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Live Bright

Take advantage of the health and wellness resources available to
you and your family and live bright. 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 Supplement to Your 2010 Enrollment Guide. Take the time to
review these materials, understand your options and make the best
decisions for your situation.

About this guide

This 2010 Benefits Enrollment Guide describes your benefit
choices and how to enroll.

For information on eligibility, change-in-status events,
COBRA and other legally required information, see the
Supplement to Your 2010 Benefits Enrollment Guide.

If you or your dependents have Medicare or will
become eligible for Medicare in the next 12 months,
please see page 11 in the Supplement for important
information about your prescription drug coverage
and Medicare.
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This 2010 Benefits Enroliment Guide for Employees on Long-Term Disability (LTD) and the Supplement to Your 2010 Benefits Enrollment Guide
(referred to collectively as the “Enrollment Guide”) are designed, in part, to make you aware of important changes that have been made to The
Pacific Gas and Electric Company Health Care Plan for Active Employees (referred to as the Health Care Plan). The Enroliment 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 (SMMs), including enrollment guides designated as SMMs as well as the Evidence of Coverage booklets issued by HMOs and the
Anthem Blue Cross SmartValue Plan, which collectively constitute the official plan document.
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The Employee Benefit Committee of PG&E Corporation is the Plan Administrator of the Health Care Plan and has the discretionary authority to
interpret and construe the terms of the official plan document, to resolve any conflicts or discrepancies between the documents that comprise
the official plan document and to establish rules that 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.”

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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Live Bright

PG&E's benefits package offers you many ways to
save money and be healthy and energized so you can
live bright. Living bright is all about taking advantage
of available wellness tools and resources, making
healthy lifestyle choices and being informed about
health issues overall.

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, too.
Spending $10 now to check your blood pressure
can save more than $100,000 later.

m  Wellness support: PG&E-sponsored medical
plans provide an array of programs to help you
manage your specific health care needs. Visit your
plan’s Web site or call your plan’s Member Services
department to learn more. (See page 19 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.

B 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 confidential help with marital
and family problems, alcohol and drug issues,
anxiety, depression, workplace concerns,
child/elder care issues and legal/financial
concerns. Contact the EAP at 888-445-4436, or
visit www.achievesolutions.net/pge for a list of
onsite EAP counselors.

Because you're on long-term disability, some
benefit plans do not apply to you and are not
included in this Guide:

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

e \Wellness Account (for Management and
A&T employees)

® \/acation Buy Days (for Management and
A&T employees)

Enrollment: What
You Need to Do

You have an opportunity to choose which PG&E
benefits you'd like to participate in during
“enrollment windows.” Enrollment windows are
specific times when you can take action and select
your benefits:

®  During the annual Open Enrollment period (two
weeks each year in the fall). Changes you make
during the Open Enrollment period become
effective January 1 of the following year.

BENEFITS ENROLLMENT GUIDE FOR



B \When you experience an eligible change-in-status
event such as marriage or the birth of a child. You
must report eligible change-in-status events to the
HR Service Center within 31 days of the event
(60 days for the birth or adoption of a child) in order
to make any allowable changes to your benefits.
See page 6 of the Supplement to Your 2010
Benefits Enrollment Guide for more information.

Each time an enrollment window occurs, use this
Guide to familiarize yourself with the most current
information on PG&E's benefits programs and what
coverage options are available to you. You can also
use this information to:

B Get ready to enroll
® Learn how to enroll

®m  Know what to expect after you enroll.

Get Ready to Enroll

1. Review your options, ask questions and talk
with your family. If you're thinking of changing
medical plans or you're choosing for the first time:

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

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

c. Review the coverage options 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 page 19 of this Guide, along with
medical plan group numbers).
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2. Consider not only your current circumstances,
but what may be happening in your life
in the future. Outside of the two-week Open
Enrollment period, you will not be able to make
changes to your benefit elections unless:

® You have an eligible change-in-status event or
HIPAA special enrollment event (for example,
you get married or have a child). HIPAA special
enrollment events are explained in further detail
on page 8 of the Supplement to Your 20710
Benefits Enrollment Guide.

® You move out of your HMO's service area.
® You retire.

® You or your dependents become eligible for
Medicare or Medicaid.

Note: If any of your primary care physicians,
specialists, medical groups, Independent Practice
Associations (IPAs), hospitals or other providers
withdraw from your medical plan during 2010, you
will not be able to change medical plans. Instead,
you'll need to obtain services from a participating
provider within your plan‘s network for the remainder
of the year. The withdrawal of a provider from your
plan is not an eligible change-in-status event.

See page 6 for more information about reporting
change-in-status events.

3. Review your Enrollment Worksheet, showing
your plan options and costs. Many people
make the mistake of choosing a plan based solely
on the monthly contribution. Think about which
plan is the most cost-effective for you and best
meets your health care needs at a total price you
can afford. Consider:

a. What the plans cover. The Medical Plan
Comparison Chart included in your enrollment
packet will help explain what each plan covers.

b. Your estimated usage. Consider the services
you use the most or will need in the future.
Does your plan choice cover those services
adequately?
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c. Flexibility in choice of doctors, hospitals
and how you receive care. Each plan may
include a different set of doctors or hospitals
or have different rules for how to receive care.

d. How the plan coordinates with Medicare.
The way your plan coordinates with Medicare
can affect the amount of paperwork required
of you, what providers you can use and the
total amount of coverage you receive.

e. Service areas and provider availability.
All medical plans make ongoing changes
during the year.

4. Review the eligibility provisions on page 2 of
the Supplement to Your 2010 Benefits Enrollment
Guide. It is your responsibility to be sure all the
dependents you enroll for coverage are eligible.

If your dependent is losing health plan eligibility,
you must contact the HR Service Center at 415-
973-4357 or 800-788-2363 within 31 days of the
dependent’s loss of eligibility. The Consolidated
Omnibus Budget Reconciliation Act of 1985
(COBRA) allows you or your covered dependents
to continue participation in PG&E-sponsored
health plans beyond the normal period if coverage
is lost due to a COBRA-qualifying event. See
page 8 of the Supplement to Your 2010 Benefits
Enrollment Guide for more information.

Dependent Certification

PG&E-sponsored medical plan vendors conduct

an annual certification process for your enrolled
dependents who are ages 19 through 23. 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. Otherwise, your child will be
dropped from your health benefits and may not be
reinstated until the next Open Enrollment period.

For eligible dependents who are disabled and
currently enrolled in a PG&E-sponsored medical
plan, you must contact the medical plan vendor
directly to initiate the required certification before
your disabled dependent loses eligibility. Loss of
eligibility typically occurs at age 19, but can occur

up to age 24. If you do not complete the certification

by a PG&E-sponsored medical plan on time, your
disabled dependent can no longer continue to be
enrolled in the plan, effective the first of the month
in which he or she is no longer eligible.

You must drop ineligible dependents from
coverage under PG&E-sponsored health plans within
31 days of the dependent’s loss of eligibility. PG&E
employees who cover ineligible dependents will be
required to make restitution to the company for the
associated costs of providing health care coverage,
up to two full years of premiums or premium
equivalents.

How to Enroll

During the annual Open Enrollment period:

E  Online through PG&E@Work For Me on the
Internet. Enrolling online offers several advantages
— it's secure, easy and fast. You can quickly access
your benefit options and see your confirmation
statement immediately after you've enrolled.
See page 5 for more details and instructions on
enrolling online.

®  Over the telephone by calling the HR Service
Center at 415-973-4357 or 800-788-2363.
Representatives are available from 7:30 a.m. to
5 p.m. Pacific Time, Monday through Friday.

When you have an eligible change-in-status
event:

m  To make benefit changes because of an eligible
change-in-status event, you must call the HR
Service Center.

Technical Problems?

For help with technical questions regarding
enrolling online, please contact the TSC.
Utility employees can call 415-973-9000 or
800-223-9007. Representatives are available
24 hours a day, seven days a week. PG&E
Corporation employees can contact the Help
Desk at 415-267-7025.

BENEFITS ENROLLMENT GUIDE FOR



Enrolling Online During Open Enrollment

To access PG&E@Work For Me on the Internet from
any computer with Internet Explorer (version 5.0,
6.0 and 7.0):

®  Go to https://myportal.pge.com. If you're logging
on for the first time, click the Help Guides
link at the bottom of the page and follow the
instructions to access the system.

B Choose the Open Enrollment tab.

Follow These Steps for Enroliment:

Review your dependents Make any necessary changes to your dependent information. You'll need
to have the following information to make changes:

¢ Full name, birth date, gender, Social Security number, relationship
(for example, spouse, child, same-sex spouse or registered domestic
partner), Medicare Claim Numbers and Part A/B effective dates for any
Medicare-eligible dependents (you can find this on your dependent’s
Medicare card).

If you want to add a same-sex spouse/registered domestic partner and/or
a same-sex spouse's/registered domestic partner’s child(ren) to your plan,
see page 5 of the Supplement to Your 2010 Benefits Enrollment Guide.

If you want to add or drop a Medicare-eligible dependent, call the HR
Service Center at 415-973-4357 or 800-788-2363 or send an e-mail to
hrbenefitsquestions@exchange.pge.com.

Confirm your home address and If you regularly receive mail at a location other than your residence, you
phone number can add your mailing address under About Me > My Contact Info after
you complete your benefits enrollment.

Select your benefit options (enroll) Enroll in the available benefit plan options that best fit your needs and the
needs of your family.

Review your confirmation statement Verify the options you selected and the dependents you're enrolling are
shown on your confirmation statement.

* You can access your confirmation statement through PG&E@Work For
Me anytime after you enroll.

+ If you enroll by telephone, PG&E will mail a confirmation statement
to your home address of record. For Open Enrollment changes, you'll
receive your statement in December. For all other mid-year enrollments,
you'll receive your statement soon after enrolling.

If any of your information appears to be incorrect, contact the HR Service
Center at 415-973-4357 or 800-788-2363. Calls must be received within
10 business days of the date on which you receive your confirmation
statement for a mid-year change-in-status event or by the last business
day in the year for Open Enrollment. All Open Enroliment changes must
be made in the current plan year. You cannot make changes based on
your confirmation statement in the following plan year.

Print your confirmation statement Keep a copy of your statement for future reference.
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If You Don’t Enroll

You'll continue to receive the same medical,

dental and vision coverage that you and your
covered dependents have in 2009, as listed on the
2010 Enrollment Worksheet included in your Open
Enrollment packet. You will be responsible for
making any required contributions, as listed on
your 2010 Benefits Enrollment Worksheet.

If you're not currently enrolled in PG&E-sponsored
medical, dental or vision coverage, you'll have no
coverage for 2010.

If your current medical plan will no longer be
available in 2010, your Enrollment Worksheet will
asterisk the alternative medical plan into which
you'll be automatically enrolled if you don’t follow
the enrollment process explained in this Guide.
You will be responsible for making any required
premium contributions, as listed on your 2010
Benefits Enrollment Worksheet.

Questions?

If you have questions about your benefit choices
for 2010 or you don't have Internet access, please
call the HR Service Center at 415-973-4357 or
800-788-2363 for assistance. Representatives are
available from 7:30 a.m. to 5 p.m. Pacific Time,
Monday through Friday. Or, send your question via
e-mail to hrbenefitsquestions@exchange.pge.com.
Please allow one business day for a response.
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Chanyinyg Coverayge During the
Year (Chanyge-in-Status Events)

If you experience an eligible change-in-status event
such as marriage or divorce, you have 31 days to
make any allowable changes to your benefits (60 days
for the birth or adoption of a child). Otherwise, you
may not be able to make changes until the next Open
Enrollment period.

To request an allowable benefit change due to a
change-in-status event, you must call the HR Service
Center within 31 days days (60 days for the birth or
adoption of a child) of the date of the event. See
page 6 of the Supplement to Your 2010 Benefits
Enrollment Guide for more information on eligible
change-in-status events.

Contact the HR Service Center at 415-973-4357 or
800-788-2363 to report an eligible change-in-status
event. Representatives are available Monday through
Friday, 7:30 a.m. to 5 p.m. Pacific Time.

After You Enroll

Here's a quick look at what to expect after you enroll.

ID CARDS

If you change medical plans or add dependents,
you'll receive your new medical plan identification
card(s) in January 2010 if you're enrolling during
Open Enrollment or within 30 days if you're changing
coverage mid-year. If you don’t receive your new ID
card as expected, 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 Anthem Blue Cross-administered
plans (except SmartValue) or the Health Net HMO
plans can print a copy of their ID cards from the plan’s
Web site.
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SELECTING PRIMARY CARE PHYSICIANS

You're not required to select a primary care physician
(PCP) if you enroll in the Network Access Plan (NAP),
Comprehensive Access Plan (CAP) or Basic Plan
(available to Management and A&T employees only).
However, all HMOs except Kaiser Permanente 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 your new PCP
selection. Each plan has its own policy and timeframe
for changing PCPs retroactively, so please call your
medical plan directly for more information.

Medicdal

PG&E offers a variety of medical plan choices. See
your Enrollment Worksheet to find out which plans
are available to you — based on where you live —
and whether you're eligible for Medicare:

= Network Access Plan (NAP): This Preferred
Provider Organization (PPO) plan, administered
by Anthem Blue Cross, gives you the flexibility
to choose network or non-network providers.
Benefits are higher when you use network
providers.

® Comprehensive Access Plan (CAP): This out-
of-area plan and plan for Medicare members,
administered by Anthem Blue Cross, is for
employees who live outside the NAP’s service area
or who have Medicare. This plan lets you choose
any provider, although you may have lower out-
of-pocket costs if you use an Anthem Blue Cross
PPO provider.

® Basic Plan (available to Management and
A&T employees only): This fee-for-service plan,
administered by Anthem Blue Cross, lets you
choose any licensed provider. Your cost for services
is higher than under the NAP or CAP, but your
premium is lower.
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® Blue Shield, Health Net and Kaiser
Permanente HMOs: These plans cover most
services in full, but you must use the HMO's
network providers to receive coverage.

= Additional plans for Medicare-eligible
members: If you're eligible for Medicare, you
also have a choice of the SmartValue Medicare
Advantage Private Fee-for-Service (PFFS) Plan,
Medicare Coordination of Benefits (COB) HMO
Plans and Medicare Advantage HMOs.

Prescription drug coverage is included in all the
medical plans PG&E sponsors. For details on benefits,
see the Medical Plan Comparison Chart.

Check Out Your Health Plan’s Web Site
Use the provider Web sites listed on page 19 to:

¢ Learn about health and wellness topics, such as
fitness, nutrition and prenatal care

¢ find out how your hospital or doctors rank in
quality compared to their peers

* 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

¢ Download and print forms.
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Den.l.gl When you visit a non-Delta Dental dentist, you'll
typically be reimbursed at a much lower rate than

when you use PPO or Premier dentists. In addition

to your deductible and the percentage you pay

for covered charges, you'll be required to pay the

difference between the fees charged by your dentist

and Delta’s allowed rates (called “prevailing” fees, as

= Delta Dental PPO dentist: This option is the determined by Delta). Delta’s allowed rates often are

least expensive because the deductible and costs lower than the rates charged by non-Delta dentists.

of dental services generally are lower. If you use You won't have to pay a cost difference when you
only Delta Dental PPO dentists throughout the use Delta Dental PPO or Premier dentists because

these dentists have agreed to fees that are within
Delta Dental’s allowed rates.

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:

entire year, you'll pay a lower deductible.

Delta Dental Premier dentist: This option
provides the standard reimbursement. If at any PRE-TREATMENT ESTIMATES
time you use a Delta Dental Premier dentist who
does not also participate in the PPO network,

the lower PPO deductible will “pop-up” to the
higher deductible amount. The maximum total
deductible you'll pay per person in a calendar year
is $50 because you won't be required to pay two
separate deductibles.

If you need extensive dental work, such as a crown,
root canal or bridge, ask your dentist (even if he or she
isn't a Delta Dental dentist) to file a “pre-treatment
estimate,” also called a “predetermination,” before
performing the services. Delta Dental will notify

you and your dentist in writing as to whether the
procedure is covered and, if so, will provide an
Non-Delta Dental dentist: This option is typically estimate of your cost.

the most expensive because non-Delta Dental
dentists can charge fees that exceed Delta Dental’s
allowed rates.

For a list of Delta Dental PPO or Premier dentists,
call Delta Dental’s Member Services number or visit
its Web site (shown on page 19 of this Guide, along
with plan group numbers).

DELTA DENTAL BENEFITS
PROVISIONS DENTAL 1 DENTAL 2 DENTAL PLAN

For Management and A&T | For Management and A&T | For Union-Represented
Employees Only Employees Only Employees Only

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

Annual deductible* ¢ $25/person ($50 if you use ¢ $25/person ($50 if you use ¢ $25/person ($50 if you use

Premier dentists) Premier dentists) Premier dentists)

* No more than $75/family + No more than $75/family * No more than $75/family
($150/family if you use ($150/family if you use ($150/family if you use
Premier dentists) Premier dentists) Premier dentists)

For all covered services For all covered services For all covered services

other than preventive and other than preventive and

diagnostic diagnostic

Continued
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