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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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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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