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This Employees Represented by the IBEW and SEIU Benefits Enrollment Guide and the Supplement
to Your 2008 Enrollment Guide (referred to collectively as the “Enrollment Guide”) is designed, in
part, to (1) make you aware of important changes which have been made to The Pacific Gas and
Electric Company Health Care Plan for Active Employees (referred to as the Health Care Plan), (2)
to provide you with answers to some common questions which arise in connection with enrollment
in the Health Care Plan, and (3) to provide you with some important information about your rights
under the Health Care Plan. The Enrollment Guide is not an exhaustive explanation of the Health
Care Plan. Additional information about the Health Care Plan is contained in the documents entitled
The Pacific Gas and Electric Company Health Care Plan for Active Employees, the Summary of
Benefits Handbook and the Summaries of Material Modifications including enrollment guides 
designated as Summaries of Material Modifications, as well as the Evidence of Coverage booklets
issued by HMOs and the Blue Cross SmartValue Plan, which collectively constitute the 
official plan document. 
Pacific Gas and Electric Company is the Plan Administrator of the Health Care Plan and has the 
discretionary authority to interpret and construe the terms of the official plan document, to resolve
any conflicts or discrepancies between the documents which comprise the official plan document
and to establish rules which are necessary for the administration of the Health Care Plan.
Unless otherwise noted, references in this guide to PG&E mean Pacific Gas and Electric Company.
Pacific Gas and Electric Company, PG&E Corporation and their affiliates are referred to collectively
as “Participating Employers.”
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OPEN ENROLLMENT 2008: ENERGIZE YOUR LIFE

Take charge…Get moving…Get energized. PG&E offers an outstanding benefits package designed to 
promote and support employee health and wellness. Your benefits options are explained in this guide and
the enclosed Supplement to Your 2008 Enrollment Guide. Take the time to review these materials, understand
your options and make the best decisions for your situation.

Making the Most of Your Benefits
PG&E’s benefits package offers you many ways to save money and be healthy and energized — so you can
enjoy your life. And remember, taking care of yourself also helps ensure you stay safe on the job. 

To make the most of your benefits, be sure to take advantage of…

Preventive care coverage: All of our medical plan options cover exams and screenings at little or no cost 
to you. Be sure to get an annual physical including cholesterol and blood pressure screenings. And —
depending on your age and gender — mammograms, prostate cancer screenings and colonoscopies are
critical as well. Spending $10 now to check your blood pressure can save over $100,000 later on if you 
have a stroke, not to mention the impact on your quality of life.

Wellness support: PG&E-sponsored medical plans provide an array of programs to help you manage
your specific health care needs. Contact your medical plan or visit its Web site to learn more. (See 
the back cover for contact information.)

Nurse advice lines: Have symptoms or a medical question? These 24-hour telephone advice lines let
you discuss medical issues with a nurse. 

Focused health programs: Have diabetes, heart disease or asthma? Do you smoke? These programs
provide personalized, ongoing assistance with these issues.

Decision support: Facing surgery? Have you received conflicting second opinions? These programs
offer nurses and coaches backed by powerful databases to help you make informed decisions.

Online health assessments: These assessments provide advice to help you improve your health.
Already consider yourself healthy? Many are surprised by how much they can do to get even more fit.

Discounts on fitness club memberships: Take advantage of special discounts if offered through
your medical plan.

ABOUT THIS GUIDE

This Enrollment Guide describes what’s 
changing for 2008, how to enroll and your 
benefit choices. For information on eligibility, 
change-in-status events, COBRA and other
legally required information, see the enclosed
Supplement to Your 2008 Enrollment Guide.
If you (and/or your dependents) have
Medicare or will become eligible for
Medicare in the next 12 months, a Federal
law gives you more choices about your 
prescription drug coverage. Please see 
page 7 in the Supplement for more details.

1
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Flexible Spending Accounts: Why pass up the chance to save money on taxes? When you set aside 
before-tax dollars in these accounts to pay for health care and dependent care expenses, you lower your
taxable income. See page 12 for details.

Employee Assistance Program (EAP): Getting healthy isn’t just about exercise. It’s also about emotional
health. Available 24 hours a day, the EAP is a benefit provided by PG&E at no charge to you. Get help 
with marital and family problems, alcohol and drug problems, balancing work and family, depression,
interpersonal difficulties, stress and anxiety, workplace concerns, child/elder care issues and legal 
concerns. Contact the EAP at 1-888-445-4436, or visit the Plans, Policies & Forms section of the HR intranet 
or www.achievesolutions.net/pge.

CHECK OUT YOUR HEALTH PLAN’S WEB SITE

Use the provider Web sites (listed on the back cover) to:
Confirm eligibility for yourself and your dependents
Request new or replacement ID cards
Check the status of your claims 
Search for providers and switch primary care physicians
Get wellness discounts
Check drug formulary information or order refills
Learn about health and wellness topics, such as fitness,
nutrition and pre-natal care
Find out how your hospital or doctors rank in quality 
compared to their peers
Download and print forms

TThhee  bbeesstt  ssiixx  ddooccttoorrss  aannyywwhheerree
aanndd  nnoo  oonnee  ccaann  ddeennyy  iitt
aarree  ssuunnsshhiinnee,,  wwaatteerr,,  rreesstt,,  aanndd  aaiirr
eexxeerrcciissee  aanndd  ddiieett..

— Nursery rhyme quoted by Wayne Fields,
What the River Knows, 1990
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WHAT’S CHANGING

PacifiCare HMO No Longer Available
The PacifiCare Health Maintenance Organization (HMO) and its affiliated Medicare plan, Secure Horizons,
will no longer be available to participants for 2008. In reviewing the medical plans, PG&E found that most
PacifiCare doctors also participate in other medical plans offered by PG&E. If you are enrolled in PacifiCare
and do not elect a new medical plan for 2008, you and your currently enrolled family members will be 
automatically enrolled in the Blue Shield HMO. If you are enrolled in Secure Horizons because you are on 
long-term disability (LTD) and have Medicare, it is critical that you read pages 21 to 25 of this guide.

New SmartValue Medicare Advantage Private Fee-for-Service Plan 
Effective January 2008, IBEW and SEIU union-represented Medicare-eligible participants on LTD and their
Medicare-eligible dependents may be eligible to enroll in the new SmartValue plan. See page 22 for details, 
or call SmartValue at 1-866-657-4970. 

Other Medical Plan Changes 
All medical plans make ongoing changes to providers and service areas. We suggest you verify service areas
and provider availability directly, using the plan’s contact information provided on the back cover. The 
information in this guide is current as of October 2007, but subject to change.

New Dental ID Cards
In January 2008, if you participate in the Delta Dental plan, Delta will mail two new ID cards to your home. 
To protect your privacy, the cards will use an alternate identification number instead of your Social Security
number. The cards will be issued in your name but can also be used by your enrolled dependents.

Penalty for Covering Ineligible Dependents
Members who covered ineligible dependents in a PG&E-sponsored medical, dental or vision plan were 
previously required to repay PG&E’s share of up to two years of insured premiums (or self-insured premium
equivalents) for the ineligible dependent’s coverage, up to a maximum of $7,500. Starting July 1, 2007, the
$7,500 cap was dropped. If you cover an ineligible dependent, you are now required to repay PG&E’s share of up 
to two full years of the insured premiums (or the self-insured premium equivalents) applicable to coverage of the 
ineligible dependent.

HHaappppiinneessss  iiss  mmoorree  aa  ssttaattee  ooff  hheeaalltthh
tthhaann  ooff  wweeaalltthh..

— Frank Tyger
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2008 OPEN ENROLLMENT: 
WHAT YOU NEED TO DO

OPEN ENROLLMENT PERIOD

Thursday, November 8 (12 a.m. Pacific Standard Time)
through Wednesday, November 21 (11:59 p.m. Pacific
Standard Time)

Before You Enroll
Step 1. Review your Enrollment Worksheet, showing your plan options and costs for 2008. It’s available
through PG&E@Work For Me or in your enrollment packet. 

Step 2. Review eligibility provisions for dependents on page 2 of the enclosed Supplement to Your 2008
Enrollment Guide. To add dependents, you will need the following information:

Full name Birthdate

Gender Social Security number

Relationship (for example: spouse, child or domestic partner)

If you want to add a domestic partner and/or a domestic partner’s
child(ren) to your plan, see page 2 of the Supplement to Your 2008
Enrollment Guide.

If your dependent is losing health plan eligibility, you must contact 
the Benefits Service Center at PG&E company extension 8-223-2363 
or externally at 415-973-2363 or 1-800-788-2363 within 31 days of the
dependent’s loss of eligibility. For information on COBRA-qualifying
events, see page 6 of the Supplement to Your 2008 Enrollment Guide. 

Note: PG&E-sponsored medical plan vendors conduct an annual 
certification process for your enrolled dependents between the ages of 19
and 23. In addition, the plan vendors will process disabled dependent 
certifications. So, if you receive a letter from your medical plan vendor
requesting dependent certification, you must complete the form and send 
it back to your plan as soon as possible to avoid interruption of medical 
plan services.

IF YOU DON’T ENROLL...

You will automatically
receive your current 2007
medical, dental and vision
coverage for yourself and
your covered dependents, 
as listed on your 2008
Enrollment Worksheet 
(or the default medical plan
shown on your worksheet 
if your plan is being 
discontinued or will not 
be available to you). 
You will not participate 
in Flexible Spending Accounts.

4
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Step 3. Read the information in this Enrollment Guide, including 
What’s Changing and the Comparison of Benefits charts. If you are 
thinking of changing medical plans: 

Check with your doctors to find out which plans they participate in. 

If you take any prescription medications regularly, contact the new
plan to find out how these drugs are covered (for example, formulary
or non-formulary drugs). 

Review the coverage offered for specific types of services that you and
your family tend to use regularly, such as chiropractic care or urgent care.

To gather this information, call the medical plan’s Member Services 
number or visit its Web site (shown on the back cover of this guide,
along with medical plan group numbers).

How to Enroll
Enroll using either of these options: 

1. Enroll online through PG&E@Work for Me

On November 8, you’ll receive an e-mail with enrollment information and a link to the online enrollment system.
Access the system via this link or by logging in to PG&E@Work For Me. The system is available 24 hours a
day on any work computer or from home. Employees who have Internet Explorer versions 5.0, 6.0 or 7.0 can
enroll online via PG&E@Work For Me on the Internet. Go to http://myportal.pge.com to log in. Those with Citrix
or VPN can also log in using these tools. Once you’re logged in, select the Open Enrollment tab and follow
the instructions. Any changes you make during Open Enrollment will be effective January 1, 2008.

2. Enroll by mail 

Complete and sign the Enrollment Worksheet in your enrollment packet and mail it to the Benefits Service
Center in the enclosed return envelope. The envelope must be postmarked by November 21, 2007. If you
enroll by mail, you will receive a postcard at your home address of record acknowledging that your enroll-
ment form was received.

If you are on a leave of absence or LTD, special enrollment 
instructions apply. See page 19 for leave of absence information
or page 20 for LTD information.

5

IMPORTANT

During Open Enrollment,
if you are adding a newborn
or adopted child to your
health coverage for the
upcoming year, make
sure you also add the
child to your health plans
for the current year.
PPlleeaassee  bbee  ssuurree  ttoo  ccaallll  tthhee
BBeenneeffiittss  SSeerrvviiccee  CCeenntteerr
wwiitthhiinn  6600  ddaayyss  ooff  tthhee
cchhiilldd’’ss  bbiirrtthh  oorr  aaddooppttiioonn. 

Telephone Enrollments Discontinued
The Benefits Service Center will no longer take enrollments over the telephone. This will give representatives
more time to answer benefits questions. You can reach a representative Monday through Friday from 7:30 a.m.
to 5:30 p.m. Pacific Standard Time during Open Enrollment at PG&E company extension 8-223-2363 or 
externally at 415-973-2363 or 1-800-788-2363.

To help us serve you better, when you do need to talk to a representative, please: 

Have your questions ready. 

Use the PG&E company extension whenever possible. Only use the “415” or “800” number when a PG&E
line is not available. If you dial an outside number from a PG&E company phone, the call ties up two
phone lines (both external and internal lines), so fewer representatives are available.

Or, send your question via e-mail to hrbenefitsquestions@pge.com. Please allow one business day for a response.
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After You Enroll
Making Changes after Open Enrollment

After Open Enrollment ends on Wednesday, November 21, 2007, you 
cannot make changes until the next Open Enrollment period, unless:

You have an eligible change-in-status event or HIPAA special 
enrollment event (see pages 4 and 5 of the enclosed Supplement 
to Your 2008 Enrollment Guide for more information).

You move out of your HMO’s service area.

You retire.

Your Confirmation Statement

Whether or not you make changes to your coverage, you should
review your confirmation statement carefully. It is your responsibility
to ensure that your coverage is correct. You can access your confirmation statement through PG&E@Work
For Me at any time after you enroll. If you enroll by mail, you will receive a confirmation statement at your
home address of record.

If you find an error, call the Benefits Service Center within 10 business days at PG&E company extension
8-223-2363 or externally at 415-973-2363 or 1-800-788-2363. Please keep a copy of your confirmation 
statement for your records.

ID Cards

If you change medical plans or add dependents, you’ll receive your new medical plan identification card(s)
in January 2008. If you don’t receive your new ID card(s) by the end of January, call your medical plan 
directly. If you need to see a doctor before your ID card arrives, use your confirmation statement as proof 
of coverage. Members in the Blue Cross-administered plans (except SmartValue) and many HMO options 
can print a copy of their ID cards from the plan’s Web site.

Selecting Primary Care Physicians 

You are not required to select a primary care physician (PCP) if you enroll in the Network Access Plan (NAP)
or Comprehensive Access Plan (CAP). However, all HMOs, except Kaiser, require that you and your covered
dependents each select a PCP from the plan’s network. When you first enroll in one of these plans, the HMO
will automatically assign a PCP. To choose a different PCP, call your plan after you receive your ID card and
request that your PCP selection be made retroactive to January 1, 2008. Each plan has its own policy and
timeframe for changing PCPs retroactively.

IMPORTANT

Call the Benefits Service
Center within 31 days of any
eligible change-in-status 
event (60 days for births and
adoptions) that may affect your
benefits. Otherwise, you may
not be able to add dependents
or change the amount you
contribute to your HCRA or
DCRA until the next Open
Enrollment period.

IInn  oorrddeerr  ttoo  cchhaannggee  wwee  mmuusstt  bbee  ssiicckk
aanndd  ttiirreedd  ooff  bbeeiinngg  ssiicckk  aanndd  ttiirreedd..

— Author Unknown

6
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UNDERSTANDING YOUR BENEFITS

MEDICAL

PG&E offers a variety of medical plan choices. See your Enrollment
Worksheet to find out which of these plans are available to you:

Network Access Plan (NAP): This Preferred Provider Organization
(PPO) plan gives you the flexibility to choose network or non-network
providers. Your cost for services is less when you use network providers.

Comprehensive Access Plan (CAP): This out-of-area plan is for
employees who do not live in the NAP’s service area. This plan lets you choose any provider. 

Blue Shield, Health Net and Kaiser HMOs: These plans cover most services in full, but you must use 
network providers to receive coverage.

See the Comparison of Benefits charts on pages 14 to 18 for medical coverage details.

IIff  yyoouu  lliisstteenn  ttoo  yyoouurr  bbooddyy
wwhheenn  iitt  wwhhiissppeerrss,,  yyoouu
wwiillll  nneevveerr  hhaavvee  ttoo  
lliisstteenn  ttoo  iitt  ssccrreeaamm..

— Author Unknown

7
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DENTAL 

To help you save money on dental services, PG&E
began offering the Delta Dental PPO network on
January 1, 2007. You can save money on dental services
by using a PPO dentist. When you need dental care,
you choose which type of dentist to use under the
Delta Dental Plan: 

Delta Dental PPO dentist: This option is the least
expensive, since the deductible and costs of 
dental services are generally lower.

Delta Dental Premier dentist: This option provides the standard reimbursement.

Non-Delta Dental dentist: This option is generally the most expensive.

Note that if you visit a non-Delta Dental dentist, you will be reimbursed at a much lower rate. On top of 
your deductible and the percentage you pay for covered charges, you will be required to pay the difference
between the fees charged by your dentist and Delta’s allowed rates (known as the “prevailing” fees, as 
determined by Delta), which are generally lower. If you visit a Delta Dental PPO or Premier dentist, you 
will not have to pay this difference.

If you need extensive dental work — such as a crown, root canal or bridge — ask your dentist (whether 
a Delta Dental dentist or not) to file a “predetermination,” also called a “pretreatment estimate,” before 
performing the services. Delta Dental will notify you and your dentist in writing as to whether the procedure
is covered and, if so, provide an estimate of your cost.

For a list of Delta Dental PPO or Premier dentists, check Delta’s Web site at www.deltadentalca.org.

LLiiffee  ccoonnssiissttss  nnoott  mmeerreellyy  iinn  eexxiissttiinngg,,  
bbuutt  iinn  eennjjooyyiinngg  hheeaalltthh..  

— Proverb

8
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Note: All Plan benefits are subject to Delta Dental’s usual, customary and reasonable allowances. 

* If you use only Delta Dental PPO dentists throughout the full calendar year, you will pay the lower deductible. 
If at any time you use a Delta Dental Premier dentist who is only in the Premier network, the higher deductible will
apply. The maximum total deductible you will pay in any calendar year is $50, since you will not be required to pay
two deductibles.

Provisions Dental Plan Benefit

Choice of dentist

Annual deductible
(PPO Dentist)*

Annual deductible
(Premier Dentist)*

Diagnostic and
preventive care

Basic care

Major care

Annual maximum
benefit

Orthodontia

Any; for maximum benefits, use a PPO or Premier dentist

$25/individual and $75/family for all covered services other than preventive and diagnostic

$50/individual and $150/family for all covered services other than preventive and diagnostic

85% of eligible preventive care; includes two exams per year, full-mouth X-rays once every
five years, bitewing X-rays twice per year for dependents up to age 18 and once per year for
adults age 18 and over, two cleanings per year, fluoride treatments and space maintainers

85% of eligible basic care; includes fillings, root canals, extractions, oral surgery and 
treatment of the gums (periodontia); also includes sealants for eligible dependents under 16

85% of eligible major care; includes crowns, jackets, inlays, onlays, cast restorations 
and bridges

$2,000 per individual (excludes orthodontia)

50% up to a $1,500/individual lifetime benefit

Delta Dental Benefits

““AA  ggoooodd  llaauugghh  aanndd  aa  lloonngg  sslleeeepp  aarree
tthhee  bbeesstt  ccuurreess  iinn  tthhee  ddooccttoorr’’ss  bbooookk..””

— Irish Proverb

9
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VISION

With the Vision Service Plan (VSP), you can use any vision provider you choose. Generally, you’ll pay less
when you use a VSP provider. If you use a non-VSP provider, you must pay your bill in full, and VSP will
reimburse you based on a schedule of benefits.

For a list of VSP providers, call 1-800-877-7195 or visit VSP on the Web at www.vsp.com. When you make an
appointment, be sure to identify yourself as a VSP member.

*You are responsible for charges in excess of allowable expenses in addition to the cost of cosmetic extras not 
covered by the Plan, such as blended, tinted or oversized lenses.

Choice of doctor

Copayments with VSP
doctor (apply to each
covered person)

Plan benefits with VSP
doctor

Any; for maximum benefits, use a VSP member doctor

$10 vision exam
$25 materials (lenses and frames)* 

Vision Exams – Every 12 months
Eyeglass Lenses – Every 12 months
Frames – Every 24 months; once you obtain frames, you are not eligible for frames
again for 24 months
Contact Lenses, Elective and Visually Necessary – Every 12 months instead of all other
lens and frame benefits; once you obtain contact lenses, you are not eligible for lenses
again for 12 months and frames for 24 months

Elective – Purchase and exam covered up to $75; if you do not obtain contact lenses
through a prescribing doctor, you may be required to pay evaluation and fitting fee
Visually Necessary – Covered in full only with prior authorization from VSP and when
obtained from a participating doctor

Vision Care Benefits

TTrruuee  eennjjooyymmeenntt  ccoommeess  ffrroomm  aaccttiivviittyy
ooff  tthhee  mmiinndd  aanndd  eexxeerrcciissee  ooff  tthhee  bbooddyy;;
tthhee  ttwwoo  aarree  eevveerr  uunniitteedd..

— Alexander von Humboldt 
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LIFE INSURANCE 

During Open Enrollment, regular status employees cannot request life insurance coverage changes. However,
you may request to buy additional coverage at any time by contacting MetLife at 1-888-878-8490, or by
accessing the MyBenefits Web site (see below). 

You may choose any of these life insurance coverage levels:

$10,000 — Basic Life (provided by PG&E at no cost to regular status employees)

$50,000

1.5 times your Base Annual Earnings

2 times your Base Annual Earnings

MyBenefits Web Site 
You can now perform a variety of self-service activities on MetLife’s MyBenefits Web site. 

To register for MyBenefits:

Visit https://mybenefits.metlife.com/MyBenefits/ssi/commonAccess.do.

Use “Pacific Gas and Electric Company” when prompted for the company name.

Once you are registered, you can: 

Enroll online. If you are a regular status employee, you may enroll online for any of the life insurance
options shown above. However, if your enrollment is subject to eligibility limitations, you may receive
additional communications from MetLife. For example, if you are not eligible for the amount of insurance
you choose, you will receive an explanation. Or, if you are required to complete a Statement of Health
(SOH) form, MetLife will send you the appropriate form.

View and print a copy of your life insurance certificate. 

Check your current coverage and cost. 

Name, change or review your beneficiary. 

For assistance, contact MetLife at 1-888-878-8490.

Free Help Preparing Your Will 
If you choose more than $10,000 in employee life insurance coverage for 2008, you can participate in a special
program offered by Hyatt Legal Plans (a MetLife company). At no cost to you, the program allows you and
your spouse or registered domestic partner to obtain assistance in preparing your will from one of 9,000
attorneys nationwide. 

To use this program, contact Hyatt Legal Plans toll-free at 1-800-821-6400. Client services representatives
are available Monday through Thursday from 5 a.m. to 4 p.m. and on Friday from 5 a.m. to 3 p.m., Pacific
Standard Time. Please be prepared to provide the PG&E life insurance group number (74304) and your
Social Security number. After verifying your eligibility, the client services representative will provide you
with a case number and help you locate a participating attorney in your area.

This benefit only covers preparation or updating of wills, not preparation of living trusts. Please consult with
an attorney to determine whether a living trust or a will is more appropriate for you.

11
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FLEXIBLE SPENDING ACCOUNTS (HCRA AND DCRA)

The Health Care Reimbursement Account (HCRA) and Dependent Care Reimbursement Account (DCRA)
are valuable options for you to consider. These Flexible Spending Accounts (FSAs) can reduce your taxable
income by allowing you to pay for many out-of-pocket health care and dependent care expenses with 
before-tax dollars. 

Here’s how the accounts work: 

When you incur an eligible expense, you pay the provider and then file a claim.

You are reimbursed from your account in before-tax dollars. 

Your reimbursement checks can be mailed to your home or deposited directly into your bank account. 

The HCRA and DCRA are separate; you may sign up for either or both. To participate in the HCRA or DCRA
in 2008, you must sign up during Open Enrollment, even if you participated in 2007. 

Health Care Reimbursement Account (HCRA)
The HCRA allows you to pay certain out-of-pocket health care expenses — such as medical, dental and
vision deductibles, coinsurance and copayments — with before-tax dollars. During Open Enrollment, you
estimate out-of-pocket expenses for the upcoming year for yourself and your Internal Revenue Service 
(IRS)-eligible dependents — even if they are not enrolled in PG&E-sponsored health plans. You then 
authorize PG&E to deduct the amount you estimate on a before-tax basis from your pay. It’s important to
estimate your expenses carefully, since unused HCRA contributions are forfeited. 

HCRA-eligible expenses generally are the same as those approved by the IRS for tax deduction, except 
that salary contributions towards health care premiums are not eligible. Although over-the-counter (OTC) 
(non-prescription) drug expenses are not eligible for IRS tax deductions, some may be eligible for HCRA
reimbursement. For information on which OTC drugs may be eligible for reimbursement, call Ceridian. 
For a complete list of eligible expenses, visit Ceridian on the Web at www.ceridian-benefits.com.

Automatic Submission Makes Claims Filing Easy

If you are a Blue Cross, Medco, Delta Dental or VSP member and sign up for the HCRA, your out-of-pocket
medical, prescription drug, dental and vision expenses are automatically forwarded to Ceridian for 
reimbursement. This means you don’t need to submit HCRA claims for many health care expenses. If you 
are enrolled in an HMO, your dental and vision expenses are automatically forwarded to Ceridian, but
you do need to submit claim forms for your medical and prescription drug expenses. If you do not want
your expenses automatically forwarded to Ceridian, complete an Opt-Out form on the HR intranet site, 
or call Ceridian directly at 1-877-799-8820.

Dependent Care Reimbursement Account (DCRA)
The DCRA allows you to pay certain dependent care expenses, 
such as daycare, babysitting and eldercare, with before-tax dollars.
If you are married, both you and your spouse must be actively at
work or attending school to be eligible for DCRA reimbursement,
unless one of you is disabled. If one spouse is at home (for 
example, on maternity leave), daycare expenses are not eligible 
for reimbursement. For details, refer to IRS Publication 503, Child
and Dependent Care Expenses, on the IRS Web site at www.irs.gov,
or call the IRS toll-free at 1-800-829-3676.

Both the DCRA and the Federal Dependent Care Income Tax Credit
can lower your tax bill, but in different ways. If you have more than
one child, you may use both methods under certain circumstances.
If you have only one child, you may use only one of the two 
methods. Your tax advisor can help you make a decision that 
will maximize your DCRA tax savings.

IMPORTANT

Your HCRA and/or DCRA elections
for 2007 do not automatically
carry over to 2008. You must 
re-enroll. However, if you chose
automatic claims payment or
automatic bank account deposits
for your HCRA or DCRA for 2007
— or if you opted out of these
options — these selections do
automatically roll over to 2008. 

12
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When Your Contributions Are Available for Reimbursement
For the HCRA, the full amount of your annual contribution is available immediately to reimburse your
claims incurred for the year you are participating. For the DCRA, you will be reimbursed up to the amount
actually in your account; any remaining amount will be automatically paid during the next processing cycle
or after sufficient funds are deposited in your account. HCRA and DCRA amounts are paid twice per week.

DCRA Deadline for Submitting Claims
You have until March 31, 2009, to submit eligible DCRA expenses incurred in 2008. Expenses must be
incurred by December 31, 2008. 

HCRA Grace Period for Submitting Claims
You have until March 31, 2009, to submit eligible HCRA expenses. Unlike the DCRA, a grace period applies:
you can submit expenses incurred through March 15, 2009. If you also enrolled in an HCRA during last year’s
2007 Open Enrollment period, the same grace period applies; you may submit claims until March 31, 2008,
for expenses incurred through March 15, 2008. Ceridian will reduce any outstanding account balance from
2007 with your 2008 claims before applying them to your 2008 balance.

Reimbursement Account Annual Contribution Amount

Health Care

Dependent Care

$5,000 maximum per individual or married couple filing joint tax return (married
individuals filing separate returns may each contribute up to $2,500)

$5,000 maximum per individual or married couple filing joint tax return (married
individuals filing separate returns may each contribute up to $2,500)

Your annual contributions to the dependent care account cannot exceed your
spouse’s income. If your spouse is a full-time student or mentally or physically
disabled, he or she is considered to have an annual income of $2,400 if you have
one eligible child, or $4,800 if you have more than one child.

HOW MUCH CAN YOU CONTRIBUTE EACH YEAR?

FFrreesshh  aaiirr  iimmppoovveerriisshheess
tthhee  ddooccttoorr..

— Danish Proverb

13
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COMPARISON OF MEDICAL BENEFITS

General

Hospital Stay

Skilled Nursing Facility

Outpatient Hospital and
Emergency Room Care

Maternity Care

Well-Baby Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health
Inpatient Care

Outpatient Care

Inpatient and Outpatient
Alcohol and Drug Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Other Benefits

Care provided by network providers. $100 annual deductible per
individual, up to family maximum of $300; annual out-of-pocket
maximum of $750 per individual, up to family maximum of $1,500
(includes deductible); no lifetime maximum on benefits;
no pre-existing condition exclusions

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

90% for semi-private room after 3 days in hospital; preauthorization
required, $300 penalty if not obtained; excludes custodial care

100% after $35 copay for medical emergency or outpatient 
surgery; waived if admitted

Covered as any other condition; preauthorization required for
delivery stays beyond 48 hours for normal delivery or 96 hours for
cesarean section; $300 penalty if not obtained

Covered as any other condition

Primary care — 100% after $10 copay; specialist (including
OB/GYN) — 100% after $20 copay

Primary care — 100% after $10 copay; specialist (including
OB/GYN) — 100% after $20 copay

Primary care — 100% after $10 copay; specialist — 100% after
$20 copay; lab/X-ray covered separately

95%

Not covered

90%

95%

90%; requires prior authorization, $300 penalty if not obtained;
excludes custodial care

90%; requires prior authorization, $300 penalty if not obtained;
excludes custodial care

80% 

Covered by separate drug plan administered by Medco Health;
see page 18 for details

Covered by separate Mental Health Program:
100% with referral by ValueOptions; 50% without referral

$15/visit with referral by ValueOptions, no charge for initial 
visit to psychiatrist (M.D.) for medication evaluation; 
50% without referral, up to 30 visits per year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

80%; preauthorization required for purchase or cumulative rental
over $1,000; $300 penalty if not obtained

80% for care approved by ASHN using ASHN provider

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

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

Care provided by non-network providers. $200 annual deductible
per individual, up to family maximum of $600; annual out-of-
pocket maximum of $1,000 per individual, up to family maximum
of $2,000 (includes deductible); no lifetime maximum on benefits;
no pre-existing condition exclusions 

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

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

70% for semi-private room after 3 days in hospital; preauthorization
required, $300 penalty if not obtained; excludes custodial care

100% after $35 copay for medical emergency, waived if 
admitted; 70% for outpatient surgery

Covered as any other condition; preauthorization required for
delivery stays beyond 48 hours for normal delivery or 96 hours 
for cesarean section; $300 penalty if not obtained

Covered as any other condition

70%

70%

70%

70%

Not covered

70%

70%

70%; requires prior authorization, $300 penalty if not obtained;
excludes custodial care

70%; requires prior authorization, $300 penalty if not obtained;
excludes custodial care

70%

Covered by separate drug plan administered by Medco Health;
see page 18 for details

Covered by separate Mental Health Program:
100% with referral by ValueOptions; 50% without referral

$15/visit with referral by ValueOptions, no charge for initial 
visit to psychiatrist (M.D) for medication evaluation; 
50% without referral, up to 30 visits per year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

70%; preauthorization required for purchase or cumulative
rental over $1,000; $300 penalty if not obtained

70% for up to 15 visits for Medically Necessary care

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

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

*”Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those that Blue Cross considers
“Medically Necessary” for the diagnosis or treatment of an illness or injury; and (3) those that do not exceed the “Reasonable and
Customary” rate as determined by Blue Cross of California. Any costs not meeting this definition are the responsibility of the member.
For additional information or questions, call Blue Cross Member Services. 

Provisions
Network Access Plan (NAP) Administered by Blue Cross
Network Non-Network

The information in this chart is intended as a high-level summary only. The information contained in an
applicable service provider agreement between PG&E and Blue Cross shall govern in case of conflict between
this chart and the service provider agreement.
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COMPARISON OF MEDICAL BENEFITS

General

Hospital Stay

Skilled Nursing Facility

Outpatient Hospital and
Emergency Room Care

Maternity Care

Well-Baby Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health
Inpatient Care

Outpatient Care

Inpatient and Outpatient
Alcohol and Drug Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Other Benefits

May use provider of choice or network providers; $100 annual deductible per individual, up to family maximum of $300; annual 
out-of-pocket maximum of $750 per individual, up to family maximum of $1,500 (includes deductible); no lifetime maximum; no pre-existing
condition exclusions

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

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

90% for semi-private room after 3 days in hospital; preauthorization required, $300 penalty if not obtained; excludes custodial care

100% after $35 copay for medical emergency or outpatient surgery; waived if admitted

Covered as any other condition; preauthorization required for delivery stays beyond 48 hours for normal delivery and 96 hours for 
cesarean section; $300 penalty if not obtained

Covered as any other condition

Primary care — 100% after $10 copay; specialist (including OB/GYN) — 100% after $20 copay

Primary care — 100% after $10 copay; specialist (including OB/GYN) — 100% after $20 copay

Primary care — 100% after $10 copay; specialist — 100% after $20 copay; lab/X-ray covered separately

95%

Not covered

90%

95%

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

90%; requires prior authorization, $300 penalty if not obtained; excludes custodial care

80%

Covered by separate drug plan administered by Medco Health;
see page 18 for details

Covered by separate Mental Health Program:
100% with referral by ValueOptions; 50% without referral

$15/visit with referral by ValueOptions, no charge for initial visit to psychiatrist (M.D.) for medication evaluation; 50% without referral,
up to 30 visits per year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

80%; preauthorization required for purchase or cumulative rental over $1,000; $300 penalty if not obtained

80% for Medically Necessary care only; preauthorization by ASHN required after initial visit 

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

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

*”Eligible Expenses” are: (1) expenses for Covered Health Services that are covered by the plan; (2) those that Blue Cross considers
“Medically Necessary” for the diagnosis or treatment of an illness or injury; and (3) those that do not exceed the “Reasonable and
Customary” rate as determined by Blue Cross of California. Any costs not meeting this definition are the responsibility of the member.
For additional information or questions, call Blue Cross Member Services. 

The information in this chart is intended as a high-level summary only. The information contained in an
applicable service provider agreement between PG&E and Blue Cross shall govern in case of conflict between
this chart and the service provider agreement.

Provisions Comprehensive Access Plan (CAP) Administered by Blue Cross
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COMPARISON OF MEDICAL BENEFITS

General

Hospital Stay

Skilled Nursing Facility

Emergency Room Care

Outpatient Hospital Care

Maternity Care

Well-Baby Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health*
Inpatient Care

Outpatient Care

Alcohol and Drug Care
Inpatient Care 

Outpatient Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Other Benefits

Members access the Blue Shield HMO network; no pre-existing
condition exclusions

No charge

No charge; 100-day limit

$25/visit for emergencies (waived if admitted); member needs to
contact PCP within 24 hours of service 

$10/visit

No charge

$10/visit

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

$10/visit

$10/visit according to health plan schedule

Included in office visit; no charge for allergy injections if no visit
with physician

$10/visit for refraction

No charge

No charge

No charge

No charge

$10/visit; provided as long as continued treatment is medically
necessary pursuant to the treatment plan 

RETAIL (up to 30-day supply): $5 copay for generic formulary, 
$15 copay for brand formulary and $35 copay for non-formulary;
some drugs require preauthorization; MAIL-ORDER (through 
the plan): two times retail copay for up to a 90-day supply; 
no annual maximum; open formulary

Severe mental illness (same as parity diagnosis): no charge; 
no day limit; other mental illnesses: no charge for up to 
30 days/calendar year for crisis intervention

Severe mental illness (same as parity diagnosis): $10/visit; 
no visit limit; other mental illnesses: $20/visit; 20 visits per 
calendar year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

No charge; preauthorization required; see plan EOC for 
limitations and exclusions

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

Infertility treatment — 50% of covered services, including drugs
and laboratory; see plan EOC for detailed coverage

Only providers affiliated with Health Net HMO; no pre-existing
condition exclusions

No charge; includes intensive and coronary care

No charge; 100-day limit

$25/visit for emergencies (waived if admitted); must notify
Health Net within 48 hours

$10/visit

No charge 

$10/visit

Office visit — $10
Home visit — $10

$10/visit

$10/visit for basic Periodic Health Evaluation

Included in office visit; no charge for allergy injections if no visit
with physician

$10/visit

No charge

No charge

No charge

No charge

$10/visit; provided as long as significant improvement is expected

RETAIL (up to 30-day supply): $5 copay for generic formulary,
$15 copay for brand formulary and $35 copay for non-formulary;
some drugs require preauthorization; MAIL-ORDER (through the
plan): two times retail copay for up to a 90-day supply; 
no annual maximum; open formulary

Severe mental illness (same as parity diagnosis): no charge; 
no day limit; other mental illnesses: no charge for up to 
30 days/calendar year for crisis intervention

Severe mental illness (same as parity diagnosis): $10/visit; 
no visit limit; other mental illnesses: $20/visit; 20 visits per 
calendar year 

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

No charge; see plan EOC for limitations and exclusions

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

Infertility treatment — 50% of covered services, including drugs
and laboratory; see plan EOC for detailed coverage

*Coverage for mental health is provided through the HMO only, not ValueOptions

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 PG&E and the HMO or service provider shall govern in case of conflict between this chart and the
EOC or service provider agreement.

Provisions Blue Shield HMO Health Net HMO
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COMPARISON OF MEDICAL BENEFITS

General

Hospital Stay

Skilled Nursing Facility

Emergency Room Care

Outpatient Hospital Care

Maternity Care

Well-Baby Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health*
Inpatient Care

Outpatient Care

Alcohol and Drug Care
Inpatient Care 

Outpatient Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Other Benefits

Services provided at Kaiser Permanente Hospitals and Offices by Kaiser Permanente doctors; no pre-existing condition exclusions

No charge; includes intensive and coronary care

No charge to members in service area for up to 100 days per benefit period when prescribed by a plan physician; not covered for
members living outside of service area

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

$10 per procedure for outpatient surgery; $10/visit for all other outpatient services may apply

No charge

$10/visit

Office visit — $10
Home visit — No charge

$10/visit

$10/visit

$10/visit for immunizations and allergy testing if no office visit; $5/visit for allergy injections if no office visit

$10/visit for screening/refraction; lenses and frames not covered

No charge

No charge

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

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

$10/visit; therapy is given if in the judgment of a plan physician significant improvement is achievable

$10 copay for up to 100-day supply when obtained at a plan pharmacy or through the plan’s mail-order; no annual maximum; 
closed formulary

No charge for up to 30 days per calendar year; no day limit for mental health parity diagnoses

$10/visit (individual), $5/visit (group) for up to 20 visits per calendar year; no visit limit for mental health parity diagnoses

No charge for detoxification. Also covered by separate Alcohol and Drug Care Program with referral by ValueOptions (inpatient only)

$10/visit (individual); $5/visit (group)

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

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

Infertility treatment — 50% of covered services, including drugs and laboratory; see plan EOC for detailed coverage

*Coverage for mental health is provided through the HMO only, not ValueOptions

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 PG&E and the HMO or service provider shall govern in case of conflict between this chart and the
EOC or service provider agreement.

Provisions Kaiser HMO North and South 
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Retail Drug Purchases

Mail-Order Purchases

Generic Incentive Provision 

Deductible

Annual Out-of-Pocket
Maximum

Lifetime Maximum

Infertility, Sexual Dysfunction,
Memory Enhancement and
Contraceptive Drugs

First three 30-day supplies at a participating pharmacy: 85% for generics, 75% 
for brand names; Generic Incentive Provision applies (see below)

Refills beyond 90 days and coverage at non-participating pharmacies: 80% 
for generics and 70% for brand names; Generic Incentive Provision applies 
(see below)

90% for generic drugs and 80% for brand-name drugs; Generic Incentive Provision
applies (see below)

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 (see below)

No deductible

$500 per person; $1,000 per family; out-of-pocket maximum coordinates the retail
drug benefit with the mail-order drug benefit, but does not coordinate with medical
plan; non-covered expenses, such as generic-brand price differentials, are not 
eligible expenses and, thus, will not be covered by the plan after your annual 
out-of-pocket maximum is met

No lifetime maximum

50% for both retail and mail-order plans, unless medically necessary; medically
necessary drugs are covered at standard reimbursement rates; Generic Incentive
Provision applies (see above)

Provisions NAP and CAP Plans 

PRESCRIPTION DRUG BENEFITS

The information in this table is intended as a high-level summary only. This table summarizes the prescription
drug benefits for members enrolled in the Blue Cross-administered plans, except the SmartValue Plan. Plan
benefits are administered by Medco Health. Please note that the Medco Health out-of-pocket maximum must
be met separately from the Blue Cross out-of-pocket maximum. Also, some drugs may not be covered or may
require special authorization from Medco Health. For specific information about prescription drug coverage, call
Medco Health’s Member Services department directly, or visit its Web site at www.medcohealth.com. 

For general information regarding the prescription drug coverage provided by each HMO, refer to Outpatient
Prescription Drugs on the Comparison of Benefits charts on pages 16 and 17 and 27 and 28. For more specific
information about an HMO’s drug coverage, call the HMO’s Member Services department directly, or visit 
its Web site at the Internet address listed on the back cover of this guide.
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INFORMATION FOR SPECIAL GROUPS 

EMPLOYEES ON LEAVE OF ABSENCE
About Your Enrollment

How to Enroll: Complete and sign the 2008 Enrollment Worksheet enclosed in this packet and mail it to
the Benefits Service Center in the enclosed envelope. The Benefits Service Center is no longer accepting
telephone enrollments. If you have questions about your benefits, you can reach a representative Monday
through Friday from 7:30 a.m. to 5:30 p.m., Pacific Standard Time during Open Enrollment at 415-973-2363
or toll-free at 1-800-788-2363. 

Flexible Spending Accounts: You may elect to contribute to a Health Care Reimbursement Account
(HCRA) for 2008. If you elect this option, you will receive a Health Care Reimbursement Account Election
While on a Leave of Absence form soon after you enroll. You must complete this form and return it to 
the Benefits Service Center within 15 days of receipt. You may not elect to contribute to a Dependent
Care Reimbursement Account (DCRA) for 2008 during Open Enrollment; however, you will have the
opportunity to participate when you return to work.

Medical Plan Premiums: The rates shown on your personalized 2008 Enrollment Worksheet reflect your
portion of the regular medical plan premium for each available medical plan option. The rate will be
deducted from your pay when you return to work or billed on a monthly basis, depending on the election
you made when you began your leave. Whether you are a full-time or part-time employee, if you are on a
medical leave that will continue into 2008 and you are being billed for your premiums, you will be billed
the new rate as shown on your Enrollment Worksheet beginning January 1, 2008. If you are on a personal
leave (including child care leave) and paying the full premium, or if you will start the fourth month of 
your leave in 2008, you will be responsible for paying the rate shown on your Enrollment Worksheet. If you
elected to defer payment of your premium contributions while on leave, the 2008 premiums listed on your
Enrollment Worksheet will be accrued beginning January 1, 2008. All deferred premium contributions will
be deducted from your pay when you return to work, in addition to your regular premium contributions.

TThhee......ppaattiieenntt  sshhoouulldd  bbee  mmaaddee  ttoo
uunnddeerrssttaanndd  tthhaatt  hhee  oorr  sshhee  mmuusstt  ttaakkee
cchhaarrggee  ooff  hhiiss  oowwnn  lliiffee..  DDoonn’’tt  ttaakkee  yyoouurr
bbooddyy  ttoo  tthhee  ddooccttoorr  aass  iiff  hhee  wweerree  aa
rreeppaaiirr  sshhoopp..

— Quentin Regestein
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How Your Leave Status May Affect Your Coverage

If you return to work before the end of 2007:

The 2007 elections you made before your leave, including your DCRA, if applicable, will automatically
resume the first of the month following your return to work. 

If you want to reinstate your participation in the HCRA, if applicable, you must call the Benefits Service
Center within 31 days of your return to work. If you do not call within 31 days, you will not be enrolled in
this account for the remainder of the year. 

When you return to work, you will also be able to enroll any dependents that you acquired while on your
leave, provided you contact the Benefits Service Center within 31 days of your return. 

Any elections you make during Open Enrollment will be effective January 1, 2008. If you do not make any
changes during Open Enrollment, you will default to the plans you were enrolled in prior to your leave 
(or the default coverage described on page 4 if your plan is not available), with the same dependents. In
this case, you will not participate in any Flexible Spending Accounts in 2008. 

If you return to work in 2008:

If you do not make any changes during this Open Enrollment, you will receive another enrollment 
package allowing you to enroll any dependents acquired while on leave. You must contact the Benefits
Service Center to enroll within 31 days of your return to work. 

You will be able to re-enroll in the HCRA if you did not enroll for this account during Open Enrollment. You
will also be able to enroll in the DCRA if your dependent care needs change because you returned to work.

EMPLOYEES ON LONG-TERM DISABILITY (LTD)
How to Enroll

Complete and sign the 2008 Enrollment Worksheet enclosed in this packet and mail it to the Benefits Service
Center in the enclosed envelope. The Benefits Service Center is no longer accepting telephone enrollments. If
you have questions about your benefits, you can reach a representative Monday through Friday from 7:30 a.m.
to 5:30 p.m. Pacific Standard Time during Open Enrollment at 415-973-2363 or toll-free at 1-800-788-2363. In
addition, if you are adding a Medicare-eligible dependent, you should call the Benefits Service Center and 
provide your dependent’s Medicare Health Insurance Claim (HIC) number.

PacifiCare and Secure Horizons HMO No Longer Available

The PacifiCare HMO and its affiliated Medicare plan, Secure Horizons, will no longer be available for 2008. If
you are enrolled in these HMOs and do not elect a new medical plan for 2008, you and your currently enrolled
family members will be automatically enrolled in the Network Access Plan (NAP) or Comprehensive Access
Plan (CAP), depending on where you live and your Medicare status.

About Your Benefits

As an employee currently on LTD, this benefit plan does not apply to you:

Flexible Spending Accounts – Health Care Reimbursement Account (HCRA) and Dependent Care
Reimbursement Account (DCRA)

20
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Medicare-Eligible LTD Participants and Medicare-Eligible Dependents of LTD Participants
If you are on LTD and are Medicare-eligible, or if you are on LTD and have a Medicare-eligible dependent, the
laws and regulations regarding how Medicare coverage integrates with employer coverage impact both your Blue
Cross plan choices and your HMO choices: 

You are eligible for the Blue Cross-administered CAP plan but not the Blue Cross NAP plan. Any dependent
eligible for Medicare will also be eligible for CAP, but not NAP.

Beginning in 2008, you will be eligible for the Blue Cross-insured SmartValue Medicare Advantage 
Private Fee-for-Service Plan. 

You are eligible for both the Medicare Coordination of Benefits (COB) HMO Plans and the Medicare Advantage
HMOs, based on availability in your ZIP code. 

Following is a brief summary of how the different types of plans work. For additional information, see the
Comparison of Benefits Charts for Medicare-Eligible Members beginning on page 26. The CAP Comparison of Benefits
chart is on page 15. Please be assured that your medical plan benefits are designed to coordinate with Medicare so
that they are on par overall with the medical benefits received by active employees who do not have Medicare.

Comprehensive prescription drug coverage is included in all the medical 
plans PG&E sponsors. However, there is no direct coordination of benefits 
with Medicare on prescription drugs. The following summaries also describe
how your prescription drug plan integrates with the federal Medicare Part D
benefits. Every plan that PG&E offers to Medicare-eligible participants has a
higher prescription drug benefit than the basic Part D benefit and is also
designed to ensure that these benefits are on par with those received by 
active employees.

Do not enroll in any Medicare Advantage plan or Medicare Part D 
Prescription Drug Plan (PDP) that is not sponsored by PG&E. Since you 
would be assigning your Medicare benefits to a plan that is not sponsored 
by PG&E, enrolling in an external plan would cause you to be disenrolled
from your PG&E-sponsored medical coverage.

Comprehensive Access Plan (CAP)

This plan provides Medicare secondary coverage, plus primary prescription
drug coverage. This means Medicare processes your claims first (except 
prescription drug claims, which are covered directly through Medco Health),
and the CAP processes your claims second. The CAP pays only the difference
necessary to make your total reimbursement (Medicare’s payment plus the
CAP’s payment) equal to the amount a non-Medicare member would receive.
You may still be required to pay part of the claim.

EXAMPLE: Medicare covers laboratory services at 80 percent, while CAP
allows for total coverage of 90 percent. Therefore, CAP will pay the 10 
percent difference between 90 percent and 80 percent for lab claims. You
would be responsible for paying the remaining 10 percent of the claim.

If you are Medicare-eligible, CAP will pay this reduced amount, even if you
haven’t enrolled in Medicare. To receive full benefits, be sure to enroll
promptly in both Parts A and B of Medicare as soon as you become eligible.

The plan provides coverage worldwide, so care may be received from the
physician or hospital of your choice. There is no network of providers, and
you are not required to choose a primary care physician or go to a network
provider to receive the highest level of benefits. For families with both
Medicare and non-Medicare members, non-Medicare members are enrolled
in NAP and should use Blue Cross network providers to receive the higher
network level of benefit coverage.

ATTENTION: CURRENT
SECURE HORIZONS
MEMBERS

You must join a new medical
plan if you are currently in
Secure Horizons for 2007.
Secure Horizons is being
eliminated from the group 
of plans PG&E sponsors.
Since all of your medical and
prescription drug benefits are
currently assigned to Secure
Horizons, you will be required
to sign a disenrollment form
to get your Medicare benefits
back, unless you decide to
join another Medicare
Advantage HMO. Otherwise,
Secure Horizons may assign
you to its individual Secure
Horizons plan, which is not
sponsored by PG&E. After
enrolling, you will be sent a
Medicare HMO Disenrollment
form, if applicable. See page 24.
If you do not select another
medical plan, PG&E will
default you to the CAP for
2008. However, if you do not
get back your Medicare benefits
from Secure Horizons by
signing a disenrollment form,
you may be responsible for
paying medical costs that
Medicare typically pays.
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CAP Medicare members are not enrolled in a Medicare Part D Prescription
Drug Plan (PDP). They remain in the same prescription drug plan that 
non-Medicare CAP and NAP members are enrolled in via Medco. This 
coverage is outlined on page 18. The prescription drug benefits offered to
CAP members are considered actuarially better than those provided under
basic Part D benefits. Because the CAP’s plan is better, you won’t be assessed
a late enrollment penalty should you later decide to enroll in a Part D plan.
However, you may have to provide a copy of your Notice About Your
Prescription Drug Coverage, included in the enclosed Supplement to Your
2008 Enrollment Guide, to any potential future Medicare Part D insurer as
proof of this “creditable coverage” through PG&E. Please make sure that 
you do not enroll in a Medicare Part D plan that is offered outside of PG&E.
If you do so, you will be disenrolled from the CAP plan.

New SmartValue Medicare Advantage Private Fee-for-Service Plan 

Effective January 2008, PG&E will offer a new, nationwide medical plan
called the SmartValue Medicare Advantage Private Fee-for-Service (PFFS)
Plan, or simply the SmartValue plan. The new plan is available to all IBEW
and SEIU union-represented Medicare-eligible participants on LTD and
their Medicare-eligible dependents. Individuals who live in the United
States and are enrolled in Medicare Parts A and B are eligible to enroll in the
plan, except for certain individuals with End-Stage Renal Disease (ESRD). 
If you or your dependent has ESRD, call SmartValue to check eligibility.

With no deductible and low copayments, the SmartValue plan — a Blue
Cross of California insured plan — combines comprehensive benefit 
coverage with the flexibility to choose your own doctors and specialists.
For summary information, see the chart on page 26.

As with Medicare Advantage HMO plans, when you join this plan, you
assign your Medicare benefits to the insurer, which is the SmartValue Plan.
By doing so, you agree to have Blue Cross process all claims and to use 
only providers that have agreed to accept the terms and conditions of the
SmartValue plan. You also agree to use the Blue Cross-WellPoint Medicare
Part D Drug Program for your prescription drug needs. 

The way the SmartValue Medicare Advantage PFFS Plan works is unique.
By federal law, a PFFS plan is not required to have a network of contracted
providers. You can choose to go to any Medicare-approved doctor or hospital in the nation, and you don’t
need a referral to see specialists. However, each provider must agree to accept the terms of the SmartValue
plan. The provider is allowed to tell Blue Cross that it does not want to work with the SmartValue plan.
However, unless a provider says “no” to the SmartValue plan, that provider is automatically deemed to have
accepted the SmartValue plan. Typically, about 90 to 95 percent of all providers nationally accept Medicare.
The SmartValue plan allows you the flexibility to use any of these providers, as long as they agree to accept
the terms of the plan. And, if you have an emergency, the SmartValue plan will cover you for the emergency
care, even if you are traveling outside of the United States. 

With SmartValue, your prescription drug benefits are automatically provided through the Blue Cross
Medicare Part D Drug Program. (These benefits are not part of the Medco prescription drug program, as
with the other Blue Cross-administered plans.) The SmartValue drug plan is considered an “enhanced”
Medicare Part D plan. This means it has better benefits than the standard Medicare Part D plan, without
any deductibles or gaps in coverage. The plan does require a formulary; see the chart on page 26. If you
join this plan, you may be required to switch pharmacies, although most of the nation’s retail chain stores
currently accept SmartValue members. Before enrolling, be sure to research the level of coverage
SmartValue provides for the specific prescription drugs you use, as well as your pharmacy options, 
by calling 1-866-657-4970.
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IMPORTANT

If you decide to enroll in
SmartValue, the Benefits
Service Center will send you 
a SmartValue Enrollment form
after they receive your 
completed 2008 Enrollment
Worksheet. You must complete
and return this additional form
to the Benefits Service Center
by November 30, 2007, in order
to complete your enrollment in
SmartValue for 2008.
Otherwise, you will remain
enrolled in your current 2007
plan, or you will be enrolled in
CAP if your plan is no longer
available next year. 
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If you choose SmartValue, any of your family members who are not
Medicare-eligible will be enrolled in either NAP or CAP — as appropriate
for your ZIP code — with prescription drug benefits through Medco. 

Please note that you will not be allowed to change to another medical 
plan sponsored by PG&E if you enroll in SmartValue and later decide 
you want to cancel coverage midyear. 

If you have any questions regarding this plan, please call SmartValue 
at 1-866-657-4970 to speak with a representative.

Blue Shield and Health Net Medicare Coordination of 
Benefits HMO Plans

This type of plan provides medical care through the HMO’s network of
physicians and hospitals, and you pay designated copayments for the 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. This plan gives
you the option to seek coverage through the HMO’s network of physicians and hospitals or to go outside the
HMO network and receive traditional Medicare coverage at the standard level of Medicare benefits.

Enrollment in a Medicare Coordination of Benefits (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. This Part D prescription drug plan is considered an “enhanced” Medicare
Part D plan. This means that the plan has better benefits than the standard Medicare Part D plan, without
any deductibles or gaps in coverage. You should not enroll in Medicare Part D through a separate
Prescription Drug Plan (PDP) outside of PG&E.

The Medicare COB HMO plans require new enrollees to complete enrollment applications. An application
will be sent to you from your Medicare COB HMO and must be returned to the plan before your enrollment
can become effective. Members who enroll but who do not have Medicare Parts A and B, or who do not
agree to enroll in the HMO’s Medicare Part D coverage, cannot join the plan and instead will be switched to
the Comprehensive Access Plan (CAP) administered by Blue Cross. 

Please note that, because you are enrolling in a Medicare Part D Plan through your HMO, you will not be allowed
to disenroll from a Medicare COB HMO plan midyear unless you move out of the HMO’s service area. 

Medicare Advantage HMO Plans

The Medicare Advantage HMOs offered through PG&E include Kaiser Senior Advantage (North and South)
and Health Net Seniority Plus. A Medicare Advantage HMO operates like a Medicare COB HMO plan 
(see description above), 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 for Medicare
COB HMO plans.

If you enroll in a Medicare Advantage HMO plan, you will automatically be enrolled in the Medicare HMO’s
Part D prescription drug coverage, which is included as part of the Medicare Advantage HMO’s benefits.
These drug plans are considered “enhanced” Medicare Part D plans. This means that these plans have 
better benefits than the standard Medicare Part D plan, without any deductibles or gaps in coverage. You
should not enroll in Medicare Part D through a separate Prescription Drug Plan (PDP) outside of PG&E.

If you are currently enrolled in a Medicare Advantage HMO and would like to switch to a Blue Cross-
administered plan or a Medicare COB HMO, you must complete a Medicare HMO Disenrollment form to get
back the full use of your Medicare benefits. (See page 24 for more information on disenrolling from a Medicare HMO.)

Please note that you will not be allowed to change to another medical plan sponsored by PG&E midyear
unless you move out of your HMO’s service area. 
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Important Enrollment Information for LTD Participants and their Dependents on Medicare

For All of the Plans

It is important for you and your dependents to enroll in Medicare Parts A and B as soon as you or your
dependents are eligible. You are usually enrolled automatically in Medicare Part A, which covers hospitalization
at no cost to you, when you apply for Social Security benefits. However, you need to contact the Social
Security Administration to enroll in Part B coverage, which covers doctor’s office visits and certain other
expenses. You will pay a separate premium to the Social Security Administration for Part B coverage. If you
do not retain both Medicare Parts A and B coverage for yourself and your Medicare-eligible dependents,
your PG&E-sponsored medical plan will not pay the charges that would have otherwise been covered by
Medicare, and you will not be eligible to enroll in a Medicare COB HMO plan, a Medicare Advantage HMO
plan or the SmartValue Medicare Advantage Private Fee-for-Service (PFFS) plan.

For Medicare Advantage HMO Plans

When you first enroll in a Medicare Advantage HMO, a primary care physician (PCP) will be assigned to
you and any dependents you enroll. You may select a different PCP by contacting your plan’s Member
Services department when you receive your membership ID card(s) in January.

The PCP(s) you select must be from the Medicare Advantage HMO’s special network, which may be 
different than the plan’s network of doctors for members not enrolled in its Medicare Advantage HMO. 
The PCP must be located within 30 miles of your home. If this requirement is not met, the Medicare
Advantage HMO will assign a PCP who is within a 30-mile radius.

Please note that:

Kaiser Senior Advantage members do not need to designate a primary care physician.

You must sign a Medicare Advantage HMO Enrollment form. This form authorizes assignment of your
Medicare benefits (Parts A and B) to the HMO and acknowledges your understanding that you will be
enrolled in Medicare Part D through the HMO. When you enroll, the Benefits Service Center will send 
you the appropriate form to complete and return. If you do not receive the form within two weeks, you
should inquire about the status of the form.

You must have enrolled yourself and any eligible dependents in Medicare Parts A and B.

If you do not meet these requirements or complete the Medicare Advantage HMO Enrollment form, you
won’t be able to join the Medicare Advantage HMO. Instead, your medical coverage will default to the CAP
and you will be responsible for the premium contributions for that plan.

Disenrolling from Medicare Advantage Plans, including Secure Horizons and SmartValue

When you disenroll from a Medicare Advantage plan and enroll in a different type of medical plan — for
example, if you switch to the CAP or a Medicare COB HMO during Open Enrollment — you must complete
a Medicare HMO Disenrollment form. 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, to complete and return to the Benefits Service Center no later than November 30, 2007.
If, for some reason, you do not receive a disenrollment form within two weeks of your enrollment change,
you should call the Benefits Service Center to inquire about the status of the form.
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How Medicare Eligibility Affects Your Medical Plan Options
PG&E offers a variety of medical plans based on where you live. Some plans provide different benefits for
their members after they become Medicare-eligible. The plan names may even change. For example, Health
Net’s corresponding Medicare Advantage HMO plan is called Seniority Plus.

Review your 2008 Enrollment Worksheet for the specific plans available to you. Then, review the chart below
to determine the corresponding medical plan available to any dependent(s) whose eligibility for Medicare is
different than your own. Don’t forget to check the monthly premium contributions for each plan, which are
listed on your personalized Enrollment Worksheet.

EXAMPLE: You are eligible for Medicare, but your spouse and children are not. You elect to enroll in the Health
Net Seniority Plus plan. Your spouse and children will be enrolled in the Health Net HMO plan.

Please review the Comparison of Benefits charts on pages 14 to 17 and 26 to 28 to see the specific benefits offered by
each plan.

WWhheenn  iitt  ccoommeess  ttoo  eeaattiinngg  
rriigghhtt  aanndd  eexxeerrcciissiinngg,,  tthheerree  
iiss  nnoo  ‘‘II’’llll  ssttaarrtt  ttoommoorrrrooww..’’  
TToommoorrrrooww  iiss  ddiisseeaassee..

— V.L. Allineare
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Non-Medicare Plans* Corresponding Plan for Medicare Eligible Members*

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

Blue Shield HMO

Health Net HMO

Kaiser North HMO

Kaiser South HMO

Comprehensive Access Plan (CAP) or Blue Cross SmartValue Medicare
Advantage PFFS Plan

Blue Shield Medicare Coordination of Benefits (COB) HMO Plan

Health Net Seniority Plus (Medicare Advantage HMO) or Health Net
Medicare Coordination of Benefits (COB) HMO Plan

Kaiser Senior Advantage North (Medicare Advantage HMO)

Kaiser Senior Advantage South (Medicare Advantage HMO)

*Plans are subject to availability, based on your home ZIP code.
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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 PG&E and the HMO or service provider shall govern in case of conflict between this chart and the
EOC or service provider agreement.

COMPARISON OF MEDICAL BENEFITS FOR MEDICARE-ELIGIBLE MEMBERS

General

Hospital Stay

Skilled Nursing Facility

Outpatient 
(Non-Emergency):
Hospital or Surgical
Center

Emergency Room Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations and
Injections: 
Flu, pneumonia and
Hepatitis B

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care 

Hospice Care

Outpatient Physical
Therapy

Outpatient Prescription
Drugs

Durable Medical
Equipment 

Chiropractic Care

Acupuncture

Mental Health 
Inpatient

Outpatient

Alcohol and Drug Care
Inpatient

Outpatient

Provisions
Blue Cross of California SmartValue Medicare Advantage 
Private Fee-for-Service (PFFS) Plan
Only providers who have agreed to accept the terms of the SmartValue plan; no pre-existing condition exclusions

No charge for semi-private room (private if Medically Necessary); includes intensive and coronary care; unlimited days

No charge; 100 days per benefit period

$10 copay

$25 copay (waived if admitted within 72 hours)

$10 copay/visit for primary care physician or specialist

$10 copay/visit

$10 copay/visit

No charge except for 20% coinsurance for foreign travel and/or occupational reasons

$10 copay for physician eye care services and for routine eye exams

No charge

No charge 

No charge if Medically Necessary

No charge; must use a Medicare-certified hospice

No charge

Medicare Part D plan: RETAIL (up to 30-day supply): $5 copay for generic formulary, $15 copay for brand formulary and $35 for 
non-formulary; MAIL-ORDER (through the plan, up to 90-day supply): $10 copay for generic formulary, $30 copay for brand formulary 
and $70 for non-formulary

$100 copay for equipment over $750. If you pre-notify by calling Customer Service, the copay is waived.

$10 copay/visit (limited to manual manipulation per Medicare guidelines)

Not covered

No charge for up to 190 days per lifetime 

$20 copay/visit

No charge 

$20 copay/visit
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General

Hospital Stay

Skilled Nursing Facility

Emergency Room Care

Outpatient 
Hospital Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health*
Inpatient Care

Outpatient Care

Alcohol and Drug Care
Inpatient Care 

Outpatient Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Members access the Blue Shield HMO network; no pre-existing
condition exclusions

No charge

No charge, 100-day limit

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

$10/visit

Office visit – $10; $30 without referral (Access+ Specialist) – 
must be in the same Medical Group or IPA
Home visit – $10

$10/visit

$10/visit according to health plan schedule

Included in office visit; no charge for allergy injections if no visit
with physician

$10/visit for refraction

No charge

No charge

No charge

No charge

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

Medicare Part D plan – see Medicare Part D booklet 
for more information: RETAIL (up to 30-day supply): $5 copay 
for generic formulary, $15 copay for brand formulary and 
$35 for non-formulary: some drugs require preauthorization;
MAIL-ORDER (through the plan): two times retail copay for 
up to a 90-day supply; no annual maximum; open formulary

Severe mental illnesses (same as parity diagnoses): no charge,
no day limit; other mental illnesses: no charge for up to 30 days
per calendar year for crisis intervention

Severe mental illnesses (same as parity diagnoses): $10/visit, 
no visit limit; other mental illnesses: $20/visit, 20 visits per 
calendar year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

No charge; preauthorization required; see plan EOC for 
limitations and exclusions

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

*Coverage for mental health is provided through the HMO only, not ValueOptions

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 PG&E and the HMO or service provider shall govern in case of conflict between this chart and the
EOC or service provider agreement.

Services provided at Kaiser Permanente Hospitals and Offices by
Kaiser Permanente doctors; no pre-existing condition exclusions

No charge; includes intensive and coronary care

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

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

$10 per procedure for outpatient surgery; $10/visit for all other
outpatient services may apply

Office visit – $10
Home visit – No charge

$10/visit at a Kaiser facility in area; $25/visit at non-Kaiser facility

$10/visit

$10 for immunizations and allergy testing if no office visit; 
$3/visit for allergy injections if no office visit

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

No charge

No charge 

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

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

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

Medicare Part D plan – see Medicare Part D booklet for more
information: $10 per prescription for up to 100-day 
supply when obtained at a plan pharmacy or through the plan’s
mail-order; no annual maximum; closed formulary

No charge; 190 days lifetime; no charge for up to 45 additional
days per calendar year after 190-day limit is reached; no day limit
for mental health parity diagnoses

$10/visit (individual); $5/visit (group); no visit limit for mental
health parity diagnoses

No charge for detoxification; also covered by separate Alcohol
and Drug Care Program with referral by ValueOptions (inpatient
only)

$10/visit (individual); $5/visit (group)

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

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

Provisions Blue Shield Medicare COB HMO
Kaiser Senior Advantage 
North and South (Medicare HMO)

COMPARISON OF MEDICAL BENEFITS FOR MEDICARE-ELIGIBLE MEMBERS
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General

Hospital Stay

Skilled Nursing Facility

Emergency Room Care

Outpatient Hospital Care

Office Visits

Urgent Care Visits

Routine Physical
Examinations

Immunizations 
and Injections

Eye Examinations

X-rays and Lab Tests

Pre-Admission Testing

Home Health Care

Hospice Care

Outpatient
Physical Therapy

Outpatient 
Prescription Drugs

Mental Health*
Inpatient Care

Outpatient Care

Alcohol and Drug Care
Inpatient Care 

Outpatient Care

Durable Medical
Equipment

Chiropractic Care

Acupuncture 

Only providers affiliated with Health Net HMO; no pre-existing
condition exclusions

No charge; includes intensive and coronary care

No charge; 100-day limit

$25/visit for emergencies (waived if admitted); must notify Health
Net within 48 hours

$10/visit

Office visit – $10
Home visit – $10

$10/visit

$10/visit for basic periodic health evaluation

Included in office visit; no charge for allergy injections if no visit
with physician

$10/visit

No charge

No charge

No charge

No charge

$10/visit (provided as long as significant improvement is expected)

Medicare Part D plan – see Medicare Part D booklet for 
more information; RETAIL (up to 30-day supply): $5 copay for
generic formulary, $15 copay for brand formulary and $35 for
non-formulary; some drugs require preauthorization; MAIL-ORDER
(through the plan): two times retail copay for up to a 90-day supply;
no annual maximum; open formulary

Severe mental illnesses (same as parity diagnoses): no charge,
no day limit; other mental illnesses: no charge for up to 30 days
per calendar year for crisis intervention

Severe mental illnesses (same as parity diagnoses): $10/visit, no visit
limit; other mental illnesses: $20/visit; 20 visits per calendar year

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

Covered by separate Alcohol and Drug Care Program with 
referral by ValueOptions

No charge; preauthorization required; see plan EOC for 
limitations and exclusions

Discounts available; contact Member Services for details

Discounts available; contact Member Services for details

Only providers affiliated with Health Net; no pre-existing 
condition exclusions

No charge; includes intensive and coronary care

No charge, 100-day limit per benefit period; no prior hospital
stay required

$25/visit for emergencies (waived if admitted); must notify
Health Net within 48 hours

$10/visit

Office visit – $10
Home visit – $10

$10/visit

$10/visit

Included in office visit; exceptions: 20% copay for immunizations
for foreign travel/occupational reasons

$10/visit

No charge

No charge

No charge

Covered under Medicare

No charge

Medicare Part D plan – see Medicare Part D booklet for 
more information; RETAIL (up to 30-day supply): $5 copay for
generic formulary, $15 copay for brand formulary and $35 for
non-formulary; some drugs require preauthorization; MAIL-ORDER
(through the plan): two times retail copay for up to a 90-day 
supply; no annual maximum; open formulary

No charge; 190 days per lifetime

$20/visit; no maximum

No charge; also covered by separate Alcohol and Drug Care
Program with referral by ValueOptions

$20/visit; no maximum; also covered by separate Alcohol and
Drug Care Program with referral by ValueOptions

No charge; preauthorization required; see plan EOC for 
limitations and exclusions

$10/visit for Medicare-approved chiropractic services

Discounts available; contact Member Services for details

*Coverage for mental health is provided through the HMO only, not ValueOptions

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 PG&E and the HMO or service provider shall govern in case of conflict between this chart and the
EOC or service provider agreement.

COMPARISON OF MEDICAL BENEFITS FOR MEDICARE-ELIGIBLE MEMBERS

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

RO0703ActiveUnion2008.v17a  10/9/07  5:58 PM  Page 28



YOUR AUTHORIZATION — PLEASE READ

By participating in any of the benefit plans sponsored by Pacific Gas and Electric Company, you:

acknowledge that you are responsible for reading the 2008 enrollment material, including your 
enrollment worksheet, this 2008 Enrollment Guide, the Supplement to Your 2008 Enrollment Guide
and your confirmation statement;

acknowledge that you have received the Notice about Your Prescription Drug Coverage included at the end
of the Supplement to Your 2008 Enrollment Guide;

authorize Pacific Gas and Electric Company, PG&E Corporation and their affiliates (“Participating
Employers”) to release Social Security numbers for you and your dependents to third-party administrators
and insurers, as required, for purposes of plan administration;

authorize the Participating Employer to deduct any required before-tax contributions from your pay;

acknowledge that you will not be able to change medical plans during 2008, even if your desired physician,
hospital, medical group or Independent Physician Association (IPA) does not participate in or terminates its
relationship with your medical plan’s network;

acknowledge that any current HCRA/DCRA elections cannot automatically roll forward into 2008 and that
you must actively re-enroll to make new HCRA/DCRA elections for 2008;

acknowledge that PG&E, the other Participating Employers and the health plan administrators and insurers
do not provide medical services or make treatment decisions; all treatment decisions are between you and
your physician regardless of the benefits covered under the plan;

agree to follow the appeal process for your plan for any disputed benefit claims; and

agree to call the Benefits Service Center to report any ineligible dependents within 31 days of a dependent’s
loss of eligibility.

Summary of Material Modifications (October 2007) 
The 2008 Enrollment Guide and Supplement constitute a Summary of Material Modifications to the PG&E 
Health Care Plan. 
Pacific Gas and Electric Company has the right to amend or terminate the Health Care Plan at any time and for any 
reason, subject to notice provisions if such notice is required under applicable collective bargaining agreements.
Generally, an amendment to or termination of the Health Care Plan will apply prospectively and will affect your 
rights and obligations under the Health Care Plan prospectively.
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Printed on recycled paper. 10/07

PG&E BENEFITS INFORMATION AND REFERENCES
PG&E Benefits Service Center E-mail: HRBenefitsQuestions@pge.com

Phone: PG&E company ext. 8-223-2363, 415-973-2363 or 1-800-788-2363

PG&E@Work For Me http://pgeatworkforme

HR Intranet http://www/hr/index.shtml

PG&E’s Summary of Benefits Handbook Available on the HR intranet or by calling the Benefits Service Center

IRS Publications www.irs.gov

MEMBER SERVICES CONTACTS
Plan Phone No. Web Site Group No.

Blue Shield HMO and Medicare COB HMO 1-800-443-5005 www.blueshieldca.com/pge H11473

Dental Plan (Administered by Delta Dental) 1-888-217-5323 www.wekeepyousmiling.org/PG&E

Employee Assistance Program 1-888-445-4436 www.hr/benefits

Flexible Spending Accounts 1-877-799-8820 www.ceridian-benefits.com
(Administered by Ceridian)

Health Net HMO and Medicare COB HMO 1-800-522-0088 www.healthnet.com/pge 51312-A

Health Net Seniority Plus Current members: www.healthnet.com/pge 51312-S
1-800-275-4737

Prospective members: 
1-800-596-6565

Kaiser (North and South) HMO 1-800-464-4000 www.my.kaiserpermanente.org/ca/pge
North: 28-0000

South: 107932-0000

Kaiser Senior Advantage (North and South) 1-800-443-0815 www.my.kaiserpermanente.org/ca/pge
North: 738-0000

South: 107932-0000

Mental Health, Alcohol and 1-800-562-3588 www.valueoptions.com
Drug Care Program
(Administered by ValueOptions)

PG&E Self-Funded Plans 1-800-964-0530 www.bluecrossca.com or PZG170157
(Administered by Blue Cross) www.bluecrossca.com/clients/pge

Network Access Plan (NAP)
Comprehensive Access Plan (CAP)
American Specialty Health Network 1-800-678-9133 www.ashcompanies.com

Prescription Drug Plan 1-800-718-6590 www.medcohealth.com PGE0000
(Administered by Medco Health)

SmartValue Pre-enrollment: 1-866-657-4970 www.bluecrossca.com/clients/pge XDV170157
Post-enrollment: 1-877-326-2201

Vision Plan 1-800-877-7195 www.vsp.com
(Administered by Vision Service Plan)

COBRA (Administered by Ceridian) 1-800-877-7994 www.ceridian-benefits.com
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