifiers. 

 Supplies for comfort, hygiene or beautification. 

 Services and supplies furnished in connection with injury or disease arising out of, or in the course of, any 
work for wage or profit (whether or not with the employer) if such injury or disease is covered by any Workers’ 
Compensation law, occupational disease law or similar law. The Anthem Blue Cross MSP will provide services 
and supplies in connection with such injury or disease but will be entitled to reimbursement for them in 
accordance with rules set out in the Plan Document. 

 Treatment for conditions caused by war or aggression, declared or undeclared, or international armed conflict. 

 Services or supplies to the extent furnished by any law or government (except MediCal), unless required by 
law. 

 Care or treatment for which payment is made by any local, state (except MediCal) or federal governmental 
agency, including charges for services or benefits for which the patient is entitled to receive reimbursement 
under Medicare (regardless of whether the participant has applied for them). 

 Services and supplies for which coverage is available under any other Company-sponsored health plan or 
benefit program. 

 Services or supplies furnished in connection with any procedures for the treatment of infertility which involve 
harvesting, storage, and/or manipulation of eggs and sperm. The procedures not covered include, but are not 
limited to, the following: 

 In vitro fertilization and/or gamete intrafallopian transfer (GIFT); 

 embryo transfer; 

 embryo freezing; and 

 artificial insemination. 

 Alternative treatments such as acupressure, aromatherapy, hypnotism, rolfing and other forms of alternative 
treatment as defined by the Office of Alternative Medicine of the National Institutes of Health. 

 Blood or blood plasma which is replaced by or for the patient. 

 Charges for failure to keep a scheduled appointment, transfer of medical records and other similar charges 
for which no treatment for services has been provided. 

 Services that are educational in nature, unless specifically authorized by Anthem Blue Cross. 

 Any services in connection with routine physical exams, medical exams or tests not connected with the 
primary purpose of the discovery of a medical condition, disease or illness leading to treatment. 

 Benefits provided under the extension of a benefits provision of other insurance policies, benefit plans, or 
health plan contracts. 

See “Reductions/Exclusions for Duplicate Coverage” in the Health Care Participation section. 

Third-Party Exclusion 
The Plan 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 in “If You Have Other Coverage” 
in the Health Care Participation section. 
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Definitions 
(For NAP, CAP, ROP, and MSP Medical Plans) 
The meanings of key terms used in the NAP, CAP, ROP, and MSP Medical Plan descriptions are included in this 
Definitions section. In the Health Care Participation section and in the sections covering the NAP, CAP, ROP, and 
MSP plans, the first time a defined term appears in a major subsection the term is displayed in LARGE AND SMALL 
CAPS, to highlight that it is a defined term. 

Accidental Injury 
Physical harm or disability which is the result of a specific, unexpected incident caused by an outside force. The 
physical harm or disability must have occurred at an identifiable time and place. Accidental injury does not 
include illness or infection, except infection of a cut or wound. 

Ambulatory Surgical Center 
A freestanding outpatient surgical facility. It must be licensed as an outpatient clinic according to state and local 
laws and must meet all requirements of an outpatient clinic providing surgical services. It must also meet 
accreditation standards of the Joint Commission on Accreditation of Health Care Organizations or the 
Accreditation Association of Ambulatory Health Care. 

Authorized Referral 
(NAP Only) 

An authorized referral occurs when you, because of your medical needs, are referred to a non-network provider, 
but only when: 

 There is no network provider who practices in the appropriate specialty, which provides the required services, 
or which has the necessary facilities within a 30-mile radius of your residence; 

 You are referred in writing to the non-network provider by a physician who is a participating provider, and 

 The referral has been authorized by Anthem Blue Cross before services are rendered. 

Effective Date 
The date coverage begins under the Medical Plan. 

Eligible Expenses 
Eligible expenses are: (1) expenses for Covered Health Services that are covered by the Plan; (2) those that 
Anthem Blue Cross considers “Medically Necessary” for the diagnosis or treatment of an illness or injury; and 
(3) those that do not exceed the “Customary and Reasonable” rate as determined by Anthem Blue Cross or, in the 
case of services rendered by network providers, the negotiated rate. Any costs not meeting this definition are the 
responsibility of the member. For additional information or questions, call Anthem Blue Cross Member Services. 

For the MSP, Eligible Expenses are based on Medicare’s allowed amount. 

Experimental Procedures 
Procedures that are mainly limited to laboratory and/or animal research. 
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Home Health Agencies 
Home health care providers that are licensed according to state and local laws to provide skilled nursing and 
other services on a visiting basis in your home, and recognized as home health providers under Medicare and/or 
accredited by a recognized accrediting agency such as the Joint Commission on the Accreditation of Health Care 
Organizations. 

Hospice 
An agency or organization primarily engaged in providing palliative care (pain control and symptom relief) to the 
terminally ill and providing supportive care to those persons and their families to help them cope with the 
patient’s terminal illness. This care may be provided in the home or on an inpatient basis. A hospice must be: (1) 
certified by Medicare as a hospice; (2) recognized by Medicare as a hospice demonstration site; or (3) accredited 
as a hospice by the Joint Commission on Accreditation of Hospitals. A list of hospices meeting these criteria is 
available upon request by contacting Anthem Blue Cross Member Services. 

Hospital 
A facility which provides diagnosis, treatment and care of persons who need acute inpatient hospital care under 
the supervision of physicians. It must be licensed as a general acute care hospital according to state and local 
laws. It must also be registered as a general hospital by the American Hospital Association and meet 
accreditation standards of the Joint Commission on Accreditation of Health Care Organizations. 

Infertility 
The presence of a condition recognized by a physician as a cause of infertility; or the inability to conceive a 
pregnancy or to carry a pregnancy to a live birth after a year or more of regular sexual relations without 
contraception. 

Investigative 
Procedures or medications that have progressed to limited use on humans but are not widely accepted as proven 
and effective within the organized medical community. 

Negotiated Rate 
The amount network providers agree to accept as payment in full for covered services. It is usually lower than 
their normal charge. Negotiated rates are determined by Prudent Buyer Plan Participating Provider Agreements 
and/or other Blue Card PPO Provider Agreements. 

Network Provider 
One of the following providers that has an agreement in effect with the Claims Administrator at the time services 
are rendered: 

 A hospital; 

 A physician; 

 An ambulatory surgical center; 

 A home health agency; 

 A facility that provides diagnostic imaging services; 

 A durable medical equipment outlet; 

 A skilled nursing facility; or 

 A clinical laboratory. 
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Network providers agree to accept the negotiated rate as payment for covered services. A directory of network 
providers is available upon request by contacting Anthem Blue Cross Member Services. 

Non-Network Provider 
One of the following providers that, at the time services are rendered, does NOT have an agreement in effect with 
the Claims Administrator: 

 A hospital; 

 A physician; 

 An ambulatory surgical center; 

 A home health agency; 

 A facility that provides diagnostic imaging services; 

 A durable medical equipment outlet; 

 A skilled nursing facility; or 

 A clinical laboratory. 

Remember that only a portion of the amount which a non-network provider charges for a service may be treated 
as a covered expense under the Medical Plans. See “How Benefits Are Determined” in each of these sections of 
this Handbook: The Network Access Plan (NAP) section, the Comprehensive Access Plan (CAP) section, the 
Retiree Optional Plan (ROP) section, and the Medicare Supplemental Plan (MSP) section. 

Other Health Care Provider 
One of the following providers: 

 A certified registered nurse anesthetist; 

 A blood bank; 

 A licensed ambulance company; or 

 A hospice. 

The provider must be licensed to provide covered medical services according to state and local laws. 

Physician 
 A doctor of medicine (M.D.) or doctor of osteopathy (D.O.) who is licensed to practice medicine or osteopathy 

where the care is provided; or 

 One of the following providers, but only when the provider is licensed to practice where the care is provided; 
the provider is rendering a service within the scope of that license; the provider is providing a service for which 
benefits are specified in this booklet; and benefits would be payable if the services were provided by a 
physician: 

 A dentist (D.D.S.) 

 An optometrist (O.D.) 

 A dispensing optician 

 A podiatrist or chiropodist (D.P.M., D.S.P. or D.S.C.) 

 A chiropractor (D.C.) 

 An acupuncturist (A.C.) 

 Services obtained from the following providers are covered only by referral of a physician as defined in the 
first bullet above. 
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 A physical therapist (P.T. or R.P.T.) 

 A speech pathologist 

 An audiologist 

 An occupational therapist (O.T.R.) 

 A respiratory care practitioner (R.C.P.) 

 A registered dietitian (R.D.) for the provision of diabetic medical nutrition therapy only 

Skilled Nursing Facility 
An institution that provides continuous skilled nursing services. The facility must be licensed according to state 
and local laws and must be recognized as a skilled nursing facility under Medicare. 

Special Care Units 
Special areas of a hospital that have highly skilled personnel and special equipment for acute conditions that 
require constant treatment and observation. 

Stay 
Inpatient confinement that begins when you are admitted to a facility and ends when you are discharged from 
that facility. 

Urgent Care 
The services received for a sudden, serious, or unexpected illness, injury or condition, other than one that is life 
threatening, that requires immediate care for the relief of severe pain or diagnosis and treatment of the 
condition. 
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Claims and Appeals Process 
(For the NAP, CAP, MSP and ROP Plans, but not for the HSA Plans, the HMOs or 
EPO) 

For information about claims and appeals regarding your eligibility to 
participate in The Pacific Gas and Electric Company Health Care Plan for 
Retirees and Surviving Dependents or to make election changes to your 
coverage under the Plans, see the Health Care Participation section. 

In This Section See Page 
Filing a Claim for Benefits ............................................................................................................... 203 

Required Information.................................................................................................................... 203 
Payment of Benefits for Non-Network Benefits........................................................................... 204 
Benefit Determinations (Before an Appeal Is Filed) .................................................................... 204 
To Resolve a Problem................................................................................................................... 206 

Appeals ............................................................................................................................................. 206 
How to Appeal a Claim Decision — Non-Urgent ........................................................................ 206 
PG&E’s Voluntary Review Process ............................................................................................. 208 

 

 

Filing a Claim for Benefits 
Anthem Blue Cross on behalf of Anthem Blue Cross Life & Health Insurance Company is the Claims Administrator 
for the Network Access Plan (NAP), the Comprehensive Access Plan (CAP), the Retiree Option Plan, and the 
Medicare Supplemental Plan sponsored by the Pacific Gas and Electric Company. As the Claims Administrator, 
Anthem Blue Cross contracts with a network of providers and processes claims. Anthem Blue Cross pays the 
network providers directly for your Covered Health Services. You are responsible for paying copayments, 
coinsurance and/or deductibles to the network provider at the time of service or when you receive a bill from the 
provider. If a network provider bills you for a portion of any Covered Health Services that should have been 
covered by the plan, contact Anthem Blue Cross at 800-964-0530. 

When you receive Covered Health Services from a non-network provider, you are responsible for paying the 
provider up front and filing a claim with Anthem Blue Cross, even if your services were due to an emergency or 
because your network provider referred you to a non-network provider. You must file the claim in a format that 
contains all of the information required. Claim forms may be obtained by calling Anthem Blue Cross at 
800-964-0530 or by accessing the Anthem Blue Cross website at www.anthem.com/ca/pge. 

You must file a claim for payment of benefits within two years of the date of service. If a non-network provider 
submits a claim on your behalf, you will be responsible for the timeliness of the submission. If your claim relates 
to an inpatient hospital stay, the date of service is the date on which your inpatient stay ends. If you don’t file a 
claim and provide all required information to Anthem Blue Cross of California within two years of the date of 
service, benefits for that health service will be denied. This time limit does not apply if you are legally 
incapacitated. 

Required Information 
When you request payment of benefits from Anthem Blue Cross, you must provide Anthem Blue Cross with all of 
the following information. 
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 The member’s name and address. 

 The patient’s name, age, and relationship to the member. 

 The member identification number and group number stated on your ID card. 

 An itemized bill from your provider that includes the following: 

 Patient diagnosis; 

 Date(s) of service; 

 Procedure code(s) and description of service(s) rendered; 

 Charge for each service tendered; and 

 Provider name, address, and Tax Identification Number (TIN). 

 The date on which the injury or sickness began. 

 A statement indicating whether or not you are enrolled for coverage under any other health insurance plan or 
program. If you are enrolled for other coverage, you must include the name(s) of the other carrier(s). 

Send your claim to: 

Anthem Blue Cross 
P.O. Box 60007 
Los Angeles, CA 90060-0007 

Payment of Benefits for Non-Network Benefits 
Anthem Blue Cross will make a benefit determination on non-network services. Benefits will be paid directly to 
you, unless either of the following is true: 

 The provider notifies the Claims Administrator that your signature is on file, assigning benefits directly to that 
provider; or 

 You make a written request for the non-network provider to be paid directly at the time you submit your claim. 

Anthem Blue Cross will not reimburse third parties who have purchased or who have been assigned benefits to 
physicians or other providers. 

Benefit Determinations (Before an Appeal Is Filed) 
There are various types of benefit claims. Each benefit claim can be categorized as a post-service, pre-service, 
urgent, or current claim. Depending on the type of the claim, Anthem Blue Cross must process your claim within 
different time frames. The processing time frames for each type of claim are explained in this section. 

Post-Service Claims 
 Post-Service claims are those claims that are filed for payment of benefits after medical care has been 

received. If your post-service claim is denied, Anthem Blue Cross will send you a written response in the form 
of an Explanation of Benefits (EOB) within 30 days of receipt of the claim, provided that all required 
information was included with the claim. Anthem Blue Cross will notify you within this 30-day period if 
additional information is needed to process your claim, and may request a one-time extension of no longer 
than 15 days and pend your claim until all required information is received. 

 If notified that an extension is necessary due to incomplete claim information, you will have 45 days to 
provide the required information to Anthem Blue Cross. If all of the required information is received within the 
45-day time frame and the claim is then denied, Anthem Blue Cross will notify you of the denial within 15 
days of receipt of the additional information. If you do not provide the needed information within the 45-day 
period, your claim will be denied. 

Last Updated March 26, 2014



Claims and Appeals Process 

Benefits Effective January 1, 2013 205 
For retirees and their eligible survivors 

 If your claim is denied, the denial notice -- typically an Explanation of Benefits statement -- will explain the 
reason(s) for the denial, refer to the Plan provision(s) on which the denial is based, and provide procedures on 
how to appeal the claim. 

Pre-Service Claims 
Pre-Service claims are those claims for services that require notification or approval prior to receiving the 
services. Requests for pre-service claims that are not urgent may be requested by the network provider by calling 
800-274-7767 or by submitting the request in writing to: 

Anthem Blue Cross 
P.O. Box 60007 
Los Angeles, CA 90060-0007 

If your claim is a pre-service claim and was submitted properly with all the required information, Anthem Blue 
Cross will send you and your network provider written notice of its claim decision within 15 days of receipt of the 
claim. If you file a pre-service claim improperly, Anthem Blue Cross will notify you and the network provider that 
the claim was improperly filed within five days of receiving the pre-service claim and will give you information on 
how to correct it. If additional information is needed to process the pre-service claim, Anthem Blue Cross will 
notify you within 15 days of receipt of the claim that additional information is needed, and may request a one-
time extension of no longer than 15 days and pend your claim until all required information is received. 

If notification of an extension is necessary due to incomplete claim information, you will have 45 days to provide 
the required information to Anthem Blue Cross. If all of the required information is received within the 45-day 
time frame, Anthem Blue Cross will notify you of its determination within 15 days of receipt of the additional 
information. If you don’t provide the required information within the 45-day period, your claim will be denied. 

If your claim is denied, the denial notice will explain the reason(s) for the denial, refer to the Plan provision(s) on 
which the denial is based, and provide procedures on how to appeal the claim. 

Urgent Claims that Require Immediate Action 
Urgent care claims are those claims (1) that require notification or approval prior to receiving medical care, and 
(2) where a delay in treatment could jeopardize your life, health, or the ability to regain maximum function or, in 
the opinion of a physician with knowledge of your medical condition, could cause severe pain. In these situations, 
you or your network provider may submit your request in writing to Anthem Blue Cross or call Anthem Blue Cross 
at 800-274-7767. After Anthem Blue Cross receives the request, you will receive a response as follows: 

 You and your network provider will receive notice of the benefit determination in writing or by telephone within 
72 hours of Anthem Blue Cross’ receipt of all necessary information, taking into account the seriousness of 
your condition. Notice of denial may be oral with a written confirmation to follow within three days. 

 If you file an urgent care claim improperly, Anthem Blue Cross will notify you or your network provider within 
24 hours of receiving the urgent claim that the claim was improperly filed and will give you information on 
how to correct it. If additional information is needed to process the claim, Anthem Blue Cross will notify you or 
your network provider of the information needed within 24 hours of receiving the claim. You will have 48 
hours to provide the requested information. 

You and your network provider will be notified of Anthem Blue Cross’ determination no later than 48 hours after: 

 Anthem Blue Cross’ receipt of the requested information; or 

 The end of the 48-hour period within which you were to provide the additional information, if the information 
is not received within that timeframe. 

If your claim is denied, the notice of the denial will explain the reason(s) for the denial, refer to the Plan 
provision(s) on which the denial is based, and provide procedures on how to appeal the claim. 

Concurrent Care Claims 
If an ongoing course of treatment was previously approved for a specific period of time or number of treatments, 
and you or your network provider requests to extend the treatment as an urgent care claim, Anthem Blue Cross 
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will make a determination on your request within 24 hours of receiving your request, provided your request is 
made at least 24 hours prior to the end of the approved treatment. If your request for extended treatment is not 
made at least 24 hours prior to the end of the approved treatment, the request will be treated as an urgent care 
claim and handled according to the described time frames. 

If an ongoing course of treatment was previously approved for a specific period of time or number of treatments, 
and you or your network provider requests to extend treatment in a non-urgent circumstance, your request will be 
considered a new claim and decided according to post-service or pre-service time frames, whichever applies. 

Concurrent claims that are considered urgent may be submitted by calling Anthem Blue Cross at 800-274-7767. 
Non-urgent claims may also be submitted in writing to: 

Anthem Blue Cross 
P.O. Box 60007 
Los Angeles, CA 90060-0007 

To Resolve a Problem 
Anthem Blue Cross has established a complaint resolution and grievance process to resolve members’ problems 
or complaints. If you or a covered dependent has a question, problem, or complaint, you should call 
800-964-0530 or write to the following address: 

Anthem Blue Cross 
P.O. Box 60007 
Los Angeles, CA 90060-0007 

If your question or concern is about a benefit determination, you should typically contact Member Services before 
filing a formal appeal. If the Member Services representative cannot resolve the issue to your satisfaction over 
the phone, you may submit your question in writing or file an appeal. If you wish to file an appeal, you should 
contact Customer Service again and state that you would like to file an appeal. You may also send your written 
appeal to: 

Anthem Blue Cross 
P.O. Box 4310 
Woodland Hills, CA 91365-4310 

If you are appealing a pre-service urgent care claim denial, please refer to “Urgent Claims that Require 
Immediate Action” under “Pre-Service Claims” on page 205, and contact Member Services at 800-964-0530 
immediately. The Member Services telephone number is also shown on your ID card. Member Services 
representatives are available to take your call during posted business hours, Monday through Friday. 

Appeals 

How to Appeal a Claim Decision — Non-Urgent 
If you still disagree with a claim determination after following the steps for filing a claim, you can contact Anthem 
Blue Cross in writing to formally appeal the claim. If the appeal relates to a claim for payment, your request 
should include: 

 The patient’s name and the identification number from your ID card; 

 The date(s) of medical service(s); 

 The provider’s name; 

 The reason you believe the claim should be paid; and 

 Any document or other written information to support your request for claim payment. 
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Send your appeal to: 

Anthem Blue Cross 
P.O. Box 4310 
Woodland Hills, CA 91365-4310 

Your first request to appeal the claim must be submitted to Anthem Blue Cross within 180 days of your receipt of 
the claim denial. 

Appeals Process 
Two levels of appeals are provided for each claim. In each appeal step, a qualified individual who was not 
involved in an earlier denial of your claim will be appointed to decide the appeal. If your appeal is related to 
clinical matters, the review will be conducted by a health care professional who has appropriate expertise in the 
specific clinical area and who was not involved in any prior determination. Anthem Blue Cross may consult with, 
or seek the participation of medical experts as part of the appeal resolution process. If applicable, you must 
consent to this referral and the sharing of pertinent medical claim information to continue the appeal process. 
You may request, at no cost, to have access to and copies of all documents, records, and other information 
relevant to your claim for benefits. 

To initiate a second appeal, you must repeat the same steps as those taken for your first claim appeal. Your 
second-level appeal must be submitted to Anthem Blue Cross within 60 days of your receipt of Anthem Blue 
Cross’ first-level appeal denial. 

Appeals Determinations 
Pre-Service and Post-Service Claim Appeals 

You and your network provider will be provided written notification of Anthem Blue Cross’ decision on your appeal 
as follows: 

 For appeals of pre-service claims, Anthem Blue Cross will conduct the first-level review and notify you of its 
decision within 15 days of receipt of your request to appeal the denied claim. If your first-level appeal is 
denied, you may request a second-level appeal review within 60 days of the date on which your first-level 
appeal was denied. If you request a second-level appeal review, Anthem Blue Cross will also conduct this 
review and notify you of its decision within 15 days of receipt of your request for a second-level appeal review. 

 For appeals of post-service claims, Anthem Blue Cross will conduct the first-level review and notify you of its 
decision within 30 days of receipt of your request to appeal the denied claim. If your first-level appeal is 
denied, you may request a second-level appeal review within 60 days of the date on which your first-level 
appeal was denied. If you request a second-level appeal review, Anthem Blue Cross will also conduct this 
review and notify you of its decision within 30 days of receipt of your request for a second-level appeal review. 

Please note that Anthem Blue Cross’ decision is based only on whether or not benefits are Covered Health 
Services, as defined by the appropriate medical plan. The determination as to whether the health service is 
necessary or appropriate is between you and your physician. 

Urgent Claim Appeals that Require Immediate Action 

Your appeal may require immediate action if a delay in treatment could significantly jeopardize your life, health 
or the ability to regain maximum function, or cause severe pain. In these urgent situations: 

 Your appeal does not need to be submitted in writing. You or your physician should call Anthem Blue Cross at 
800-274-7767 as soon as possible. Anthem Blue Cross will provide you with a written or oral determination 
within 72 hours following receipt of your request for review of the determination, taking into account the 
seriousness of your condition. 

 To initiate a second appeal, you must follow the same procedure as outlined under “How to Appeal a Claim 
Decision — Non-Urgent” on page 206 or you may call Anthem Blue Cross as described in this section. Your 
second-level appeal must be submitted to Anthem Blue Cross within 60 days of your receipt of Anthem Blue 
Cross’s first-level appeal decision. 
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PG&E’s Voluntary Review Process 
If you are not satisfied with the claims and appeals process completed with Anthem Blue Cross, you may elect to 
either use PG&E’s Voluntary Review Process or elect to bring a civil action under Section 502(a) of the Employee 
Retirement Income Security Act of 1974 (“ERISA”). You have 90 days from the date of receipt of the final 
decision from Anthem Blue Cross to elect this voluntary review. Initiation of the Voluntary Review Process does 
not restrict your ability to bring a civil action against the Plan. However, before you can initiate the Voluntary 
Review Process or take civil action, you must go through both levels of appeal provided through Anthem Blue 
Cross. 

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 415-972-7077 or toll-free at 800-700-0057. 

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 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. 

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. 

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 from PG&E. The neutral third party’s decision 
shall be final and binding on the Plan, but not on you. 
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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 
415-972-7077 or toll-free at 800-700-0057. 

Requirement to File an Appeal Before Filing a Lawsuit 
You must exhaust all mandatory Anthem Blue Cross appeals before you may bring a civil action under 
Section 502(a) of ERISA. You do not have to pursue the PG&E Voluntary Review Process. 

 

Last Updated March 26, 2014



Claims and Appeals Process 

210 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

 

Last Updated March 26, 2014



  

Benefits Effective January 1, 2013 211 
For retirees and their eligible survivors 

Non-Medicare HMOs and the 
Kaiser EPO 
This section describes the HMOs and the Kaiser Exclusive Provider 
Organization (EPO) plans which are offered to eligible retirees and their 
surviving dependents who are not eligible for Medicare. If you or an eligible 
dependent is eligible for Medicare, see the Medicare Health Maintenance 
Organizations (HMOs) section. 
To be eligible to join an HMO or the Kaiser EPO, you must live in that plan’s service area. HMO and EPO 
membership may not be available throughout an entire county; precise service areas are specified by home ZIP 
code. Because of the ongoing nature of HMO/EPO service territory changes, we recommend that you verify the 
service area and provider availability with each vendor. 

See the Health Care Participation section for general information on eligibility for medical coverage, including 
coverage under an HMO. 
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How HMOs and the Kaiser EPO Work 
The Health Maintenance Organizations (HMOs) and the Kaiser Exclusive 
Provider Organization (EPO) provide a full range of health care services 
on a prepaid basis. These Company-sponsored plans have no 
deductibles, but some services require copayments. Each year, the 
Company publishes a high-level summary of each plan’s benefits in its 
Open Enrollment guides. To find out more about each plan’s benefits, 
call the plan vendor. 

When selecting an HMO or EPO, not only should you look at the plan’s 
network of doctors and hospitals, you also should look at the quality of 
the plan. The National Committee for Quality Assurance (NCQA) is an 
independent, not-for-profit organization that evaluates the quality of 
HMOs. The NCQA reviews health plan records, interviews health plan 

Retirees and Surviving 
Dependents Under Kaiser EPO 
Effective 1/1/2013 

Beginning January 1, 2013, Kaiser 
benefits for retirees and surviving 
dependents who are not on Medicare 
will be administered under a Kaiser 
Exclusive Provider Organization (EPO) 
arrangement. The Kaiser EPO plan for 
non-Medicare members is a PG&E self-
insured plan and is not an HMO. 
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staff, and grades the results from consumer surveys conducted by independent survey organizations. For 
additional information, visit their website at www.ncqa.org. 

All HMOs currently offered by the Company are accredited. To learn more about the quality of each of the HMOs 
offered by the Company, you can review the Pacific Business Group on Health’s website at www.pbgh.org. 
The Pacific Business Group on Health provides consumer health education materials on West Coast health plans. 

When you join an HMO or the Kaiser EPO, you will receive an identification card. You and your eligible family 
members must receive all of your medical care through the HMO’s or EPO’s medical groups (doctors, clinics, 
hospitals, and pharmacies) in order for services to be covered. You may be reimbursed when using a non-
HMO/non-EPO doctor or hospital, but only in the event of an emergency that is life-threatening or likely to cause 
serious bodily harm. 

In addition, HMO members will receive an Evidence of Coverage (EOC) directly from the HMO, and Kaiser EPO 
members will receive a Summary Plan Description (SPD) from Kaiser. Your EOC or SPD will provide detailed 
information about covered services, your copayments or coinsurance, referral and authorization requirements, 
and the claims and appeals processes. Please keep and use your EOC or SPD as a reference document, along 
with any updates that you receive. If you have any questions about your EOC/SPD or if you do not automatically 
receive your EOC/SPD, call your plan vendor at the telephone number listed in your plan’s summary of benefits at 
the end of this section. 

This document, together with the EOC or SPD you receive from your plan vendor when you enroll, any updates to 
the EOC/SPD you receive from your plan vendor, the Open Enrollment communications material you receive from 
the Company on an annual basis, and any summaries of material modifications, constitute your summary plan 
description for your plan benefits. In case of conflict between any documents and the EOC/SPD, the EOC/SPD is 
the binding document between the plan and its members, and the EOC or SPD will govern. 

Additional information that is pertinent to and constitutes your summary plan description for the plan benefits is 
included in the Prescription Drug Coverage, Mental Health and Substance Abuse Coverage, Health Care 
Participation and the Rules, Regulations & Administrative Information sections. 

Primary Care Physicians (PCPs) 
For all of the HMO plans, you and your dependents will be assigned a primary care physician (PCP) when you first 
join the plan. Later, if you want to change your primary care physician, you may do so by calling your HMO’s 
member services number. If you join an HMO and your doctor does not belong to that HMO or the doctor you have 
selected subsequently discontinues his or her association with the HMO, you will need to select another primary 
care physician within that HMO for the rest of the plan year. You may not change medical plans until the next 
Open Enrollment period, unless you move out of your HMO’s service area. Please remember, you have a 
responsibility to coordinate your medical care in accordance with the provisions of the plan that you select to 
ensure all your medical needs are appropriately met. 

In most HMOs, your PCP will be a member of a medical group or independent physician association (IPA). Please 
note that you generally will be required to use a specialist also associated with your PCP’s medical group or IPA 
unless you receive specific authorization from your HMO. Please talk to your HMO or refer to your HMO’s Evidence 
of Coverage regarding the role of the medical group or IPA in your particular HMO’s benefit coverage. 

Service Areas 
If you move out of your plan’s service area, you may enroll in another plan effective the first day of the month 
following notification of your move, provided you request re-enrollment within 31 days after the move (see the 
What to Do… section for more information). For re-enrollment, contact the HR Service Center at 415-972-7077 or 
toll-free at 800-700-0057. 
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Available HMOs/EPOs 
As of the date of this Handbook, the following HMOs/EPOs are offered 
to eligible employees and their dependents: 

 Blue Shield HMO (Access+) 

 Health Net HMO 

 Kaiser Permanente EPO (North and South) 

For more information about a specific HMO or EPO, see the summary of benefits for each plan included in the 
Non-Medicare HMOs and EPOs and the Medicare HMOs sections. You may also call the HMO or EPO directly at 
the number listed in its summary or in the Contacts section. 

Summaries of Benefits (Non-Medicare) 
This section provides a high-level summary of the benefits provided by each individual HMO or EPO as of 
January 1, 2013. The Summary of Benefits may change periodically. You should always refer to the latest 
Summary Plan Description (SPD) or the Evidence of Coverage (EOC), as applicable, which contain detailed 
information about the benefits provided by each plan, or call the plan at the number listed in the summary. 

Blue Shield HMO (Access+) 
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 Blue Shield HMO, you will receive an Evidence of 
Coverage, free of charge. It describes in detail Blue Shield HMO benefit 
provisions, claims procedures, provider network information and other 
rules. If you need additional information, including a list of participating 
network providers, you can contact Blue Shield HMO directly. 

Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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. 

 

Availability 

Not all plans are offered in all counties. 
In addition, the Company does not 
necessarily contract with providers to 
include all of their service territories, and 
availability is limited in some counties. 

Summary Not Binding 

The information contained in this 
summary is informational. No right shall 
accrue to you and/or your dependents 
because of any statement of error, or in 
omission from, this summary. The 
HMO’s Evidence of Coverage (EOC) is 
the binding document between the 
health plan and its members. 
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Provisions Blue Shield 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); must contact PCP within 24 
hours  

Outpatient Hospital Care  $10 copay/visit 

Maternity Care No charge 

Well-Baby Care No charge 

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; provided 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 

Hearing Aids and related 
expenses 

Covered effective 
January 1, 2014 

100% up to a flat dollar allowance of $2,000 or 80% of the total cost—whichever is 
greater—for Medically Necessary only. The $2,000 allowance from Blue Shield is 
available every two years 

Other Benefits Hearing exams when performed by a physician or by an audiologist at the request of 
a physician—$10 copay/visit 

Prescription Drug 
Benefits 

Retail and mail-order prescription drugs are administered by Blue Shield HMO. 
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Provisions Blue Shield HMO 

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

None 

Annual Prescription Drug 
Out-of-Pocket Maximum 

None 

Annual or Lifetime 
Prescription Drug 
Maximum Benefit Limit 

None 

Retail Purchases Up to 30-day supply — you pay: 

 $5/generic formulary 

 $15/brand formulary 

 $35/non-formulary 

Open formulary 

Some drugs require pre-authorization 

Mail-Order Purchases For up to 90-day supply — you pay: 

 $10/generic formulary 

 $30/brand formulary 

 $70/non-formulary 

Open formulary 

Infertility, Sexual 
Dysfunction, Memory 
Enhancement and 
Contraceptive Drugs 

Call Blue Shield for details 

Mental Health and 
Substance Abuse (MHSA) 
Benefits 

This Plan’s general medical provisions also apply to Mental Health and Substance 
Abuse (MHSA) benefits. 

These benefits are administered both by Blue Shield 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. 

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 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 
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Provisions Blue Shield HMO 

Other Information  

Eligible Dependents and 
Member Rights 

See a complete description of eligibility, COBRA rights, Qualified Medical Child 
Support Order procedures and rights, ERISA rights and information, plan funding and 
plan continuation provisions 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 Number  888-235-1765 

Website www.blueshieldca.com/pge 
* 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. 

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

Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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. 

 

Summary Not Binding 

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

General  Must use Health Net HMO 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 

Maternity Care No charge 

Well-Baby Care $10 copay/visit 

Office Visits  $10 copay/office visit 

 $10 copay/specialist 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 

Hearing Aids and related 
expenses 

Covered effective 
January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three years 

Other Benefits Hearing exams—$10 copay/visit 

Prescription Drug Benefits Retail and mail-order prescription drugs are administered by Health Net HMO. 
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Provisions Health Net HMO 

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

None 

Annual Prescription Drug 
Out-of-Pocket Maximum 

None 

Annual or Lifetime 
Prescription Drug 
Maximum Benefit Limit 

None 

Retail Purchases Up to 30-day supply — you pay: 

 $5/generic formulary 

 $15/brand formulary 

 $35/non-formulary 

Open formulary 

Some drugs require pre-authorization 

Mail-Order Purchases For up to 90-day supply — you pay: 

 $10/generic formulary 

 $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 

This Plan’s general medical provisions also apply to Mental Health and Substance 
Abuse (MHSA) benefits. 

These benefits are administered both by Health Net 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. 

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 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  
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Provisions Health Net HMO 

Other Information  

Eligible Dependents and 
Member Rights 

See a complete description of eligibility, COBRA rights, Qualified Medical Child 
Support Order procedures and rights, ERISA rights and information, plan funding 
and plan continuation provisions 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 Number 800-522-0088 

Website www.healthnet.com 
* “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. 

Kaiser Permanente EPO — North and South 
Information about the Kaiser Permanente Exclusive Provider Organization Plan is included in a separate 
Summary Plan Description (SPD) For Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents without Medicare. The administrator of the Plan, Kaiser Permanente, will send you a copy 
of the SPD when you first become eligible to participate in the plan. You may request a copy at any time by 
calling Kaiser Permanente North at 800-663-1771 or Kaiser Permanente South at 800-533-1833. 

Additional 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. 
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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). 

Claims, Appeals and Complaints 
For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and Electric 
Company Health Care Plan for Retirees and Surviving Dependents or to make election changes to your coverage 
under the Plan, see the Health Care Participation section. 

Claims 

When a Claim Must Be Filed 
HMOs 

If you are a member of an HMO you must submit a request for payment of benefits for all services you receive 
from a non-HMO provider. Typically, HMOs only cover services provided by HMO providers. You will need to file a 
claim for any services, such as services provided during a medical emergency, provided by a non-HMO provider. 

You should refer to your Evidence of Coverage or contact your HMO for specific instructions about what 
information you must supply and when it must be supplied. The time requirements for submitting a request vary 
by HMO. If you do not provide the information within the required time period, benefits for that health service may 
be denied or reduced, at the HMO’s discretion. 

Kaiser EPO 

EPO Providers are responsible for submitting claims for their services on your behalf, and claims will be paid 
directly by the Plan for the services rendered by Kaiser. If an EPO Provider bills you for a Covered Service (other 
than for Cost Sharing), please call Kaiser’s customer service.  

For services rendered by Non-EPO providers, where the provider agrees to submit a claim on your behalf, eligible 
claims payment to the provider will require a valid assignment of benefits. Even if the Non-EPO Provider agrees to 
bill on your behalf, you are responsible for making sure that the claim is received within 365 days of the date of 
service and that all information necessary to process the claim is received. 

To receive reimbursement for Services you have paid for, you must complete and mail a claim form or (or write a 
letter) to the Claims Administrator at the address listed in the Legal and Administrative section, within 365 days 
after you receive services. The claim form (or letter) must explain the Services, the date you received them, where 
you received them, who provided them, and why you think the Plan should pay for them. Include a copy of the bill 
and any supporting documents. Your claim form (or letter) and the related documents constitute your claim. 

For further information on filing claims, refer to your Kaiser EPO Summary Plan Description. 

Time Frames for Responding to Claims 
Each plan has specific procedures for addressing claims and appeals. The plan may also require you to respond 
within specific time frames. The time frames for responding to claims depends on whether the claim is urgent 
(requiring approval prior to receiving medical care where a delay of treatment could seriously jeopardize life or 
health) or when the claim is — post service (after the service has been provided), pre-service (before service has 
been provided) or concurrent care (for extending ongoing treatment previously approved for a specific time period 
or number of treatments). 
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Appeals 
HMOs 

If you have been denied a claim or believe you have been denied a benefit to which you may be entitled under an 
HMO’s plan, you must go through the appeals steps provided by your HMO. You should refer to your EOC or call 
your HMO at the phone number listed on your ID card or the phone number listed in the summary of benefits 
chart for specific instructions on how and where to file an appeal. Be sure to follow these procedures carefully. 

After you have initiated an appeal, in accordance with the steps outlined in your HMO’s Evidence of Coverage 
(EOC), the HMO must respond to you within the prescribed time frames. The response you receive from your HMO 
will outline further steps available to you should your appeal be denied. 

Because HMOs are not self-insured by the Company, HMO members do not have legal recourse to formally 
appeal to the Company after they have gone through all the appeals steps provided by the HMO. Although you 
should always feel free to bring issues relating to an HMO’s service or quality of care to the Company’s attention, 
the Company does not review formal appeals for benefits provided by HMOs. 

For issues relating to eligibility or participation in an HMO, please refer to the Health Care Participation section. 

Kaiser EPO 

You may appeal a denied claim by submitting a written request for review to the Plan. You must make the appeal 
request within 180 days after the date of the denial notice. Send the written request to the Plan at: 

Kaiser Permanente Insurance Company -- Appeals 
3701 Boardman-Canfield Road 
Canfield Ohio 44406 

You may instead fax your appeal to 614-212-7110. 

To appeal a pharmacy claim, submit your form to: 

Kaiser Permanente 
Attn: SFAS National Self Funding 
3840 Murphy Canyon Rd 
San Diego, CA 92123 
Fax: 858-614-7912 

The request must explain why you believe a review is in order and it must include supporting facts and any other 
pertinent information. The Plan may require you to submit such additional facts, documents, or other material as 
it may deem necessary or appropriate in making its review. 

After you have initiated an appeal, in accordance with the steps outlined in the Kaiser EPO Summary Plan 
Description (SPD), the plan must respond to you within the prescribed time frames. The response you receive 
from the Kaiser EPO will outline further steps available to you should your appeal be denied. After exhausting the 
appeals process through Kaiser, if you are not satisfied with the outcome, the final step in the process is to 
appeal to PG&E. You have 90 days from the date of receipt of the final decision from Kaiser to elect PG&E’s 
Claims and Appeals Review Process.  

For a full description of the appeals process for PG&E’s Kaiser EPO plan, including the PG&E Claims and Appeals 
Review Process, please refer to your Kaiser EPO SPD. 

Complaints Process for HMOs 
If you have any complaints or issues with your HMO, please call the California Department of Managed Health 
Care’s (DMHC) HMO Help Center at: 

888-HMO-2219 
TDD: 877-688-9891 
or visit the DMCH website at www.dmhc.ca.gov 
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If your health problem is urgent, or if you already filed a complaint and are not satisfied with your health plan’s 
decision, contact the HMO Help Center at the DMHC. An urgent problem is a serious threat to your health. You can 
also file a complaint with the HMO Help Center if your HMO does not make a decision within 30 days. 

The HMO Help Center will assist you with your complaint. They will also provide you with an Independent Medical 
Review (IMR), if you qualify. 

Filing a Complaint 
You may file a complaint with the DMCH HMO Help Center if: 

 Your problem is urgent and waiting to finish your health plan’s complaint (grievance) process will be a serious 
risk to your health. 

 You have not received a decision from your health plan within 30 days, or within 3 days if your problem is 
urgent. 

 You are not satisfied with your health plan’s decision. 

How to File a Complaint 

To file an urgent complaint, call the HMO Help Center. 

To file a complaint that is not urgent, visit the DHMC website and fill out and mail a Complaint Form. 

There is no charge for your call. The HMO Help Center is open 24 hours a day, 7 days a week and can provide help 
in many languages. You may also email your complaint/problem by using the special contact form on the CMHC 
website. 
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Medicare Health Maintenance 
Organizations (HMOs) 
This section describes the HMOs offered to eligible retirees and their surviving 
dependents who are eligible for Medicare. If you or an eligible dependent is 
not eligible for Medicare, see the Non-Medicare HMOs and the Kaiser EPO 
section. 
This section provides charts with details on the various HMO plans that PG&E offers to Medicare-eligible 
members. 

See the Health Care Participation section for general information on eligibility for medical coverage, including 
coverage under an HMO. 
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HMO Plan Summaries of Benefits for Medicare-Eligible 
Members 
This section provides a high-level summary of the benefits provided by each individual HMO as of January 1, 
2013.  

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. See the Health Care Participation section for general information on eligibility for medical 
coverage, including coverage under an 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 
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 Blue 
Shield Medicare COB HMO benefit provisions, claims procedures, provider network, and other rules in detail. If 
you need additional information, including a list of participating network providers, you can contact the Blue 
Shield Medicare COB HMO directly.  

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.  

Summary Chart 
This summary chart describes benefits as of January 1, 2013. 
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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  

Hearing Aids and related expenses 

Covered effective January 1, 2014 

100% up to a flat dollar allowance of $2,000 or 80% of the total cost—
whichever is greater—for Medically Necessary only. The $2,000 allowance 
from Blue Shield is available every two years. 

Other Benefits Hearing exams when performed by a physician or by an audiologist at the 
request of a physician — $10 copay/visit 

 

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 Express Scripts. For specific information about drug coverage through the Blue Shield 
Medicare COB HMO Part D Prescription Drug Plan, contact Blue Shield directly. 
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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 

Website www.blueshieldca.com/pge 
 

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 
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 the Health 
Net Medicare COB HMO’s benefit provisions, claims procedures, provider network, and other rules in detail. If you 
need additional information, including a list of participating network providers, you can contact the Health Net 
Medicare COB HMO directly.  
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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.  

Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years 

Other Benefits Hearing exams — $10 copay/visit 
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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 Express Scripts. 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 
Coverage section.  
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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 

Website www.healthnet.com/pge 
 

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 
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 Seniority Plus’ 
benefit provisions, claims procedures, provider network, and other rules in detail. If you need additional 
information, including a list of participating network providers, you can contact Seniority Plus directly. 
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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.  

Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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 

Hearing Aids and related expenses 

Covered effective January 1, 2014 

80% for Medically Necessary only; one hearing aid per ear every three 
years 

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 
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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 Express Scripts. 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. 

Last Updated March 26, 2014



Medicare Health Maintenance Organizations (HMOs) 

Benefits Effective January 1, 2013 233 
For retirees and their eligible survivors 

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)  

Website www.healthnet.com/pge 
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Kaiser Senior Advantage — Northern and Southern California 

(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 
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 Kaiser Senior Advantage’s benefit provisions, claims procedures, provider and facility information, and 
other rules in detail. If you need additional information, including a list of participating network providers, you can 
contact Kaiser Senior Advantage directly. 

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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Summary Chart 
This summary chart describes benefits as of January 1, 2013. 

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 and 
infertility services) 

 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 

No charge 

Immunizations and 
Injections  

 Immunizations — no charge 

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

 $3 copay/visit for allergy injections if no office visit; allergy serum not sold 
separately 

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

X-rays and Lab Tests No charge 

Pre-Admission Testing No charge 

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. See plan EOC for limitations and 
exclusions 

Hospice Care Covered under Medicare for members with Medicare Parts A and B when prescribed 
by a plan physician; not covered for 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 
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Provisions Kaiser Permanente Senior Advantage North and South (Medicare Advantage HMO) 

Chiropractic Care $10 copay/visit; preauthorization required; self-referral not allowed 

Hearing Aids and 
related expenses 

Covered effective 
January 1, 2014 

100% up to a flat dollar allowance of $1,000 or 80% of the total cost—whichever is 
greater—for Medically Necessary only; one per ear every three years 

Acupuncture $10 copay/visit; preauthorization required; self-referral not allowed 

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 Express Scripts. 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 

 

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 Kaiser Permanente 
Senior Advantage 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. 
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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. May use ValueOptions 
for detoxification. 

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

 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  

Website my.kp.org/ca/pge 
 

HMO (Medicare) Claims, Appeals and Complaints 

Eligibility & Participation 
For information about claims and appeals regarding your eligibility to participate in the PG&E Medical Plan for 
Retirees and Surviving Dependents Plan or to make election changes to your coverage under the Plan, see “If 
Eligibility Is Denied” in the Health Care Participation section. 
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Claims 

When a Claim Must be Filed 
If you are a member of an HMO you must submit a request for payment of benefits for all services you receive 
from a non-HMO provider. Typically, HMOs only cover services provided by HMO providers. You will need to file a 
claim for any services, such as services provided during a medical emergency, provided by a non-HMO provider. 

You should refer to your Evidence of Coverage or contact your HMO for specific instructions about what 
information you must supply and when it must be supplied. The time requirements for submitting a request vary 
by HMO. If you do not provide the information within the required time period, benefits for that health service may 
be denied or reduced, at the HMO’s discretion. 

Time Frames for Responding to Claims  
Each HMO has specific procedures for addressing claims and appeals. The HMO may also require you to respond 
within specific time frames. The time frames for responding to claims depends on whether the claim is urgent 
(requiring approval prior to receiving medical care where a delay of treatment could seriously jeopardize life or 
health) or when the claim is — post service (after the service has been provided), pre-service (before service has 
been provided) or concurrent care (for extending ongoing treatment previously approved for a specific time period 
or number of treatments). 

Appeals 
If you have been denied a claim or believe you have been denied a benefit to which you may be entitled under an 
HMO’s plan, you must go through the appeals steps provided by your HMO. You should refer to your EOC or call 
your HMO at the phone number listed on your ID card or the phone number listed in the summary of benefits 
chart for specific instructions on how and where to file an appeal. Be sure to follow these procedures carefully. 

After you have initiated an appeal, in accordance with the steps outlined in your HMO’s Evidence of Coverage 
(EOC), the HMO must respond to you within the prescribed time frames. The response you receive from your HMO 
will outline further steps available to you should your appeal be denied. 

Because HMOs are not self-insured by the Company, HMO members do not have legal recourse to formally 
appeal to the Company after they have gone through all the appeals steps provided by the HMO. Although you 
should always feel free to bring issues relating to an HMO’s service or quality of care to the Company’s attention, 
the Company does not review formal appeals for benefits provided by HMOs. 

For issues relating to eligibility or participation in an HMO, please refer to the Health Care Participation section. 

Complaints 
If you have any complaints or issues with your HMO, please call the California Department of Managed Health 
Care’s (DMHC) HMO Help Center at: 

888-HMO-2219  
TDD: 877-688-9891 

or visit the DMCH website at www.dmhc.ca.gov 

If your health problem is urgent, or if you already filed a complaint and are not satisfied with your health plan’s 
decision, contact the HMO Help Center at the Department of Managed Health Care (DMHC). An urgent problem is 
a serious threat to your health. You can also file a complaint with the HMO Help Center if your HMO does not 
make a decision within 30 days. 

The HMO Help Center will assist you with your complaint. They will also provide you with an Independent Medical 
Review (IMR), if you qualify. 
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Filing a Complaint 

You may file a complaint with the DMCH HMO Help Center if: 

 Your problem is urgent and waiting to finish your health plan’s complaint (grievance) process will be a serious 
risk to your health.  

 You have not received a decision from your health plan within 30 days, or within 3 days if your problem is 
urgent.  

 You are not satisfied with your health plan’s decision.  

How to File a Complaint 

To file an urgent complaint, call the HMO Help Center.  

To file a complaint that is not urgent, visit the DHMC website and fill out and mail a Complaint Form. 

There is no charge for your call. The HMO Help Center is open 24 hours a day, 7 days a week and can provide help 
in many languages. You may also email your complaint/problem by using the special contact form on the CMHC 
website. 
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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 and 
substance abuse programs for many of the medical plans (see “How Benefits 
Are Provided” on page 244 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 V (Diagnostic and Statistical Manual, Fifth 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 
the ValueOptions 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 V, 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. 

In This Section See Page 
Eligibility .......................................................................................................................................... 243 
How Benefits Are Provided .............................................................................................................. 244 

For NAP Members........................................................................................................................ 247 
Coinsurance and Copayments for NAP Members .................................................................... 247 
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What the Program Covers for NAP Members .......................................................................... 249 

For CAP Members ........................................................................................................................ 252 
Deductibles and Limits for CAP Members............................................................................... 252 
Coinsurance and Copayments for CAP Members .................................................................... 252 
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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. 

If you’re enrolled in the HSA Medical Plan All mental health benefits are provided directly by 
Anthem Blue Cross. See separate HSA booklet for 
details. 

If you’re enrolled in any HMO other than Kaiser 
Permanente Senior Advantage 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). 

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; otherwise, no coverage is provided. 
Coverage begins on the same date as your medical 
plan coverage. 

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

All mental health, including structured outpatient or 
partial hospitalization, and outpatient substance abuse 
care treatment is provided directly through Kaiser 
Permanente. Coverage begins on the same date as 
your medical plan coverage. 

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; 
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). 

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; 
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 

Autism Applied Behavior Analysis (ABA) 

Fully covered; requires authorization by plan. 

Applied Behavioral Analysis (ABA) is a type of 
treatment for autism that emphasizes behavioral 
training and management through positive 
reinforcement, self-help, and social skills training. ABA 
is used to help improve behavior, communication, and 
overall function. ABA for the treatment of autism is 
fully covered under both administrators. 

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. 
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If you are enrolled in either Kaiser Permanente EPO – North or South or Kaiser 
Permanente Senior Advantage North and South 
Treatment  Benefits Provided by 

Inpatient Mental Health 

Outpatient Mental Health 

Kaiser Permanente EPO or Kaiser Permanente Senior 
Advantage HMO 

Medically Necessary Detoxification, Inpatient and 
Residential Level of Substance Abuse 

Administered by ValueOptions 

Medically Necessary Detoxification Substance Abuse 
Outpatient 

Kaiser Permanente EPO or Kaiser Permanente Senior 
Advantage 

Structured Outpatient, Partial Hospitalization and 
Outpatient Substance Abuse 

Kaiser Permanente EPO or Kaiser Permanente Senior 
Advantage HMO 

Autism Applied Behavior Analysis (ABA) 

Fully covered; requires authorization by plan. 

Applied Behavioral Analysis (ABA) is a type of 
treatment for autism that emphasizes behavioral 
training and management through positive 
reinforcement, self-help, and social skills training. ABA 
is used to help improve behavior, communication, and 
overall function. ABA for the treatment of autism is 
fully covered under both administrators. 

Administered by ValueOptions or Kaiser Permanente 

 

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 

Medically Necessary Detoxification, Inpatient and 
Alternate Levels of Substance Abuse 

Outpatient Substance Abuse 

ValueOptions 

Autism Applied Behavior Analysis (ABA) 

Fully covered; requires authorization by plan. 

Applied Behavioral Analysis (ABA) is a type of 
treatment for autism that emphasizes behavioral 
training and management through positive 
reinforcement, self-help, and social skills training. ABA 
is used to help improve behavior, communication, and 
overall function. ABA for the treatment of autism is 
fully covered under both administrators. 

Administered by 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 

Medically Necessary Detoxification, Inpatient and 
Alternate Levels of Substance Abuse  

Outpatient Substance Abuse 

ValueOptions or separately by Health Net Seniority Plus 

Autism Applied Behavior Analysis (ABA) 

Fully covered; requires authorization by plan. 

Applied Behavioral Analysis (ABA) is a type of 
treatment for autism that emphasizes behavioral 
training and management through positive 
reinforcement, self-help, and social skills training. ABA 
is used to help improve behavior, communication, and 
overall function. ABA for the treatment of autism is 
fully covered under both administrators. 

Administered by ValueOptions 

 

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.  
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For NAP Members 
ValueOptions (VO) is the 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. 

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 

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 

Autism Applied Behavior Analysis 
(ABA) 

Applied Behavioral Analysis (ABA) 
is a type of treatment for autism 
that emphasizes behavioral 
training and management through 
positive reinforcement, self-help, 
and social skills training. ABA is 
used to help improve behavior, 
communication, and overall 
function. ABA for the treatment of 
autism is fully covered under both 
administrators. 

Fully Covered 

Requires authorization by plan 

* 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 249. 

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. 
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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) 

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 

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 

Autism Applied Behavior 
Analysis (ABA) 

Applied Behavioral Analysis 
(ABA) is a type of treatment 
for autism that emphasizes 
behavioral training and 
management through positive 
reinforcement, self-help, and 
social skills training. ABA is 
used to help improve behavior, 
communication, and overall 
function. ABA for the 
treatment of autism is fully 
covered under both 
administrators. 

Fully Covered 

 Requires authorization by plan 

* Inpatient care and Alternate Levels of Care (medically necessary detoxification, 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 259. 
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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 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, call 800-562-3588 to speak with a ValueOptions (VO) care manager who will coordinate your case. 

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 258. 

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’ website for PG&E members at 
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. 
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 (VO)” on page 261. 

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 ValueOptions. 
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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, medically necessary (medical detoxification may be covered under your Company-sponsored 
medical plan). 

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 259); and 

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

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. 

Alternate 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. 

Substance Abuse Treatment 

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

Inpatient 

For inpatient substance abuse treatment, 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. 
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Alternate Levels of Care 

For network substance abuse 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 

For outpatient substance abuse treatment, 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.  

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 259), 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 V). 

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. 

Substance Abuse Treatment 

Your substance abuse 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); 
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 your treatment plan is medically necessary (see “Medically Necessary” on page 259), as verified by VO 
throughout your treatment; and 

 your primary diagnosis is an alcohol or drug dependency condition. 

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

For covered outpatient substance abuse 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 substance abuse 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. 

For CAP Members 
ValueOptions (VO) is the 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.) 

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 254. 
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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 

Autism Applied Behavior Analysis (ABA) 

Applied Behavioral Analysis (ABA) is a type of 
treatment for autism that emphasizes behavioral 
training and management through positive 
reinforcement, self-help, and social skills 
training. ABA is used to help improve behavior, 
communication, and overall function. ABA for 
the treatment of autism is fully covered under 
both administrators. 

Fully Covered 

Requires authorization by plan 

* Inpatient care and Alternate Levels of Care (medically necessary detoxification, 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 259. 

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

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’ website for PG&E members at 
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. 
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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 
(VO)” on page 261. 

For more information on medical management and the authorization process, see “Medical Management and 
Authorization Programs” on page 258. 

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 ValueOptions. 

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

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, medically necessary (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 259); 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 V). 

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. 
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Alternate 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. 

Alternate Levels of Care 

For substance abuse 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. 

For HMO and Kaiser EPO Members 
All mental health treatment for HMO or EPO members is provided 
through the members’ plan. ValueOptions (VO) is the Claims 
Administrator for inpatient and outpatient substance abuse care 
coverage for HMO members, except for those enrolled in Kaiser 
Permanente Senior Advantage, who receive outpatient substance abuse 
care directly through Kaiser Permanente. Kaiser EPO members also 
receive outpatient substance abuse treatment directly through Kaiser. 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. 

Deductibles and Limits for HMO and Kaiser 
EPO Members 
The plan limits and deductibles (if any) for mental health and substance abuse care for HMO and EPO members 
are the same as the 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 
Non-Medicare HMOs and the Kaiser EPO or the Medicare Health Maintenance Organization (HMO) section. For 
details provided by the Kaiser EPO plan, refer to your Kaiser EPO SPD. 

HMO Benefits 

For the HMOs: This document, together 
with the EOC you receive from your 
HMO when you enroll, any updates to 
the EOC you receive from your HMO, 
the Open Enrollment communications 
material you receive from the Company 
on an annual basis, and any summaries 
of material modifications, constitute your 
summary plan description for your HMO 
benefits. In case of conflict between any 
documents and the EOC, the EOC is 
the binding document between the HMO 
and its members, and the EOC will 
govern. 
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Coinsurance and Copayments for HMO and Kaiser EPO Members 
The following chart summarizes your substance abuse care benefits if you are enrolled in an HMO or the Kaiser 
EPO. (Note the outpatient substance abuse care exception for Kaiser Permanente EPO and Kaiser Permanente 
Senior Advantage members). All benefits are based on Eligible Expenses. See “Eligible Expenses” under “What 
the Program Covers for HMO and Kaiser EPO Members” on page 257. For HMO members, all mental health 
benefits are provided through the respective plan. 

Provision Substance Abuse Care Benefits 
(ValueOptions-Administered Benefits, Care coordinated through 
ValueOptions) 

Outpatient Substance Abuse Care Requires authorization by ValueOptions 

 $10 copay per visit (individual) after deductible 

 $5 copay per visit (group)after deductible 

 No visit limit 

Inpatient Substance Abuse Care 
and Alternate levels of Care 

(Medically necessary detoxification, 
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 
Substance Abuse Program — not the benefits that are provided by the various HMOs. 

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. For details on the benefits provided by the Kaiser EOP plan, refer to your Kaiser 
SPD. 

How the Program Works for HMO and Kaiser EPO Members 
For all HMO and EPO members, any outpatient substance abuse care benefits provided through ValueOptions are 
available only when you obtain authorization from ValueOptions. 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. 

To obtain authorization and receive benefits, call 800-562-3588 to speak with a ValueOptions (VO) care manager 
who will coordinate your case. 

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’ website for PG&E members at 
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. 
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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 258. 

What the Program Covers for HMO and Kaiser EPO 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 ValueOptions. 

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

Benefits 
Substance abuse care expenses covered under the Program include: 

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

 Alternate Levels of Care 

 Partial hospitalization, 

 Residential programs 

 Intensive and structured outpatient treatment, 

 Inpatient hospitalization; and 

 Detoxification, medically necessary (medical detoxification may be covered under your Company-sponsored 
medical plan). 

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 259) 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 or EPO members are provided through the plan — 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. For details on the benefits provided by the Kaiser EPO, refer to your Kaiser EPO Summary Plan 
Description. To receive benefits that are provided through your HMO or EPO, you must go through the processes 
of your HMO or EPO. 

Substance Abuse 

If you are eligible to receive benefits for any outpatient substance abuse treatment through this Program, you 
must obtain authorization from ValueOptions. 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 Senior Advantage members, HMO members are eligible for substance 
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abuse treatment through ValueOptions. Members enrolled in Health Net Seniority Plus also have the option of 
seeking care through Health Net Seniority Plus. Kaiser Permanente EPO and Kaiser Permanente Senior 
Advantage members receive any outpatient care and medical detoxification services through their plan, 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 substance abuse 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 substance abuse 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 substance abuse 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 EPO and Kaiser Permanente Senior Advantage members receive outpatient care 
through Kaiser — not through ValueOptions. Members of Health Net Seniority Plus have the option of receiving 
outpatient substance abuse treatment through ValueOptions of directly through their HMO. 

Autism Applied Behavior Analysis (ABA) 

Applied Behavioral Analysis (ABA) is a type of treatment for autism that emphasizes behavioral training and 
management through positive reinforcement, self-help, and social skills training. ABA is used to help improve 
behavior, communication, and overall function. ABA for the treatment of autism is fully covered under both 
administrators. The ABA benefit is fully covered and requires authorization by plan. 

For Members of All Medical Plans 
The provisions described in this subsection apply to NAP, CAP, the Kaiser EPO and all of the HMOs. 

Medical Management and Authorization Programs 
Benefits are provided only for medically necessary and appropriate services. (See “Medically Necessary” on 
page 259.) 

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. 

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. 

Further, for those enrolled in the NAP or CAP, failure to obtain authorization 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 Substance Abuse treatment as well as to care provided by either network or non-network providers. 
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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. 

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 or substance abuse. 

 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 and substance abuse 
treatment professionals or is deemed to be experimental. 

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

Last Updated March 26, 2014



Mental Health and Substance Abuse Coverage 

260 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

 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 V. 

 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 or the Kaiser EPO plan. 

 Outpatient substance abuse and detoxification if enrolled in Kaiser Permanente EPO 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.). 

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 
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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 for more 
information on coordination of benefits. 

Claims and Appeals Process for ValueOptions (VO) 
Note: For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and 
Electric Company Health Care Plan for Retirees and Surviving Dependents 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 and CAP 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 415-972-7077 or toll-free at 800-700-0057. 

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. 

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. 
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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. 

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. 
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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 (VO)” on page 261. 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 415-972-7077 or toll-free at 800-700-0057. 

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. 
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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 
415-972-7077 or toll-free at 800-700-0057. 
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Prescription Drug Coverage 
This section describes the Prescription Drug Plan which is offered to retirees 
and their dependents who are enrolled in a Company-sponsored self-insured 
medical plan administered by Anthem Blue Cross, including the Network 
Access Plan (NAP), the Comprehensive Access Plan (CAP), the Retiree 
Optional Plan (ROP) and the Medicare Supplemental Plan (MSP). 
This Plan, administered by Express Scripts, Inc., provides retail and mail-order prescription drug coverage. The 
benefits of this Plan do not coordinate with any of the benefits administered by Anthem Blue Cross. 

HMO Participants 
Retirees and their dependents who are enrolled in a Health Maintenance Organization (HMO) Plan receive retail 
and mail-order prescription drug coverage directly through their plan rather than through Express Scripts. For 
more information about one of these other plans, contact that plan’s member services department directly. 
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Plan Benefits 
The following chart provides a summary of outpatient drug coverage administered by Express Scripts. 

 Prescription Drug Benefits 
for NAP and CAP Members 
(Administered by Express 
Scripts) 

Prescription Drug Benefits 
for ROP Members 
(Administered by Express 
Scripts) 

Prescription Drug Benefits 
for MSP Members 
(Administered by Express 
Scripts) 

Retail Drug 
Purchases 

First three 30-day fills of 
maintenance drugs and all 
30-day fills of non-
maintenance drugs: 

At participating pharmacy: 

  85% for generic 

 75% for brand 

At non-participating 
pharmacy: 

 80% for generic 

 70% for brand 

You pay extra 5% 
coinsurance for 4th refill 
and beyond of maintenance 
drugs 

Generic Incentive Provision 
applies* 

 60% after deductible at 
any retail pharmacy. 

After deductible, plan pays 
75% of eligible expenses 
not covered by Medicare. 

Generic Incentive Provision 
applies. 

Express Scripts Mail-
Order Pharmacy 

90% for generic drugs and 
80% for brand-name drugs, 
up to a 90-day supply. 

Generic Incentive Provision 
applies. 

100% for drugs on Express 
Scripts’ Low-Cost Generic 
List 

All Other Drugs: 70% after 
deductible for a 90-day 
supply. 

100% for drugs on Express 
Scripts’ Low-Cost Generic 
List 

All Other Drugs: 80% after 
deductible for a 90-day 
supply.  

Generic Incentive Provision 
applies. 

Generic Incentive 
Provision 

Member is responsible for 
paying the difference 
between the price of a 
generic drug and a 
brand-name drug, plus 
coinsurance, if purchasing a 
brand-name drug when a 
generic version is available. 
Please note that any 
generic-brand price 
differential you pay is a 
non-covered expense and, 
thus, does not count 
towards your deductible or 
annual out-of-pocket 
maximum.  

Member is responsible for 
paying the difference 
between the price of a 
generic drug and a 
brand-name drug, plus 
coinsurance, if purchasing a 
brand-name drug when a 
generic version is available. 
Please note that any 
generic-brand price 
differential you pay is a 
non-covered expense and, 
thus, does not count 
towards your deductible or 
annual out-of-pocket 
maximum. 

Member is responsible for 
paying the difference 
between the price of a 
generic drug and a brand-
name drug, plus 
coinsurance, if purchasing a 
brand-name drug when a 
generic version is available. 
Please note that any 
generic-brand price 
differential you pay is a 
non-covered expense and, 
thus, does not count 
towards your annual out-of-
pocket maximum. 
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 Prescription Drug Benefits 
for NAP and CAP Members 
(Administered by Express 
Scripts) 

Prescription Drug Benefits 
for ROP Members 
(Administered by Express 
Scripts) 

Prescription Drug Benefits 
for MSP Members 
(Administered by Express 
Scripts) 

Deductible No deductible.  $200/person for retail 
and mail-order 
combined 

 No family maximum 

 $100/person for retail 
and mail-order 
combined (but separate 
from medical plan 
deductible) 

 No family maximum 

Annual Out-of-Pocket 
Maximum 

 $500 per person, 
$1,000 per family. 

 Out-of-pocket maximum 
covers both retail drug 
plan and mail-order drug 
plan. Non-covered 
expenses, such as 
generic-brand price 
differentials and other 
penalties, are not 
eligible expenses and, 
thus, will not count 
toward your deductible 
or out-of-pocket 
maximum, nor will 
these expenses be 
covered by the Plan 
after your annual out-of-
pocket maximum is 
met. 

 For retail and mail-order 
combined (but separate 
from medical plan out-
of-pocket maximum):  

 $1,500/person 

 No more than 
$3,000/family 

 None 

Lifetime Maximum None None Lifetime limit of 
$10,000/person; up to 
$1,000 restored each year 
(does not apply to drugs 
purchased before 2004) 

Infertility, Sexual 
Dysfunction and 
Memory 
Enhancement Drugs 

 You pay 50% for both 
retail and mail-order 
plans, unless medically 
necessary. 

 Medically necessary 
drugs are covered at 
standard 
reimbursement rates. 

 Generic Incentive 
Provision applies. 

Plan pays 50% after 
deductible 

 Covered only to treat 
serious medical 
conditions. 

 

Express Scripts has negotiated rates with many retail pharmacies. Benefits for prescription drugs purchased at 
these pharmacies are paid based on these negotiated rates. The pharmacies that Express Scripts has negotiated 
with are called “participating” pharmacies. To receive the greatest benefit on retail prescriptions, participating 
pharmacies should be used. A directory of participating pharmacies can be obtained by calling Express Scripts 
Member Services at 800-718-6590 or by visiting Express Scripts’ website at www.express-scripts.com. You also 
can use Express Scripts’ mail-order program for your maintenance drugs. 
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Manufacturer rebates are earned upon participant purchase of certain prescription drugs. The value of these 
rebates is based on the contract that Pacific Gas and Electric Company, as Plan sponsor, has with Express 
Scripts. These rebates are received from Express Scripts approximately six months after the purchase of a drug 
and are deposited back into the trust holding the plan assets for retirees or employees on long-term disability or 
back to the company for active employees. The cost of the Plan is reduced by the value of the rebates. 

Generic Incentive Provision 
For all prescription drug purchases, whether at a retail drug store or through mail-order, members will be 
responsible for paying the difference between the price of a generic prescription drug and a brand-name 
prescription drug, plus coinsurance, if purchasing a brand-name drug when a generic is available. (The difference 
in cost between the brand-name drug and the generic drug does not apply toward your annual out-of-pocket 
maximum.) Here’s an example of how the “Generic Incentive Provision” works: 

Example of a brand-name purchase versus a generic purchase: 

Al purchases a 30-day supply of Mevacor, a brand-name prescription drug, at the local pharmacy. He chooses not 
to use the generic alternative, Lovastatin. 

 GENERIC  BRAND-NAME 

Drug Name and Price  Lovastatin ($24.04) Mevacor ($79.10) 

Coinsurance $3.61 

(15% of $24.04) 

$19.78 

(25% of $79.10) 

Price difference between brand-name and generic Not applicable $55.06 

($79.10 - $24.04) 

Member’s Total Cost $3.61 $74.84 

($19.78 + $55.06) 

Extra cost for member to purchase brand-name drug  $71.23 

($74.84 - $3.61) 
 

If Al had elected to use the generic alternative, Lovastatin, his coinsurance would have been 15% of the $24.04 
price tag of the generic drug, or $3.61. However, because he chooses to purchase the brand-name drug (Mevacor) 
when a generic is available, his coinsurance will be 25% of the higher price for the brand-name drug, or $19.78. 
In addition to this coinsurance amount, he must pay the full difference in price between the brand name and 
generic ($79.10 - $24.04 = $55.06). In total, Al must pay $74.84 for the brand-name prescription (coinsurance 
amount of $19.78 plus the brand-generic price difference of $55.06). By purchasing the generic version, Al could 
have saved $71.23. (Please note that prices shown in this example are for purposes of illustration. Actual prices 
may vary.) 

Certain brand-name drugs will not be subject to the “pay the difference” penalty. These brand-name drugs are on 
Express Scripts’ Narrow Therapeutic List which changes from time to time. In addition, if no generic version exists 
for a brand-name drug, the penalty will not apply. Only the 25% brand coinsurance will apply to the purchase of 
these brand-name prescription drugs. Your participating pharmacy has Express Scripts’ Narrow Therapeutic List 
and will charge you the correct coinsurance amount. 

Eligibility 
Retirees and their Eligible Dependents who are enrolled in one of the self-insured medical plans administered by 
Anthem Blue Cross are eligible for the Prescription Drug Plan administered by Express Scripts, Inc. 

Retirees and their Eligible Dependents who are enrolled in a Health Maintenance Organization (HMO) Plan are not 
eligible for the Prescription Drug Plan described in this section. HMO members receive retail and mail-order 
prescription drug coverage directly through their medical plan. For more information regarding your plan’s 
prescription drug coverage, contact the plan’s member services department directly. 
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How the Plan Works 

Retail Pharmacy Service 
The Retail Pharmacy Service, managed by Express Scripts, helps you pay for retail prescription drugs — that is, 
drugs that you purchase at local pharmacies. You have coverage under the Retail Pharmacy Service only if you 
are enrolled in a medical plan administered by Anthem Blue Cross. 

When you enroll in one of the self-insured plans administered by Anthem Blue Cross, you are issued a member 
identification card by Express Scripts. Go to any participating pharmacy (such as CVS, Rite Aid, Walgreens, 
Raley’s or a number of independent pharmacies), present your card identifying you as an Express Scripts 
member, and pay the appropriate coinsurance. You may also go to a non-participating pharmacy; however, you 
will be responsible for paying the entire cost of the prescription upfront and then filing a claim form for 
reimbursement. It is likely that a non-participating pharmacy will charge more than the pre-negotiated rates of a 
participating pharmacy. Reimbursement is based on the amount a participating pharmacy would have charged, 
minus the coinsurance amount. You may call 800-718-6590 or go to www.express-scripts.com to verify pharmacy 
participation. 

Maintenance drugs (i.e., those you use on an ongoing basis) purchased at a participating retail pharmacy will be 
reimbursed for up to three 30-day supplies at 85% for generic drugs and 75% for brand-name drugs. However, for 
retail refills of maintenance drugs beyond 90 days, the reimbursement rate for drug purchases at participating 
pharmacies will be 80% for generic and 70% for brand-name drugs. For example, members will be reimbursed at 
85% for an initial 30-day supply of a generic maintenance drug as well as for two 30-day generic refills at a 
participating retail pharmacy. If the member requests a fourth prescription of a maintenance drug at a 
participating retail pharmacy, the reimbursement rate will drop to 80% because the 90-day supply limit for 
maintenance drugs will have been exceeded. Therefore, it is suggested that members use the Express Scripts’ 
mail-order pharmacy service for refills of maintenance drugs beyond a 90-day supply. 

 Ask your physician for two separate prescriptions: one prescription for a 30-day supply (to be filled at your 
local retail pharmacy) and one prescription for a 90-day supply (to be filled through Express Scripts’ mail-order 
pharmacy). 

 Have your 30-day prescription filled immediately at your retail pharmacy. About two weeks later (after you 
have used up half of your 30-day supply and have decided to continue taking this particular prescription drug), 
submit your 90-day prescription to Express Scripts’ mail-order pharmacy. This will allow a 14-day turn-around 
for your mail-order prescription to be delivered to your home. Express Scripts will not issue your 90-day supply 
if you send your order in any sooner than this because it will still be too early to fill the prescription. 

When Claim Forms Are Required 
You will need to pay the full cost of your prescription and file a claim form for reimbursement if you: 

 purchase drugs at a non-participating pharmacy; 

 do not present your Express Scripts identification card when purchasing drugs at a participating pharmacy; or 

 have other prescription drug coverage which pays first before Express Scripts and you want Express Scripts to 
pay second on any claim remainder. This is called a Coordination of Benefits or “COB” claim; see “If You Have 
Other Coverage” in the Health Care Participation section. 

A member may obtain prescription drugs from participating pharmacies without using their membership card 
and then seek reimbursement from Express Scripts by submitting a claim form. However, the member’s 
reimbursement in such cases will be limited to the cost for the drug negotiated by Express Scripts and the 
pharmacy. Any additional amounts charged to the member by the pharmacy will be the member’s responsibility. 

To obtain a claim form, call Express Scripts Member Services at 800-718-6590 or visit Express Scripts’ website at 
www.express-scripts.com. If you are a first-time visitor to www.express-scripts.com, take a minute to register. 
Please remember to have your member ID number and a recent prescription number handy. 
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Express Scripts Mail-Order Pharmacy 
The Express Scripts mail-order pharmacy is available to retirees and their Eligible Dependents who are enrolled in 
any of the PG&E-sponsored medical plans administered by Anthem Blue Cross. 

This program enables you to purchase your maintenance medications, often at a savings, while having them 
delivered directly to your home via U.S. mail. “Maintenance” medications are those drugs that you take on a long-
term or an on-going basis — in other words, those drugs that you know you’ll need and can order in advance. 
Some examples of conditions for which maintenance medications are prescribed are high blood pressure, high 
cholesterol, heart disorders, diabetes, arthritis and stomach ulcers. 

How the Express Scripts Mail-Order Pharmacy Service Works 
With Express Scripts’ mail-order pharmacy, you may obtain up to a 90-day supply of medication for each 
prescription. You pay 10% of the cost for each prescription filled with generic drugs, and 20% for those filled with 
brand-name drugs. If you elect to use a brand-name drug when a generic drug is available, you will be responsible 
for paying the difference between the price of the generic drug and the brand-name drug, plus coinsurance, as 
described under Generic Incentive Provision. 

Patient Profile 

When you order from the Express Scripts mail-order pharmacy for the first time, you will need to complete the 
last portion of the initial order form, which is a Health Assessment Questionnaire. Complete this form and mail it, 
along with your original prescription, in an envelope addressed to: 

Express Scripts, Inc. 
P.O. Box 747000 
Cincinnati, Ohio 45274-7000 

The mail-order form, which includes the Health Assessment Questionnaire, and mail-order envelopes are 
available by calling Express Scripts Member Services at 800-718-6590. You may also download the form by 
accessing Express Scripts’ website at www.express-scripts.com. 

The purpose of the Health Assessment Questionnaire is to alert the pharmacists who are filling your prescriptions 
of any allergies or medical conditions that might be affected by the prescriptions you are ordering, in an effort to 
prevent any potentially harmful drug reactions. All information in the Health Assessment Questionnaire is 
confidential. 

Paying Your Coinsurance 

You can request that Express Scripts bill you for your coinsurance, up to $100, or you can instruct Express Scripts 
to bill your credit card or debit card (e.g., VISA, MasterCard, etc.). Alternatively, you can submit payment in 
advance. To do so, you will need to call Express Scripts to find out the amount of your coinsurance. Then send 
your personal check or money order, along with your original prescription, when you send in your order. 

Obtaining Your Medications 

Express Scripts will mail your medications directly to your home. You will receive your medication within 14 days 
from the date on which Express Scripts receives your order. If you need your prescription sooner, just let Express 
Scripts know and, for an extra charge, your prescription will be sent via UPS or Federal Express. 

Whenever possible, your prescription will be filled with a generic drug that meets the same standards as the 
brand name, unless your physician specifies otherwise. 

Express Scripts’ specialty pharmacy, Accredo Health Group, handles complex conditions such as anemia, 
hepatitis C, multiple sclerosis, asthma, growth hormone deficiency, and rheumatoid arthritis, which are treated 
with specialty medications. Specialty medications are typically injectable medications administered either by 
yourself or by a health care professional, and often require special handling. In addition, Express Scripts partners 
with Liberty Medical to fulfill prescription requests for certain drugs and supplies covered by Medicare Part B. For 
more information about Accredo or Liberty Medical, please call Express Scripts Member Services at 
800-718-6590. 
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Ordering Your Refills 

You can order your refills by mail or by calling Express Scripts directly at 800-718-6590, 24 hours a day, seven 
days a week, except Thanksgiving and Christmas. For refills by mail, send the refill slip provided with your last 
mail-order prescription, along with your copayment, to Express Scripts, Inc., P.O. Box 747000, Cincinnati, Ohio 
45274-7000. You may also order your refills online using Express Scripts’ website at www.express-scripts.com. 
You can also check on the status of your refill online. 

When Your Current Prescription Expires 

Prescriptions expire one year from the date of issue, regardless of whether you have any refills left. You may mail 
your new prescription to Express Scripts, Inc., P.O. Box 747000, Cincinnati, Ohio 45274-7000. You may also have 
your physician fax your new prescription to Express Scripts. Ask your doctor to call 888-327-9791 for instructions. 

What the Plan Covers 
Covered expenses under the Prescription Drug Plan consist of drugs and 
medicines approved by the Food and Drug Administration for general 
use by the public that require a written prescription by a physician and 
that are dispensed by a licensed pharmacist, physician, or hospital for 
take-home purposes. Eligible drugs and medicines include: 

 Drugs that require a prescription, except those specifically excluded 
under What The Plan Does Not Cover; 

 Compound drugs that contain at least one prescription drug; 

 Insulin, including hypodermic needles and syringes when insulin is also purchased; 

 Over-the-counter diabetic supplies, including items used for daily blood and urine sample testing (except 
diabetic monitors); 

 Retin-A for patients through age 25 (over age 25 when medically necessary); 

 Vitamins that require a prescription; 

 Attention Deficit Disorder drugs (e.g., Methylphenidate, Dextroamphetamine, Methamphetamine, 
Dextroamphetamine/Amphetamine); 

 Smoking deterrents that require a prescription (e.g., Habitrol, Nicoderm, and Prostep anti-smoking patches); 

 Anorexiants with prior authorization; and 

 50% coverage for fertility, oral contraceptive, sexual dysfunction, and memory enhancement drugs, unless 
these drugs are specifically authorized by your physician as medically necessary. Medically necessary drugs 
are covered at standard reimbursement rates. 

Medically Necessary 
The Prescription Drug Plan only covers services and supplies that are Medically Necessary. For the purpose of this 
Plan, Medically Necessary services and supplies are those provided by a hospital, physician or other provider that: 
(i) have been established as safe and effective; (ii) are furnished in accordance with generally accepted 
professional standards to treat illness or injury, and are in accordance with the accepted standards of medical 
practice in the geographic area where the services are provided; (iii) are consistent with the symptoms and 
diagnosis or treatment of the illness, injury or condition; (iv) are furnished at the most appropriate level that can 
be provided safely and effectively to the patient; and (v) are not furnished primarily for the convenience of the 
patient, the attending physician or other provider. Medically Necessary prescriptions will be paid at the standard 
level or rate of coverage. 

Is It Covered? 

If you are not sure if a particular drug is 
covered, contact Express Scripts at 
800-718-6590. There are some 
prescriptions that require prior 
authorization. 
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How New Prescription Drugs Are Added 
The Prescription Drug Plan covers all prescription drugs approved by the Food and Drug Administration (FDA), as 
long as they are used in the FDA-approved manner and are used in accordance with manufacturers’ usage 
guidelines. Coverage for new prescription drugs will begin upon FDA approval. 

What the Plan Does Not Cover 
No benefit will be provided for any expense incurred for the following drugs, medicines, substances or supplies 
rendered, unless specifically listed as a benefit under What the Plan Covers. Ineligible drugs, medicines, 
substances and supplies include: 

 Drugs, medicines, substances or supplies that are not Medically Necessary (see “Medically Necessary” in 
“What the Plan Covers” on page 271); 

 Experimental and investigational drugs; 

 Experimental or investigational drugs are not covered under the Prescription Drug Plan. These drugs are 
typically new products that are still being tested by the FDA and have not been approved for general 
distribution under the standard prescription process. Further, drugs that are limited by federal law to 
investigational use and that are labeled as such are not covered. A drug may also be considered 
experimental if prescribed for an indication or at a dosage that is not an accepted use based on published 
reports in standard drug publications such as the American Hospital Formulary Service Drug Information 
and the United States Pharmacopeia Dispensing Information. 

 Drugs or supplies that may be dispensed without a prescription; 

 Medications not used in accordance with the FDA’s approval specifications; 

 Inpatient medications (i.e., drugs dispensed or used while you are a patient in a licensed hospital, rest home, 
sanitarium, extended care facility, skilled nursing facility, convalescent home, nursing home, or similar 
institution); 

 Retin-A (unless prescribed for medical treatment other than anti-aging or for individuals under age 26); 

 Smoking deterrents other than those listed under What the Plan Covers; 

 Allergy serums; 

 Therapeutic devices or appliances; 

 Drugs prescribed solely for cosmetic purposes (e.g., Renova) or to promote or stimulate hair growth (e.g., 
Rogaine); 

 Immunization agents and vaccines; 

 Biologicals, blood, or blood plasma; 

 Charges for the administration or injection of a drug; 

 Any prescription refill in excess of the number specified by the physician, or any refill after one year from the 
date of the physician’s original order; 

 Medications to which you are entitled under any Workers’ Compensation or occupational disease law; 

 Medication furnished by any other drug or medical service for which no charge is made to the participant; and 

 Any drug for which benefits are paid under another Company-sponsored health plan or benefit program. 

For further details, see “Reductions/Exclusions for Duplicate Coverage” under “If You Have Other Coverage” in the 
Health Care Participation section. 
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Coordination of Benefits 
If you are covered by another plan that has prescription drug coverage that is primary to this Plan (see “If You 
Have Other Coverage” in the Health Care Participation section), you will need to fill out an Express Scripts 
Coordination of Benefits/Direct Claim Form in order to receive any benefit, if eligible, from Express Scripts. The 
form is available by calling Express Scripts Member Services at 800-718-6590. 

You must submit a separate claim form for each pharmacy used and for each patient. You will need to attach 
documentation to the completed form. The documentation required depends on what plan is primary, as follows: 

 If the primary plan is another health plan, you must attach the claim statement, or Explanation of Benefits, 
which you received from the primary plan to the completed Express Scripts form. 

 If the primary plan is an HMO or another plan in which a co-payment or coinsurance is paid at the pharmacy, 
you will need to attach receipts that clearly show the amounts you paid at the pharmacy. 

 If the primary plan is another Express Scripts mail-order plan, you will need to attach either the prescription 
receipt or the statement of benefits you received from Express Scripts’ mail-order pharmacy. 

Complete instructions are included on the Express Scripts Coordination of Benefits/Direct Claim Form. 

Claims and Appeals 
For information about claims and appeals regarding your eligibility to participate in The Pacific Gas and Electric 
Company Health Care Plan for Retirees and Surviving Dependents or to make election changes to your coverage 
under the Plan, see the Health Care Participation section. 

Claims and Inquiries 
Express Scripts is the Claims Administrator for the Prescription Drug Plan. Under this Plan, a network of retail 
pharmacies is available as well as mail-order prescription drug coverage. When you go to a participating retail 
pharmacy, simply present your identification card and pay the appropriate coinsurance. 

If you use a non-participating pharmacy, you will be responsible for paying the full cost of the prescription to the 
pharmacist, and then filing a claim for reimbursement. Claim forms are available by calling Express Scripts at 
800-718-6590 or at Express Scripts’ website at www.express-scripts.com. 

In accordance with federal law, all claims for prescription drugs, except controlled substances, must be made 
within twelve months of the date on which the prescription was written by the physician. If you do not file a claim 
within this timeframe, your claim will be denied. Federal law also requires that all claims for controlled 
substances must be made within six months of the date on which the prescription was written by the physician. 

If you have an issue or complaint regarding your prescription drug benefits, you should first address your concerns 
with Express Scripts within 60 days after the issue or complaint arises. Many problems, complaints, and potential 
claim issues can be resolved informally. You can address these informal complaints by phoning Express Scripts at 
800-718-6590. Express Scripts may ask you to provide additional information or ask your physician to do so, or 
may try to clarify any information already provided. Express Scripts will research your issue and respond to you on 
its findings either in writing or by telephone within 15 days for prescriptions that have not been filled, and within 
30 days for prescriptions that have already been filled and paid for. 

Appeals 

Pre-Service Denials — Non-Urgent 
If a pharmacist will not fill your prescription and your situation is not urgent, it is recommended that you first try 
to resolve the situation informally as previously described. However, if you are not satisfied with the initial 
resolution or you believe that you have received some type of adverse benefit determination that is preventing 
you from filling a prescription, you or your authorized representative (such as your physician) can appeal the 
benefit denial/determination in writing within 180 days of receipt of the denial or adverse determination. Your 
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appeal must be in writing and must include the following information: your name, member ID, phone number, the 
prescription drug for which benefit coverage has been denied, and any additional information that may be 
relevant to your appeal. The appeal should be sent to: 

Express Scripts, Inc. 
Attention: Appeals 
P.O. Box 631850 
Irving, Texas 75063-0030 

A decision notice will be mailed to you within 15 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 to review your appeal. 

If you are not satisfied with Express Scripts’ 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 must submit the 
appeal in writing to Express Scripts’ address. A decision will be made regarding your request and will be sent to 
you within 15 days of Express Scripts’ receipt of the request. A qualified individual who was not involved in the 
review of your original appeal will review your appeal. If, at this point, your appeal is denied, you can initiate 
PG&E’s Voluntary Review Process or you can bring a civil action under Section 502(a) of the Employee 
Retirement Income Security Act of 1974 (“ERISA”). 

Pre-Service Appeal — Urgent 
If a pharmacist will not fill your prescription as desired and your situation is urgent, you may request an expedited 
review by calling Express Scripts at 800-753-2851. In cases of an appeal for coverage involving urgent care, you 
will be notified of the benefit determination within 72 hours of Express Scripts’ receipt of the appeal. 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. You or your physician may submit an 
urgent appeal by phone or in writing. If the appeal does not contain sufficient information to determine whether 
benefits are covered, you will be notified of the missing information within 24 hours of Express Scripts’ receipt of 
your appeal. You will then have 48 hours to provide the missing information to Express Scripts and will be notified 
by phone or in writing of Express Scripts’ decision within 48 hours of receipt of the information. All written 
appeals must be sent to: 

Express Scripts, Inc. 
Attention: Appeals 
P.O. Box 631850  
Irving, Texas 75063-0030 

If, at this point, your appeal is denied, you can initiate PG&E’s Voluntary Review Process or you have the right to 
bring a civil action under Section 502(a) of ERISA. 

Post-Service Appeals 
If you paid for your prescription and believe that your level of coverage was incorrect, you can try to resolve this 
issue informally, as described previously under Claims and Inquiries. If this approach is unsatisfactory, you or an 
authorized representative, such as your physician, may appeal the decision in writing within 180 days of your 
receipt of the claim processing determination (e.g., pharmacy receipt). Your appeal must be in writing and must 
include the following information: your name, member ID, phone number, the prescription drug for which the 
level of coverage appears incorrect, and any additional information that may be relevant to your appeal. The 
appeal should be sent to: 

Express Scripts, Inc. 
Attention: Appeals 
P.O. Box 631850 
Irving, Texas 75063-0030 
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A decision notice will be mailed to you within 30 days of Express Scripts’ 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 Express 
Scripts used to review your appeal. 

If you are not satisfied with the decision, you have 90 days from the date of your receipt of the notice to request a 
second-level of appeal. To initiate a second-level of appeal, you must submit the appeal in writing to Express 
Scripts’ address. A qualified individual who was not involved in the review of your original appeal will review your 
second appeal. A decision will be made regarding your request and will be sent to you within 30 days of Express 
Scripts’ receipt of your appeal. Express Scripts’ decisions are based only on whether or not a benefit is covered by 
the Plan. 

If at this point your appeal is denied, you can initiate PG&E’s Voluntary Review Process or you can bring a civil 
action under Section 502(a) of ERISA. 

PG&E’s Voluntary Review Process 
If you are not satisfied with the claims and appeals process completed with Express Scripts, 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 receipt 
of the final decision from Express Scripts 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 415-972-7077 or toll-free at 800-700-0057. 

Send your appeal to: 

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

The Benefits Department will review your appeal and make a decision within 60 days of the date on which the 
appeal is received (non-receipt of the HIPAA Authorization 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. 

Step 2 
If your appeal is denied, you may then request a second-level review by the Employee Benefit Appeals Committee 
(EBAC). To do so, you must submit a new appeal in writing within 60 days of the date on which you received the 
Step One denial. Your appeal should state the reason(s) for your appeal and should include all relevant 
documentation and information that supports your appeal. Unless there are special circumstances where an 
extension of up to an additional 90 days may be required, you shall receive the EBAC’s decision within 90 days of 
the EBAC’s receipt of the appeal. 

Last Updated March 26, 2014



Prescription Drug Coverage 

276 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

Send your appeal to: 

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

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

 the specific reason(s) for the denial; 

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

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

 a statement of your right to bring a civil action under section 502(a) of ERISA. 
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Postretirement Life and Accident 
Insurance Plans 
Life Insurance 
When you end your employment at or after age 55 (“retire”), the full 
amount of your pre-retirement employee supplemental life insurance 
coverage remains in effect for 31 days. After 31 days, the Company 
provides continued Postretirement Life Insurance coverage. 

Postretirement life insurance coverage is provided under the Pacific Gas 
and Electric Company Postretirement Life Insurance Plan. 

Accidental Death & Dismemberment Insurance 
(Depending on Your Prior Job Level) 
If you are covered for $250,000 of Company-paid Basic Accidental 
Death & Dismemberment insurance (AD&D) immediately before you 
end your employment at or after age 55 (“retire”), upon retirement you 
may elect Postretirement Accidental Death & Dismemberment 
Insurance (AD&D) coverage for: 

 yourself, and  

 your legally married spouse or registered domestic partner.  

Otherwise, all Accidental Death & Dismemberment insurance cancels at retirement. Postretirement AD&D 
coverage is provided under the Pacific Gas and Electric Company Group Life Insurance Plan. 

Claims Administrators and Insurers 
Metropolitan Life Insurance Company (MetLife) is both the Claims Administrator and insurer of the life and AD&D 
insurance benefits. 

Additional Information 
In addition to the information in this section, there is also important information about your benefits in other 
parts of this Handbook. Be sure to review the About This Handbook section, the Benefits at a Glance section, the 
What to Do… section, and the Rules, Regulations & Administrative Information section. 

 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
of PG&E Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees meet the 
eligibility requirements of the plans or 
programs. 
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Plan Documents and Administration 
The plan document for The Pacific Gas and Electric Company Postretirement Life Insurance Plan, the terms of 
this Summary of Benefits Handbook which pertain to the Postretirement Life Insurance Plan, the documents 
which are Summaries of Material Modifications to the Postretirement Life Insurance Plan, and the applicable life 
insurance policy govern the operation of the Postretirement Life Insurance Plan and comprise the Plan 
document. If a conflict exists between these plan documents and any other communications or documents, the 
plan documents shall govern the operation of the Postretirement Life Insurance Plan  

The Employee Benefit Committee of PG&E Corporation is the Plan Administrator of the Postretirement Life 
Insurance Plan and has the discretionary authority to interpret and construe the terms of the plan documents, to 
resolve any conflicts or discrepancies between documents and to establish rules which are necessary or desirable 
for the administration of the Plan. Notwithstanding the foregoing, the insurer has the authority to construe and 
interpret the terms of the life insurance policy, the certificate of insurance or other similar documents which 
describe the terms and conditions of the life insurance policy. Nothing in the plan documents or any other 
communication or document is intended to provide any individual with a substantive right to life insurance 
benefits that is not provided for in the life insurance policy. 
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Life Insurance 
The basic amount of Postretirement Life Insurance coverage for Union-Represented employees who retire is 
$8,000. For Management and Administrative & Technical (A&T) Employees, the amount of your Postretirement 
Life Insurance coverage depends upon when you were hired or promoted into a Management or A&T position and 
how many years of credited service you had when you retired. 

 Management and A&T employees who were hired or promoted into a Management or A&T position prior to 
January 1, 1986, and who retired with 15 or more years of credited service—Coverage is equal to the last 12 
months of base salary prior to retirement. If your Postretirement Life Insurance benefit exceeds $50,000, you 
may elect to limit your coverage to $50,000 in order to avoid paying imputed income tax (see “Imputed 
Income from Your Life Insurance Coverage” on page 279). 

 Management and A&T employees who were hired or promoted into a Management or A&T position on or after 
January 1, 1986, and who retired with 15 or more years of credited service—Coverage is equal to the lesser of 
your last 12 months of base salary prior to retirement to a maximum of $50,000. 

 Management and A&T employees who retired with less than 15 years of credited service—your Postretirement 
Life Insurance amount is $8,000. 

Service 
For active employees of PG&E Corporation on or after April 1, 2007 – service, for the purposes of eligibility and 
amount of benefit, will be based on your original date of hire with PG&E Corporation and combined Utility and 
Corporation service. (Service with a designated subsidiary of PG&E Corporation will be considered as well as 
service credited under the Retirement Plan break in service rules.) 

Eligibility, Enrollment, and Cost 
You are eligible for Postretirement Life Insurance coverage if you end your employment at or after age 55 
(“retire”) and you participated in the Company’s Group Life Insurance Plan immediately before retirement. The 
amount of coverage depends on your active employee status and when you retire.  

Enrollment 
You do not need to enroll for coverage. Coverage is automatic if you meet the eligibility requirements.  

Cost of Coverage 
The Company pays the full cost for your Postretirement Life Insurance coverage.  

Imputed Income from Your Life Insurance Coverage 
The value of your postretirement life insurance over $50,000 (as determined by IRS tables) is includible as 
additional income on your 1099-R as imputed income. This “imputed income” is based on your age and rates set 
by the IRS. Imputed income is calculated each month and is automatically included in the wages shown on your 
retirement pay statement as well as your annual 1099-R form.  

The formula for calculating imputed income is as follows: 

(Total Amount of Coverage - 
$50,000)/$1,000 

× Monthly rate from IRC Section 79 
Table for retiree’s age 

= Monthly Imputed Income 
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Here’s an example of how imputed income is calculated: 

A 73-year-old retiree has Postretirement Life Insurance coverage in the amount of $88,000. Therefore, he/she 
must pay imputed income tax on the value of his/her life insurance in excess of $50,000, or $38,000 ($88,000 
minus $50,000). 

In this example, the calculation would be as follows: 

($88,000 - $50,000)/$1,000 × $2.06 = $78.28 per month  

This retiree will have approximately $939 in imputed income reported on his/her annual 1099-R form.  
 

How Your Benefit Is Paid 
Postretirement life insurance benefits are typically paid to your beneficiary in a single payment. Installment 
payments may be available. For information on installment payments, call Metropolitan Life Insurance Company 
at 888-878-8490. 

Your Beneficiary 
Your beneficiary is the person or persons to whom a benefit will be paid 
in the event of your death. Your beneficiary can be anyone you choose, 
and you can name more than one beneficiary. In addition, you may 
name a trust, charity or estate. 

If a benefit is payable to a minor, the benefits may be paid to a Court 
Appointed Guardian of Person and Property of the Minor’s Estate, or 
deposited into a MetLife interest-bearing account that becomes 
accessible to the minor when the minor reaches age 18. Before naming a minor as your beneficiary, we suggest 
that you consult with your legal advisor. 

Designating or Changing Your Beneficiary 

To change or review your beneficiary designations, you can visit Metropolitan Life MyBenefits website at 
mybenefits.metlife.com/pg&e. 

If you have any questions or need online assistance, contact Metropolitan Life Insurance Company at 
888-878-8490, or click on the “Contact a Life Benefits Specialist” link to send an email to Metropolitan Life 
Insurance Company’s Life recordkeeping unit.  

If you do not have access to the Internet, you can contact Metropolitan Life Insurance Company by phone at their 
toll-free number, and request a paper beneficiary form to be sent to you for completion. 

It is important that you always keep your beneficiary designations up to date. This is your responsibility. You may 
change your beneficiary designations at any time. Beneficiary designations and changes are effective on the date 
they are accepted by Metropolitan Life’s MyBenefits Beneficiary Management website. Paper designations and 
changes are effective on the date you sign the notice. Any beneficiary designation or change will not affect any 
payment Metropolitan Life Insurance Company makes or actions it takes before the notice of designation or 
change is submitted and processed.  

Death of a Beneficiary 

A person’s rights as a beneficiary end if that person dies: 

 before your death occurs; or 

 at the same time your death occurs; or 

 within 24 hours of your death. 

The share for that person will be divided among the surviving persons you have named as beneficiary, unless you 
have chosen otherwise.  

More than One Beneficiary 

If you designate more than one person 
as your beneficiary, each will share in 
the benefits equally, unless you have 
designated specific percentages for 
each beneficiary. 
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No Beneficiary at Your Death 
If no beneficiary should survive you, your benefit will be paid to the first survivor(s) in this order: 

 your spouse (includes registered domestic partner); 

 your children (does not include step-children); 

 your parents; or 

 your brothers and sisters (including half-brothers and half-sisters). 

If there are no survivors as listed above, payment will be made to your estate. 

Accelerated Benefit Option (ABO) 
An early cash payment option, called the Accelerated Benefit Option (ABO), is included under the Postretirement 
Life Insurance Plan. This cash payment option allows a retiree who is terminally ill and death is expected within 
six months or less to receive a portion of his or her life insurance coverage. You must have at least $10,000 in life 
insurance coverage to qualify for this option.  

The following points briefly outline some of the provisions of the Accelerated Benefit Option (ABO): 

 Benefits provide a cash payout of up to 50% of life insurance coverage. 

 This is a one-time election option. 

 The maximum cash payout is $250,000. 

 The balance of life insurance coverage is “frozen” and paid out to the designated beneficiary at the time of the 
retiree’s death. 

 The “frozen” coverage may be eligible for a cash payout through a viatical assignment option. 

 All decisions made by Metropolitan Life Insurance Company to grant or deny this benefit are final. 

 Exclusions:  

 You are not eligible for the ABO if you have assigned your life insurance coverage (see “Assignment of 
Benefits” on page 281 for additional information), or 

 The amount of your benefit is less than $10,000. 

For further information about the ABO option, please call Metropolitan Life Insurance Company at 888-878-8490. 

Assignment of Benefits 
You have the right to assign your life insurance benefits to someone else as a gift or as a viatical assignment, but 
only when a viatical assignment is allowed by state law. This means you can transfer or assign all rights, title, 
interest and ownership, both for the present and future which includes: 

 the right to make any contributions required to keep the benefits in force, 

 the privilege of obtaining an individual policy of life insurance (conversion), and  

 the right to designate or change the beneficiary designation. 

Assignment of benefits is a complicated financial and legal matter. If you are considering an assignment, please 
contact Metropolitan Life Insurance Company at 888-878-8490 for additional information. 
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Viatical Assignment 
An option for terminally ill retirees is to sell their life insurance for cash to viatical settlement companies that buy 
life insurance policies. Viatical settlement companies offer different levels of cash payment options and the 
criteria for qualifying varies from one company to another. You must contact a viatical settlement company 
directly to obtain information regarding its program options. 

For further information about the viatical option, please call Metropolitan Life Insurance Company at 
888-878-8490. 

When Coverage Ends 
Your Postretirement Life Insurance coverage ends if the Pacific Gas and Electric Company Postretirement Life 
Insurance Plan is terminated by the Company or the carrier.  

Converting Your Supplemental and Dependent Life Insurance Coverage 
to an Individual Policy 
When you retire from the Company, you have the option of converting your lost Supplemental Group Life 
Insurance Plan coverage and any Dependent Life Insurance Plan coverage(s) to an individual insurance policy 
within 31 days after your coverage ended, without having to furnish evidence of good health. This option is called 
the “conversion privilege.” 

If elected, the new policy became effective immediately upon approval by Metropolitan Life Insurance Company, 
as long as you paid the first premium.  

If you did not apply to convert your life insurance to an individual policy within the 31-day window, you are no 
longer entitled to this conversion privilege.  

There is no conversion privilege for accidental death and dismemberment (AD&D) insurance. 

Claims and Appeals 
Metropolitan Life Insurance Company is the Claims Administrator. To report a death and file a claim for benefits 
under the Postretirement Life Insurance Plan for life insurance benefits, you or your beneficiary should contact 
Metropolitan Life Insurance Company at 888-878-8490 to request a claim form. You or your beneficiary should 
also contact the HR Service Center to notify the Company of your loss or death. You or your beneficiary must 
follow the instructions on the claim form carefully and answer all questions completely to help expedite the 
processing of your claim. The completed claim form and any other required materials should be returned to the 
address on the form.  

Metropolitan Life Insurance Company is solely responsible for determining whether the life benefit is payable at 
the initial claim level and at the appeal level. If you have been denied a benefit, you may submit an appeal to 
Metropolitan Life Insurance Company. The procedures governing initial claims and appeals are further described 
in this section. 

Determinations relating to eligibility under the Postretirement Life Insurance Plan are made by Metropolitan Life 
Insurance Company at the initial claim level and by the Employee Benefit Appeals Committee (EBAC) at the 
appeal level. If you have been denied benefits based on length of service, status, or membership in the 
Postretirement Life Insurance Plan by Metropolitan Life Insurance Company, you may submit an appeal. The 
procedures governing length of service, status, or membership claims and appeals are further described in this 
section. 

You may bring an action under section 502(a) of ERISA only after you have exhausted all levels of review on 
appeal. 
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Claims Relating to a Benefit 
If your initial claim relating to the payment or denial of a Postretirement Life Insurance Plan benefit has been 
denied by Metropolitan Life Insurance Company Insurance Company, you will receive written notice of the denial 
within 90 days of receipt of the initial claim unless, due to special circumstances, an additional 90 days is 
required. Such notification will include: 

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

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

 a description of any additional material or information necessary from a participant or beneficiary to perfect 
the claim and an explanation of why such material or information is necessary; 

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

 a statement of the participant’s or beneficiary’s right to bring a civil action under section 502(a) of ERISA 
following an adverse benefit determination on review. 

Appeals 
If your initial claim relating to the payment or denial of a benefit has been denied by Metropolitan Life Insurance 
Company, you may submit a written appeal to Metropolitan Life Insurance Company. The appeal should be sent 
to Group Insurance Claims Review at the address of the Metropolitan Life Insurance Company office which 
processed your claim. Your appeal to Metropolitan Life Insurance Company must be received within 60 days of 
your receipt of notice that your claim has been denied by Metropolitan Life Insurance Company. 

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

If Metropolitan Life Insurance Company denies your appeal, you will receive a written response which will include: 

 the specific reason(s) for the denial; 

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

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

 an explanation of any voluntary appeal procedures offered by the Plan and your right to obtain information 
about such procedures; and 

 a statement of your right to bring an action under section 502(a) of ERISA. 

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

You may bring an action under section 502(a) of ERISA only after you have exhausted all levels of review on 
appeal.  

Claims Relating to Eligibility 
If you have a claim relating to your length of service, status, or membership in the Postretirement Life Insurance 
Plan that has been denied by Metropolitan Life Insurance Company, you will receive written notice of the denial 
within 90 days of receipt of the initial claim unless, due to special circumstances, an additional 90 days is 
required. Such notification will include: 

 the specific reason(s) for the denial of the claim; 
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 a reference to the Plan provision(s) which apply to the denial; 

 a description of any additional material or information necessary for a participant or beneficiary to perfect the 
claim and an explanation of why such material or information is necessary; 

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

 a statement of the participant’s or beneficiary’s right to bring a civil action under section 502(a) of ERISA 
following an adverse benefit determination on review.  

Appeals 
If you are not satisfied with Metropolitan Life Insurance Company’s decision regarding your length of service, 
status or membership in the Plan, you may submit a written appeal to the Employee Benefit Appeals Committee 
(EBAC).  

Send your appeal to: 

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

Your appeal to EBAC must be received within 90 days of your receipt of the denial of your claim by Metropolitan 
Life Insurance Company. 

No special form or format is required in submitting a written appeal; you may submit written comments, 
documents, records and other information relating to your claim. You may also request, free of charge, access to, 
or copies of, all documents, records and other information relevant to your claim for benefits. The review of your 
appeal will take into account all comments, documents, records and other information submitted by you relating 
to your claim, without regard to whether such information was submitted or considered at the initial benefit 
determination. Please note, however, that it is the obligation of EBAC to administer the Plan fairly, consistently, 
and in accordance with the provisions of the Plan. 

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

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

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

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

 an explanation of any voluntary appeal procedures and your right to obtain information about such 
procedures; and 

 a statement of your right to bring an action under section 502(a) of ERISA. 

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

You may bring an action under section 502(a) of ERISA only after you have exhausted all levels of review on 
appeal. 
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Accidental Death & Dismemberment 
Insurance 
If you were covered for $250,000 of Company-paid Basic Accidental Death & Dismemberment Insurance, you 
may elect Postretirement AD&D coverage for yourself in the amount of $125,000 or $250,000. 

If you elect coverage for yourself, you may also elect coverage for your spouse or registered domestic partner in 
increments of $25,000 up to a maximum of $125,000. 

Eligibility, Enrollment, and Cost 
You are eligible to elect Postretirement AD&D coverage if: 

 you ended your employment at or after age 55 (“retired”), and  

 you were enrolled in Basic AD&D coverage of $250,000 under the Company’s Group Life Insurance Plan 
immediately before retirement.  

Enrollment and Changes 
If eligible, you must elect Postretirement AD&D coverage for yourself and your eligible spouse or registered 
domestic partner at the time of your retirement. If coverage is not elected upon retirement, no further 
Postretirement AD&D coverage will be available. 

Following retirement, a retiree who has already elected coverage may elect or change coverage for a spouse or 
registered domestic partner during a scheduled open enrollment period. Elections and changes go into effect on 
the first day of the year following the open enrollment period.  

Cost of Coverage 
You pay the full cost for your Postretirement AD&D Insurance coverage.  

How Your Benefit Is Paid 
Postretirement AD&D benefits are paid for covered losses if: 

 You are injured in an accident that happens when your Postretirement AD&D coverage is in effect, or  

 Your covered dependent is injured in an accident that happens when Postretirement AD&D coverage is in 
effect for them; and 

 The accident is the sole cause of injury, and that injury is the sole cause of the covered loss, and 

 The covered loss occurs not more than 12 months after the date of the accident. 
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The amount of Postretirement AD&D benefit payment is based on the level of coverage you elect and the type of 
loss that results from an accident, as follows: 

Covered Loss Benefit Amount 

Life Full Amount 

One Hand 

One Foot 

One-half of the Full Amount 

More than one of the above in any one accident Full amount 

The thumb and index finger of the same hand One quarter of the Full Amount 

Beneficiary Designation 
There is not a separate beneficiary designation form for your AD&D coverage. You are automatically the 
beneficiary for any loss sustained by your covered spouse or domestic partner and any other covered loss you 
sustain other than death. The beneficiary you designate will receive benefits paid as a result of the loss of your 
life. If you have questions or would like to request a Designation of Beneficiary Form, you may contact 
Metropolitan Life Insurance Company at 888-878-8490 and a form will be sent to you for completion. You can 
also complete an on-line form at mybenefits.metlife.com/pg&e. 

It is important that you always keep your beneficiary designations up to date. This is your responsibility. You may 
change your beneficiary designations at any time. Paper designations and changes are effective on the date you 
sign the form. Any beneficiary designation or change will not affect any payment Metropolitan Life Insurance 
Company makes or actions it takes before the notice of designation or change is received and processed. 

Death of a Beneficiary 
A person’s rights as a beneficiary end if that person dies: 

 before your death occurs; or 

 at the same time your death occurs; or 

 within 24 hours of your death. 

The share for that person will be divided among the surviving persons you have named as beneficiary, unless you 
have chosen otherwise.  

No Beneficiary at Your Death 
If no beneficiary should survive you, your benefit will be paid to the first survivor(s) in this order: 

 your spouse (includes registered domestic partner); 

 your children (does not include step-children); 

 your parents; or 

 your brothers and sisters (including half-brothers and half-sisters). 

If there are no survivors as listed above, payment will be made to your estate. 

Claims and Appeals 
Metropolitan Life Insurance Company is the Claims Administrator. To report a covered loss and file a claim for 
benefits under the Group Life Insurance Plan for AD&D insurance benefits, you or your beneficiary should contact 
Metropolitan Life Insurance Company at 888-878-8490 to request a claim form. You or your beneficiary should 
also contact the HR Service Center to notify the Company of your loss or death. You or your beneficiary must 
follow the instructions on the claim form carefully and answer all questions completely to help expedite the 
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processing of your claim. The completed claim form and any other required materials should be returned to the 
address on the form.  

Metropolitan Life Insurance Company is solely responsible for determining whether the Postretirement AD&D 
benefit is payable at the initial claim level and at the appeal level. If you have been denied a benefit, you may 
submit an appeal to Metropolitan Life Insurance Company. The procedures governing initial claims and appeals 
are further described in this section. 

Determinations relating to eligibility for Accidental Death and Dismemberment Insurance under the Group Life 
Insurance Plan are made by Metropolitan Life Insurance Company at the initial claim level and by the Employee 
Benefit Appeals Committee (EBAC) at the appeal level. If you have been denied benefits based service, status, or 
membership in the Group Life Insurance Plan by Metropolitan Life Insurance Company, you may submit an 
appeal. The procedures governing service, status, or membership claims and appeals are further described in this 
section. 

Claims Relating to a Benefit 
If your initial claim relating to the payment or denial of a Group Life Insurance Plan benefit has been denied by 
Metropolitan Life Insurance Company Insurance Company, you will receive written notice of the denial within 90 
days of receipt of the initial claim unless, due to special circumstances, an additional 90 days is required. Such 
notification will include: 

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

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

 a description of any additional material or information necessary from a participant or beneficiary to perfect 
the claim and an explanation of why such material or information is necessary; 

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

 a statement of the participant’s or beneficiary’s right to bring a civil action under section 502(a) of ERISA 
following an adverse benefit determination on review. 

Appeals 
If your initial claim relating to the payment or denial of a benefit has been denied by Metropolitan Life Insurance 
Company, you may submit a written appeal to Metropolitan Life Insurance Company. The appeal should be sent 
to Group Insurance Claims Review at the address of the Metropolitan Life Insurance Company office which 
processed your claim. Your appeal to Metropolitan Life Insurance Company must be received within 60 days of 
your receipt of notice that your claim has been denied by Metropolitan Life Insurance Company. 

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

If Metropolitan Life Insurance Company denies your appeal, you will receive a written response which will include: 

 the specific reason(s) for the denial; 

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

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

 an explanation of any voluntary appeal procedures offered by the Plan and your right to obtain information 
about such procedures; and 

 a statement of your right to bring an action under section 502(a) of ERISA. 
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You will receive a final ruling from Metropolitan Life Insurance Company within 60 days of Metropolitan Life 
Insurance Company’s receipt of your appeal unless, due to special circumstances, Metropolitan Life Insurance 
Company requires additional time to respond, up to another 60 days. 

You may bring an action under section 502(a) of ERISA only after you have exhausted all levels of review on 
appeal. 

Claims Relating to Eligibility 
If you have a claim relating to your service, status, or membership in the Group Life Insurance Plan for Accidental 
Death and Dismemberment Insurance that has been denied by Metropolitan Life Insurance Company, you will 
receive written notice of the denial within 90 days of receipt of the initial claim unless, due to special 
circumstances, an additional 90 days is required. Such notification will include: 

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

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

 a description of any additional material or information necessary for a participant or beneficiary to perfect the 
claim and an explanation of why such material or information is necessary; 

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

 a statement of the participant’s or beneficiary’s right to bring a civil action under section 502(a) of ERISA 
following an adverse benefit determination on review.  

Appeals 
If you are not satisfied with Metropolitan Life Insurance Company’s decision regarding your service, status or 
membership in the Plan, you may submit a written appeal to the Employee Benefit Appeals Committee (EBAC).  

Send your appeal to: 

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

Your appeal to EBAC must be received within 90 days of your receipt of the denial of your claim by Metropolitan 
Life Insurance Company. 

No special form or format is required in submitting a written appeal; you may submit written comments, 
documents, records and other information relating to your claim. You may also request, free of charge, access to, 
or copies of, all documents, records and other information relevant to your claim for benefits. The review of your 
appeal will take into account all comments, documents, records and other information submitted by you relating 
to your claim, without regard to whether such information was submitted or considered at the initial benefit 
determination. Please note, however, that it is the obligation of EBAC to administer the Plan fairly, consistently, 
and in accordance with the provisions of the Plan. 

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

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

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

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

 an explanation of any voluntary appeal procedures and your right to obtain information about such 
procedures; and 

 a statement of your right to bring an action under section 502(a) of ERISA. 

You will receive a final ruling from EBAC within 60 days of EBAC’s receipt of your appeal unless, due to special 
circumstances, EBAC requires additional time to respond, up to another 60 days. 
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State Legal Notices 
The following notices are supplied based on various statement requirements. The notices are listed in 
alphabetical order by state. 

California Residents 
To obtain additional information, or to make a complaint, contact Metropolitan Life Insurance Company at: 

Metropolitan Life Insurance Company 
200 Park Avenue  
New York, NY 10166 
ATTN: Corporate Consumer Relations Department 

800-275-4638 

If, after contacting Metropolitan Life Insurance Company regarding a complaint, you feel that a satisfactory 
resolution has not been reached, you may file a complaint with the California Department of Insurance: 

California Department of Insurance 
300 South Spring Street 
Los Angeles, CA 90013 

800-927-4357 (within California) 
213-897-8921 (outside California) 

Maryland Residents 
The group life insurance policy providing coverage under this policy was issued in a jurisdiction other than 
Maryland and may not provide all of the benefits required by Maryland law. 

Texas Residents 
To obtain information, or make a complaint, contact Metropolitan Life Insurance Company at 800-638-6420. 

If, after contacting Metropolitan Life Insurance Company regarding a dispute over your premium or a claim, you 
feel that a satisfactory resolution has not been reached, you may file a complaint with the Texas Department of 
Insurance. You may also contact the Texas Department of Insurance to obtain information on companies, 
coverages, and rights. 

Texas Department of Insurance  
P.O. Box 149104 
Austin, TX 78714-9104 
 

800-252-3439 
512-475-1771 (fax) 
Email: ConsumerProtection@tdi.state.tx.us 
www.tdi.state.tx.us 
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Retirement Benefits 
The Company offers three retirement income 
benefit plans that help employees plan and save 
for financial security after retirement. As a retiree 
or a survivor, you may be receiving or entitled to 
receive benefits from one or more of these plans:  
 The Pacific Gas and Electric Company 

Retirement Plan 
 The PG&E Corporation Retirement Savings 

Plan (for Management and Administrative & 
Technical Employees) 

 The PG&E Corporation Retirement Savings Plan for Union Represented 
Employees 

The Retirement Plan (officially known as the Pacific Gas and Electric Company Retirement Plan) is a “defined 
benefit” plan, which means eligible participants receive a fixed pension benefit that is based on a defined 
formula reflecting credited service and pay. The Retirement Plan has two pension benefit formulas: 

 A Final Pay Pension formula that applies to retirees who were participants in the Retirement Plan prior to 
January 1, 2013; and 

 A Cash Balance Pension that applies to retirees who were hired or rehired on or after January 1, 2013, or who 
elected the Cash Balance Pension during the one-time pension choice period offered in 2013.  

Both the Final Pay Pension and the Cash Balance Pension pay a fixed monthly pension benefit in retirement. The 
Cash Balance Pension also allows retirees to elect to receive the benefit in a single lump sum payout. A summary 
of the Retirement Plan is included in this section. 

The Retirement Savings Plans are two separate plans. One is officially known as the PG&E Corporation 
Retirement Savings Plan, which covers Management and Administrative and Technical employees. For union 
represented employees, the Plan is officially known as the PG&E Corporation Retirement Savings Plan for Union 
Represented Employees. Assets from the former Pacific Gas and Electric Company Savings Fund Plan were rolled 
into the respective Plan. These plans are sometimes referred to as 401(k) plans, and are “defined contribution” 
plans. This means that eligible participants receive a benefit based on contributions made to the Plan while 
employed by the Company. A participant’s benefit varies with the amount of personal and Company contributions 
made to the Plan while employed as well as investment gains and losses on these contributions. Employees may 
continue to invest their Retirement Savings Plan account during retirement. To find out more about your 
Retirement Savings Plan benefits, please refer to the Retirement Savings Plan section, or contact Fidelity at 
877-PGE-401K (877-743-4015) or by going to the Fidelity website at www.401k.com. 

The Company also made contributions based on your pay towards your Social Security retirement benefits. These 
contributions were in addition to the deductions for Social Security taxes taken out of your paycheck. 

Additional Information 
In addition to the information in this section, there is also important information about your benefits in other 
parts of this Handbook. Be sure to review the About This Handbook section, the Benefits at a Glance section, the 
What to Do… section, and the Rules, Regulations & Administrative Information section. 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
of PG&E Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees meet the 
eligibility requirements of the plans or 
programs. 

Last Updated March 26, 2014



Retirement Benefits 

292 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

In This Section See Page 
Retirement Plan................................................................................................................................. 294 

Plan Documents and Administration .............................................................................. 294 
If You Are a Current Employee Thinking About Retirement .................................................. 294 
Plan Highlights for Retirees and Survivors .............................................................................. 295 
Pension Checks ......................................................................................................................... 295 

Withholding Requests..................................................................................................... 295 
Change of Address.......................................................................................................... 296 

Payment Options........................................................................................................................... 296 
Married Employees......................................................................................................... 296 
Unmarried Employees .................................................................................................... 297 
Cash Balance Benefits .................................................................................................... 297 

Other Retirement Benefit Provisions ............................................................................................ 298 
Lump Sum Distributions................................................................................................. 298 
Minimum Distributions................................................................................................... 298 
Past Employee Contributions to the Retirement Plan..................................................... 298 

Other Important Plan Information ................................................................................................ 299 
Loss or Reduction of Benefits......................................................................................... 299 
Facility of Payment ......................................................................................................... 299 
In the Case of Divorce .................................................................................................... 300 

Claims and Appeals ...................................................................................................................... 300 
Claims ............................................................................................................................. 300 
Appeals ........................................................................................................................... 300 

The Pension Benefit Guaranty Corporation.................................................................................. 301 
Retirement Savings Plan ................................................................................................................... 303 

Participating in the Plan ................................................................................................................ 303 
Beneficiary Designation............................................................................................................ 303 
Investing.................................................................................................................................... 304 

Tier 1: Target Date Funds ............................................................................................... 304 
Tier 2: Core Funds .......................................................................................................... 305 
Tier 3: Self-Directed Account (Fidelity BrokerageLink) ............................................... 309 

PG&E Corporation Stock Fund Dividends............................................................................... 310 
Dividend Election ........................................................................................................... 310 
Dividend Pass Through................................................................................................... 310 
Voting Rights .................................................................................................................. 310 

Monitoring and Making Changes to Your Investments............................................................ 310 
Fund Transfers and Exchanges ....................................................................................... 311 
Fund Transfers and Exchanges Involving Self-Directed Account Investments ............. 311 
PG&E Corporation Stock Fund Exchanges.................................................................... 312 
Investment and Advisory Services.................................................................................. 312 

Financial Engines®................................................................................................................... 312 
Fidelity Education and Modeling Tools ................................................................................... 314 

Withdrawal Options When You Leave PG&E ............................................................... 314 
Distributions After Your Employment Has Ended................................................................... 315 

Taxes and Penalties......................................................................................................... 315 
Withdrawals of PG&E Corporation Stock...................................................................... 315 

Last Updated March 26, 2014



Retirement Benefits 

Benefits Effective January 1, 2013 293 
For retirees and their eligible survivors 

Rollovers ......................................................................................................................... 316 
Early Distribution Penalties ............................................................................................ 316 

What Happens............................................................................................................................... 317 
If You Leave PG&E or Retire .................................................................................................. 317 

Administrative Fees ........................................................................................................ 317 
Loans............................................................................................................................... 318 

If You Die ................................................................................................................................. 318 
If You Get Divorced ................................................................................................................. 318 
If You Get Rehired.................................................................................................................... 318 

Additional Plan Information ......................................................................................................... 319 
Significant Accounting Policies and Investment Disclosure .................................................... 319 
Fees and Expenses .................................................................................................................... 319 
Plan Administration and the Corporation’s Power and Duties................................................. 320 
Participant Account Activity and Plan Service Provider.......................................................... 320 
Claims and Appeals Procedures................................................................................................ 320 
Borrowing, Pledging, and Assigning Interests in the Plan ....................................................... 321 
Future of the Plan...................................................................................................................... 321 
Qualified Domestic Relations Orders (QDROs)....................................................................... 321 
Facility of Payment ................................................................................................................... 322 

 

 

Last Updated March 26, 2014



Retirement Benefits 

294 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

Retirement Plan 
The Pacific Gas and Electric Company Retirement Plan provides eligible 
participants with a fixed pension benefit that offers a source of steady income 
during their retirement. Your own savings, plus the benefits available to you 
from the Retirement Plan and Social Security, all contribute to your financial 
security in retirement. 

Plan Documents and Administration 
The plan document for The Pacific Gas and Electric Company Retirement Plan contains the detailed provisions of 
the Plan. If a conflict exists between the plan document and the portions of this Summary of Benefit Handbook or 
any other communications or documents, the terms of the plan document shall govern the operation of the Plan. 

The Employee Benefit Committee of PG&E Corporation is the Plan Administrator and has the discretionary 
authority to interpret and construe the terms of the Plan, to resolve any conflicts or discrepancies between 
documents and to establish rules which are necessary or desirable for the administration of the Plan. 

What this Summary Includes 
This summary provides information that is pertinent to pensioners or survivors who are currently in pay status 
(that is, receiving a monthly pension benefit or annuity). Information on how your benefit was calculated at the 
time you retired, the marital/joint pension options that were available to you at the time of your application for 
benefits, and other information useful to employees prior to making their one-time, irrevocable application for 
retirement are not included in this summary. The provisions of the Pacific Gas and Electric Company Retirement 
Plan have changed from time to time. Your benefits were determined at the time you retired or applied for a 
vested annuity, and were based on the specific Pacific Gas and Electric Company Retirement Plan provisions at 
the time of your retirement. Retirees who participated in the Cash Balance Benefit formula under the Plan and 
who elected a lump sum payment of their Cash Balance Benefit under the Plan are not entitled to receive any 
continuing benefits under the Plan (unless they also participated in the Final Pay Pension.) 

If You Are a Current Employee Thinking About Retirement 
You should refer to the current Summary Plan Description (SPD), also commonly referred to as the Summary of 
Benefits Handbook, for your particular employee status (Union-Represented or Management and 
Administrative & Technical) to see a description of current plan provisions. If you cannot locate your current 
employee SPD, you can contact the HR Service Center. 

You have a right to know the amount of your vested benefit in the Retirement Plan. To assist you in determining 
your accrued benefit, you may use the Pension Estimator that is located in the Retirement Plan (Pension) section 
of the PG&E@Work intranet site to calculate your estimated benefit based on information and assumptions that 
you enter. 

You may also request a pension estimate by sending an e-mail to the HR Service Center at 
HRBenefitsQuestions@exchange.pge.com, or you can contact the HR Service Center at 415-972-7077 or toll-free 
at 800-700-0057. If you are seriously considering retirement in the near future, you must notify the HR Service 
Center in writing at least 90 days before your proposed retirement date. 

Pension estimates — whether performed by you or by the HR Service Center — are not binding and are subject to 
final review of payroll and employment data, as well as applicable Plan provisions. If a mistake is made, you will 
be paid the correct amount, even if that amount is less than the estimated amount. 
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Ready to Retire? 
You must request a Retirement Package in writing at least 90 days before the date on which you want to retire. 
Your completed paperwork must be received by the HR Service Center at least 30 days prior to your retirement 
date. If you have questions about initiating your retirement request, you can send an e-mail to the HR Service 
Center at HRBenefitsQuestions@exchange.pge.com, or you can contact the HR Service Center at 415-972-7077 
or toll-free at 800-700-0057. 

Be sure to notify your supervisor of your retirement so your last paycheck will be processed in a timely manner. 

Plan Highlights for Retirees and Survivors 
When you retired, you were eligible to receive a fixed benefit from the Retirement Plan based on your years and 
months of credited service and your pay, as long as you were vested at the time you stopped working. You also 
had the opportunity to elect a pension payment option that would provide continued payments to your spouse or 
another named beneficiary after your death.  

If you earned a Final Pay Pension Benefit, and you left the Company before age 55 with at least five years of 
credited service under the Retirement Plan (or at least ten years of service before 1989), you were vested and 
entitled to begin receiving a monthly pension from the Retirement Plan when you reached age 55. Employees 
who were employed when they reached age 55 became eligible to retire on the first of the month after their 
birthday, or any subsequent month. If you earned a Cash Balance Pension Benefit and you left the Company 
before age 55 with at least three years of credited service under the Retirement Plan, you were vested and 
entitled to receive your Cash Balance Benefit at that time, either as a lump sum or as an actuarially equivalent 
monthly paid pension. 

Any plan participant has the right to defer the start of pension benefits, but you must begin your pension no later 
than April 1 of the calendar year following the year in which you turn age 7012, unless you’re still actively at work. 
Once payment of pension benefits begins, your election to receive pension benefits becomes irrevocable and your 
monthly payments will only stop in the event of your death. 

You are not eligible to earn Retirement Plan benefits for any period of employment as a contract or agency 
worker, or a hiring hall, outage, Temporary Additional or Probationary Intermittent employee. 

Pension Checks 
Your first pension check is payable on the first day of the month of your retirement. In subsequent months, the 
check is payable on the first of each month. If the first of the month falls on a weekend or holiday, your pension 
check will be issued on the first business day of the month. If you do not receive your pension check by the fifth 
working day of the month, contact the Payroll Service Center Helpline at 415-973-3767. 

You may elect to receive a one-time distribution of your entire Cash Balance Pension account at any time 
following retirement or termination of employment. The lump-sum payment is equal to the balance of your cash 
balance account after final pay and interest credits are applied. There is no reduction for early retirement. The 
distribution is taxable and early withdrawal penalties may apply if you take a distribution before retirement age. If 
you roll over your account directly to an IRA or another qualified retirement plan, you will be taxed only when you 
actually receive the money. 

If your bank is a member of the Automated Clearing House, you may elect to have your check deposited directly 
into your bank account. To request a Direct Deposit Authorization form or to change or cancel your direct deposit, 
contact the HR Service Center at 415-972-7077 or toll-free at 800-700-0057 or Payroll Service Center at 
415-973-3767. You can also elect direct deposit through the PG&E Internet portal at https://myportal.pge.com. 

Withholding Requests 
The following can be deducted from your pension check: 

 Federal income tax  

 State income tax 
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 Company medical plan premiums 

 Contributions to the Political Action Committee 

 Campaign for the Community contributions 

 Certain types of garnishments, if applicable to you 

Income Tax Withholding 
You must have forms on file with PG&E Payroll indicating whether you want income taxes withheld from your 
pension checks. Form W-4P, the federal withholding certificate, and Form DE-4P, the state withholding certificate, 
are available from the IRS and the California Employment Development Department, respectively. You may also 
get copies from the HR Service Center or from Payroll. Completed forms should be sent to: 

Accounting Services — Pension Payroll 
Mail Code B6B 
P.O. Box 770000 
San Francisco, CA 94177 

You can also enter or update your tax withholding information through the PG&E Internet portal at 
https://myportal.pge.com. 

Each January, you will receive Form 1099-R, the Statement of Annuities, Pensions or Retired Pay, which indicates 
your total pension payments for the previous year as well as any taxes withheld. If you do not receive this form by 
February 10, notify the Payroll Service Center at 415-973-3767. 

Change of Address 
It is your responsibility to keep PG&E informed of your current address. If you want to change your address, you 
must call the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. You can also update your home 
address through the PG&E Internet portal at https://myportal.pge.com. 

HR Service Center Representatives are available to assist you Monday through Friday, 8:30 a.m. to 4:30 p.m. 
Pacific Standard Time, on regular PG&E business days. 

Payment Options 
At the time you started your pension, you had the option to take a reduced monthly pension in order to provide 
continuing income to either a spouse or to a named beneficiary (or “joint pensioner”) in the event you died before 
your spouse/joint pensioner. Elections for a joint payment option were made on the Application for Retirement. 
The following describes the current joint payment options; the provisions may have been different at the time you 
retired.  

Married Employees 
50% Marital Pension 

If you were married at the time you retired or at the time you began receiving payments from the Retirement 
Plan, federal law required that payment be made as a “50% marital pension” unless you and your spouse elected 
otherwise on the Application for Retirement or the Pension Elections Form. A marital pension provides a monthly 
benefit for your life and continued payments to your spouse equal to one-half of your pension amount if you die 
before your spouse. In the event of your death, the monthly benefit continues to be payable to your spouse for his 
or her lifetime. 

Under a marital pension, your pension benefit was calculated according to the Retirement Plan formula and then 
reduced by an actuarial factor. This reduction is necessary because payments are guaranteed for two people and 
are likely to be paid for a longer period of time. The amount of the reduction was determined by an actuarial 
factor based on your age and the age of your spouse on your pension commencement date.  
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Other Joint Pensions  

Instead of a 50% marital pension, you had the option to elect a joint pension with your spouse of either more 
(75% or 100%) or less (25%). However, if you elected continued payments of less than 50% for your spouse, both 
you and your spouse were required to sign the Application for Retirement, and your spouse’s signature must have 
been witnessed by a Notary Public. Like the 50% marital pension, your pension benefit was calculated according 
to the Retirement Plan formula and then reduced based on the applicable actuarial factor. 

Special Joint Pension (“Pop-Up”) 

If you retired after 1990, you also had the option to elect a “special joint pension” which allowed your reduced 
monthly pension to increase or “pop up” to the full amount, as if you had never elected a joint pension, if your 
joint pensioner dies before you. However, your basic monthly pension benefit amount was further reduced to 
reflect this additional benefit. 

Unreduced Pension 

Alternatively, you may have elected to receive your pension in an unreduced amount and not provide any 
payments to your spouse after your death. This is allowed as long as your spouse consented in writing to this 
election. If you chose to provide no continuing pension for your spouse, both you and your spouse signed the 
Application for Retirement, and your spouse’s signature was witnessed by a Notary Public. 

Non-Spouse Joint Pension 

As a married employee, you also had the option to designate anyone other than your spouse as your “joint 
pensioner.” If you elected this option, both you and your spouse signed the Application for Retirement, and your 
spouse’s signature was witnessed by a Notary Public.  

Your own pension benefit was reduced so that up to 100% of this reduced amount would continue to your joint 
pensioner in the event of your death. The amount your pension was reduced depended on your age and the age 
of your joint pensioner, as well as the percentage of your pension benefit that you elected to be continued to your 
joint pensioner. 

Unmarried Employees 
If you were unmarried at the time you retire or at the time you began receiving payments from the Retirement 
Plan, you automatically received the full amount of your pension, with no provision for continuing payments to a 
survivor, unless you elected otherwise in writing. 

Non-Spouse Joint Pension 

If you were unmarried and wanted to provide a continuing pension to someone in the event of your death, you 
elected a “joint pension.” You had the ability to designate anyone as your “joint pensioner.” Your own pension 
benefit was reduced so that up to 100% of this reduced amount can be continued to your joint pensioner in the 
event of your death. The amount your pension was reduced depended on your age and the age of your joint 
pensioner as of your retirement date, as well as the percentage of your pension benefit that you elected to be 
continued to your joint pensioner. 

Special Joint Pension (“Pop-Up”) 

If you retired after 1990, you also had the opportunity to elect a “special joint pension” which allowed your 
reduced monthly pension to increase or “pop up” to the full amount, as if you had never elected a joint pension, if 
your joint pensioner dies before you. However, your basic monthly pension benefit amount was further reduced to 
reflect this additional benefit. 

Cash Balance Benefits 
If you had a Cash Balance Pension Benefit when you retired, you had the option to elect to receive your Cash 
Balance Benefit in a single lump sum payout or in any of the annuity forms described above.  
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Changing Your Election 
Once your pension payments begin, your elections are irrevocable. For instance, if you are receiving a pension 
benefit and your spouse dies before you do, your pension amount will not be increased unless you elected the 
special joint pension with your spouse. Your joint pension may not be transferred to another person. If you are 
widowed or divorced after you retire and subsequently remarry, you cannot name your new spouse as your joint 
pensioner. 

Other Retirement Benefit Provisions 
Lump Sum Distributions 
If you had a vested benefit from the Retirement Plan and the lump sum present value of your Final Pay pension 
benefit was less than a specified dollar amount (currently $5,000) as of the date you left the Company or retired, 
you had the option to elect to receive a single cash payment shortly after your employment ended or to elect to 
roll over the distribution to a tax-deferred plan.  

If you had a vested Cash Balance Pension benefit, you had the option as of the date you left the Company or 
retired to receive the benefit in a single lump sum payment, or to elect to roll over the distribution to a tax-
deferred plan.  

If you were eligible, you received a written explanation about rollover options prior to receiving your distribution 
from the Retirement Plan. If you elected to roll over your distribution into an IRA, the entire taxable portion of 
your refund was issued in a check made payable to your IRA. You will only be taxed when you withdraw these 
funds from your IRA. 

Minimum Distributions 
Federal law imposes a minimum benefit amount that you must receive each year. This requirement typically 
applies if your first benefit payment begins after age 7012. The purpose of the law is to make sure individuals 
entitled to receive a benefit actually receive it during their lifetime. If you delay the start of your pension, and you 
are subject to the minimum distribution requirements, the Plan Administrator will calculate the amount of your 
benefit that will satisfy the minimum distribution requirement for the Retirement Plan. If you participate in other 
plans, including the PG&E Corporation Retirement Savings Plans or any personal IRAs, the minimum distribution 
requirements for those plans or retirement accounts must be satisfied independently of the requirements for the 
Retirement Plan. 

Past Employee Contributions to the Retirement Plan 
This provision applies only to participants who were employed before 1973. If you made contributions to the 
Retirement Plan and had a vested benefit, you had the option at your retirement or termination of employment to 
withdraw these contributions, plus interest, or leave them in the Retirement Plan. 

 If you left your contributions in the Retirement Plan, you received the full pension to which you were entitled. 

 If you withdrew your contributions, the pension you received was reduced by the actuarial value of the 
contributions withdrawn. 

Please note that although the Retirement Plan rules allowed you to withdraw an amount equal to your 
contributions plus accrued interest, tax laws no longer allow you to consider the portion of the refund equal to 
your contributions as non-taxable. 

Previous tax laws allowed retirees who elected not to withdraw their contributions to receive benefits tax-free 
until the sum of their contributions was returned. However, for those who retired after August 1, 1987, each 
monthly pension benefit contained prorated amounts of both the employee contributions, which have already 
been taxed, and Company contributions which are taxable. In this way, employee contributions are paid back over 
the retiree’s expected lifetime (as actuarially determined). 
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If You DID NOT Withdraw Contributions from the Retirement Plan 

If you did not elect to withdraw your contributions at the time of your retirement and you die before your total 
pension payments equal your contributions plus interest, the following action will be taken: 

 If you elected a marital or joint pension, part of the monthly pension benefit continues to be paid tax-free until 
your spouse/joint pensioner has received the remaining credit for all your after-tax contributions. 

 If you did not elect a marital or joint pension, the remaining balance of your contributions plus interest will be 
paid to your designated beneficiary. 

If the sum of the pension payments you received before you died is greater than your contributions plus interest, 
but you had not yet received the entire tax-free portion of your contributions to the Retirement Plan, your final 
1099-R statement will reflect the remaining nontaxable amount. 

If You Withdrew Your Contributions from the Retirement Plan 

At retirement, you had the option of withdrawing your contributions plus interest for your own use, and you may 
have had the option of rolling your contributions into an Individual Retirement Account (IRA). If you elected to 
withdraw your contributions from the Retirement Plan, your pension benefit was actuarially reduced. 

Although you made your contributions with after-tax dollars, tax laws prohibited you from receiving all of your 
refund tax-free. If you withdrew your contributions for your own use, you were required to pay taxes on your entire 
refund, and in turn, part of your monthly benefit is paid out tax-free until you have received credit for all of your 
after-tax contributions. In the event of your death, any remaining tax-free amount is reported on your final 1099-R 
statement. 

Participants were provided with a written explanation about rollover options for refunded contributions when they 
retired. If contributions were rolled over into an IRA, the entire taxable portion of your refund was issued in a 
check made payable to your IRA. You will only be taxed when you withdraw these funds from your IRA. 

Other Important Plan Information 
In addition to the benefit provisions explained in this summary, there are also a number of administrative matters 
you should know about. Some of these matters are described briefly below. 

Loss or Reduction of Benefits 
There are certain circumstances under which your Retirement Plan benefits may be lost or reduced. These 
circumstances include the following: 

 Employees participating in the Final Pay Pension Benefit who terminate employment with the Company prior 
to age 55 and before earning five years of credited service (or ten years prior to 1989) lose the right to receive 
Retirement Plan benefits. 

 Employees participating in the Cash Balance Pension Benefit who terminate employment with the Company 
prior to age 55 and before earning three years of credited service lose the right to receive Retirement Plan 
benefits. 

 If you elected to receive your Retirement Plan benefits in the form of a basic (unreduced) pension, Retirement 
Plan payments will stop at your death. A continuing pension will not be paid to your spouse or any other 
person after your death. 

 If you contributed to the Retirement Plan before 1973 and withdrew your contributions and interest when your 
employment terminated, any annuity or pension to which you are entitled will be reduced. 

 If you receive a lump sum distribution from the Retirement Plan, you are not entitled to any other benefits 
from the plan (unless you also have a separate final pay benefit also payable to you. 

Facility of Payment 
 After your employment ends, you will receive periodic information regarding your Retirement Plan benefits. It 

is your responsibility to keep PG&E informed of your current address. If you want to change your address, you 
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must call the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. You can also update your 
home address through the PG&E Internet portal at https://myportal.pge.com.  

 If you change your address, PG&E will use best efforts to locate you. In the event that you or your beneficiary 
cannot be located on the latest date that your benefits must begin, or are otherwise due and immediately 
payable under the terms of the Retirement Plan, your benefits will be forfeited and used to reduce the cost of 
the Plan to the Company. If you’re later located, your benefits that were forfeited will be reinstated without 
any earnings or interest adjustment. 

 If you are entitled to any payment under the Retirement Plan, and the Plan Administrator determines that you 
are physically or mentally incompetent and no guardian or conservator has been appointed to receive your 
payment, the Plan Administrator may make payments on your behalf to a third-party to be applied for and on 
behalf of and for your benefit. Payments made on your behalf will completely discharge the Plan’s 
responsibility for the amount of the payment. 

In the Case of Divorce 
Under current California law, certain Company-provided employee benefits which you earned while married are 
community property and, thus, can be divided between you and your ex-spouse by court order in a divorce 
proceeding. 

The Retirement Plan is a pension plan which is governed by the Employee Retirement Income Security Act of 
1974 (ERISA). Under ERISA, Retirement Plan benefits may not be divided between the parties in a divorce except 
through a Qualified Domestic Relations Order (QDRO). 

A QDRO is a judgment, decree or order which relates to the provision of child support, alimony or marital property 
rights to an alternate payee (including a spouse, former spouse, child or other dependents). It creates or 
recognizes the existence of an alternate payee’s rights. The QDRO also assigns to an alternate payee the right to 
receive all or a portion of the benefits payable to a participant under a plan. 

For detailed information regarding how divorce affects your Retirement Plan benefits, or a free sample QDRO and 
QDRO procedures, you can call the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Claims and Appeals 
Claims 
To receive a benefit from the Plan, you generally must complete an Application for Retirement and any additional 
information needed to process your request and withhold taxes. If your request for a benefit is denied, in whole or 
in part, you have the right to appeal that decision. 

Appeals 
To make a formal claim of benefits, you must submit your claim to the Benefits Department within at least 60 
days after your first receive the information on which your claim is based by writing to: 

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

No special form or format is required in submitting a written claim for benefits; you may submit written 
comments, documents, records, and other information relating to your claim. You may also request, free of 
charge, access to, or copies of, all documents, records, and other information relevant to your claim for benefits. 
The review will take into account all comments, documents, records, and other information submitted by you 
relating to your claim, without regard to whether such information was submitted or considered at the initial 
benefit determination. Please note, however, that it is the obligation of the Benefits Department to administer 
the Plan fairly, consistently, and in accordance with the provisions of the Plan. 
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If the Benefits Department denies your claim, you will receive written notice of the denial within 90 days of 
receipt of the initial claim unless, due to special circumstances, an additional 90 days is required. Such 
notification will set forth: 

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

 a reference to the Plan provisions which apply to the denial; 

 a description of any additional material or information necessary for a participant or beneficiary to perfect the 
claim and an explanation of why such material or information is necessary; 

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

 a statement of the participant’s or beneficiary’s right to bring a civil action under section 502(a) of ERISA 
following an adverse benefit determination on review, and after exhausting your administrative remedies 
under the Plan. 

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

Send your appeal to:  

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

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

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

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

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

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

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

The administrative remedies described in this section must be exhausted before any legal action can be taken by 
a claimant. If a claimant timely exhausts all levels of appeal available to the claimant under the Plan’s claims 
procedures (including appeals to both the Plan Administrator and the EBAC), any permissible legal action under 
ERISA section 502(a) must be initiated within the applicable statute of limitations. The review procedures 
described in this section are the exclusive administrative procedures provided under the Plan. 

The Pension Benefit Guaranty Corporation 
Your pension benefits under the Retirement Plan are insured by the Pension Benefit Guaranty Corporation 
(PBGC). Generally, if a plan terminates (ends) without enough money to pay all benefits, the PBGC will step in to 
pay pension benefits. Most people receive all of the pension benefits they would have received under a 
terminated plan, but some people may lose certain benefits. 

The PBGC guarantee generally covers:  

 Normal and early retirement benefits; 

 Disability benefits if you become disabled before the pension plan terminates; and 

 Certain benefits for your survivors. 
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The PBGC generally does not cover: 

 Benefits greater than the maximum guaranteed amount set by law for the year in which the plan terminates; 
some or all of the benefit increases and new benefits based on plan provisions that have been in place for 
fewer than five years at the time the plan terminates; 

 Benefits that are not vested because you have not worked long enough for the company; 

 Benefits for which you have not met all of the requirements at the time the plan terminates; 

 Certain early retirement payments (such as supplemental benefits that stop when you become eligible for 
Social Security) that result in an early retirement monthly benefit greater than your monthly benefit at the 
plan’s normal retirement age; and  

 Non-pension benefits, such as health insurance, life insurance, certain death benefits, vacation pay and 
severance pay. 

Even if certain of your benefits are not guaranteed, you still may receive some of those benefits from the PBGC 
depending on how much money the plan has and on how much the PBGC collects from employers. 

For more information about the PBGC and the benefits it guarantees, contact the PBGC’s Technical Assistance 
Division, 1200 K Street N.W., Suite 930, Washington DC 20005-4026 or call 202-326-4000 (not a toll-free 
number). TTY/TDD users may call the federal relay service toll-free at 800-877-8339 and ask to be connected to 
PBGC’s website on the Internet at www.pbgc.gov. 

Or contact: 

Pacific Gas and Electric Company 
Benefits Department 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 
External numbers 415-972-7077 or toll-free at 800-700-0057 
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Retirement Savings Plan 
The Retirement Savings Plans are two separate plans — the PG&E 
Corporation Retirement Savings Plan, which covers Management and 
Administrative and Technical employees, and the PG&E Corporation 
Retirement Savings Plan for Union Represented Employees. Assets from the 
former Pacific Gas and Electric Company Savings Fund Plan were rolled into 
these respective Plans. 
The Retirement Savings Plans are “defined contribution” plans, and are sometimes referred to as 401(k) plans. 
This means that eligible participants receive retirement income benefits based on personal and Company 
contributions made to the Plan while employed by the Company as well as investment gains and losses on these 
contributions. As a retiree, you may continue to invest your account balance, and make withdrawals from the 
Plan throughout retirement.  

This Summary Plan Description contains a summary of your rights and benefits under the Plan. It is not meant to 
interpret, extend, or change the Plan in any way. A copy of the Plan is on file with the Plan Administrator and may 
be reviewed by any participant or beneficiary at any reasonable time. 

The plan document governs in the event of any discrepancy between this Summary Plan Description and the 
actual provisions of the Plan document. The Corporation reserves the right to change, amend, or terminate the 
Plan at any time. 

This Retirement Savings Plan section constitutes part of a prospectus covering securities that have been 
registered under the Securities Act of 1933. In addition to reading this summary plan description, you should 
read the description of the Fund that is contained in the separate prospectus before investing. 

To obtain a copy of this Summary Plan Description or the prospectus, or to answer questions about the Plan, 
please contact the RSP Service Center at 877-PGE-401k or 877-743-4015 or go to the Fidelity website at 
www.401k.com. You may also contact the Plan Administrator (see the Rules, Regulations & Administrative 
Information section for contact information). 

Participating in the Plan 
When you retire or terminate employment, your eligibility to make contributions to the Plan ends. As a former 
participant, you may continue to manage your account by making withdrawals from your account balance, and 
exchanges between investment funds.  

You are fully vested in your contributions to the Plan and in all employer contributions credited to your account, 
together with any earnings. 

Beneficiary Designation 
As long as you maintain an account in the Plan, you should have a current beneficiary designation. This may be 
done online by choosing “Your Profile” at Fidelity NetBenefits or www.401k.com. If you do not have online access, 
you may contact Fidelity’s RSP Service Center at 877-PGE-401K (877-743-4015) to request a beneficiary 
designation form. 

If you do not designate a beneficiary, your default beneficiary will be your spouse if you are married, or your 
estate if you are not married. If you are married and designate anyone other than your spouse as a beneficiary, 
you must submit notarized evidence of spousal consent. You should review your beneficiary designations 
regularly, and any time your circumstances change (such as marriage, divorce, or birth or adoption of a child). You 
may change your beneficiary designation at any time. 
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If you’re in a domestic partnership registered with the California Secretary of State, the plan administrator will 
recognize your domestic partner as your spouse to the extent the plan administrator concludes it’s appropriate to 
do so under applicable IRS and Department of Labor guidance. 

Investing 
The Plan offers three tiers of investment options for you to choose from. Your individual investment strategy 
should reflect your personal savings goals and tolerance for financial risk. You should also consider your overall 
financial picture, including any external personal investments. Regardless of which funds you choose, it is always 
your responsibility to ensure that your fund choices meet your investment objectives. It is also important to 
periodically review your investments, your objectives, and the investment options under the Plan to help ensure 
that your retirement savings will meet your retirement goals. 

To help achieve long-term retirement security, you should also give careful consideration to the benefits of a well-
balanced and diversified investment portfolio. Spreading your assets among different types of investments can 
help you achieve a favorable rate of return, while minimizing your overall risk of losing money. This is because 
market or other economic conditions that cause one category of assets, or one particular security, to perform well 
often cause another asset category, or another particular security, to perform poorly. The Department of Labor 
and the Internal Revenue Service advise that if you invest more than 20% of your retirement savings in any one 
company or industry, such as the PG&E Stock Fund, your savings may not be properly diversified. Although 
diversification is not a guarantee against loss, it is an effective strategy to help you manage investment risk. 

The Employee Retirement Income Security Act of 1974 (ERISA) imposes certain duties on the parties who are 
responsible for the operation of the Plan. These parties, called fiduciaries, have a duty to manage Plan assets in a 
prudent manner. However, an exception exists for plans which comply with section 404(c) of ERISA and permit a 
Participant or beneficiary to exercise control over the assets in his or her account and choose from a broad range 
of investment alternatives. This Plan is intended to be an ERISA section 404(c) plan. This means that you, not the 
Plan Administrator, the Company or any other employee, are responsible for investment decisions relating to the 
assets in your account under the Plan. 

Investment information, including prospectuses, fund descriptions, and investment performance, can be found by 

logging on to Fidelity NetBenefits℠ online account services at www.401k.com or by calling Fidelity’s RSP Service 
Center at 877-PGE-401K (877-743-4015). 

Participants’ investment options are structured in three tiers: 

 Tier 1: Target Date Funds 

 Tier 2: Core Funds 

 Tier 3: Self-Directed Account 

Tier 1: Target Date Funds 
Tier 1 provides a suite of ten individual funds that each provides a broadly diversified portfolio consisting 
principally of U.S. and international common stock and marketable fixed income securities with an asset 
allocation that is suitable for a participant with a retirement date in the fund’s specified target year. The asset 
allocation is established by the fund’s investment manager and is incrementally adjusted to reflect an 
appropriate balance of opportunities for growth and stable income relative to the stated target retirement date. 
The RSP Retirement Income Fund is designed for investors who have reached their retirement date. The strategy 
is comprised mostly of bond funds to provide stability and income; it also includes an allocation to equities to 
provide diversification and some growth during retirement. You should be aware that the RSP Retirement Income 
Fund will still be exposed to fluctuations in the security markets. 

Each Target Date Fund has its own fund description which describes the investment mix and strategy of each 
fund. These funds are based on well-established investing concepts related to diversification and risk. However, 
these funds do not guarantee a positive return or adequate funds throughout retirement. Be sure to review the 
applicable fund description before making your investment decision. 

Last Updated March 26, 2014



Retirement Benefits 

Benefits Effective January 1, 2013 305 
For retirees and their eligible survivors 

The Target Date Funds are the Plan’s default investment option(s). If you do not provide instructions on how you 
want your contributions invested, they will be invested in the Target Date Fund with a target date closest to your 
65th birthday. For participants over age 65, they will be invested in the RSP Retirement Income Fund. 

PG&E provides oversight and monitoring of the Target Date Funds investment manager to ensure that the funds 
remain consistent with their stated objectives. Current information regarding fund performance and fees is 

available through Fidelity NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 
877-PGE-401K (877-743-4015). 

Tier 2: Core Funds 
The Core Funds include the following ten investment options: 

 RSP Money Market Fund 

 RSP Short Term Bond Index Fund 

 RSP Bond Index Fund 

 RSP U.S. Government Bond Index Fund 

 RSP Large Company Stock Index Fund 

 RSP Small Company Stock Index Fund 

 RSP Total U.S. Stock Index Fund 

 RSP International Stock Index Fund 

 RSP World Stock Index Fund 

 RSP Emerging Markets Enhanced Index Fund 

 PG&E Corporation Stock Fund 

PG&E provides oversight and monitoring of the Core Fund managers to ensure that the funds remain consistent 
with their stated objectives. 

RSP Money Market Fund 

The Fund seeks to offer safety of principal by investing in short-term government and non-government debt 
securities. 

The Fund invests principally in the following instruments: U.S. Treasury bills, notes and bonds (which are direct 
obligations of the U.S. government). 

An investment in a money market fund is not insured or guaranteed by the Federal Deposit Insurance Corporation 
(FDIC) or any other government agency. Although the fund seeks to preserve the value of your investment at 
$1.00 per share, it is possible to lose money by investing in the fund. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP Short Term Bond Index Fund 

The Fund seeks to match the returns of the Barclays Capital U.S. 1–3 Year Government/Credit Bond Index. 

The Fund is managed using a “passive” or “indexing” investment approach, by which the Fund’s investment 
manager attempts to replicate, before expenses, the performance of the Barclays Capital U.S. 1–3 Year 
Government/Credit Bond Index (the “Index”). 

Since it is an index fund, the Fund invests in a well-diversified portfolio that is representative of the short-term 
domestic bond market. 
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The performance of the Fund depends primarily on the value of its bond holdings, changes in interest rates, and 
the credit quality and maturity of its investments. In general, bond prices tend to increase when interest rates 
decrease, and vice versa. This price fluctuation can produce decreases in principal value if interest rates rise; this 
effect is often most pronounced for longer maturity bonds. Therefore, the Fund’s investment in high-quality bonds 
with a short-term maturity will generally produce steady income with reduced risk compared with funds that 
invest in longer maturity bonds. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP Bond Index Fund 

This Fund seeks to match the returns of the Barclays Capital Aggregate Bond Index, a benchmark representing 
the broad, intermediate maturity, investment-grade U.S. bond market. 

The Fund invests primarily in government, corporate, mortgage-backed, and asset-backed fixed-income securities 
of intermediate maturity; all bonds are investment grade. 

Since it is an index fund, the Fund invests in a well-diversified portfolio that is representative of the broad 
domestic bond market. 

The performance of the Fund depends primarily on the value of its bond holdings, changes in interest rates, and 
the credit quality and maturity of its investments. In general, bond prices tend to increase when interest rates 
decrease, and vice versa. This price fluctuation can produce decreases in principal value if interest rates rise; this 
effect is often most pronounced for longer maturity bonds. Therefore, the Fund’s investment in high-quality bonds 
with an intermediate-term maturity will generally produce steady income with reduced risk compared with funds 
that invest in longer maturity bonds. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP U.S. Government Bond Index Fund 

This Fund seeks to match the returns of the Barclays Capital US Government Bond Index, a benchmark 
representing investment-grade fixed income securities issued by the United States government or its agencies. 

The Fund invests in a sample of bonds in the Barclays Capital US Government Bond Index in proportion to their 
weight in the index. All bonds are investment grade. Since it is an index fund, the Fund invests in a well-diversified 
portfolio that is representative of the U.S. government and agency intermediate maturity bond market. 

The performance of the Fund depends primarily on the value of its bond holdings, changes in interest rates, and 
the credit quality and maturity of its investments. In general, bond prices tend to increase when interest rates 
decrease, and vice versa. This price fluctuation can produce decreases in principal value if interest rates rise; this 
effect is often most pronounced for longer maturity bonds. Therefore, the Fund’s investment in high-quality bonds 
with an intermediate-term maturity will generally produce steady income with reduced risk compared with funds 
that invest in longer maturity bonds. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP Large Company Stock Index Fund 

This Fund seeks to match the performance of the Standard & Poor’s 500® Index, a benchmark representing the 
large-capitalization U.S. stock market. 
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The Fund invests in all 500 stocks in the S&P 500® Index in proportion to their weightings in the index. The S&P 
500® Index provides exposure to about 78% of the market value of all publicly-traded common stocks in the 
United States. The strategy of investing in the same stocks as the S&P 500® Index assures a return similar to the 
benchmark, minimizes the need for trading, and results in lower expenses. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 
investments. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP Small Company Stock Index Fund 

This Fund seeks to match the performance of the Russell Small Cap Completeness Index, a benchmark 
representing the mid-and small-capitalization sectors of the U.S. stock market. 

The Fund invests in all of the stocks in the Russell Small Cap Completeness Index in proportion to their 
weightings in the index. These stocks represent about 22% of the market value of all publicly-traded common 
stocks in the United States. The strategy of investing in the same stocks as the Russell Small Cap Completeness 
Index assures a return similar to the benchmark, minimizes the need for trading, and results in lower expenses. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 
investments. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

RSP Total U.S. Stock Index Fund 

This Fund seeks to match the performance of the Russell 3000 Index, a benchmark representing the 3000 
largest U.S. companies. 

The Fund invests in all of the stocks in the Russell 3000 Index in proportion to their weightings in the index. These 
stocks represent about 98 percent of the market value of all publicly-traded common stocks in the United States. 
The strategy of investing in the same stocks as the Russell 3000 Index assures a return similar to the 
benchmark, minimizes the need for trading, and results in lower expenses. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 
investments. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 
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RSP International Stock Index Fund 

This Fund seeks to match closely the performance of the Morgan Stanley Capital International World ex-US Index, 
a benchmark representing the large-capitalization sectors of developed stock markets outside of the United 
States. 

The Fund typically invests in all the stocks in the MSCI World ex-US Index in proportion to their weightings in the 
index. The strategy of investing in the same stocks as the MSCI World ex-US Index assures a return similar to the 
benchmark, minimizes the need for trading, and results in lower expenses. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 
investments. Investment in the Fund is made in U.S. dollars; therefore, the Fund is also exposed to fluctuations in 
foreign currencies. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

You are not allowed to make more than one exchange into or out of the RSP International Stock Index Fund in 
any 30-day period. 

RSP World Stock Index Fund 

This Fund seeks to match closely the performance of the Morgan Stanley Capital International World All Country 
World (MSCI ACWI) Index, a benchmark representing global developed and emerging markets. 

The Fund typically invests in a sample of the stocks in the MSCI ACWI Index in proportion to their weightings in 
the index. The strategy of investing in a sample of the same stocks as the MSCI ACWI Index assures a return 
similar to the benchmark, minimizes the need for trading, and results in lower expenses. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 
investments. Investment in the Fund is made in U.S. dollars; therefore, the Fund is also exposed to fluctuations in 
foreign currencies. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

You are not allowed to make more than one exchange into or out of the RSP World Stock Index Fund in any 
30-day period. 

RSP Emerging Markets Enhanced Index Fund 

This Fund seeks to outperform the performance of the Morgan Stanley Capital International Emerging Markets 
Index, a benchmark representing global emerging markets. 

The Fund typically invests in foreign common stocks expected to offer the greatest value in countries determined 
to be the most attractive based on the investment manager’s investment process. 

The performance of the Fund depends on the value of its holdings. Stock values may vary from day to day in 
response to the corporate performance of individual companies and general market and economic conditions. 
The Fund is diversified to minimize the impact of underperformance by a single company. In the short term, stock 
values may be volatile, but over the long term, they have the potential for higher returns than bond or short-term 

Last Updated March 26, 2014



Retirement Benefits 

Benefits Effective January 1, 2013 309 
For retirees and their eligible survivors 

investments. Investment in the Fund is made in U.S. dollars; therefore, the Fund is also exposed to fluctuations in 
foreign currencies. 

Be sure to review the fund description for more information including the Fund’s investment manager, applicable 
fees and investment return experience before making your investment decision. The fund description can be 

found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

You are not allowed to make more than one exchange into or out of the RSP Emerging Markets Enhanced Index 
Fund in any 30-day period. 

PG&E Corporation Stock Fund 

This Fund is designed to provide you with an opportunity to own part of PG&E Corporation and to share in the 
investment performance of PG&E Corporation common stock. PG&E Corporation common stock is listed on the 
New York Stock Exchange (NYSE) under the symbol “PCG.” All matching employer contributions are initially 
invested in this Fund. 

The PG&E Corporation Stock Fund is invested primarily in PG&E Corporation common stock, with a small amount 
of short-term investments that is held to provide the liquidity needed to accommodate your buy and sell orders on 
a daily basis. 

Under the accounting method used for the Fund, each participant owns units of the Fund rather than shares of 
stock. Each unit represents an interest in the Fund’s PG&E Corporation common stock and a small amount of the 
Fund’s short-term investments. 

Each day, the value of each unit is adjusted to reflect each participant’s interest in the change in the price of 
PG&E Corporation common stock, any dividend activity, and interest earned on the short-term investments held 
by the PG&E Corporation Stock Fund. Dividends are used to either purchase additional units for participants or 
pay participants in cash (see “PG&E Corporation Stock Fund Dividends” on page 310). 

The Fund is not diversified and effectively invests in a single security. As a result, the Fund’s returns will be driven 
principally by the performance of PG&E Corporation common stock. 

PG&E has filed a registration statement with the Securities and Exchange Commission covering the offer and 
sale of PG&E Corporation common stock under the Plan. In addition to reading this summary plan description, 
you should read the description of the Fund that is contained in a separate prospectus that is provided along with 
this summary plan description before investing in the PG&E Corporation Stock Fund. This prospectus is available 
at http://spd.mypgebenefits.com/retirement-savings-prospectus.pdf and is attached at the end of this Summary 
of Benefits Handbook. Also, be sure to review the fund description for more information including the Fund’s 
investment manager, applicable fees and investment return experience before making your investment decision. 

The fund description can be found on NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center 
at 877-PGE-401K (877-743-4015). 

Tier 3: Self-Directed Account (Fidelity BrokerageLink) 
Tier 3 is a self-directed brokerage account that provides investment choices beyond the funds in Tiers 1 and 2 of 
the Plan. Through the Self-Directed Account, you can invest in mutual funds available in Fidelity FundsNetwork 
through the use of Fidelity BrokerageLink. 

If you wish to invest in funds that are available through the Self-Directed Account, you must open a 
BrokerageLink account directly with Fidelity Brokerage Services LLC (or FBSLLC). The terms of the brokerage 
account, including fees, are established in written agreements between FBSLLC and participants. FBSLLC 
establishes the terms and provisions applicable to Fidelity BrokerageLink holdings and transactions. 

FBSLLC retains full control over the mutual funds made available through Fidelity’s FundsNetwork. Mutual funds 
may be added or closed at the sole discretion of FBSLLC. Neither the Plan Administrator nor the Corporation 
selects or monitors the offering of specific mutual funds through BrokerageLink or the terms and provisions 
applicable to Fidelity BrokerageLink holdings and transactions. Therefore, participants choosing to enroll in 
BrokerageLink are fully responsible for their investment decisions, including all appropriate research regarding 
the suitability of investing in any such funds. 
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You cannot use the Self-Directed Account to invest in PG&E Corporation common stock or in any of the Plan’s 
other Tier 1 or Tier 2 funds. Participant account balances invested in a Self-Directed Account must be exchanged 
into one or more of the Plan’s Tier 1 or Tier 2 funds before such amounts are available for a participant loan, 
withdrawal or distribution. 

For additional discussion of the Self-Directed Account and BrokerageLink, please refer to the BrokerageLink Fact 
Sheet available under the Plan Information and Documents section, and the BrokerageLink Brochure and 

materials available under the BrokerageLink section of NetBenefits℠ at www.401k.com, Or, you may contact 
Fidelity’s RSP Service Center at 877-PGE-401k (877-743-4015) and ask to be transferred to a BrokerageLink 
representative. 

PG&E Corporation Stock Fund Dividends 
The Plan contains an Employee Stock Ownership Plan (ESOP). Under the ESOP, participants who hold an 
investment in the PG&E Corporation Stock Fund on the record date for the payment of a dividend on PG&E 
Corporation common stock may elect to: 

 Reinvest the dividends in additional units of the PG&E Corporation Stock Fund, 

 Receive the dividends in cash, or 

 Choose a combination of both. 

Unless you instruct Fidelity to pay the dividends in cash, dividends will be reinvested in additional units of the 
PG&E Corporation Stock Fund. Once made, this election remains in effect until changed. You may change your 
dividend election each quarter. Dividends are payable only with respect to an investment in the PG&E Corporation 
Stock Fund made at least 3 business days before the dividend record date. 

Dividend Election 
If you who would like to have all of your dividends reinvested, you do not need to do anything. Dividends that are 
reinvested in additional units of the PG&E Corporation Stock Fund are not taxed until withdrawn. 

Dividend Pass Through 
If you would like to receive all or a portion of your dividends in cash, you must notify Fidelity Investments at least 
10 business days before dividends are paid, excluding NYSE holidays. You may specify the portion of dividends to 
be paid in cash in 1% increments. To make a dividend election, you are required to call Fidelity’s RSP Service 
Center at 877-PGE-401K (877-743-4015). Each dividend payment is subject to federal and state income taxes in 
the year in which it is paid; however, no federal or state penalty taxes on early distributions from defined 
contribution plans will apply. 

Voting Rights 
If you participate in the PG&E Corporation Stock Fund, you will have the right to vote the proportionate shares of 
PG&E Corporation common stock held in the Fund that are credited to your account in the Plan as of the proxy 
record date. The Trustee will send participants the proxy solicitation material issued by the Corporation and a 
form requesting confidential instructions on how to vote each participant’s shares. If you do not direct how to vote 
your shares, the Trustee will not make any votes with respect to the stock credited to your account. 

Monitoring and Making Changes to Your Investments 
Because your investment objectives and financial needs change over time, it is important that you have the 
flexibility and tools to review your account activity and modify your investment periodically. 
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Fund Transfers and Exchanges 

You may log onto NetBenefits℠ at www.401k.com or contact Fidelity’s RSP Service Center by calling 
877-PGE-401K (877-743-4015) to transfer (exchange) money you have accumulated in the Plan among the 
various Tier 1 and Tier 2 investment fund options offered through the Plan, as well as into the Self-Directed 
Account (if you have previously established a Fidelity BrokerageLink account). Prior to initiating an exchange, it is 
recommended that you carefully review the relevant investment fund descriptions to understand the investment 
fund characteristics and any restrictions on the frequency of exchanges. 

Although matching employer contributions are automatically invested in the PG&E Corporation Stock Fund, you 
may reallocate matching employer contributions and accumulated earnings thereon to another investment fund 
or funds at any time once they have been credited to your account, subject to the prohibition against insider 
trading (see “PG&E Corporation Stock Fund Exchanges” on page 312 for more information). 

You are not allowed to make more than one exchange into or out of the funds listed below within the specified 
restriction period: 

Fund  Restriction Period  

RSP Emerging Markets Enhanced Index Fund  30 day restriction  

RSP International Stock Index Fund  30 day restriction  

RSP World Stock Index Fund  30 day restriction  
 

Exchanges among the investment funds may be made on a daily basis, in increments of at least 1% of the value 
of the source investment fund. Exchanges completed before 4 p.m. Eastern time are effective and valued at the 
close of the NYSE that day. Exchanges completed after the close of the NYSE, normally 4 p.m. Eastern time, or on 
non-business days, will receive the next available closing price. The amount you are transferring will be credited 
to your new investment fund choice at the unit (or share value) closing price. 

Fund Transfers and Exchanges Involving Self-Directed Account Investments 
You cannot make direct exchanges of fund balances invested in any of the funds offered in Tiers 1 and 2 of the 
Plan to mutual funds available through the Self-Directed Account. Fund balances exchanged from any of the 
Tier 1 or Tier 2 Core Funds to the Self-Directed Account are deposited as cash into a cash reserve account in the 
Self-Directed Account. These cash reserve assets can then be used, at your direction, to purchase mutual funds 
available through the Self-Directed Account. Any fees associated with such transactions are paid from the cash 
reserve account. Participants wishing to reinvest assets held in the Self-Directed Account into the RSP Tier 1 and 
Tier 2 Core Funds can only make direct exchanges from a Self-Directed Account cash reserve account to the RSP 
Money Market Fund. Once such assets are exchanged into the RSP Money Market Fund, they can be exchanged 
into the other funds available under Tiers 1 and Tier 2, subject to the restrictions discussed above. 

Most exchanges between Tier 1 and Tier 2 Core Funds and mutual funds within the Self-Directed Account require 
a three (3) business day settlement period. You must speak to a BrokerageLink representative to exchange from 
you must first liquidate mutual fund holdings within BrokerageLink, which settle to the Self-Directed Account 
cash reserves. You must call Fidelity back after each settlement to transfer funds from the Self-Directed Account 
cash reserve account back to the RSP Money Market Fund. Any trade-related expenses (commissions or other 
fees) and realized loss or gain will be borne by your Self-Directed Account. 

Fidelity will liquidate and transfer assets out of the Self-Directed Account to the extent necessary to correct 
certain problems, including, for example, assets that have been deposited in the Self-Directed Account via an 
unauthorized channel. An “unauthorized channel” means in any manner other than through a payroll deduction or 
the exchange of one Plan investment for another. In the event of a correction, Fidelity will look to the Self-
Directed Account’s cash reserve account first. If that account does not contain sufficient assets, Fidelity will place 
sell trade orders with respect to your Self-Directed Account investments. Securities will be sold (liquidated) on a 
last in-first out basis, and be limited to the number of shares necessary to correct the problem. 

Fidelity will transfer assets into the Self-Directed Account to the extent necessary to correct certain problems, 
including, for example, a negative balance in the Self-Directed Account’s cash reserve account due to an 
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unsecured debit or overdraft, or assets that have been withdrawn from the Self-Directed Account via an 
unauthorized channel. An “unauthorized channel” means in any manner other than through the Plan’s 
recordkeeping system. In the event of an unauthorized channel withdrawal, Fidelity will contact you and request 
that the withdrawn assets be returned to Fidelity. Upon return, those assets will be re-deposited into the Self-
Directed Account’s cash reserve account. In the event of an unsecured debit or overdraft, Fidelity will look first to 
your investments in Tiers 1 and 2. If Tiers 1 and 2 do not contain sufficient assets, Fidelity will place sell trade 
orders with respect to your Self-Directed Account investments. 

Securities will be sold (liquidated) on a last in-first out basis, and be limited to the number of shares necessary to 
correct the problem. 

There may be restrictions or trading fees on some funds in the Self-Directed Account. You will need to contact 
Fidelity’s RSP Service Center by calling 877-PGE-401K (877-743-4015) for more information on restrictions. 

With respect to exchanges into the Self-Directed Account, if a request is confirmed before the close of the market 
(generally 4 p.m. Eastern time on non-holiday weekdays), 100% of the exchanged amount will be available for 
trading on the next business day. However, if the exchange is initiated through a BrokerageLink representative 

(i.e., not through NetBenefits℠), 90% of the assets will be immediately available to trade through a 
BrokerageLink representative. 

PG&E Corporation Stock Fund Exchanges 
Trades into or out of the PG&E Corporation Stock Fund are permitted. However, if your are aware of “inside” 
information (i.e., information that would be important to an investor, but which has not yet been made public), 
you are prohibited by federal securities laws and PG&E Corporation policy from trading in the PG&E Corporation 
Stock Fund until the information has been publicly disseminated. 

Executive officers of PG&E Corporation and members of the Board of Directors of PG&E Corporation are subject 
to additional restrictions with respect to transactions involving the PG&E Corporation Stock Fund in order to 
ensure compliance with section 16 of the Securities Exchange Act of 1934. 

Fidelity will process requests to sell PG&E Corporation Stock Fund units for exchanges, withdrawals, distributions, 
and loans provided that there are enough short-term investments in the Fund for liquidity. In the unusual event 
that there are not enough short-term investments for liquidity, requests to sell units will be suspended. As long as 
the PG&E Corporation Stock Fund remains open and participants have not cancelled the transaction, their 
requests to sell units will be processed, generally on a first-in-first-out basis, as liquidity is restored in the Fund. 
Loans and withdrawals will be given priority over exchanges. If a transaction involves a suspended sale of PG&E 
Corporation Stock Fund units, the entire transaction will be suspended, including the corresponding purchase 
transaction. Participants will receive the net asset value on the processing date. 

Participants who have requested transactions requiring the sale of PG&E Corporation Stock Fund units will need 
to check their account the following business day to determine whether their request has been processed. 

Investment and Advisory Services 
If you need professional advice on how to invest contributions to the Plan, you should seek assistance from a 
financial consultant or tax advisor. You may also obtain investment advisory assistance through the services 
provided by Financial Engines and Fidelity.  

These services are provided for informational and educational purposes only. Keep in mind that investing involves 
risk. The value of your investment will fluctuate over time and you may gain or lose money. Always consider 
carefully the investment objectives, risk, charges, and expenses of any investment option before investing. 

Financial Engines® 
Financial Engines is an unbiased, independent advisory firm which the Plan Administrator has selected to provide 
Plan participants with support and assistance in making investment decisions. Financial Engines provides two 
basic types of assistance. 

Last Updated March 26, 2014



Retirement Benefits 

Benefits Effective January 1, 2013 313 
For retirees and their eligible survivors 

On-Line Advice 

Financial Engines’ On-Line Advice service is an internet-based interactive service that can help you: 

 Build an investment strategy; 

 Get advice on which investments to select in Tiers 1 and 2 of the Plan; and 

 Monitor your account over time. There is no cost to you for using On-Line Advice since PG&E pays the full cost 
of this service. 

This service is made available to all plan participants at no additional cost to you. You can access On-Line Advice 

through Fidelity NetBenefits℠ at www.401k.com by selecting the Financial Engines link. 

Professional Management 

You have the option to enroll in Financial Engines’ Professional Management. If you enroll in Professional 
Management, you are retaining Financial Engines as your own investment advisor. There are fees associated with 
this service (see “Fees and Expenses” on page 319 for more information). 

As your investment advisor, Financial Engines will: 

 Create a retirement savings strategy for your Plan investments; 

 Professionally manage your account for you, including directing Fidelity to carry out investment transactions 
on your behalf; and 

 Provide you with quarterly progress reports. 

Fees for Professional Management will be deducted quarterly from your Plan account based on the assets in your 
account that are under professional management. Please read about applicable fees at 
www.financialengines.com/forpge. 

The specific terms of your relationship with Financial Engines are set forth in the customer agreement that you 
enter into directly with Financial Engines. If you enroll in Professional Management, you may terminate at any 
time by contacting Financial Engines. 

Professional Management Income+ 
If you’re enrolled in Professional Management, you can take advantage of Fidelity’s Income+ service during 
retirement. 

 Help with preservation. Get help with managing your account with a goal of balancing growth with safety. 
Fidelity will provide you with an updated Retirement Plan that shows the adjusted investment strategy for your 
PG&E account. 

 Help with planning. Speak to a Professional Management Income+ Investment Advisor Representatives for a 
Retirement Checkup. Review when you might be able to retire, what sources of income you’ll have in 
retirement, and how much you may be able to spend. 

 Help with payouts. At your request, the service can also provide monthly payouts from your PG&E Corporation 
Retirement Savings Plan account that can last throughout your retirement. 

If you are enrolled in Financial Engines Professional Management, there is no additional cost above the standard 
Professional Management fees for the Income+ investment management services. 

Important facts about the Professional Management service:  

 If you enroll in Professional Management, Financial Engines has responsibility as a fiduciary to you for the 
advice and management it provides. Neither the Plan Administrator nor the Corporation is responsible for the 
results or advice provided by Financial Engines. 

 During the time that you are enrolled in Professional Management, Financial Engines will make all investment 
decisions with respect to your account. You will not have the ability to make or implement investment 
decisions directly until you terminate your relationship with Financial Engines.  
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 Financial Engines will only manage investments in Tiers 1 and 2 of the Plan. If you have investments in the 
Self-Directed Account (Tier 3) at the time you enroll in Professional Management, you may maintain your 
balance in the Self-Directed Account, but you will be responsible for the investment of these assets. 

For more information about retaining Financial Engines as your investment advisor, including fees for the 
Professional Management service, please contact Fidelity’s RSP Service Center by calling 877-PGE-401K 
(877-743-4015), or visit www.financialengines.com/forpge. 

Fidelity Education and Modeling Tools 
Fidelity offers a number of education and modeling tools to help you manage your account. You can access: 

 Planning tools to help determine if you are on track to meet your retirement and savings goals; 

 Articles on timely savings and retirement topics; 

 Calculators to help with financial questions, such as the impact of transactions, such as loans and 
withdrawals. 

Learn more about these resources by logging on to Fidelity NetBenefits℠ online account services at 
www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K (877-743-4015). 

Withdrawal Options When You Leave PG&E  
When your employment with all employers within PG&E ends, the full value of your account is payable to you. 
Depending on your account balance, you may elect to leave your money in your account until a later date, or to 
take a full or partial distribution of your account balance.  

A distribution package will be mailed to your home after a 30-day waiting period. The package contains 
information should you want to withdraw all or a part of your account balance. You may elect to have your 
distribution transferred to an IRA or other tax-qualified plan, or you may elect to have it paid to you. 

If your account balance is $1,000 or less when you retire or leave the employment of the Company, you will 
receive a letter and a distribution form. You must take a lump-sum distribution of your account balance. If the 
Plan Administrator does not receive your election form within 60 days from the date on which the materials are 
mailed to you, your distribution will be sent to you in cash subject to mandatory 20% federal income tax 
withholding (see “Taxes and Penalties” on page 315). 

If your account balance is greater than $1,000 but not greater than $5,000 when you retire or leave the 
employment of the Company, you will receive a letter and a distribution form. You must take a lump-sum 
distribution of your account balance. If the Plan Administrator does not receive your election form within 60 days 
from the date on which the materials are mailed to you, your distribution will be automatically rolled over to a 
Fidelity IRA in your name and invested in the Fidelity Cash Reserve Fund, which is an investment designed to 
preserve capital and provide a reasonable rate of return and liquidity. 

If your account balance is greater than $5,000 when you retire or leave the employment of the Company, your 
account may remain in the Plan until you request a lump-sum or partial distribution of your account balance. 
Although your money can remain in the Plan, you may not make additional contributions or borrow money from 
your account. However, as long as you maintain a balance greater than $5,000, you may still make transfers 
among the investment funds or request partial withdrawals or a distribution from your account. Your account will 
continue to share in any investment gains or losses for the funds in which you are invested (see “Monitoring and 
Making Changes to Your Investments” on page 310). If you leave employment before retirement age (age 55) 
and you keep your account in the Plan, you will be charged a recordkeeping fee (see “Fees and Expenses” on 
page 319 for more information. The fee for 2013 is $53 per year, and is charged to your account quarterly. If you 
retire and keep your account in the Plan, PG&E will continue to pay the recordkeeping fee on your behalf. 

If your account balance is greater than $5,000 when you retire or your employment ends, you may also choose to 
have distributions paid in equal monthly, quarterly, or annual installments. Payments can begin immediately or at 
a later date that is specified by you. Payments can be deposited directly into your bank account. 
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Distributions After Your Employment Has Ended 
If you are retired or have terminated your employment with PG&E and have left your account balance in the Plan, 
you must take a minimum distribution from the Plan by April 1 of the calendar year following the year in which 
you reach age 7012, or, if later, the year you retire after reaching age 7012. Once minimum distributions have 
started, you must receive a minimum distribution annually. There is a fee imposed each year that a participant 
receives a minimum required distribution (see “Fees and Expenses” on page 319 for more information). 

Minimum required distributions will be made from your investments in Tiers 1 and 2 of the Plan. However, if there 
are insufficient assets in Tiers 1 and 2 to make any required distributions and you do not liquidate sufficient 
funds upon notification of the requirement to do so, Fidelity will liquidate investments in your Self-Directed 
Account and use the assets to make the required distribution. In such a case, Fidelity will look to the Self-Directed 
Account’s cash reserve account first. If that account does not contain sufficient assets, Fidelity will place sell 
trade orders with respect to your Self-Directed Account investments. Securities will be sold (liquidated) on a last 
in-first out basis, and be limited to the number of shares necessary to make the required distribution. 

The Plan Administrator will notify you if you are subject to required minimum distributions. The Plan 
Administrator can perform a default calculation (based on Single Life Expectancy) to determine the amount that 
will satisfy your minimum required distribution. Alternatively, you may make a one-time election to direct the 
Plan Administrator to use other assumptions (such as Joint Life Expectancy) in the calculation of your required 
distribution. 

Note that minimum required distributions paid from the Plan satisfy the requirements for this Plan only. If you 
have money invested in other employer-sponsored pension plans or IRAs, minimum required distribution for 
those plans or retirement accounts must be satisfied independently of the requirements for this Plan. 

Taxes and Penalties 
The taxable portion of Plan withdrawals and distributions is generally taxed as ordinary income in the year it is 
received. Further, withdrawals taken before age 5912 may be subject to nondeductible penalty taxes, unless you 
qualify for an exemption. 

The taxable portion of virtually all non-periodic Plan withdrawals (other than hardship withdrawals) is also subject 
to mandatory 20% federal withholding tax, unless you arrange to directly roll over the money into an IRA or to 
another qualified retirement plan. 

Certain lump-sum distributions from the Plan may be eligible for special tax treatment if you meet age and 
participation requirements. If you were born before 1936, you may be eligible for ten-year forward income 
averaging when you retire if you take a total withdrawal of your account balance. If you think you may be eligible 
for forward income averaging, you should consult a tax advisor prior to retirement. 

Your Plan withdrawals and distributions will be reported annually on Forms 1099-R, which are mailed in January 
following the year in which the distribution was paid. You are responsible for reporting the taxable amount as 
income when you file your income tax returns. 

When you request a withdrawal or distribution from the Plan, you will receive tax information regarding your 
income tax liability. You should read this information carefully to understand your payment options and how the 
manner in which you elect to receive your distribution affects your taxes and tax withholding. If you choose to 
take a withdrawal or distribution, you are responsible for complying with Internal Revenue Code rules governing 
distributions from retirement plans and for any tax consequences, and are strongly encouraged to consult a tax 
advisor. The Plan Administrator is not responsible for advising participants as to the tax consequences of 
withdrawals or distributions. 

Withdrawals of PG&E Corporation Stock 
For any withdrawal of contributions and earnings you have invested in the PG&E Corporation Stock Fund, you may 
have the total amount converted to PG&E Corporation common stock or paid to you in cash. Withdrawals from all 
of the other investment funds must be taken in cash, unless you elect a direct rollover. If you want to receive 
PG&E Corporation stock instead of cash from such other funds, you may exchange all or a portion of your money 
in the other investment funds for units in the PG&E Corporation Stock Fund before taking the withdrawal. 
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If you withdraw PG&E Corporation stock, you will only be liable for income taxes on the cost basis of each unit. 
The cost basis is the average purchase price for all the units you own in the Fund. If you sell the withdrawn 
shares, you will be liable for income taxes on the difference between the cost basis of your units and the sale 
price. The income will be subject to the capital gains tax rate if you held the shares for at least one year before 
the sale. 

Participants who are considered “affiliates” of PG&E Corporation may generally resell their shares of PG&E 
Corporation common stock in compliance with the Securities and Exchange Commission Rule 144. 

Rollovers 
Most taxable and non-taxable withdrawals and distributions from the Plan are eligible for direct rollover to an IRA 
or other qualified employer retirement plan that accepts rollovers. There are two types of rollovers – direct 
rollovers and indirect rollovers. A direct rollover is when the check for your Plan balance is payable directly to the 
receiving IRA or tax-qualified plan. If you choose a direct rollover of the taxable or non-taxable portion of a Plan 
distribution: 

 no taxes will be withheld when the distribution is paid; 

 the distribution will not be reported as taxable income; and 

 taxes will be deferred until you later withdraw the money from the IRA or recipient qualified employer plan. 

An indirect rollover is when the check for your Plan balance is made payable to you, and you then deposit all or a 
portion of that amount in an IRA or qualified plan. If you request an indirect rollover, the Plan is required by law to 
withhold 20% of the taxable amount. When you file your income tax return for that year, you must report the total 
amount of the distribution, including the withheld tax. You will receive a credit for the tax withheld to help offset 
the income tax you owe for that year. If you take an indirect rollover, you have 60 days from the date that you 
receive the distribution to roll it over to an IRA, Roth IRA or other qualified plan. Also, if you roll over taxable 
amounts to a Roth IRA, you will be subject to income tax on those conversions. 

Plan distributions that are not eligible for rollover include: 

 refunds of automatic enrollment contributions within 90 days of enrollment; 

 ESOP dividends; 

 loans treated as deemed distributions; 

 distributions that are part of a series of substantially equal payments made at least once a year over a period 
of your lifetime/life expectancy, your and your beneficiary’s lifetimes/life expectancies, or 10 years or more; 

 minimum required distributions from the Plan; 

 hardship withdrawals; and 

 refunds of excess contributions. 

Although PG&E Corporation stock may be an eligible rollover distribution from the Plan, some IRAs and qualified 
retirement plans may not accept rollovers of stock certificates. Before requesting a direct rollover of stock 
certificates, you must verify with the recipient IRA trustee or plan administrator that the IRA or plan will accept a 
direct rollover of stock certificates. 

Early Distribution Penalties 
In addition to being taxed as ordinary income, distributions taken before age 5912 (early distributions) may be 
subject to nondeductible federal and state penalty taxes (currently a 10% federal and 212% California state tax; 
penalty taxes in other states may differ). Early distributions are exempt from the penalty taxes if made for one of 
the following reasons: 

 refunds of automatic enrollment contributions within 90 days of enrollment; 

 ESOP dividends; 

 loans treated as deemed distributions; 
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 after termination of employment during or after the year in which you reach age 55;  

 on account of your permanent disability; 

 after termination of employment in a series of substantially equal periodic payments, based on your life 
expectancy, and continuing for at least five years or until age 5912, whichever is later; 

 after qualified service as a reservist (those called to active duty for 180 or more days); 

 to cover unreimbursed medical expenses for you, your spouse, or dependents in excess of 7.5% of your 
adjusted gross income; 

 to an alternate payee under a Qualified Domestic Relations Order (QDRO) upon dissolution of marriage; 

 to roll over to an IRA or other qualified retirement plan either directly or within 60 days of receipt of the 
distribution; or  

 on account of your death. 

The early withdrawal penalties also apply to all hardship distributions except for those taken for unreimbursed 
medical expenses to the extent that they exceed 7.5% of your adjusted gross income. 

The Plan Administrator does not withhold or assess any early distribution penalties when a distribution is paid. If 
you are subject to the early distribution penalties, you are responsible for including the penalties when you file 
your income tax return. 

What Happens 
This section provides general information about how your benefits may be affected by certain life events. Where 
appropriate, it offers tips about things you may want to consider, actions you may want to take and sources 
where you can find more information. 

In this section you can find information about actions you may take: 

 If You Leave PG&E or Retire 

 If You Die 

 If You Get Divorced 

 If You Get Rehired 

If You Leave PG&E or Retire 
If you terminate your employment with PG&E, you may no longer contribute to the Plan, except for contributions 
made with respect to retroactive wage payments. You may elect full distribution of your account after your 
employment ends. You may elect to: 

 leave assets in the Plan (subject to minimum account distributions and potential ongoing administrative fees); 

 rollover account balance to an IRA or another employer’s plan; or 

 take a distribution (subject to taxes and penalties). 

See “Distributions After Your Employment Has Ended” on page 315, and “Taxes and Penalties” on page 315 for 
additional information. 

Administrative Fees 
If your employment ends before reaching retirement age (age 55), and you elect to maintain your balance in the 
Plan, your Plan account will be assessed an administrative fee for the maintenance of your account. This 
administrative fee does not apply to employees or retirees (employees who are age 55 or older when 
employment ends). See “Fees and Expenses” on page 319 for more information. 
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Loans 
You may make direct payments or elect EFT service to repay any outstanding loan balance to Fidelity. The loan 
will default if a loan payment is not made within 60 days of the date it is due. Defaulted loans are treated as plan 
distributions and are subject to ordinary income taxes. Early distribution penalty taxes may also apply. You cannot 
take out a new loan once your employment with PG&E ends. 

If You Die 
If you die, your Plan balance is payable to your beneficiary. If you are married at the time of death and did not 
designate a different beneficiary with the notarized consent of your spouse, your spouse is automatically your 
beneficiary. If you are single and did not designate a beneficiary, your estate is your beneficiary. Once the Plan is 
notified, your spouse or beneficiary will receive his or her options for disposition of the account. Your spouse or 
beneficiary may elect either to take a lump-sum distribution or to roll the Plan balance over directly into an 
inherited IRA.  

If you’re in a domestic partnership registered with the California Secretary of State, the plan administrator will 
recognize your domestic partner as your spouse to the extent the plan administrator concludes it’s appropriate to 
do so under applicable IRS and Department of Labor guidance. 

Payment to your beneficiary will occur within 60 days of the Plan Administrator’s receipt of your beneficiary’s 
payment instructions. If your beneficiary does not provide payment instructions for disposition of the account 
within 180 days following the Plan Administrator’s receipt of notification of your death, the Plan Administrator 
will automatically withhold 20% from the taxable portion of the distribution for federal taxes and distribute the 
remainder to your beneficiary in a lump sum (see “Taxes and Penalties” on page 315). 

You may change your beneficiary designation at any time by logging onto NetBenefits℠ at www.401k.com or by 
calling Fidelity’s RSP Service Center at 877-PGE-401K (877-743-4015). 

If You Get Divorced 
Once the divorce is finalized, you may want to change your beneficiary designation. If your former spouse was 
previously listed as your beneficiary (and you have not designated a different beneficiary), your Plan balance will 
remain payable to your former spouse on your death. You can change your beneficiary designation at any time by 

logging onto NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015). 

If your former spouse has an interest in your Retirement Savings Plan account, you should submit your endorsed-
filed Qualified Domestic Relations Order (QDRO), to the PG&E Law Department for review and implementation. If 
you have a pending divorce order – referred to as a Domestic Relations Order or “DRO”, you may be restricted 
from taking withdrawals and distributions from your account until the QDRO is finalized. See additional 
information regarding QDROs under “Qualified Domestic Relations Orders (QDROs)” on page 321. 

If You Get Rehired 
If you are retired or left the employment of PG&E after completing one year of service and are subsequently 
rehired, you will receive credit for your past service, and the matching employer contribution will be based on your 
total years of service at the time you are rehired. In other words, upon rehired you may resume participation in 
the Plan and will be immediately eligible for matching employer contributions. 

 If you leave PG&E before completing one year of service and you return within 12 months, you will receive credit 
for your past service toward the one-year service requirement for matching employer contributions. If you leave 
PG&E before completing one year of service and you are gone for 12 months or more, you must work for 12 
months before you are eligible for matching employer contributions. 
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Additional Plan Information 
This section describes a number of regulations that apply to the benefits described in this Handbook, and 
provides some administrative details about the plans. For further information on these and other rules, see the 
Rules, Regulations & Administrative Information section. 

Significant Accounting Policies and Investment Disclosure 
Participants’ investments under the Plan are credited to participants’ accounts as “units,” rather than individual 
purchases of stocks, bonds, or other securities. The gains or losses in investment fund values are accounted for 
through increases or decreases in the value of the units. Similar to mutual fund share prices, unit values change 
daily, taking into account the current fair market value of the investment portfolio, including any earned interest 
or dividend income, and are determined by dividing the net assets of the fund by the number of units 
outstanding. 

Fees and Expenses 
Beginning January 1, 2012, participants who are no longer employed at PG&E but continue to have a balance in 
the Plan are assessed an administrative fee for as long as they keep an account in the Plan. This fee, which may 
increase in the future, currently is $53 per year ($13.25 per quarter). The fee will be deducted from your account 
at the beginning of each quarter and will be reflected on your quarterly statement. This fee applies only to 
employees who terminate their employment at PG&E but decide to maintain their RSP account. It will not apply 
to PG&E employees or retirees (employees who were age 55 or older at employment termination). 

If you have an account in the Plan, and you select or execute the following service(s) or transaction(s), the fee(s) 
outlined below are deducted from your account. As you review this information, please keep in mind that fees are 
subject to change and that certain individual fees may not be deducted in some circumstances. 

Type of Fee Amount 

 Minimum Required Distribution Fee  $25.00 per distribution year 

 Loan Maintenance Fees  $15.00 per year per loan initiated prior to 
11/01/2009, deducted quarterly 

 $25.00 per year per loan initiated on or after 
11/09/2009, deducted quarterly 

 Overnight Mailing Fee  $25.00 per transaction 

 Financial Engines Professional Management Fee  If you utilize this service, the Financial Engines fee 
is as follows: 0.50% per year for the first 
$100,000.00 in your account; 0.45% per year on 
the next $100,000.01 to $250,000.00; 0.30% per 
year for any amount over $250,000.00 and is 
deducted quarterly. 

 

Investment management and trust expenses are netted against investment returns of Tier 1 and Tier 2 funds. 
Mutual fund fees and expenses are netted against investment returns for mutual funds in Tier 3.  

Administrative costs (with the exception of loan fees and Financial Engines’ Professional Management fees) are 
generally paid by the Corporation or participating employers, however, the Plan Administrator may use Plan 
assets that have been forfeited and are not allocable to individual accounts to pay the reasonable, administrative 
expenses of the Plan. Additional fee and expense information is provided in the Participant Disclosure Notice that 
is provided to you each year. 

The fund descriptions and more information on fees and expenses can be found on Fidelity NetBenefits℠ at 
www.401k.com or by calling Fidelity’s RSP Service Center at 877-PGE-401K (877-743-4015). The automated 
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voice response system is available 24 hours a day. You can speak with a Participant Services Representative 
Monday through Friday from 5 a.m. to 9 p.m. Pacific time. 

Plan Administration and the Corporation’s Power and Duties 
The PG&E Corporation Employee Benefit Committee is the Plan Administrator and is responsible for the overall 
administration of the Plan. This committee has the sole power and discretionary authority to establish, and from 
time to time revise, such rules and regulations as may be necessary to administer the Plan in a nondiscriminatory 
manner for the exclusive benefit of participants and all other persons entitled to benefits under the Plan. This 
committee delegates to the Senior Vice President – Human Resources of PG&E Corporation and assigned staff 
the authority to interpret, implement, and revise rules and regulations as necessary to administer the Plan in a 
proper and nondiscriminatory manner. Staff is also responsible for overseeing participant recordkeeping, 
accounting, reporting, and receipt and disbursement of Plan assets. 

The Plan Administrator has the discretionary authority to interpret and construe the terms of the Plan, to resolve 
any conflicts or discrepancies between documents and to establish rules which are necessary or desirable for the 
administration of the Plan. 

Participant Account Activity and Plan Service Provider 
Individual accounts are maintained for each participant’s interest in the Plan and all contributions are accounted 
for separately with respect to units attributable to pre-tax contributions, after-tax contributions, basic employer 
contributions, matching employer contributions, catch-up contributions, and any rollover contributions. As 
previously stated, separate accounts are also maintained for participants with an outstanding Plan loan balance. 

Quarterly statements of account activity, reflecting contributions and earnings/losses in each investment fund 
and summarizing transactions during the period, are mailed to each participant as soon as practicable after the 
end of each quarter. You may also request to receive quarterly statements online. 

Fidelity is the administrative service provider for the Plan, and is charged with day-to-day recordkeeping and 
participant account maintenance. Participant accounts are valued daily with up-to-date account values and share 
prices, and transactions may be initiated on a daily basis. 

Participant services include: 

 24-hour Internet access through Fidelity NetBenefits℠ online account services (www.401k.com). 

 24-hour toll-free telephone automated voice response system; and 

 Participant Services Representatives who are available from 5 a.m. to 9 p.m. Pacific time, 6 a.m. to 10 p.m. 
Mountain time, 7 a.m. to 11 p.m. Central time, and 8 a.m. to midnight Eastern time at Fidelity’s RSP Service 
Center (877-PGE-401K or 877-743-4015). 

Claims and Appeals Procedures 
If you have a claim for benefits that cannot be resolved through Fidelity’s RSP Service Center, you may file a 
claim for benefits in writing with the Plan Administrator. Claims should be submitted to: 

The Retirement Savings Plan Administrator 
PG&E Corporation 
1850 Gateway Boulevard, 7025C 
Concord, CA 94520 

If a claim by a participant or beneficiary is denied in whole or in part, the Plan Administrator will notify the 
claimant in writing, explaining the reason for denial within 90 days of receipt of the initial claim unless due to 
special circumstances an additional 90 days is required. Such notification will set forth: 

 the specific reason for the denial; 

 the Plan provision on which the denial is based; and, if necessary, 
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 any explanation or information that may be beneficial to the claimant in order to perfect the claim. 

The notice will also include instructions about how to appeal the Plan Administrator’s denial and request that the 
claim be reviewed, including a statement of your right to bring a civil action under ERISA section 502(c) following 
an adverse benefit determination on appeal. If you do not receive a notice of denial of your initial claim, you may 
submit a written request for review to the Plan Administrator within these time periods. 

A claimant’s appeal for review must be made in writing within 90 days of receiving the Plan Administrator’s 
notice of denial. As part of your appeal, you will (1) have the opportunity to submit written comments, documents, 
records, and other information relating to your claim for benefits; and (2) be provided, upon request and free of 
charge, reasonable access to, and copies of, all documents, records, and other information relating to your claim 
for benefits. The review of your claim will take into account all comments, documents, records, and other 
information you submit relating to your claim, without regard to whether it was submitted or considered in the 
initial benefit determination. Failure to raise issues or present evidence on review will preclude those issues or 
evidence from being presented in any subsequent proceeding or judicial review of the claim. 

A final written decision will be rendered within 60 days of receipt of the appeal for review unless due to special 
circumstances an additional 60 days is required. Your claim is considered approved only if the Plan 
Administrator’s approval is communicated to you in writing. 

The administrative remedies described in this section must be exhausted before any legal action can be taken by 
a claimant. If a claimant timely exhausts all levels of appeal available to the claimant under the Plan’s claims 
procedures (including appeals to both the Plan Administrator and the EBAC), any permissible legal action under 
ERISA section 502(a) must be initiated within the applicable statute of limitations. The review procedures 
described in this section are the exclusive administrative procedures provided under the Plan. 

Borrowing, Pledging, and Assigning Interests in the Plan 
No participant or beneficiary may borrow against, pledge, or assign—voluntarily or involuntarily, or by operation of 
law—any interest in the Plan or in any distribution to be made under the Plan. Also, a spouse, former spouse, 
child, or other dependent of an employee may be able to claim an interest in an employee’s Plan benefits under a 
QDRO issued by a court (see “Qualified Domestic Relations Orders (QDROs)” on page 321). If a participant files 
for personal bankruptcy, an exclusion and certain exceptions under the bankruptcy law may be applicable to part 
or all of the participant’s Plan account. 

Except as described above, no party, including creditors of PG&E Corporation, has or may create a lien on any 
funds, securities, or other assets held under the Plan. 

Future of the Plan 
Although the Corporation expects the Plan to continue indefinitely, it has the exclusive right to amend, suspend, 
or terminate the Plan at any time. No amendment to the Plan may be made, however, that would result in a 
participant’s or beneficiary’s loss of rights or accumulated Plan assets. Further, in the event of Plan termination, 
all contributions to the Plan will stop, but the Plan will continue to operate until all of the assets have been 
distributed in accordance with Plan provisions in effect on the date of its termination. 

Qualified Domestic Relations Orders (QDROs) 
In the event a participant is divorced, ERISA permits the division of the participant’s Plan account between the 
participant and certain other beneficiaries pursuant to a QDRO. The Plan Administrator will determine the 
qualified status of any domestic relations order for a participant who is divorced or legally separated. The Plan 
will also oversee the disbursement of Plan assets to the participant and the spouse, former spouse, child, or other 
dependent named in a QDRO as having a right to receive benefits in the Plan.  

Domestic relations orders include any judgment, decree, or order (including approval of a property settlement 
agreement) that relates to child support, alimony payments, or marital property rights and that is made pursuant 
to state domestic relations laws (including community property law). You can obtain a free copy of the QDRO 
procedures or a sample QDRO by calling the HR Service Center at Company extension 8-223-4357, externally at 
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415-973-HELP (415-973-4357) or toll-free at 800-788-2363. You can also send an e-mail to the HR Service 
Center at hrbenefitsquestions@exchange.pge.com. 

Once the divorce is finalized, you may want to change your beneficiary designation. You can change your 

beneficiary designation at any time by logging onto NetBenefits℠ at www.401k.com or by calling Fidelity’s RSP 
Service Center at 877-PGE-401K (877-743-4015). 

Facility of Payment 
If you are entitled to any payment under the Plan, and the Plan Administrator determines that you are physically 
or mentally incompetent and no guardian or conservator has been appointed to receive your payment, the Plan 
Administrator may make payments on your behalf to a third-party to be applied for and on behalf of and for your 
benefit. Payments made on your behalf will completely discharge the Plan’s responsibility for the amount of the 
payment. 

No Guarantee of Employment 

Participation in the Plan does not guarantee your right to employment with PG&E Corporation or any affiliates. 
Further, nothing set forth in this Summary of Benefits Handbook should be interpreted to give you or your 
beneficiary any legal or equitable rights against PG&E or its affiliates. 

Military Service 

Federal law provides rights to certain reemployed veterans for service credit and makeup contributions for all or a 
portion of the period of military service. Please contact Fidelity’s RSP Service Center at 877-PGE-401K 
(877-743-4015) for more information. 

Missing Participants 

If the Plan Administrator is unable to locate a Participant after three years and after reasonable efforts have been 
made to do so, the Participant’s benefit under the Plan will forfeited and used to offset future employer 
contributions. If a proper claim is subsequently presented, the Participant’s benefit will be reinstated. 

Requests for Documents 

Participants may review the Plan document, the Trust Agreement between the Corporation and Fidelity 
Management Trust Company, Investment Agreements between the Corporation and the investment managers, 
and the Summary Plan Description and any amendments or changes to the provisions contained in these 
documents at the office of the Plan Administrator. Any report regarding the Plan filed with the Department of 
Labor, the Internal Revenue Service, or any other governmental agency is also available for review. Requests for 
copies of any of these documents must be made to the Plan Administrator as follows: 

Employee Benefit Committee of PG&E Corporation 
1850 Gateway Boulevard 7025C  
Concord, CA 94520 

The Plan Administrator reserves the right to charge for providing such copies up to the amount permitted under 
ERISA. 

Copies of PG&E Corporation’s latest annual report to shareholders, proxy statement, reports, and other 
communications sent to shareholders, are available without charge upon oral or written request to the Plan 
Administrator. Requests may be directed to: 

PG&E Corporation 
Corporate Secretary  
77 Beale Street, 24th floor 
Mail Code B24W 
San Francisco, CA 94105 
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Other Benefits 
This section covers other benefits that are available to eligible retirees of the 
Company. Eligible retirees are defined in the description of each program. 
These benefits include: 
 Retiree Discount 
 Smoking Cessation for those enrolled for retiree medical coverage 

In This Section See Page 
Retiree Discount................................................................................................................................ 324 
Smoking Cessation Program............................................................................................................. 324 
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Retiree Discount 
Pacific Gas and Electric Company offers its retired employees a 25% 
discount on Pacific Gas and Electric Company-supplied electricity and 
gas for a retiree’s primary residence (domestic use only). For surviving 
spouses, the 25% discount will be automatically continued for six 
billings from the time of the employee’s or retiree’s death. 

Vested annuitants and surviving spouses of vested annuitants are not 
eligible for the 25% discount rates. 

The Discounted Rates are a Pacific Gas and Electric Company practice, not subject to employee benefits 
regulations including, but not limited to, ERISA. 

Eligibility 
You are eligible for this discount if you are a qualified pensioner of Pacific Gas and Electric Company. A qualified 
pensioner is any employee who was eligible for the discount as an employee and retired at the age of 55 or older. 

Employees who retire from PG&E Corporation are not entitled to the employee discount. 

In order to receive this benefit you must: 
 live within the Pacific Gas and Electric Company’s service territory, and 

 have the service in your name at your primary residence. 

Requesting the Discount and Change of Residence 
You must call the Contact Center at 800-743-5000 to: 

 Request the discount for the first time, or 

 Transfer the discount to a new location. 

Smoking Cessation Program 
Smokeless® ends December 31, 2013 
Retirees and their dependents who are enrolled in a PG&E-sponsored medical plan can participate in 
Smokeless®, PG&E’s free tobacco cessation program. Smokeless® is a proven way to become tobacco-free and 
is administered in conjunction with the American Institute for Preventive Medicine. 

You can enroll in Smokeless® anytime; this program is not part of Open Enrollment. After you enroll, you’ll 
receive one year of unlimited coaching by phone, eight weeks of Nicotine Replacement Therapy (gum or patch), a 
self-help guide and relaxation CDs or tapes. 

Smokeless® has been implemented at more than 3,000 companies, hospitals and government agencies over 
the last 23 years, resulting in an employee success rate of 45 percent after just one year of participation. To 
enroll in the free program, call 800-345-2476, ext. 233 (7 a.m. to 2 p.m. Pacific Time) or visit 
www.healthylife.com/pge. 

Beginning January 1, 2014 
Tobacco Cessation Program Administered by Provant Health Solutions 

Provant Health Solutions offers a free tobacco cessation program for you and your family. You’ll get a five-week, 
phone-based program with one-on-one support with a certified tobacco cessation specialist. Nicotine replacement 
therapy is available to complement the program.  

To get started, call Provant at 866-271-8144. Representatives are available Monday through Friday, 5 a.m. to 
5 p.m. Pacific Time. 

 

You Must Call 

It is your responsibility to contact the 
Contact Center at 800-743-5000 to 
request the rate. The discounted rate is 
not automatic. 
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Rules, Regulations & Administrative 
Information 
This section describes a number of regulations that apply to the benefits 
described in this Handbook, and provides some administrative details about 
the plans. 
Not all of the plans in the Handbook are subject to all of the same laws. For 
example, some plans are subject to the Employee Retirement Income 
Security Act of 1974 (ERISA) while others are not. For information on which 
laws cover the plans, see “Administrative Information” beginning on page 334 
for each plan. All of the plans listed under “Administrative Information” are 
subject to ERISA. 

In This Section See Page 
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Plan Amendment and Termination 
The Company, acting through its authorized representatives, reserves 
the right to amend or terminate any or all of the plans described in this 
Handbook at any time and for any reason, or to suspend contributions to 
the plans, in whole or in part, at any time, subject to any applicable 
collective bargaining agreements. 

Any change to the plans or the termination of any plans will not affect 
the benefits payable to plan members before the date the plan was 
changed or ended, but such change may result in reduced levels of 
benefits or benefit coverage, or higher levels of employee contributions, 
after the effective date of any such change. 

In the event that the Company terminates a plan for any reason without 
replacing it, you will be given notice. 

The plans may also be terminated by judicial action if the Company is 
bankrupt or insolvent, or upon complete dissolution, merger, 
consolidation or reorganization without provision by a successor-company for continuation of the plans. 

Your Rights Under ERISA 
Participants in the plans in this Handbook that are subject to the Employee Retirement Income Security Act of 
1974 (ERISA) are entitled to certain rights and protections under ERISA. ERISA provides that all plan participants 
shall be entitled to: 

 Examine, without charge, at the Plan Administrator’s office, and at other specified locations, such as 
worksites and union halls, all documents governing the plan, including insurance contracts and collective 
bargaining unit agreements, and a copy of the latest annual report (Form 5500 Series) filed by the plan with 
the U.S. Department of Labor and available at the Public Disclosure Room of the Pension and Welfare Benefit 
Administration. 

 Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the 
plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual 
report (Form 5500 Series) and updated summary plan descriptions. The administrator may charge a 
reasonable fee for the copies. You may also review all official plan documents, during normal business hours, 
in the Benefits Department. 

 Receive a summary of the plan’s annual financial report. The Plan Administrator is required by law to furnish 
each participant with a copy of this summary annual report. 

 Continue health care coverage (including health care reimbursement account coverage) for yourself, 
spouse/registered domestic partner and/or dependents if there is a loss of coverage under the plan as a 
result of a qualifying event under COBRA. You or your dependents may have to pay for such coverage. You 
may also review this summary plan description and the documents governing the plan on the rules governing 
your COBRA continuation coverage rights. 

 Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under your group 
health plan, if you have creditable coverage from another plan. You should be provided a certificate of 
creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose 
coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your COBRA 
continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months 
after losing coverage. Without evidence of creditable coverage, you may be subject to a pre-existing condition 
exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage. 

“Company” Defined 

Throughout this section, unless 
otherwise stated, reference to 
“Company” or “PG&E” means Pacific 
Gas and Electric Company. The plans 
and benefits described in this handbook 
are also applicable to employees who 
terminate at or after age 55 (“retirees”) 
of PG&E Corporation and its designated 
subsidiaries, but only to the extent that 
such entities are participating employers 
with respect to the described plans or 
programs and such retirees meet the 
eligibility requirements of the plans or 
programs. 
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Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee benefit plan. The people who operate your plan, called “fiduciaries” of the plan, 
have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries. 

No one, including your employer, your union, or any other person, may fire you or otherwise discriminate against 
you in any way to prevent you from obtaining a benefit or exercising your rights under ERISA. 

Enforce Your Rights 
If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to 
obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain 
time schedules. 

Under ERISA, there are steps you can take to enforce your rights. For instance, if you request a copy of plan 
documents or the latest annual report from the plan and do not receive them within 30 days, you may file suit in 
a federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you 
up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond 
the control of the administrator. 

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or 
federal court. In addition, if you disagree with the plan’s decision, or lack thereof, concerning the qualified status 
of a domestic relations order or a medical child support order, you may file suit in federal court. 

If it should happen that plan fiduciaries misuse the plan’s money, or if you are discriminated against for asserting 
your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. 
The court will decide who should pay court costs and legal fees. If you are successful, the court may order the 
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and 
fees, if it finds your claim is frivolous. 

Assistance with Your Questions 
If you have questions about your plan, you should contact the Plan Administrator. If you have any questions about 
this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan 
Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. 
Department of Labor, listed in your telephone directory, or the Division of Technical Assistance and Inquiries, 
Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., 
Washington, DC 20210. You may also obtain certain publications about your rights and responsibilities under 
ERISA by calling the publications hotline of the Employee Benefits Security Administration. 

Health Information Privacy and Data Security 
The Pacific Gas and Electric Company and its health plan partners are 
committed to protecting the privacy and confidentiality of the health 
information for eligible participants (including eligible employees, 
retirees and surviving spouses, and their Eligible Dependents) that is 
created or received in the administration of The Pacific Gas and Electric 
Company Health Care Plan for Active Employees, The Pacific Gas and 
Electric Company Health Care Plan for Retirees and Surviving 
Dependents, and The Pacific Gas and Electric Company Health Care Flexible Spending Account Plan (collectively, 
“Health Plans”). 

Federal legislation known as the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and the 
underlying privacy and security regulations issued by the U.S. Department of Health and Human Services provide 
additional protection for individually identifiable health information (referred to as “Protected Health 
Information”). The privacy regulations were effective April 14, 2004, and the security regulations were effective 
April 20, 2005. Protected Health Information includes health information in any form or medium including paper, 
oral communications and electronic media. For this purpose, electronic media will include health information 

Please Read This Carefully 

This section describes how medical 
information about you may be used and 
disclosed and how you can obtain 
access to this information. 
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stored on computer hard drives, any removable/transportable digital memory medium, such as a magnetic tape 
or disk, optical disk, or digital memory card, as well as the various methods in which health information is 
transmitted electronically. 

The Health Plans will not use or disclose an eligible participant’s Protected Health Information, except as 
necessary for purposes of treatment, payment or health care operations, or as otherwise permitted by applicable 
law. The Health Plans may also disclose an eligible participant’s Protected Health Information to authorized 
Pacific Gas and Electric Company personnel (including personnel at affiliated companies whose employees 
participate in the Health Plans) for these and other administrative purposes. Neither the Pacific Gas and Electric 
Company nor its authorized personnel will, without the eligible participant’s written authorization, use or disclose 
his or her Protected Health Information for employment-related actions and decisions, or in connection with any 
other benefit or employee benefit plan sponsored by the Pacific Gas and Electric Company. 

Under HIPAA, eligible participants have certain important rights with respect to Protected Health Information, 
including the rights to inspect and copy information, receive an accounting of certain disclosures of health 
information, and under certain circumstances, amend the information that is incorrect or incomplete. Eligible 
participants may also request a restriction on the Protected Health Information that the Health Plans use or 
disclosure about their treatments, payments or health care operations, or that the Health Plans communicate 
with them about health matters using alternative means or at alternative locations. Eligible participants also have 
the right to file a complaint with the Health Plans or with the U.S. Department of Health and Human Services if 
they believe that their health information rights under HIPAA have been violated. 

The Health Plans maintain a “HIPAA Notice of Health Information Privacy Practices” (“HIPAA Notice”) that 
provides a description of how Pacific Gas and Electric Company and the Health Plans may use or disclose 
Protected Health Information, as well as eligible participants’ health information rights under HIPAA. The Health 
Plans have implemented administrative, physical and technical safeguards designed to protect the 
confidentiality, integrity and availability of any Protected Health Information that it transmits, receives or 
maintains in any form of electronic media. 

To receive more information about the Health Plans’ health information privacy practices or HIPAA rights, or if 
you have any questions about the HIPAA Notice, you may contact the Pacific Gas and Electric Company Plan 
Administrator, PG&E HR Service Center, 1850 Gateway Blvd, 7th Floor, Concord, CA 94520. 

Health Information Privacy 
This Notice is required by the Health Insurance Portability and Accountability Act (“HIPAA”) and is intended to 
describe to the extent applicable to you how the Pacific Gas and Electric Company Health Care Plan for Active 
Employees, the Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving Dependents, and 
the Pacific Gas and Electric Company Health Care Flexible Spending Account Plan (collectively, “Health Plans”), 
and the various health plan vendors that administer these Health Plans (for example, Anthem Blue Cross) will 
protect your health information. This Notice also describes your rights to access and control your protected health 
information. 

“Health information” for this purpose means information that identifies you and either relates to your physical or 
mental health condition or the provision of health care to you, or relates to the payment of your health care 
expenses. This individually identifiable health information is known as “protected health information” (“PHI”). 
Your PHI will not be used or disclosed by the Health Plans without a written authorization from you, except as 
described in this Notice or as otherwise permitted by federal or state health information privacy laws. Please note 
that your personal physician or other health care facilities (for example, hospitals or health clinics) where you 
may receive health care or treatment may have different policies, procedures or notices regarding the physician’s 
or health care facility’s use or disclosure of PHI that they may have created. These health care providers and any 
health plan insurer will separately notify you regarding their health information policies or procedures. 

Health Plan Privacy Obligations 

The Health Plans are required by law to: 

 Make sure that health information that identifies you is kept private; 
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 Give you this Notice of their legal duties and privacy practices with respect to health information about you; 
and 

 Follow the terms of the Notice that are in effect. 

How the Health Plans May Use and Disclose Health Information About You 

The Health Plans may use health information or disclose it amongst themselves or to others for a number of 
different reasons. The following are the different ways that the Health Plans may use and disclose your PHI 
without your authorization: 

 For Treatment. The Health Plans may disclose your PHI to a health care provider who provides, coordinates or 
manages health care treatment on your behalf. For example, if you are unable to provide your medical history 
as a result of an accident, the Health Plans may advise an emergency room physician about the different 
medications that you may have been prescribed. 

 For Payment. The Health Plans may use and disclose your PHI so claims for health care treatment, services, 
and supplies that you receive from health care providers may be paid according to the Health Plans’ terms. 
The Health Plans may also use your PHI for billing, reviews of health care services received, and subrogation. 
For example, the Health Plans may tell a doctor or hospital whether you are eligible for coverage or what 
percentage of the bill will be paid by the Health Plans. Another example is that the Plans may share 
information about your coverage or the expenses you have incurred with another health plan to coordinate 
payment of benefits. 

 For Health Care Operations. The Health Plans may use and disclose your PHI to enable them to operate more 
efficiently or to make certain that all of their participants receive the appropriate health benefits. For example, 
the Health Plans may use your PHI for wellness programs, case management, to refer individuals to disease 
management programs, for underwriting, premium rating, activities relating to the creation, renewal or 
replacement of a contract of health insurance or health benefits, to arrange for medical reviews, or to perform 
population-based studies designed to reduce health care costs. In addition, the Health Plans may use or 
disclose your PHI to conduct compliance reviews, audits, legal reviews, actuarial studies, and/or for fraud and 
abuse detection. The Health Plans may not use or disclose genetic information for underwriting purposes. 

 To The Plan Sponsor. The Health Plans are sponsored by the Company. The Health Plans may disclose your 
PHI to designated personnel at the Company so that they can carry out related administrative functions, 
including the uses and disclosures described in this Notice. Such disclosures will be made only to the 
individuals authorized to receive such information under the Health Plans. These individuals will protect the 
privacy of your health information and ensure that it is used only as described in this Notice or as permitted by 
law. Unless authorized by you in writing, your health information: (1) may not be disclosed by the Health Plans 
to any other employee or department of the Company, and (2) will not be used by the Company for any 
employment-related actions or decisions, or in connection with any other employee benefit plans sponsored 
by the Company. 

 To a Business Associate. Certain services are provided to the Health Plans by third-party administrators known 
as “business associates.” For example, the Health Plans may place information about your health care 
treatment into an electronic claims processing system maintained by a business associate so that your claim 
may be paid. In so doing, the Health Plans will disclose your PHI to their business associates so that the 
business associates can perform their claims payment functions. However, the Health Plans will require their 
business associates, through written agreements, to appropriately safeguard your health information in the 
same way as the Health Plans are required to do under HIPAA. 

 For Treatment Alternatives. The Health Plans may use and disclose your PHI to tell you about possible 
treatment options or health care alternatives that may be of interest to you. 

 For Health-Related Benefits and Services. The Health Plans may use and disclose your PHI to tell you about 
health-related benefits or services that may be of interest to you. 

 To Communicate With Family and Others When You Are Not Present. There may be times when a family 
member or other person involved in your or your child’s care contacts the Health Plans on your behalf because 
there is an emergency, you are not present, or you lack the decision making capacity to agree or object. In 
those instances, we will use our best judgment to determine if the disclosure of your or your child’s PHI is 
warranted. If so, we will limit the disclosure to the PHI that is directly relevant to the person’s involvement with 
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your or your child’s health care. For example, if you are hospitalized, we may provide your spouse with 
information about payment of your medical claims. The Health Plans may also advise a family member or 
close friend about your condition, your location (for example, that you are in the hospital), or death, unless 
other laws would prohibit such disclosures. 

 As Required by Law. The Health Plans will disclose your PHI when required to do so by federal, state, or local 
law, including those laws that require the reporting of certain types of wounds, illnesses or physical injuries, or 
the reporting of information to the U.S. Department of Health and Human Services or its designee. 

Special Use and Disclosure Situations 

The Health Plans may also use or disclose your PHI without your authorization under the following circumstances: 

 Lawsuits and Disputes. If you become involved in a lawsuit or other legal action, the Health Plans may 
disclose your PHI in response to a court or administrative order, a subpoena, warrant, discovery request, or 
other forms of lawful due process. 

 Law Enforcement. The Health Plans may release your PHI if asked to do so by a law enforcement official, for 
example, to report child abuse, to identify or locate a suspect, material witness or missing person, or to report 
a crime, the crime’s location or victims, or the identity, description, or location of the person who committed 
the crime. 

 Workers’ Compensation. The Health Plans may disclose your PHI to the extent authorized by and to the extent 
necessary to comply with workers’ compensation laws and other similar programs. 

 Military and Veterans. If you are or become a member of the U.S. Armed Forces, the Health Plans may release 
medical information about you as deemed necessary by military command authorities. 

 To Avert Serious Threat to Health or Safety. The Health Plans may use and disclose your PHI when necessary 
to prevent a serious threat to your health and safety, or the health and safety of the public or another person. 

 Public Health Risks. The Health Plans may disclose health information about you for public health activities. 
These activities include preventing or controlling disease, injury or disability; reporting births and deaths; 
reporting child abuse or neglect; reporting reactions to medications or problems with medical products; or to 
notify people of recalls of products they have been using. 

 Health Oversight Activities. The Health Plans may disclose your PHI to a health oversight agency for audits, 
investigations, inspections, and licensure necessary for the government to monitor the health care system and 
government programs. 

 Research. Under certain limited circumstances, the Health Plans may use and disclose your PHI for medical 
research purposes. 

 National Security, Intelligence Activities, and Protective Services. The Health Plans may release your PHI to 
authorized federal officials: (1) for intelligence, counterintelligence, and other national security activities 
authorized by law; and (2) to enable them to provide protection to the members of the U.S. government or 
foreign heads of state, or to conduct special investigations. 

 Organ and Tissue Donation. If you are an organ donor, the Health Plans may release medical information to 
organizations that handle organ procurement or organ, eye, or tissue transplantation, or to an organ donation 
bank to facilitate organ or tissue donation and transplantation. 

 Coroners, Medical Examiners, and Funeral Directors. The Health Plans may release your PHI to a coroner or 
medical examiner. This may be necessary, for example, to identify a deceased person or to determine the 
cause of death. The Health Plans may also release your PHI to a funeral director, as necessary, to carry out 
his/her responsibilities. 

Your Rights Regarding Your Health Information 

Except as described in this notice, other uses and disclosures will be made only with your prior written 
authorization. For example, the Health Plans will never sell your health information unless you have authorized us 
to do so. If a written authorization is obtained, you may revoke your authorization as allowed under the HIPAA 
rules. However, you cannot revoke your authorization with respect to any disclosures the Health Plans have 
already made.  
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You have the following rights regarding the health information that the Health Plans maintain about you: 

 Right to Inspect and Copy Your Personal Health Information. You have the right to inspect and copy your PHI 
that is maintained in a “designated record set” for so long as the Health Plans maintain your PHI. A 
“designated record set” includes medical information about eligibility, enrollment, claim and appeal records, 
medical and billing records maintained by the Health Plans, and records used in whole or in part to make 
decisions about your Health Plan benefits, but does not include psychotherapy notes, information intended for 
use in a civil, criminal or administrative proceeding, or any information to which access is otherwise prohibited 
by law. 

To inspect and copy health information maintained by the Health Plans, submit your request in writing to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

The Health Plans may charge a fee for the cost of copying and/or mailing your request. The Health Plans must 
act upon your request for access no later than 30 days after receipt (60 days if the information is maintained 
off-site). A single, 30-day extension is allowed if the Health Plans are unable to comply by the initial deadline. 
In limited circumstances, the Health Plans may deny your request to inspect and copy your PHI. Generally, if 
you are denied access to your health information, you will be informed as to the reasons for the denial, and of 
your right to request a review of the denial. 

You may also request your health information be sent to another entity or person, so long as that request is 
clear, conspicuous and specific. If the Health Plans do not maintain the health information but knows where it 
is maintained, you will be informed of where to direct your request. 

If the Health Plans keep your records in an electronic format, you may request an electronic copy of your 
health information if in a form and format readily producible by the Health Plans. If the information is not in a 
form and format readily producible by the Health Plans, the Health Plans will work with you to come to an 
agreement on form and format. If we cannot agree on an electronic form and format, the Health Plans will 
provide you with a paper copy. You may also request that such electronic health information be sent to 
another entity or person, so long as that request is clear, conspicuous and specific. Any charge that is 
assessed to you for these copies, if any, will be reasonable and based on the Health Plan’s costs. 

 Right to Amend Your Personal Health Information. If you feel that the health information that the Health Plans 
have about you is incorrect or incomplete, you may ask the Health Plans to amend it. You have the right to 
request an amendment for so long as the Health Plans maintain your PHI in a designated record set. 

To request an amendment, send a detailed request in writing to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

You must provide the reason(s) to support your request. The Health Plans may deny your request if you ask 
the Health Plans to amend health information that was: (1) accurate and complete; (2) not created by the 
Health Plans; (3) not part of the health information kept by or for the Health Plans; or (4) not information that 
you would be permitted to inspect and copy. The Health Plans have 60 days after the request is received to 
act on the request. A single, 30-day extension is allowed if the Health Plans cannot comply by the initial 
deadline. If the request is denied, in whole or in part, the Health Plans will provide you with a written denial 
that explains the basis for the denial. You may then submit a written statement disagreeing with the denial 
and, if permitted under HIPAA, have that statement included with any future disclosures of your PHI. 

 Right to an Accounting of Disclosures. You will be notified of any unauthorized access, use or disclosure of 
your unsecured information as required by law. In addition, you have the right to request an “accounting of 
disclosures” of your PHI. This is a list of disclosures of your PHI that the Health Plans have made to others for 
the six (6) year period prior to the request, except for those disclosures necessary to carry out treatment, 
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payment, or health care operations, disclosures previously made to you, disclosures that occurred prior to 
April 14, 2003 (the HIPAA compliance date), or disclosures made in certain other situations described under 
HIPAA. 

To request an accounting of disclosures, submit your request in writing to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

Your request must state a time period for the accounting, which may not be longer than six (6) years prior to 
the date the accounting was requested. If the accounting cannot be provided within 60 days, an additional 30 
days is allowed if the Health Plans provide you with a written statement of the reasons for the delay and the 
date by which the accounting will be provided. If you request an accounting more than once within a 12-month 
period, the Health Plans will charge a reasonable, cost-based fee for each subsequent accounting. 

 Right to Request Restrictions. You have the right to request a restriction on the health information that the 
Health Plans use or disclose about you for treatment, payment, or health care operations. You also have the 
right to request that the Health Plans limit the individuals (for example, family members) to whom the Health 
Plans disclose health information about you. For example, you could ask that the Health Plans not use or 
disclose information about a surgical procedure that you had. While the Health Plans will consider your 
request, they are not required to agree to it. If the Health Plans agree to the restriction, they will comply with 
your request until such time as the Health Plans provide written notice to you of their intent to no longer agree 
to such restriction, or unless such disclosure is required by law. 

To request a restriction or limitation, make your request in writing to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

In your request, you must state: (1) what information you want to limit; (2) whether you want to limit the 
Health Plans’ use, disclosure, or both; and (3) to whom you want the limit(s) to apply. Note: The Health Plans 
are not required to agree to your request. 

Certain other entities covered by these HIPAA rules (such as your health care provider or its business 
associate), but not the Health Plans, must comply with your request that health information regarding a 
specific health care item or service not be disclosed to the Health Plans for purposes of payment or health 
care operations, if you have paid for the item or service in full out of pocket.  

 Right to Request Confidential Communications. You have the right to request that the Health Plans 
communicate with you about health matters using alternative means or at alternative locations. For example, 
you can ask that the Health Plans send your explanation of benefits (“EOB”) forms about your benefit claims 
to a specified address. To request confidential communications, make your request in writing to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

The Health Plans will make every attempt to accommodate all reasonable requests. Your request must 
specify how or where you want to be contacted. 

 State Privacy Rights. You may have additional privacy rights under state laws, including rights in connection 
with mental health and psychotherapy reports, pregnancy, HIV/AIDS-related illnesses, and the health 
treatment of minors. 
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 Right to a Paper Copy of this Notice. You have the right to a paper copy of this Notice upon request. This right 
applies even if you have previously agreed to accept this Notice electronically. To request a written copy of this 
Notice at any time, you may write to: 

Pacific Gas and Electric Company 
Plan Administrator — HIPAA 
PG&E Benefits Department 
1850 Gateway Blvd., 7th Floor 
Concord, CA 94520 

Changes to this Privacy Notice 

The Health Plans reserve the right to change this Notice at any time and from time to time, and to make the 
revised or changed Notice effective for health information that the Health Plans already have about you, as well 
as any information that the Health Plans may receive in the future. The revised Notice will be provided to you in 
the same manner as this Notice, or electronically if you have consented to receive the Notice electronically or you 
are able to receive electronic information at your worksite, in a manner consistent with federal regulations. 

Complaints 

If you believe that your health information privacy rights, as described under this Notice, have been violated, you 
may file a written complaint with the Health Plans by contacting the person listed at the address under “Contact 
Information,” below. You may also file a written complaint directly with the Secretary of the U.S. Department of 
Health and Human Services, at the Office for Civil Rights, U.S. Department of Health and Human Services, 200 
Independence Avenue, S.W., Room 509F, Hubert H. Humphrey Building, Washington, D.C. 20201. The complaint 
should generally be filed within 180 days of when the act or omission complained of occurred. Note: You will not 
be penalized or retaliated against for filing a complaint. 

Other Uses and Disclosures of Health Information 

Other uses and disclosures of health information not covered by this Notice or by the laws that apply to the Health 
Plans will be made only with your written authorization. If you authorize the Health Plans to use or disclose your 
PHI, you may revoke the authorization, in writing, at any time. If you revoke your authorization, the Health Plans 
will no longer use or disclose your PHI for the reasons covered by your written authorization; however, the Health 
Plans will not reverse any uses or disclosures already made in reliance on your prior authorization. 

Contact Information 

To receive more information about the Health Plans’ privacy practices or your rights, or if you have any questions 
about this Notice, please contact the Health Plans at the following address: 

Health Plan Name(s) Pacific Gas and Electric Company Health Care Plan for Active Employees, Pacific 
Gas and Electric Company Health Care Plan for Retirees and Surviving Dependents, 
Pacific Gas and Electric Company Health Care Flexible Spending Account Plan 

Contact Person HIPAA Privacy Official  

Address 77 Beale Street, Mail Code B23H, San Francisco, CA 94105  

Phone (415) 973-0290 
 

A copy of this Notice is available online from the Human Resources Forms section of the PG&E@Work intranet, or 
you can contact the HR Service Center at 415-972-7077 or toll-free at 800-700-0057. 

Forfeiture of Unclaimed Benefit Payments 
If you receive, or are entitled to receive, a benefit payment from one of the self-insured health plans and the 
Claims Administrator cannot locate you, the payment will be returned to the Company or, if paid from one of the 
Company’s trust funds, the appropriate trust. If, after three years from the date on which the benefit is paid or 
became payable, you have not accepted the payment or corresponded with the Claims Administrator or Trustee 
in writing concerning the benefit payment, the payment will be forfeited to the Company’s operating general 
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assets or trust that issued the payment. For additional information on plan funding, see “Funding” in the table 
that describes “The Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving Dependents” 
on page 334. 

If you, your spouse, beneficiary or joint pensioner are entitled to receive a benefit under The Pacific Gas and 
Electric Company Retirement Plan, and the plan administrator cannot locate you or any of your spouse, 
beneficiary or joint pensioner at the time any required distributions from the plan must be taken, such benefit will 
be forfeited, such forfeited benefit being subject to reinstatement prior to the termination of the plan without any 
earnings or interest adjustment thereon. 

Facility of Payment 
If any benefit from one of the self-insured health plans is payable to the estate of a Participant or to a dependent 
who is a minor or otherwise not competent to give a valid release, the self-insured health plan may pay the 
benefits to any relative or other person or persons whom the plan determines to have accepted competent 
responsibility for the care of the Participant or the dependent or for administration of the Participant’s estate. Any 
payment made by a self-insured health plan in good faith pursuant to this provision fully discharges the plan and 
the Company to the extent of such payment. 

Administrative Information 
This section contains administrative details, such as official plan names and numbers and contact information for 
each plan. 

The Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents 

Name and Address of 
Employer 

The Pacific Gas and Electric Company Health Care Plan For Retirees and Surviving 
Dependents is sponsored by: 

Pacific Gas and Electric Company 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Employer Identification 
Number 

The Internal Revenue Service has assigned this ID number to the Plan sponsor: 

Pacific Gas and Electric Company: 94-0742640 

Participating Employers The Pacific Gas and Electric Company 

PG&E Corporation 

PG&E Corporation Support Services, Inc. 

PG&E Corporation Support Services II, Inc.  

Plan Name The Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving 
Dependents 

Plan Number 535 

Plan Type See “Plan Directory” on page 336. 

Plan Year 1/1–12/31 
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Plan Administrators 
(Referred to collectively as 
“Plan Administrator”) 

The Plan Administrator for the Plan is: 

The Employee Benefit Committee (EBC) of PG&E Corporation 
c/o Pacific Gas and Electric Company  
Benefits Department 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

The Plan Administrator for the Plan, with respect to appeals regarding claims 
decisions only is: 

The Employee Benefit Appeals Committee (EBAC) of Pacific Gas and Electric 
Company 
c/o Benefits Department 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Plan Trustee, Insurance 
Issuer and/or Third-Party 
Administrator 

See “Plan Directory” on page 336. 

Discretionary Authority The Plan Administrator has oversight responsibility for the administration of the 
Plan which includes maintaining records, and making rules, computations, 
interpretations and decisions that may be necessary for administration of the 
Plans. The Plan Administrator has the discretionary authority to interpret, construe, 
and define the terms of the Plan and may advise the Plans’ Claims Administrators 
of such interpretations, constructions and definitions. 

Notwithstanding the foregoing, the insured plans (HMOs and Employee Assistance 
Plan) have the authority to interpret and construe the terms of their contracts and 
Evidences of Coverage and to resolve claims for benefits. See Funding for 
additional information. 

Agent for the Service of 
Legal Process 

If you wish to take legal action after exhausting the applicable claims and appeals 
procedures, a lawsuit may be served on the ERISA Plan Administrator. Service 
should be directed to: 

Linda Y.H. Cheng 
Vice President, Corporate Governance and Corporate Secretary 
Pacific Gas and Electric Company  
77 Beale Street 
Mail Code B24W 
San Francisco, CA 94105 

Other Administrative 
Information 

ERISA divides employee benefit plans into two broad categories: welfare plans and 
pension plans. 

Your Pacific Gas and Electric Company Health Care Plan for Retirees and Surviving 
Dependents Plan is a “welfare” plan. 
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Funding The Comprehensive Access Plan, the Network Access Plan, the Retiree Optional 
Plan, the HSA Medical Plan, the Kaiser EPO, the PG&E Medicare Supplemental 
Plan, the Prescription Drug Plan, and the Mental Health and Substance Abuse 
Program are all “self-insured.” This means the Company is responsible for the 
overall design and administration of the plans and the Company is financially 
responsible for the payment of the actual costs of the benefit claims. The cost of 
the benefit claims are paid directly from the Company’s general assets, after the 
claims are incurred.  

Benefits from the Health Maintenance Organizations (HMOs) are provided 
pursuant to contracts with each plan. These organizations agree to provide covered 
services to enrolled Retirees and Surviving Dependents and their dependents in 
exchange for monthly premiums. The HMOs (not the Company) are financially 
responsible for the payment of benefits. 

Manufacturer rebates are earned upon participant purchase of certain prescription 
drugs. The value of these rebates is based on the contract that Pacific Gas and 
Electric Company, as Plan sponsor, has with Express Scripts, Inc. These rebates are 
received from Express Scripts, Inc. approximately six months after the purchase of 
a drug and are deposited back to the trust holding the Plan assets for Retirees or 
employees on long-term disability or back to the Company for active employees. 
The cost of the Plan is reduced by the value of the rebates. 

Retirees and Surviving Dependents pay a portion of the costs, generally through 
post-tax contributions. The applicable Retiree and Surviving Dependent 
contribution is established annually. 

 

Plan Directory 
The plan directory includes, in alphabetical order, the programs that make up The Pacific Gas and Electric 
Company Health Care Plan for Retirees and Surviving Dependents. The Company contracts with various health 
care organizations to administer claims for the self-funded health plans. These organizations are called third-
party administrators.  

Plan Name Plan Type Trustee, Insurance Issuer and/or Third-Party 
Administrator 

Blue Shield HMO and Blue 
Shield COB HMO 

hospitalization and medical 
benefits 

Insurance Issuer: 

Blue Shield of California 
P.O. Box 272540 
Chico, CA 95927-2540 

Comprehensive Access Plan 
(CAP), Network Access Plan 
(NAP), Retiree Optional Plan 
(ROP), PG&E Medicare 
Supplemental Plan (MSP), 
and Health Savings Account 
Medical Plan (HSA Medical 
Plan)  

hospitalization and medical 
benefits 

Third-Party Administrator: 

Anthem Blue Cross 
PO Box 60007 
Los Angeles, CA 90060-0007 

Health Net HMO, Health Net 
COB HMO, and Health Net 
Seniority Plus (Medicare 
Advantage HMO) 

hospitalization and medical 
benefits 

Insurance Issuer: 

Health Net 
P. O. Box 9103 
Van Nuys, CA 91409 

Kaiser Permanente Exclusive 
Provider Organization Plan 

hospitalization and medical 
benefits 

Third-Party Administrator: 

Kaiser Permanente Insurance Company 
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Plan Name Plan Type Trustee, Insurance Issuer and/or Third-Party 
Administrator 

Kaiser Permanente Health 
Plan and Kaiser Senior 
Advantage (Medicare 
Advantage HMO) – Northern 
and Southern Regions 

hospitalization and medical 
benefits 

Insurance Issuer: 

Kaiser Permanente Health Plan, Inc. 
1950 Franklin Street 
Oakland, CA 94612 

Mental Health and Substance 
Abuse Program 

hospitalization and medical 
benefits 

Third-Party Administrator: 

ValueOptions 
P. O. Box 1290 
Latham, NY 12110 

Prescription Drug Plan prescription drug benefits Third-Party Administrator: 

Express Scripts, Inc. 
P. O. Box 17411 
Lexington, KY 40512 

Smokeless®  

Through December 31, 2013 

tobacco cessation program Third-Party Administrator: 

American Institute for Preventive Medicine  
30445 Northwestern Highway 
Suite 350 
Farmington Hills, Michigan 48334 

Provant Health Solutions 

Effective January 1, 2014 

tobacco cessation program Third-Party Administrator: 

Provant Health Solutions 
420 Ladd Street 
East Greenwich, RI 02818 

 

The Pacific Gas and Electric Company Postretirement Life Insurance 
Plan 

Name and Address of 
Employer 

The Pacific Gas and Electric Company Postretirement Life Insurance Plan is 
sponsored by: 

Pacific Gas and Electric Company 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Employer Identification 
Number 

The Internal Revenue Service has assigned this ID number to the Plan sponsor: 

 Pacific Gas and Electric Company: 94-0742640 

Participating Employers Pacific Gas and Electric Company 

PG&E Corporation 

PG&E Corporation Support Services, Inc. 

PG&E Corporation Support Services II, Inc. 

Plan Name Pacific Gas and Electric Company Postretirement Life Insurance Plan 

Plan Number 542 

Plan Type Postretirement life insurance 
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Plan Administrators The Plan Administrator for the Plan is: 

The Employee Benefit Committee (EBC) of PG&E Corporation 
c/o Pacific Gas and Electric Company 
Benefits Department 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Plan Trustee, Insurance 
Issuer and/or Third-Party 
Administrator 

Insurance Issuer: 

Metropolitan Life Insurance Company 
425 Market Street, Suite 970 
San Francisco, CA 94105 2230 

Trustee: 

Mellon Bank 
One Mellon Center 
500 Grant Street, Room 1315 
Pittsburgh, PA 15258 0001 

Discretionary Authority The Plan Administrator has oversight responsibility for the administration of the Plan 
which includes maintaining records, and making rules, computations, interpretations 
and decisions that may be necessary for administration of the Plan. The Plan 
Administrator has the discretionary authority to interpret, construe, and define the 
terms of the Plan. 

Agent for the Service of 
Legal Process 

If you wish to take legal action after exhausting the applicable claims and appeals 
procedures, a lawsuit may be served on the Plan Administrator. 

Service should be directed to: 

Linda Y.H. Cheng 
Vice President, Corporate Governance and Corporate Secretary 
Pacific Gas and Electric Company 
77 Beale Street 
Mail Code B24W 
San Francisco, CA 94105 

Other Administrative 
Information 

ERISA divides employee benefit plans into two broad categories: welfare plans and 
pension plans. 

The Pacific Gas and Electric Company Postretirement Life Insurance Plan is a 
“welfare” plan. 

Funding The Postretirement Life benefits are fully insured through MetLife. The life insurance 
premiums and administrative expenses are paid for by the Company. Postretirement 
Life Insurance premiums are paid from a trust to which the Company makes 
contributions. The trustee is Mellon Bank. 

 

The Pacific Gas and Electric Company Retirement Plan 

Name and Address of 
Employer 

The Pacific Gas and Electric Company Retirement Plan is sponsored by: 

Pacific Gas and Electric Company 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Employer Identification 
Number 

The Internal Revenue Service has assigned this ID number to the Plan sponsor: 

Pacific Gas and Electric Company: 94-0742640 
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Participating Employers The Pacific Gas and Electric Company 

PG&E Corporation 

PG&E Corporation Support Services, Inc. 

PG&E Corporation Support Services II, Inc. 

Plan Name The Pacific Gas and Electric Company Retirement Plan 

Plan Number 001 

Plan Type Pension: Defined Benefit 

Plan Year 1/1–12/31 

Plan Administrator The Plan Administrator for the Plan is: 

The Employee Benefit Committee (EBC) of PG&E Corporation 
c/o Pacific Gas and Electric Company 
Benefits Department 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520 

Plan Trustee, Insurance 
Issuer and/or Third-Party 
Administrator 

Plan Trustee: 
Mellon Bank 
One Mellon Center 
500 Grant Street, room 1315 
Pittsburgh, PA 15258-0001 

See the row titled “Funding” in this table for more information. 

Discretionary Authority The Plan Administrator has oversight responsibility for the administration of the 
Plan which includes maintaining records, and making rules, computations, 
interpretations and decisions that may be necessary for administration of the Plan. 
The Plan Administrator has the discretionary authority to interpret, construe, and 
define the terms of the Plan. 

Agent for the Service of 
Legal Process 

If you wish to take legal action after exhausting the applicable claims and appeals 
procedures, a lawsuit may be served on the Plan Administrator. Process may also 
be served on the Plan Trustee (see the row titled “Plan Trustee, Insurance Issuer 
and/or Third-Party Administrator” in this table for the address). Service should be 
directed to: 

Linda Y.H. Cheng 
Vice President, Corporate Governance and Corporate Secretary 
Pacific Gas and Electric Company 
77 Beale Street 
Mail Code B24W 
San Francisco, CA 94105 

Other Administrative 
Information 

ERISA divides employee benefit plans into two broad categories: welfare plans and 
pension plans. 

There are two types of “pension” plans. A “defined benefit” plan calculates your 
pension by using a formula; the amount of your benefit depends upon your pay 
and your credited service with the Company and a “defined contribution” plan 
provides an individual account for each participant; the amount you receive as a 
benefit depends upon the amount contributed to your account and the investment 
performance of the contributions. 

The Pacific Gas and Electric Company Retirement Plan is a defined benefit 
pension plan. 

Last Updated March 26, 2014



Rules, Regulations & Administrative Information 

340 Benefits Effective January 1, 2013 
 For retirees and their eligible survivors 

Funding The Retirement Plan has been an employer-paid plan since 1973. The amount of 
each year’s Company contribution is determined by the Employee Benefit 
Committee (EBC) based upon the advice of the Retirement Plan’s actuary and in 
accordance with various laws and regulations which govern contributions to 
retirement plans. Company contributions are paid to bank trustees for 
safekeeping. Investment managers are appointed by EBC to direct the investment 
of the contributions paid to bank trustees. 

Bank trustees, insurance companies and investment managers are currently 
employed to invest or act as custodians of Retirement Plan assets. 

 

PG&E Corporation Retirement Savings Plan and Retirement Savings 
Plan for Union-Represented Employees 
These plans were formerly called the Pacific Gas and Electric Company Savings Fund Plan and the Pacific Gas 
and Electric Company Savings Fund Plan for Union-Represented Employees 

Name and Address of Employer The Retirement Savings Plans are sponsored by: 

PG&E Corporation 
1850 Gateway Boulevard, 7025C 
Concord, CA 94520 

Employer Identification Number The Internal Revenue Service has assigned this ID number to the 
Plan sponsor: 

PG&E Corporation: 94-3234914 

Participating Employers Any affiliate or subsidiary of PG&E Corporation which participates 
in the Plan, including: 

 PG&E Corporation 

 Pacific Gas and Electric Company 

 PG&E Corporation Support Services, Inc. 

 PG&E Corporation Support Services II, Inc. 

Plan Name PG&E Corporation Retirement Savings Plan  

PG&E Corporation Retirement Savings Plan for Union-Represented 
Employees  

Plan Number 001 and 002, respectively 

Plan Type Defined contribution stock bonus plan with an employee stock-
ownership plan component and a cash or deferred arrangement 
designed to qualify under section 401(k) of the Internal Revenue 
Code (IRC) and satisfy ERISA section 404(c). 

Plan Year 1/1–12/31 

Plan Administrator The Plan Administrator for the Plans is: 

The Employee Benefit Committee  of PG&E Corporation 
c/o PG&E Corporation 
1850 Gateway Boulevard, 7025C 
Concord, CA 94520 

415-973-4537 or 800-788-2363 
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Plan Trustee, Insurance Issuer and/or 
Third-Party Administrator 

Plan Trustee: 

Fidelity Management Trust Company 
c/o Administrative Team for PG&E Corporation Retirement 
Savings Plans 
Fidelity Investments 
82 Devonshire Street 
Boston, MA 02109 

Discretionary Authority The Plan Administrator has oversight responsibility for the 
administration of the Plans which includes maintaining records, 
and making rules, computations, interpretations and decisions 
that may be necessary for administration of the Plans. The Plan 
Administrator has the discretionary authority to interpret, construe, 
and define the terms of the Plans. 

Agent for the Service of Legal Process If you wish to take legal action after exhausting the applicable 
claims and appeals procedures, a lawsuit may be served on the 
Plan Administrator. Process may also be served on the Plan 
Trustee (see the row titled “Plan Trustee, Insurance Issuer and/or 
Third-Party Administrator” in this table for the address). Service on 
the Plan Administrator should be directed to: 

Corporate Secretary  
Pacific Gas and Electric Company 
77 Beale Street, 24th floor 
Mail Code B24W 
San Francisco, CA 94105 

Collective Bargaining Agreement The PG&E Corporation Retirement Savings Plan for Union-
Represented Employees is maintained pursuant to multiple 
collective bargaining agreements. A copy of the agreements may 
be obtained by respective members and beneficiaries upon written 
request to: 

Human Resources – Labor Relations 
375 N. Wiget Lane 
Walnut Creek, CA  94598 
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Contacts 
This section provides addresses, group numbers, phone numbers, and 
website addresses so you can contact the groups that manage or administer 
the benefit plans. 
If You Have Questions 
If you have any questions about your benefit options, dependent eligibility or any other benefits, you can send an 
email to the HR Service Center at hrbenefitsquestions@exchange.pge.com, or you can contact the HR Service 
Center at 415-972-7077 or toll-free at 800-700-0057. 
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Plan Group No.  Phone No. Website Address 

Blue Shield HMO H11473 888-235-1765 www.blueshieldca.com/pge Blue Shield of California 
P.O. Box 272540 
Chico, CA 95927-2540 

Blue Shield 
Medicare COB 
HMO 

H11473 888-235-1765 www.blueshieldca.com/ 
pge 

Blue Shield of California 
P.O. Box 272540 
Chico, CA 95927-2540 

Health Net HMO  68992M 800-522-0088 www.healthnet.com Claims Department 
P.O. Box 14702 
Lexington, KY 40512 

Appeals and Grievance 
Dept. 
P.O. Box 9103 
Van Nuys, CA 91409 

Health Net 
Medicare COB 
HMO 

68992R Medical with 
Health Net 
800- 522-0088 

Pharmacy with 
SilverScript 
888-648-9626 

www.healthnet.com Claims Department 
P.O. Box 14702 
Lexington, KY 40512 

Appeals and Grievance 
Dept. 
P.O. Box 9103 
Van Nuys, CA 91409 

Health Net 
Seniority Plus 

68992S Current 
members: 
800-275-4737 

Prospective 
members: 
800-596-6565 

www.healthnet.com Claims Department 
P.O. Box 14702 
Lexington, KY 40512 

Appeals and Grievance 
Dept. 
P.O. Box 9103 
Van Nuys, CA 91409 

Kaiser 
Permanente North 
and South EPO 

North 

Retiree: 
603702; EU 2 

Surviving 
Spouse: 
603702; 
EU11 

South 

Retiree: 
231142; EU 2 

Surviving 
Spouse: 
231142; 
EU11 

North —  
800-663-1771 

South — 
800-533-1833 

www.my.kp.org/ca/pge Claims Administration 
Department 
P. O. Box 12923 
Oakland, CA 94604-2923 

Member Service Call 
Center 
P. O. Box 210004 
Stockton, CA 95210 
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Plan Group No.  Phone No. Website Address 

Kaiser 
Permanente 
Senior Advantage 

North and South 

North 

Retiree:  
738; EU 1 

Surviving 
Spouse: 
738; EU 2 

South 

Retiree and 
Surviving 
Spouse: 
107932; 
EU 0002 

800-443-0815 www.my.kp.org/ca/pge Claims Administration 
Department 
P. O. Box 12923 
Oakland, CA 94604-2923 

Member Service Call 
Center 
P. O. Box 210004 
Stockton, CA 95210 

PG&E Self-Funded 
Plans 
Administered by 
Anthem Blue Cross 

Network Access 
Plan (NAP) 

Comprehensive 
Access Plan (CAP) 

Retiree Optional 
Plan (ROP) 

Medicare 
Supplemental Plan 
(MSP) 

PZG170157 800-964-0530 www.anthem.com/ca/pge Anthem Blue Cross 
P.O Box 60007 
Los Angeles, CA 
90060 

Health Savings 
Account Medical 
Plan (HSA Medical 
Plan) 

PZG170157 866-940-8299 www.anthem.com/ca/pge Anthem Blue Cross 
P.O Box 60007 
Los Angeles, CA 
90060 

American Specialty 
Health Network 
(ASHN) 

Network 
Chiropractic Care 
for Anthem Blue 
Cross-
Administered 
Plans 

PZG170157 800-678-9133 www.ashcompanies.com American Specialty Health 
777 Front Street 
San Diego, CA  
92101 

Health Savings 
Account (HSA) 
Administered by 
ConnectYourCare 
(through 
12/31/13) 

None 888-439-5121  ConnectYourCare  
307 International Circle 
Suite 200 
Hunt Valley, MD 21030 

Health Savings 
Account (HSA) 
Administered by 
UMB Bank 
(effective 1/1/14) 

None 866-520-4HS
A (4472) 
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Plan Group No.  Phone No. Website Address 

Prescription Drug 
Plan Administered 
by Medco Health 

For NAP, CAP,ROP, 
MSP, and HSA 
Medical Plan 

PGE0000 800-718-6590 www.medcohealth.com Medco 
P. O. Box 14711 
Lexington, KY 40512 

Mental Health and 
Substance Abuse 
(MHSA) Program 
Administered by 
ValueOptions 

For NAP, CAP, all 
HMOs (including 
Medicare COB 
HMOs and 
Medicare 
Advantage HMOs) 

None 800-562-3588 www.valueoptions.com ValueOptions, Inc. 
P.O. Box 1290 
Latham, NY 12110 

Smokeless®- 
Tobacco Cessation 
Program 

Offered in 
conjunction with 
the American 
Institute for 
Preventive 
Medicine  

(through 
12/31/13) 

None 800-345-2476, 
ext. 233 

  

Tobacco Cessation 
Program 
Administered by 
Provant Health 
Solutions 

(effective 1/1/14) 

None 866-271-8144   

Retirement 
Savings Plan—
401(k) 

Administered by 
Fidelity 

Plan No.: 001 

EIN: 94-
3234914 

877-743-4015 www.401k.com  

Financial Engines Plan No.: 001 

EIN: 94-
3234914 

877-743-4015 
(ask for 
Financial 
Engines) 

www.401k.com (click the 
Financial Engines link) 

 

Retirement Plan — 
Pension 

Administered by 
PG&E 

Plan No.: 001 

EIN: 94-
0742640 

800-788-2363 
or 
415-973-4357 

(ask for 
Retirement) 

 Email: 
hrbenefitsquestions@exch
ange.pge.com 
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Plan Group No.  Phone No. Website Address 

COBRA 

(Administered by 
Ceridian) 

None 800-877-7994 www.ceridian-benefits.com Ceridian (COBRASERV) 
P.O. Box 534099 
St. Petersburg, FL 
33747-4099  

Life Insurance 

Administered by 
MetLife 

74300 888-878-8490 mybenefits.metlife.com/ 
pg&e 
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