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2011 Open Enrollment is October 21–November 4, 2010

Questions?

Contact the PG&E HR Service Center at 415-972-7077 or 800-700-0057  
if you have questions about your benefits or about enrolling.

You do not need to call if:

• You have no questions.

• You’re making no changes to your benefits. Your current benefits will 
continue unless you’re enrolled in the SmartValue Plan, which will not 
be available in 2011. 

if you’re enrolled in the smartValue Plan, you’ll automatically be 
enrolled in the Comprehensive Access Plan (CAP), administered by 
Anthem Blue Cross. You do not need to call unless you want to elect a 
different medical plan.

For more contact information, please see the inside back cover.

This 2011 Benefits Enrollment Guide describes 
the medical plans available for 2011 and how to 
enroll. For information on eligibility, change-in-
status events, COBRA and other legally required 
information, see the enclosed 2011 Supplement 
to Your Benefits Enrollment Guide.

if you or your dependents have Medicare 
or will become eligible for Medicare in the 
next 12 months, please see page 15 in the 
Supplement for important information about 
your prescription drug coverage and Medicare.

About this Guide
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Choose Well
Take advantage of your opportunity to choose the benefits that best meet  
your needs. This 2011 Benefits Enrollment Guide describes your benefit options 
for 2011 and gives you all the information you need to enroll.

Enrollment: What You Need to Do
As a retiree or surviving dependent, you have two options to enroll: 

• online through PG&E@Work For Me on the internet. You can quickly access 
your benefit options and see your confirmation statement immediately after 
you’ve enrolled. 

•  By calling the HR service Center. Representatives are available Monday 
through Friday, 7:30 a.m. to 5 p.m. Pacific Time. 

When You Can Enroll
You can enroll or change your coverage:

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

• When you experience an eligible change-in-status event, such as 
marriage. You must report any eligible change-in-status event 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.  
Midyear change-in-status events do not apply if you are not already enrolled 
in a PG&E-sponsored medical plan at the time of the status change.  
See page 7 of the 2011 Supplement to Your Benefits Enrollment Guide for  
more information.

Medical Coverage for Adult Children
The Patient Protection and Affordable Care Act of 2010 (PPACA) extends 
medical coverage to adult children under age 26, provided they have no access 
to other employer-sponsored coverage. Although this law does not require 
PG&E to offer medical coverage to adult children of retirees and surviving 
dependents, PG&E will allow you to enroll your eligible adult children under 
age 26 in PG&E-sponsored retiree medical coverage.

ELIGIBILITY REqUIREMENTS

To be eligible for this coverage, your adult children must:

• Be under age 26 as of January 1, 2011, and 

• Have no access to other employer-sponsored health care coverage,  
other than parental coverage. 

tobacco Cessation Program 
Available november 1, 2010

Beginning November 1, you 
and your dependents who are 
enrolled in a PG&E-sponsored 
medical plan can participate 
in Smokeless, PG&E’s free 
tobacco cessation program. 
Smokeless is a proven way to 
become tobacco-free, and is 
administered in conjunction 
with the American Institute for 
Preventive Medicine. 

You’ll receive:
• One year of unlimited  

coaching from certified 
lifestyle coaches via phone

• Follow-up calls from your 
coach to see how you’re doing

• Eight weeks of Nicotine 
Replacement Therapy  
(gum or the patch)

• Self-help guide
• Relaxation CDs or tapes
• Customized online support
• Smoker’s emergency kit

Smokeless has been 
implemented at more than 
3,000 companies, hospitals 
and government agencies 
over the last 23 years, 
resulting in a success rate 
of 45 percent after just one 
year of participation. The 
program uses a combination 
of stress management, 
positive reinforcement, attitude 
changes, food management, 
environmental support and 
relapse prevention techniques.

To enroll in the free program, 
call 800-345-2476, ext. 233  
(6 a.m. to 2 p.m. Pacific Time). 
If you prefer to be called by 
your coach after 2 p.m. or on 
weekends, you can indicate  
that during your first session. 
You can enroll in this program 
year-round. 

neW
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SPECIAL FALL 2010 ENROLLMENT PERIOD

You have 30 days to enroll your eligible adult children in your PG&E-
sponsored retiree medical plan. If you’re enrolling your adult children for 
2011 benefits, this special 30-day enrollment period is october 21 through 
november 19. Coverage will be effective January 1, 2011, along with any other 
changes you make during Open Enrollment. If you need to enroll an adult 
child after the regular Open Enrollment period ends but before the special 
30-day enrollment period ends, please call the HR Service Center. This 30-day 
enrollment period only applies to your eligible adult children who are ages 
19 through 25. You and your other eligible dependents must enroll during the 
regular Open Enrollment period, October 21 through November 4.

Adult children who become eligible to enroll after the special 30-day 
enrollment period has ended (for example, they become unemployed and 
lose access to employer-sponsored coverage) may enroll as dependents in 
your PG&E-sponsored retiree medical coverage. Your child’s loss of coverage 
will be treated as a change-in-status event, since you will have just gained 
a newly eligible dependent. You must report the change-in-status event to 
the HR Service Center within 31 days of the date on which your adult child 
loses access to employer-sponsored health care coverage. Your child’s 
PG&E-sponsored coverage will become effective on the first day of the month 
following the date on which you enroll your child.

COSTS FOR COvERAGE

If you add your eligible adult children to your medical coverage, you’ll be 
responsible for paying any additional premium contributions for them, if 
applicable, plus any deductibles, copayments or coinsurance they incur when 
receiving services. Your premium contributions to cover eligible adult children 
will be the same as for any other dependent coverage. For example:

• If you currently have retiree and spouse coverage and you add a 25-year-old 
eligible child, you’ll move into the retiree-and-family coverage category, so 
your monthly premium contribution will increase. 

• If you currently have retiree-and-family coverage and you add a 25-year-old 
eligible child, you’ll remain in the same coverage category and will continue 
paying the retiree-and-family coverage premium contribution. 

If you live in California, you may be required to pay imputed income taxes on 
the value of benefits provided to your adult children. 
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Enrolling Online During Open Enrollment
To enroll online, you’ll need to use Internet Explorer (versions 5.0, 6.0 or 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. 

• Choose the Open Enrollment tab.

Then, follow these steps:

Make any necessary changes to your dependents. Have the following 
information on hand if you want to make a change: 
• Full name, birth date, gender, Social Security number, relationship 

(for example, spouse, child, same-sex spouse or domestic partner), 
Medicare Claim Number 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/domestic partner or a same-sex 
spouse’s/registered domestic partner’s child to your plan, see pages 
4–6 of the 2011 Supplement to Your Benefits Enrollment Guide.

If you want to drop a Medicare-eligible dependent from your coverage, 
contact the HR Service Center.

Review your 
dependents

Confirm 
your home 
address 
and phone 
number

Enroll in  the benefit plan options that best fit your needs and the 
needs of your family.

Enroll

Keep a copy of your statement for future reference.Print your 
confirmation 
statement

Verify that the options you selected and the dependents you enrolled are 
on your confirmation statement. 
• You can access your confirmation statement through PG&E@Work For 

Me on the Internet anytime after you enroll. 
• If you enroll by phone, PG&E will mail a confirmation statement to 

your home address or mailing address of record. For Open Enrollment 
changes, you’ll receive your statement in December. For all other 
midyear enrollments, you’ll receive your statement within 10 business 
days after enrolling.

If any of your information appears to be incorrect, call the HR Service 
Center. Calls must be received within 10 business days of the date you 
receive your confirmation statement for a midyear change-in-status 
event or by the last business day in the year for Open Enrollment.

All changes must be made in the current plan year. You cannot make 
changes based on an error on your confirmation statement in the 
following plan year.

Review your 
confirmation 
statement

Make sure your home address is correct because the availability of 
medical plans is based on where you live. If you have moved, please 
contact the HR Service Center to update your home address and phone 
number.

If you regularly receive mail at a location other than your residence, 
you can add your mailing address under About Me > My Personal 
Information after you complete your benefits enrollment.

For help with technical 
questions regarding enrolling 
online, please contact PG&E’s 
Technology Service Center (TSC) 
by calling 415-973-9000 or  
800-223-9007. Representatives 
are available 24 hours a day, 
seven days a week.

teCHniCAl PRoBleMs?
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If You Don’t Enroll During Open Enrollment
If you’re currently enrolled in any plan except the SmartValue Plan and you 
make no changes to your medical plan or covered dependents, you’ll continue 
to receive your current 2010 medical coverage for yourself and your eligible, 
covered dependents, as listed on the enclosed 2011 Enrollment Worksheet. 
The SmartValue Plan no longer will be available in 2011. Therefore, if you’re 
currently enrolled in the SmartValue Plan and you make no changes to your 
medical plan coverage to your enrolled dependents, you’ll be automatically 
enrolled in the Comprehensive Access Plan (CAP), administered by Anthem 
Blue Cross, effective January 1, 2011. 

You’re responsible for making any required premium contributions for you  
and your dependents’ medical plan coverage. If you’re currently not enrolled 
in a PG&E-sponsored retiree medical plan and you don’t enroll, you will have 
no coverage for 2011. 

Changing Coverage During the Year (Change-in-Status Events)
If you’re enrolled and you marry, divorce or experience some other eligible 
change-in-status event, 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. If you’re 
adding eligible dependents to your medical coverage for the upcoming year 
during Open Enrollment, also be sure to add the dependents to your medical 
coverage for the current year. See the 2011 Supplement to Your Benefits 
Enrollment Guide for details on eligible dependents and eligible change-in-
status events. 

Contact the HR service Center to report an eligible change-in-status  
event and to enroll or change coverage during the year. Representatives are 
available Monday through Friday, 7:30 a.m. to 5 p.m. Pacific Time.

Loss of Dependent Eligibility
You must drop ineligible dependents from coverage under PG&E-sponsored 
medical plans within 31 days of a dependent’s loss of eligibility. PG&E retirees 
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. 

Effective January 1, 2011, your adult children will remain eligible for PG&E-
sponsored medical plan coverage until the end of the month in which they 
reach age 26 or, if they become eligible for other employer-sponsored 
coverage, until the end of the month in which their other employer-sponsored 
coverage begins. At that time, they can enroll in extended coverage through 
COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985). In 
accordance with federal law, they’ll be required to pay 102 percent of the cost 
of COBRA coverage. For more information on COBRA, see page 9 of the 2011 
Supplement to Your Benefits Enrollment Guide.

If you have questions about  
your benefit choices for 2011 or 
you do not have Internet access, 
please contact the HR Service 
Center. Contact information  
is listed on the back cover of  
this Guide.

Questions?
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Disabled Dependent Certification
if you have eligible dependents who are under age 26, disabled and currently 
enrolled in a PG&e-sponsored medical plan, you must contact the medical plan 
vendor directly to request certification of ongoing eligibility due to a disability 
before your disabled dependent otherwise loses eligibility when he or she 
reaches age 26. If you do not complete the certification by a PG&E-sponsored 
medical plan on time, your disabled dependent no longer can continue to be 
enrolled in the plan, effective the first of the month following the month in which 
he or she is no longer eligible. You also may be required to periodically attest to 
ongoing eligibility based on disability, after their initial certification. 

ID Cards
If you change medical plans or add dependents, you’ll receive your new 
medical plan identification (ID) card:

• In January 2011 if you enroll during Open Enrollment

• Within 30 days of enrolling midyear

If you don’t receive your new ID card on schedule, 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 and Health Net HMO plans can print a copy of their 
ID cards from the plans’ websites.

Re-Enrolling in PG&E-Sponsored Retiree Medical Coverage  
after Cancellation
Retirees who cancel medical plan coverage on or after January 1, 2003, can 
re-enroll in a PG&E-sponsored medical plan only during a subsequent Open 
Enrollment period. Midyear change-in-status events do not apply to retirees 
who are not enrolled in a PG&E-sponsored medical plan at the time of the 
status change. 

To initiate re-enrollment for 2012, you must call the HR Service Center to 
request an Open Enrollment packet no later than september 1, 2011. An 
enrollment packet will be mailed to your home immediately prior to Open 
Enrollment. Any coverage you elect during Open Enrollment will be effective 
the following January 1.

If you do not notify the HR Service Center by September 1, 2011, you will not be 
able to re-enroll for 2012—even if you lose coverage elsewhere.

EXCEPTION IF YOU’RE ENROLLED AS A DEPENDENT OF  
AN ACTIvE PG&E EMPLOYEE

If your spouse or registered domestic partner is an active PG&E employee 
and you’re enrolled as a dependent in his or her PG&E-sponsored medical 
plan, you can enroll in retiree coverage midyear if you lose your dependent 
coverage midyear. In this case, you won’t need to wait until the next  
Open Enrollment period to enroll.

note: Retirees who dropped 
PG&e-sponsored retiree 
medical plan coverage prior 
to January 1, 2003, are not 
eligible to re-enroll for PG&E-
sponsored medical plan 
coverage. In addition, surviving 
dependents who cancel 
medical plan coverage will not 
be able to enroll in a PG&E-
sponsored medical plan at any 
time in the future.
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Medical Plan Premium Contributions
If you qualify for PG&E-sponsored retiree medical plan coverage, you and 
PG&E (or if applicable, a Participating Employer)* share the cost of coverage. 

There are two retiree medical contribution programs:

• Retiree Medical employer Contribution (RMeC). This program is for eligible 
individuals who retired before 2011. 

• Retiree Medical savings Account (RMsA). This program is for eligible 
individuals who retire in 2011 and later.

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

information for september 2009 through December 2010 Retirees

Eligible individuals retiring September 1, 2009, through December 1, 2010, received a one-time, irrevocable 
election of retiree medical contribution programs, effective January 1, 2011. If you:
• Deferred your election of the Retiree Medical Savings Account (RMSA) or Retiree Medical Employer 

contribution (RMEC) because your spouse or registered domestic partner is an active employee of PG&E  
or a Participating Employer*,  
and

• You’re currently enrolled in PG&E-sponsored retiree medical coverage as a primary plan participant, 
then

• You must actively disenroll from PG&E-sponsored retiree medical coverage during Open Enrollment  
for 2011 benefits and waive retiree medical coverage in subsequent years until your spouse or registered 
domestic partner retires from PG&E. 

Your spouse or registered domestic partner can enroll you as a dependent under his or her PG&E-
sponsored employee health care plan during the annual Open Enrollment period for employees.  
You’ll be able to elect the RMSA or RMEC when your spouse or registered domestic partner retires 
from PG&E and you’re ready to enroll for PG&E-sponsored retiree medical coverage. 

*note: As used in this section, 
the term “PG&E” means a 
Participating Employer with 
respect to such employer’s 
employees and retirees.  
See the inside back cover of 
this Guide for the definition  
of Participating Employer.
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Retiree Medical Employer  
Contribution (RMEC) Program
If You Retire Before 2011 or You Elected the RMEC in 2010

Under the RMEC program, PG&E’s maximum contributions for retiree 
medical coverage are limited to a set dollar amount. PG&E pays a portion  
of the cost of retiree medical premiums up to an annual limit. The amount  
PG&E contributes toward the cost of your coverage is based on your age,  
the age of your spouse or domestic partner, whether you’re covering any 
children and your years of credited service. You’re responsible for paying  
the remaining portion of the cost of coverage. 

PG&E will share in the cost of medical inflation until PG&E contributions  
reach a new maximum dollar limit under the RMEC. After that point, 
participants will absorb the entire cost of premium increases because  
PG&E’s contribution is fixed. 

RMEC for Non-Medicare Participants
Each year, PG&E will contribute an amount equivalent to 65 percent of the 
monthly cost of the Anthem Blue Cross-administered Network Access Plan 
(NAP) or Comprehensive Access Plan (CAP) premiums for that year, until the 
amount PG&E contributes reaches the maximum annual dollar limit. 

If you enroll in another PG&E-sponsored retiree medical plan instead of the 
NAP or CAP, PG&E will contribute the equivalent amount to the cost of your 
coverage, provided however, that the maximum PG&E contribution is no more 
than 72 percent of the monthly premium cost of the plan you elect. In other 
words, non-Medicare retirees and non-Medicare dependents must pay at 
least 28 percent of their monthly premium costs.

ACTUAL PG&E CONTRIBUTION BASED ON CREDITED SERvICE

The maximum annual dollar limit that PG&E will contribute is based on 
your years and months of credited service. Non-Medicare retirees with 10 
to 25 years of service will receive a PG&E contribution ranging from 50 to 65 
percent of the cost of NAP or CAP premiums, scaled proportionately based  
on years and months of credited service. 

Annual PG&E contributions cannot exceed the following annual maximum 
limit, also scaled proportionately based on years and months of credited 
service:

• $13,000 per enrolled non-Medicare retiree, plus

• $13,000 per enrolled non-Medicare spouse or registered domestic partner, 
plus

• $13,000 total for enrolled non-Medicare children (this limit applies for all of 
your enrolled children if at least one of your enrolled children is not eligible 
for Medicare)
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RMEC for Medicare Participants
PG&E’s base monthly contribution for retiree medical premiums has been 
established at $95 per Medicare participant ($1,140 per year). Beginning in 
2011, PG&E will increase the base monthly contribution each year by the 
weighted average cost increase of all PG&E Medicare plans based on the 
prior year’s cost experience. For 2011, the base monthly contribution has been 
increased to $103.46. These annual increases will continue until the amount 
PG&E pays for Medicare retirees with 25 or more years of credited service 
reaches the maximum annual limit. The maximum annual limit is:

• $2,500 per enrolled Medicare retiree, plus

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

• $2,500 total for enrolled Medicare-eligible children 

PG&E’s base monthly contribution for a Medicare retiree with 10 to 25 years 
of credited service is scaled proportionately, from $33.11 to $103.46 in 2011, 
based on the Medicare retiree’s years and months of credited service. Annual 
PG&E contributions cannot exceed the maximum annual limits, also scaled 
proportionately based on years and months of credited service. 

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

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

You must be enrolled in a PG&E-sponsored retiree medical plan to take 
advantage of the RPOA.

RPOA50

under the RMeC, all retirees who have at least 10 years of credited service 
are eligible for the RPoA50. The RPOA50 is a one-time allotment of $500 for 
each year of credited service beyond your first 10 years of credited service,  
up to a maximum of $7,500. 

• If you were eligible and retired before 2004, you received your RPOA50 
allotment in January 2004. 

• If you retired after 2003, you received your RPOA50 allotment at the time  
of retirement. 

You can use the RPOA50 to offset 50 percent of your monthly premium 
contributions as long as you have a balance in your RPOA50 allotment. 

separate RMeC Contributions  
for Retirees and Dependents

Under the RMEC program, 
PG&E provides separate 
contributions for retirees, 
spouses or registered domestic 
partners and eligible children. 

PG&E’s highest annual 
contribution toward the cost 
of PG&E-sponsored retiree 
coverage would be:
• For Chuck, a Medicare 

retiree—up to $2,500 per 
year, plus

• For Sue, a non-Medicare 
spouse—up to $13,000 per 
year, plus

• For Sarah and Emma, Chuck’s 
non-Medicare children—up  
to $13,000 total per year

If Sarah was eligible for 
Medicare and Emma was 
not, the total annual limit for 
Chuck’s children still would 
be $13,000. The higher total 
limit applies for all children 
when at least one is not eligible 
for Medicare. If both Sarah 
and Emma were eligible for 
Medicare, the total limit would 
be $2,500.

Example: Medicare-Eligible 
Chuck and His Young Family 

• Chuck is 67 and retired 
 from PG&E with 26 years of  
 credited service. 
• He’s eligible for Medicare, but  
 his wife, Sue, and their children  
 are not.
• Chuck’s wife and children are 

enrolled as dependents under 
his PG&E-sponsored retiree 
medical coverage.
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RPOA25

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

USING YOUR RPOA

Each year during Open Enrollment, if you have a positive RPOA balance, you 
can elect to start, stop or continue using your RPOA to pay a portion of your 
medical plan premium contributions for the upcoming calendar year.

Remember, you must deplete your RPOA50 balance before using your 
RPOA25. Therefore, if you elect to use your RPOA account and you have a 
positive RPOA50 balance, you automatically will use the RPOA50 first. If you 
deplete your RPOA50 balance midyear and you have an RPOA25 balance,  
you must begin using this balance the following month even if you would 
prefer to “save” it. 

CHANGING YOUR RPOA ELECTION

You may change your RPOA usage election for the coming year by indicating 
your election during the Open Enrollment period. If you don’t request a change 
during Open Enrollment, your current RPOA usage election will remain in 
effect for 2011. After Open Enrollment ends, you may change your RPOA 
election during the year only if you have an eligible change-in-status event, as 
described in the enclosed 2011 Supplement to Your Benefits Enrollment Guide. 

If your RPOA balance is depleted during the year, you will be responsible for 
paying the full amount of your medical plan premium contributions through 
the end of the year. You will not be allowed to switch to a less expensive 
medical plan during the year if your RPOA account is depleted.
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Surviving Dependent Contributions
Surviving dependents with Medicare pay the full cost of their medical plan 
premiums. Surviving dependents without Medicare pay 100 percent of a 
premium that has been calculated at a reduced rate compared to regular, 
non-Medicare premiums. In addition, all surviving dependents are eligible to 
“inherit” your RPOA balance if all of these conditions are met:

• They became surviving dependents on or after January 1, 2004, and

• You were eligible for the retiree RPOA, and 

• An RPOA balance remained at the time of your death. 

The surviving dependent can use the “inherited” RPOA balance to reduce 
the full cost of his or her medical plan premiums until the RPOA balance 
is depleted or until the surviving dependent is no longer eligible for PG&E-
sponsored retiree medical coverage.

Calculating Your RMEC Contributions
Your monthly medical plan premium contribution is the difference between 
the full cost of coverage for the plan in which you’re enrolled and the amount 
PG&E contributes through the RMEC. You and PG&E share the cost of your 
retiree medical coverage.

Check your 2011 Enrollment Worksheet to see which plans you’re eligible to 
join and the monthly premium contributions for each plan.

sample 2011 Monthly Premium Calculations under the RMeC 
If you have an RPOA balance, you may use the account to reduce your monthly 
premium contribution. The following example is for Tom and Elaine, a retiree* 
and spouse who have PG&E contributions under the RMEC program and who 
are both:

• Eligible for Medicare

• Enrolled in the Comprehensive Access Plan (CAP)

Monthly Premium $724.45 $724.45 $724.45

PG&E’s Contribution -$206.92 -$206.92 -$206.92

Tom and Elaine’s Premium 
Contribution Without RPOA50 $517.53 $517.53 $517.53

RPOA50 or RPOA25 Election N/A -$258.77 -$129.38

Tom and Elaine’s 
Net Monthly Premium Contribution $517.53 $258.76 $388.15

EXAMPLE:  
COMPREHENSIVE 
ACCESS PLAN (CAP)  

No RPOA 
Account 
Election

Election 
To Use 
RPOA50 

Election 
To Use 
RPOA25

*Assumes Tom has 25 or more years of credited service
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Retiree Medical Savings Account  
(RMSA) Program
If You Retire in 2011 or Later or You Elected the RMSA in 2010

As of January 1, 2011, the RMSA program replaces the RMEC program for 
eligible individuals who retire in 2011 or later, or who elected the RMSA in 
2010. Under the RMSA program, PG&E creates separate accounts for you and 
your eligible spouse or registered domestic partner at the time you retire. 
Your enrolled children won’t get a separate RMSA, but you can use your RMSA 
to help pay for their coverage under your PG&E-sponsored retiree medical 
plan. Only PG&E can credit your RMSA with non-taxable contributions;  
you may not contribute to your account (it has no cash value). 

The balance in your RMSA is available solely to help you pay for PG&E-
sponsored retiree medical plan premiums. The amount PG&E contributes 
toward your RMSA is based on your age and years of service: The more years 
of service you have and the older you are, the higher the value of your RMSA. 
You’re responsible for paying the remaining portion of the cost of coverage. 

Although this program is new for 2011, new retirees will receive the  
RMSA as though it has always been in place. Here’s how PG&E contributes  
to the RMSA:

$5,000 a year to your account for each 
year you’re employed by PG&E, 
starting when you reach age 45 (or 
later if hired after age 45)

$5,000 a year to your spouse or registered 
domestic partner’s account for each year 
you’re employed by PG&E, starting when you 
reach age 45 (or later if hired after age 45)
 

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

Not applicable

Not applicableUp to an additional lump sum of 
$7,500 to your account based on your 
years of credited service, prorated from 
10 to 25 years of service—credited at 
retirement (equivalent to the Retiree 
Premium Offset Account)

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

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

Your Account— 
PG&E Contributes:

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

*For your spouse or registered domestic partner to be eligible for the RMSA, you must be 
married or in your registered domestic partnership on your retirement date.
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RMSA Contributions
Each year, the RMSA will pay a monthly percentage of your retiree medical 
premium costs until your account is depleted. At that point, you pay 100 
percent of the premium cost. The percentage the RMSA will pay depends  
on what year it is.

• In 2011, the RMSA will pay 65 percent of the cost of non-Medicare retiree 
medical coverage and 33 percent of the cost of Medicare retiree medical 
coverage.

• The percentage the RMSA will pay decreases over the next few years until: 
• 2016, when it will remain at 55 percent for non-Medicare retirees  
• 2014, when it will remain at 30 percent for Medicare retirees

• The RMSA payment percentage stays at these levels in future years.

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

Here’s how the payment percentage decreases over time:

2011

2012

2013

2014

2015

2016 

2017

2018

65%

63%

61%

59%

57%

55%

55%

55%

The RMSA will pay this percentage of retiree medical premiums:

Non-Medicare Retirees and Spouses/ 
Registered Domestic Partners

Medicare Retirees and Spouses/
Registered Domestic PartnersYear

33%

32%

31%

30% 

30%

30%

30%

30%

lump-sum Allotment and  
the RMsA

Under the RMSA, the Retiree 
Premium Offset Account 
(RPOA) that was available 
under the RMEC has been 
replaced by a lump-sum 
allotment. Retirees who would 
have been eligible for the RPOA 
under the RMEC program will 
have a lump-sum allotment 
applied to their RMSAs. This 
lump-sum allotment for 
retirees will be equivalent to 
the amount they would have 
received through the RPOA. 

PG&E will provide a lump sum 
of up to $7,500 (equivalent 
to the maximum RPOA50 
amount), prorated based on 
your years of credited service. 
Any RPOA credits you may 
have used prior to receiving 
your RMSA will be deducted 
from the lump-sum allotment. 
This lump-sum allotment will 
be factored into the total value 
of your RMSA and will not 
be visible as a separate line 
item on the monthly pension 
pay statements. Because 
the additional allotment is 
included in your total RMSA 
balance, you’ll see one RMSA 
deduction amount when paying 
for monthly retiree medical 
premium costs. 
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Surviving Dependent Contributions and the RMSA
The RMSA of your enrolled surviving spouse or registered domestic  
partner will continue to help pay for his or her PG&E-sponsored retiree 
medical coverage as well as the cost of coverage for any enrolled eligible 
children until:

• The account is depleted

• The enrolled surviving spouse or registered domestic partner becomes 
eligible for Medicare

Then, your enrolled surviving spouse or registered domestic partner must  
pay the full cost of the required premium. In addition, the RMSA cannot  
be used to help pay for retiree medical plan premiums of individuals that  
are no longer eligible for coverage under a PG&E-sponsored medical plan.  
This could include ineligible surviving spouses, registered domestic partners 
and children.

Calculating Your RMSA Contributions
Your monthly medical plan premium contribution is the difference  
between the full cost of coverage for the plan in which you’re enrolled and  
the amount PG&E contributes through the RMSA. You and PG&E share  
the cost of your retiree medical coverage.

Check your 2011 Enrollment Worksheet to see which plans you’re eligible  
to join and the monthly premium contributions for each plan.
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For Anthem Blue Cross 
Members:  
Free Generic Prescription 
Drugs through Medco Health 
Mail order

Available for all medical plans 
administered by Anthem Blue Cross 
and Medco Health, except for the  
HSA Medical Plan

More than 300 generic 
prescription drugs are 
available free of charge when 
you order them through 
Medco Health’s mail-order 
prescription drug program. 
Visit www.medco.com/
lowcostgenerics to see a list  
of free generic mail-order 
drugs or call Medco Health at 
800-718-6590. 

Overview Of Medical Plan Options
The medical plan options available to you are based on:

• Whether you’re eligible for Medicare—and 

• Where you live

Some plans provide different benefits to their members after their members 
reach age 65 or become eligible for Medicare as the result of a disability. 
The plan names may even change. For example, Health Net’s corresponding 
Medicare Advantage HMO plan is called Seniority Plus.

Be sure to review your 2011 Enrollment Worksheet to see the specific plans 
available to you and the monthly premium contributions for each plan. Then, 
review the chart below to determine the corresponding medical plan available 
to any dependents whose eligibility for Medicare is different than your own. 

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

See the Medical Plan Comparison Chart included in your Enrollment packet 
for an overview of specific benefits offered by each plan.

Medical Plan for 
Non-Medicare-Eligible Members*

Corresponding Plan for 
Medicare-Eligible Members*

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

Comprehensive Access Plan (CAP), or 
Medicare Supplemental Plan (MSP) 

Retiree Optional Plan (ROP) Retiree Optional Plan (ROP)

HSA Medical Plan Comprehensive Access Plan (CAP) 

Blue Shield HMO Blue Shield Medicare Coordination of 
Benefits (COB) HMO Plan

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

Kaiser Permanente HMO 
North and South 

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

*Plans are subject to availability based on your home ZIP code.

For Anthem Blue Cross Members:  
Free seasonal Flu shots at Medco Health Retail Pharmacies

Effective October 1, 2010, members of the Anthem Blue Cross and  
Medco Health-administered medical plans will be able to get their 
seasonal flu shots at no cost at any of the retail pharmacies that sponsor 
flu shots in the Medco Health retail pharmacy network. Members should 
provide their Medco Health ID card to the pharmacy department for 
claims processing. Members can still get their flu shots through their 
doctors’ offices, too.
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Non-Medicare Medical Plan Options
If you’re not eligible for Medicare (you’re under age 65 and not disabled), your 
coverage will be similar to that provided by the PG&E-sponsored employee 
plans. Depending on where you live, you have a choice of these plans:

• network Access Plan (nAP)*: This plan gives you the flexibility to choose 
nationwide network or non-network providers. Benefits are higher when 
you use network providers.

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

• Retiree optional Plan (RoP)*: This plan lets you use any licensed provider. 
It has lower monthly contributions than the NAP and CAP plans, but has 
higher out-of-pocket costs for services.

• HsA Medical Plan: The HSA Medical Plan is an IRS-qualified high-
deductible health plan that comes with a tax-advantaged Health Savings 
Account (HSA). When you enroll in the HSA Medical Plan, you have the 
opportunity to participate in the account. 

Under the HSA Medical Plan, Anthem Blue Cross administers medical 
benefits as well as mental health and substance abuse benefits. 
Medco Health administers prescription drug benefits. Like other plans 
administered by Anthem Blue Cross, the HSA Medical Plan is a welfare 
benefit plan subject to the Employee Retirement Income Security Act of 
1974 (ERISA). The Health Savings Account is administered separately by 
ConnectYourCare and is not subject to ERISA. For information about ERISA, 
see PG&E’s 2008 Summary of Benefits Handbook for Retirees and Surviving 
Dependents (Section B-V), available from the HR Service Center. 

• Blue shield HMo, Health net HMo, Kaiser Permanente HMo north and  
south: These plans cover most services in full after your copay, but you 
must use the HMO’s network of providers located in California to receive 
benefits. These HMOs provide medical, prescription drug and mental health 
benefits. Substance abuse benefits may be covered by ValueOptions. 

Non-Medicare-eligible dependents of Medicare-eligible retirees will be 
enrolled in the non-Medicare plan that corresponds to the retiree’s Medicare 
plan, as described on page 15. 

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

*Under the NAP and CAP, Anthem Blue 
Cross administers medical benefits 
and Value Options administers mental 
health and substance abuse benefits. 
Under the ROP, Anthem Blue Cross 
administers both medical benefits and 
mental health and substance abuse 
benefits. Medco Health administers 
prescription drug benefits for the NAP, 
CAP and ROP.
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HSA Medical Plan with Health Savings Account
The HSA Medical Plan, administered by Anthem Blue Cross, is a qualified 
high-deductible health plan that comes with a tax-advantaged Health 
Savings Account (HSA). When you enroll in the HSA Medical Plan, PG&E 
will open an HSA for you at UMB Bank, the HSA banking custodian for 
ConnectYourCare. 

HOW THE HSA MEDICAL PLAN WORKS

The HSA Medical Plan covers similar types of services as the Network 
Access Plan (NAP) with the bonus that preventive care is covered at  
100 percent. However, there are different calendar-year deductibles, 
calendar-year out-of-pocket maximums and coinsurance amounts.  
The higher HSA Medical Plan deductible is required by federal law in  
order to allow federally tax-exempt contributions to the HSA, which is  
offered along with the medical plan. 

Choice of Providers
You can use any licensed doctor, hospital or medical provider you choose. 
You’ll be eligible for either the In-Area HSA Medical Plan or the Out-of-Area 
HSA Medical Plan, depending on where you live. 

The In-Area HSA Medical Plan offers the same network of providers that  
are available under the NAP, also administered by Anthem Blue Cross.  
Your benefits will be higher when you use network providers. If you live 
outside the service area covered by the In-Area HSA Medical Plan, you’ll be 
eligible for the Out-of-Area HSA Medical Plan. Under this plan, you can use 
any licensed provider and receive benefits at the higher, network level of 
benefits offered by the In-Area plan.

You can’t enroll in the  
HsA Medical Plan if:
• You don’t have a physical  

U.S. address (required to 
enroll in the HSA Medical 
Plan and open an HSA).

• You’re covered as a dependent 
by another medical plan, 
unless it’s a qualified high-
deductible health plan.

• You’re being claimed as 
a dependent on another 
person’s income tax return.

• You have TRICARE.
• You’ve received Veterans 

benefits in the last three 
months.

• You’re eligible for Medicare.

+
*Subject to ERISA **Not subject to ERISA

HSA Medical Plan*
Medical plan
Administered by Anthem Blue Cross

HSA**
Tax-advantaged bank account
Administered by ConnectYourCare 

names You should Know

Different organizations have a 
role in administering key aspects 
of the HSA Medical Plan and 
Health Savings Account (HSA):

HsA Medical Plan 
• Anthem Blue Cross 

administers the HSA Medical 
Plan, including medical, 
mental health and substance 
abuse care.

• Medco Health administers 
prescription drug benefits for 
the HSA Medical Plan. 

Health savings Account (HsA) 
• ConnectYourCare administers 

the Health Savings Account 
(HSA), including HSA 
contributions and withdrawals.

• uMB Bank is the HSA banking 
custodian for ConnectYourCare. 
ConnectYourCare deposits HSA 
contributions into UMB Bank.

• uMB Financial services, 
inc., maintains control of the 
investment funds available 
through the HSA: The Money 
Market Sweep Account and  
the HSA Investment Account. 



18

no Charge for Preventive Care
When you use network providers (or any licensed providers if you’re in the 
Out-of-Area HSA Medical Plan), the HSA Medical Plan pays benefits even 
before you meet the calendar-year deductible:

• 100 percent for preventive care visits and services, as determined by 
Anthem Blue Cross

• 100 percent for preventive prescription drugs, as determined by  
Medco Health

However, you must meet the HSA Medical Plan deductible before the plan 
pays for any non-preventive visits or drugs, diagnostic care or medical 
treatment. For details, see the Medical Plan Comparison chart.

HsA Medical Plan Deductible
The HSA provides a safety net in case you need the money to help pay the  
HSA Medical Plan deductible. You decide how and when to spend your HSA 
health care dollars, whether on routine care like doctor visits or prescription 
drugs, or on unforeseen future eligible health care expenses. 

For 2011, the HSA Medical Plan deductible is:

• $1,250 per person

• $2,500 per couple or family

For members enrolled with couple or family coverage, the entire $2,500 
deductible must be satisfied before the plan will pay benefits, other than 
preventive care benefits. 

After you satisfy the calendar-year deductible, the HSA Medical Plan pays 
benefits like a traditional PPO plan:

• You pay coinsurance for covered services, up to the HSA Medical Plan’s 
calendar-year out-of-pocket maximum. 

• If you meet the out-of-pocket maximum, the HSA Medical Plan will pay  
100 percent of remaining eligible expenses for the rest of the calendar year. 

Benefits that Apply to the HsA Medical Plan Deductible
The HSA Medical Plan covers medical, prescription drug and mental health, 
alcohol and drug care (MH&AD). This means amounts you pay out of pocket 
for these types of eligible expenses all apply to the HSA Medical Plan 
deductible. Medco Health administers prescription drugs under the HSA Plan. 
MH&AD care is provided through Anthem Blue Cross. 

Benefits After You Meet the HsA Medical Plan Deductible
After you meet the calendar-year deductible, the HSA Medical Plan pays 
benefits like a traditional PPO plan. You pay the appropriate coinsurance for 
covered services (including prescription drugs and MH&AD care) up to the 
HSA Medical Plan’s calendar-year out-of-pocket maximum. After you satisfy 
the out-of-pocket maximum, the HSA Medical Plan will pay 100 percent of 
remaining eligible expenses for the rest of the calendar year. 

For HsA Medical Plan 
Members:  
Free Preventive Care 
Prescription Drugs through 
Medco Health Mail order or 
Retail network Pharmacies

More than 150 prescription 
drugs on Medco Health’s 
preventive care list will be 
available free of charge when 
you purchase them through 
Medco Health’s mail-order 
prescription drug program 
or at a Medco Health retail 
network pharmacy. To be 
eligible for this benefit, you 
must be enrolled in the HSA 
Medical Plan and have a 
physician’s prescription for the 
preventive care drug. 

You’ll be able to get your 
seasonal flu vaccine either 
through Medco Health or your 
physician. All other preventive 
vaccines are available through 
your physician. For more 
information, call Medco Health 
at 800-718-6590.
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HOW THE HEALTH SAvINGS ACCOUNT (HSA) WORKS

The HSA, administered by ConnectYourCare, is a special tax-advantaged 
bank account you can use to help pay for eligible out-of-pocket health care 
expenses in 2011 and anytime in the future, including amounts you spend 
toward your HSA Medical Plan deductible.

Here’s a quick look at how the HSA works:

• When you enroll in the HsA Medical Plan, PG&e opens and funds the HsA 
for you. You fully own and control the money in your HSA as soon as the 
funds are deposited, just like a personal checking or savings account.

• You can contribute to your HsA, up to annual federal limits. You can start, 
stop or change your contributions at any time while you’re enrolled in the 
HSA Medical Plan.

• the HsA is yours to keep. Your HSA belongs to you as soon as PG&E 
establishes your account. You never forfeit unused amounts in your HSA. 
You can use the money in your account to pay for eligible health care 
expenses in 2011 and anytime in the future, even if you switch to a different 
medical plan. You can transfer your HSA to any other financial institution 
offering qualified HSAs at any time, but PG&E will only pay for the monthly 
account administration fees associated with the PG&E-sponsored account. 
Like a personal bank account, you can leave your HSA to your designated 
beneficiaries should you die.

• You can withdraw money anytime, but you must be enrolled in a qualified 
high-deductible health plan to contribute to your account. Because the 
HSA shelters your income from federal income taxes, the IRS requires 
that you be enrolled in a qualified high-deductible health plan—in this 
case, PG&E’s HSA Medical Plan—in order for you to contribute to the HSA. 
However, you can withdraw money from your HSA anytime, even if you’re no 
longer enrolled in a high-deductible health plan.

•  You can use the HsA to pay for eligible health care expenses incurred by 
you, your spouse and your eligible dependents on a tax-favored basis—
even if your spouse or eligible dependent is not enrolled in your HSA Medical 
Plan. For this purpose, an eligible dependent is your opposite-sex spouse or 
anyone you can claim as a dependent on your federal income tax return.

tax-Free savings

With the HSA, you pay no 
federal income taxes on:
• Contributions. The money 

you and PG&E contribute 
to your HSA is exempt from 
federal income tax. You 
can deduct any after-tax 
contributions you make to 
your HSA when you file your 
federal income taxes.

• interest and investment 
earnings. Any interest and 
investment earnings on 
contributions to the HSA 
accumulate free from federal 
income taxes.

• Withdrawals. You can pay 
for hundreds of eligible 
health care expenses without 
paying federal income taxes 
on the money you spend. 
See page 27 for information 
about penalties for ineligible 
expenses and early 
withdrawals. 

If you live in California, 
Alabama, New Jersey or 
Wisconsin, contributions, 
interest and investment 
earnings are subject to state 
income taxes. If you live in 
Tennessee or New Hampshire, 
your interest and investment 
earnings are subject to state 
income taxes.

Contributions

You must be enrolled 
in the HSA Medical Plan 
to contribute money

You don’t have to be 
enrolled in the HSA Medical 
Plan to withdraw money

Withdrawals$ $HSA
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HSA CONTRIBUTIONS

The IRS limits total HSA contributions for 2011 to:

• $3,050 if you have HSA Medical Plan coverage for yourself only

• $6,150 if you have HSA Medical Plan coverage for yourself and one or  
more dependent*

For 2011, PG&E will contribute:

• $750 if you have HSA Medical Plan coverage for yourself only

• $1,500 if you have HSA Medical Plan coverage for yourself and one or  
more dependent*

PG&E automatically contributes to your HSA when you enroll in the HSA 
Medical Plan. You can add to your HSA with deductions from your pension  
pay, up to the total federal limit. 

Once you reach age 65 or enroll in Medicare (which is not a high-deductible 
health plan), you are no longer eligible to make contributions to the HSA. 

You can make an additional “catch-up” contribution of up to $1,000 in 2011 if:

• You’ll be age 55 or older in 2011, and

• You’re not enrolled in Medicare, and

• You’re eligible for the HSA on December 1, 2011.

This table shows your maximum annual contribution for 2011 based on your 
level of coverage (excludes “catch-up” contribution): 

is the HsA Medical Plan Right 
for You and Your Family?

The HSA Medical Plan pays 100 
percent for preventive care, but 
your out-of-pocket expenses 
for non-preventive care may be 
higher under the HSA Medical 
Plan than under other plans. 
Consider enrolling in the HSA 
Medical Plan if you:
• Tend to be healthy but want to 

be sure the big expenses are 
covered

• Want to save money now to 
pay for eligible health care 
expenses in the future

• Want more control over how 
and when you spend your 
health care dollars

Yourself only $3,050 $750 $2,300

Yourself + dependent(s) $6,150 $1,500 $4,650

Your HSA Medical 
Plan Coverage 

Total Federal
Limit for 2011

**If your spouse has an HSA and either of you is covered under the other’s high-deductible health 
plan, your combined HSA contributions are limited to the annual contribution maximum for 
family coverage, which is $6,150. Registered domestic partners and same-sex spouses are not 
subject to this spousal rule.

PG&E’s Annual
Contribution

Your Maximum 
Annual Contribution**

*A dependent can include any of the 
following: Your spouse, registered 
domestic partner, child under age 26, 
and disabled adult child who qualifies  
as your tax dependent.
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How to Contribute
PG&E automatically deposits its full annual contribution amount into your 
HSA when you enroll in the HSA Medical Plan. Whether you contribute is 
completely up to you. 

You can decide whether and how much to contribute when you enroll in the 
HSA Medical Plan, and you can change or stop your contributions as often as 
you like, anytime you like, by calling PG&E’s HR Service Center. If you decide 
not to contribute when you first enroll in the HSA Medical Plan, don’t worry—
you can start contributing anytime, as long as you’re enrolled in the HSA 
Medical Plan. 

If you decide to contribute to the HSA, your contributions will be deducted 
from your pension pay each month after federal and state income taxes have 
been calculated. Your contribution election will remain in effect until you 
decide to make a change or until you’re no longer enrolled in the HSA Medical 
Plan. You also have the option of arranging for an electronic funds transfer or 
making contributions via personal check. 

• To electronically transfer funds, you’ll need to set up a Direct Deposit 
Account with ConnectYourCare after you’re enrolled. You can set up one-
time or recurring contributions to your HSA.

• To send a check, you’ll need to complete a deposit form available from 
ConnectYourCare and submit the form with each check you mail to UMB, 
ConnectYourCare’s HSA banking custodian. 

income taxes and Your HsA
Your contributions and PG&E’s contributions to the HSA are exempt from 
federal income tax. You can deduct your after-tax contributions on your 
federal income tax return. If you live outside California, Alabama, New Jersey 
or Wisconsin, your contributions are exempt from state income tax, too. 

However, if you live in California, Alabama, New Jersey or Wisconsin, your 
contributions are not exempt from state income taxes. In addition, if you live 
in California, PG&E contributions to your account will be treated as taxable 
imputed income for state income tax purposes. And if you live in any of 
these states or in Tennessee or New Hampshire, the earnings on your HSA 
investments may be subject to state income taxes.

If you do not stay enrolled in the HSA Medical Plan for 12 months, you may 
be required to pay prorated income taxes on HSA contributions to your 
account based on months of participation. See IRS Publication 969 for more 
information on IRS tax rules, www.irs.gov/publications/p969/index.html.

if You lose Your eligibility for the HsA Medical Plan
You can stay enrolled in the HSA Medical Plan through COBRA. When you’re 
enrolled in the HSA Medical Plan while on COBRA, PG&E contributions to your 
HSA will stop. However, you can continue contributing to the HSA only if you 
continue to participate in a qualified high-deductible health plan. If you leave 
the PG&E-sponsored HSA Medical Plan during the year and you don’t enroll 
in another qualified high-deductible health plan, your annual contribution 
maximum will be prorated based on the number of months you were enrolled 
in the HSA Medical Plan. 

Joining the HsA Medical  
Plan Midyear

If you enroll in the HSA Medical 
Plan after Open Enrollment, 
PG&E will make its full annual 
HSA contribution to your 
account based on the level of 
HSA Medical Plan coverage 
you elect. In addition, you can 
contribute the full annual 
amount to your HSA, provided 
you:
• Enroll in the HSA Medical 

Plan by December 1, and you
• Stay in the HSA Medical 

Plan and remain eligible to 
contribute to the HSA for 
the entire 12 months of the 
following year.
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INvESTMENT OPTIONS
PG&E contributions and your initial contributions will be deposited into the 
HSA Deposit Account, an FDIC-insured, interest-earning HSA bank account 
administered by UMB Bank. Visit www.connectyourcare.com/hsainterest for 
information on interest rates. You’ll be able to view account activity including 
interest payments by logging in to your online account, and you’ll receive 
monthly or quarterly statements in the mail, depending on account activity. 
PG&E will pay the monthly account administration fees for your HSA Deposit 
Account. PG&E will not pay any fees that are not routine, such as overdraft 
fees, nor will PG&E pay your monthly account administration fees if you’re not 
enrolled in the HSA Medical Plan.

After your HSA Deposit Account has a minimum balance of $1,000, you may 
choose to invest in one or both of the following investment options via the 
ConnectYourCare online portal:

• Money Market sweep Account—flexible access to your funds

• HsA investment Account—a self-directed brokerage account featuring 
more than 180 investment funds from seven nationally recognized mutual 
fund families

You’ll be able to see detailed information about these investment options 
after you have $1,000 in your HSA Deposit Account. An investment link will 
appear under “My Account” in the ConnectYourCare online portal, allowing 
you to access the UMB investment website and enroll in and manage your 
investments. Keep in mind, you’ll be responsible for paying any Money Market 
Sweep Fees or HSA Investment Account Fees.

Money Market sweep Account
When you open a Money Market Sweep Account, amounts over $1,000 are 
automatically swept daily from your HSA Deposit Account to your Money 
Market Sweep Account. The funds that are immediately available for eligible 
health care expenses include balances in both your HSA Deposit Account and 
in your Money Market Sweep Account. 

You don’t have to do anything to access the money that’s in your Money Market 
Sweep Account—it’s ready when you need it. When you have eligible health 
care expenses that exceed the balance in your HSA Deposit Account, shares 
of the fund in your Money Market Sweep Account will be sold and funds in the 
amount of your purchase will be swept back into your HSA Deposit Account. 

Although there is no charge to open the Money Market Sweep Account, UMB 
may collect a fee for administering the daily investment of cash into the fund 
on your behalf (the “Sweep Fee”). UMB may suspend the Sweep Fee charges 
at any time, depending on current economic conditions. Be sure to check the 
fund’s Sweep Fee status and current interest rate before opening a Money 
Market Sweep Account. The interest rate you could earn may be less than the 
fees you’re required to pay.
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HsA investment Account
The HSA Investment Account offers you more investment options and is a 
self-directed brokerage account, so the money you invest isn’t automatically 
available to pay health care expenses. To access this money, you’ll need to 
direct the selling of your shares and the movement of your money into your 
HSA Deposit Account.

To open an HSA Investment Account through UMB Financial Services, you 
must have a minimum balance of $1,000 in your HSA Deposit Account, plus 
enough to make the initial minimum investment for the funds you wish 
to purchase, usually $1,000 to $2,500 per fund. Once you open an HSA 
Investment Account, you’ll be subject to UMB trading and brokerage fees.

UMB Financial Services offers more than 180 individual funds from AIM 
Funds, American Funds, Federated Funds, Fidelity Advisor, Franklin 
Templeton Investments, Oppenheimer Funds and Scout Funds.

WITHDRAWALS
ConnectYourCare, the HSA administrator, gives you fast, easy access to your 
HSA savings:

1. use your ConnectYourCare health care payment card. This is the simplest 
way to pay for eligible health care expenses for yourself and your eligible 
dependents (your opposite-sex spouse and anyone you can claim as a 
dependent on your federal income tax return). The money comes right out 
of your HSA. Although your card is a prepaid card, always select “credit” 
and sign for your purchases. No personal identification number (PIN) is 
required to use the card. 

2. Pay out of pocket and request reimbursement. Pay using your own 
personal credit card, cash or check. Then, log on to your online account at 
ConnectYourCare to file for reimbursement. Or, you may mail or fax your 
completed claim submission form to ConnectYourCare.

3. track your account balances, payments and claims. After you’re enrolled, 
log on to www.connectyourcare.com to keep track of your account, or call 
ConnectYourCare. Representatives are available 24 hours a day, seven days 
a week. 

You’re Responsible for Your 
investment Decisions

UMB Bank and UMB Financial 
Services, Inc., maintain full 
control over the investment 
funds made available 
through the Money Market 
Sweep Account and the HSA 
Investment Account. Funds may 
be added or closed at the sole 
discretion of UMB Bank or UMB 
Financial Services, Inc. 

Neither the Health Care  
Plan, the Plan Administrator, 
PG&E, the Participating 
Employers or the Employee 
Benefit Committee selects or 
monitors the offering of specific 
investments through the HSA 
or the contractual terms and 
provisions applicable to the HSA 
with respect to your relationship 
with ConnectYourCare, 
UMB Bank or UMB Financial 
Services, Inc. 

Participants choosing to 
enroll in the Money Market 
sweep Account and/or the 
HsA investment Account are 
fully responsible for their 
investment decisions, including 
all appropriate research 
regarding the suitability of 
investing in any such funds.

iMPoRtAnt: 

Funds held in mutual funds through UMB Bank, n.a. or UMB Financial Services, Inc.:  
NOT FDIC INSURED/NO BANK GUARANTEE/MAY LOSE VALUE
Brokerage services are provided by UMB Financial Services, Inc., a registered broker-dealer 
and member NASD, SIPC, and not by UMB Bank. UMB Financial Services, Inc. is a subsidiary 
of UMB Bank, n.a. UMB Financial Services, Inc. is not a bank and is separate from UMB Bank, 
n.a. and other banks.
UMB Financial Services, Inc. is not a registered broker-dealer in Hawaii or Puerto Rico.  
“UMB”—Reg. U.S. Pat. & Tm. Off.
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When Your Funds will be Available
You can start using your HSA as soon as your account has been officially 
established. Your account will be established after PG&E funds your account 
and UMB opens and credits your account with PG&E’s annual contribution. 
Keep in mind, the IRS prohibits you from filing claims for expenses you incur 
before your account has been established.

If you’re enrolling in the HSA Medical Plan during Open Enrollment, your  
HSA will be established within 10 business days after January 1. If you’re 
enrolling midyear, your account will be established within seven business days 
following your first pension payroll cycle that occurs after the effective date of 
your enrollment in the HSA Medical Plan. You’ll be able to submit claims for 
eligible expenses you incur on or after the date your account is established, 
not before.

To confirm your account has been funded, visit www.connectyourcare.com. 

How Reimbursements Work
You’ll be reimbursed when you have enough money in your HSA Deposit 
Account to cover your expenses. You can use your health care payment card to 
pay for health care expenses, or you can pay out of pocket and file a claim for 
reimbursement. Keep track of your HSA balance by logging on to your online 
account at www.connectyourcare.com, or by calling ConnectYourCare.

How the Health Care Payment Card Works
You’ll automatically receive a health care payment card from ConnectYourCare, 
the HSA administrator, when you enroll in the HSA Medical Plan. 
ConnectYourCare will mail your card to your home after you’re enrolled.

The health care payment card is like using a debit card, so be sure to keep 
your itemized receipts of your expenses. Your health care payment card  
is a prepaid card that reflects the available balance in your HSA Deposit 
Account and in your Money Market Sweep Account, if you have one. Your  
card is programmed to work only at approved health care merchants like 
doctors’ offices and hospitals. You won’t be able to use your health care 
payment card at locations that aren’t approved health care merchants.  
Visit www.connectyourcare.com/stores for a list of approved merchants. 

Your expenses will be paid directly from your HSA and deducted from the 
available balance on your card. When you swipe your health care payment 
card, the system makes sure that your account is active and that you have 
sufficient funds in your account for the full amount. If not, the transaction will 
be denied. As an alternative, you can swipe the card for the amount left in your 
account and pay the difference with another form of payment, or you can pay 
out of pocket and file a claim for reimbursement. 

save Your Receipts

Always save your itemized 
receipts regardless of how you 
pay. You’re fully responsible for 
ensuring that your withdrawals 
are for IRS-approved expenses. 
You’ll need your receipts to 
verify your expenses were 
eligible if you’re ever audited. 
Be sure your receipts have all 
of these details:
• Date
• Name and address of the 

provider or merchant
• Description of the service 

provided or product 
purchased

• Amount charged

Health care payment card  
and credit card receipts,  
non-itemized cash register 
receipts and cancelled checks 
are insufficient.

Also, be sure you have a 
doctor’s prescription for any 
over-the-counter medicines 
you purchase. You’ll need 
to keep a record of your 
prescription to prove your  
over-the-counter medicine  
was an eligible expense.

Contacting ConnectYourCare

You have several ways to 
contact ConnectYourCare:

Phone: 888-439-5121 
e-mail:   
service@connectyourcare.com
Website:  
www.connectyourcare.com

Representatives are  
available 24 hours a day,  
seven days a week. 
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How to Avoid overpayment
When you pay for health care at the doctor, pharmacist, hospital, dentist or 
eye doctor, always present your health insurance ID card first to ensure your 
claims are filed correctly. 

If your health care provider asks you to pay additional charges beyond the 
initial copayment, don’t pay right away. Instead, wait until your claim is 
processed and you receive your Explanation of Benefits (EOB). This helps 
avoid overpayment. Compare your EOB with the provider bill to verify the 
amount being charged by your provider is the same as the patient balance on 
the EOB. You then may pay using your card, or pay out of pocket and request 
reimbursement online.

Paying for network expenses
If your medical provider participates in Anthem’s network, the provider’s 
office staff will file any claims with Anthem Blue Cross. After your claim 
is processed, Anthem will send you and your provider an Explanation of 
Benefits, which shows the total cost of the service, the “allowable charge”  
(the provider’s contracted rate) and the amount you’re responsible for paying. 
Your provider will send you a bill for any charges you’re responsible for paying. 

Paying for non-network expenses
When you use a provider that is outside Anthem’s network, you may have 
to pay for your services at the time of your appointment, and you may be 
responsible for paying the total cost of the service. Your provider may file the 
claim for you, or you may need to file the claim yourself to help ensure your 
eligible expenses are applied toward the HSA Medical Plan deductible and 
out-of-pocket maximum. Visit www.anthem.com/ca for claim forms.

If you have enough funds in your HSA, you can use the ConnectYourCare 
health care payment card to pay the bill, or you can pay out of pocket and 
request reimbursement online. If you don’t have adequate funds in your HSA, 
or if you choose not to use your HSA, you’ll need to pay out of your own pocket.



26

ELIGIBLE EXPENSES

You can use the money in your HSA to pay for a variety of eligible health care 
expenses for yourself and your eligible dependents—even if your dependents 
aren’t enrolled in the HSA Medical Plan. For this purpose, eligible dependents 
include your opposite-sex spouse and anyone you can claim as a dependent 
on your federal tax return. 

Eligible HSA expenses include:

• COBRA premiums 

• Long-term care premiums*

• Medicare Part B, Medicare Advantage Plan and Medicare Part D 
Prescription Drug premiums if you’re age 65 or older or disabled

In addition, you can use the HSA to pay for these eligible expenses: 

save Your itemized Receipts

Always save your itemized 
receipts regardless of how you 
pay. You’re fully responsible for 
ensuring that your withdrawals 
are for IRS-approved expenses. 
You’ll need your receipts to verify 
your expenses were eligible if 
you’re ever audited. Health care 
payment card and credit card 
receipts, non-itemized cash 
register receipts and cancelled 
checks are insufficient.

Also, be sure you have a 
doctor’s prescription for any 
over-the-counter medicines 
you purchase. You’ll need 
to keep a record of your 
prescription to prove your  
over-the-counter medicine  
was an eligible expense.

eligible over-the-Counter expenses Without a Prescription
• Acne medications 
• Anesthetic mouth gels and rinses 
• Bandages and dressings 
• Contact lens solutions
• Eye drops 
• Eye patches 
• Prenatal vitamins 

• Reading glasses 
• Smoking cessation products 
• Sunburn creams
• Sunscreen with a sun protection 

factor (SPF) of 30 or more
• Wart and corn removers

eligible Health Care expenses
• Acupuncture 
• Alcoholism treatment 
• Ambulance 
• Artificial limbs 
• Automobile modifications for 

persons with physical disabilities
• Birth control pills 
• Blood pressure monitoring devices 
• Braille books & magazines 
• Chiropractic care 
• Christian Science practitioner‘s 

services
• Contact lenses & related materials 
• Crutches 
• Dental treatment 
• Dentures 
• Diagnostic services 
• Drug addiction treatment 
• Eye exams
• Eyeglasses & related materials 
• Fertility treatment 
• Flu shots
• Guide dogs or other animal aides 

• Hearing aids 
• Hospital services 
• Immunizations 
• Insulin 
• Laboratory fees 
• Laser eye surgery 
• Medical testing devices 
• Nursing services 
• Obstetrical expenses 
• Organ transplants
• Orthodontia (not for cosmetic 

reasons) 
• Oxygen 
• Physical exams 
• Physical therapy 
• Prescription drugs 
• Psychiatric care 
• Smoking cessation programs 
• Surgery 
• Transportation for medical care 
• Prescribed weight-loss programs to 

treat obesity 
• Wheelchairs 

*The amount of long-term care  
premiums that can be reimbursed  
depends on your age. See IRS  
Publication 502 for the amounts  
deductible by age.

eligible over-the-Counter 
items May Change

Please note that the eligibility  
of the over-the-counter  
items listed may change 
pending further legal  
updates. Please visit  
www.connectyourcare.com/otc 
for updated information.
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INELIGIBLE EXPENSES

You can’t use the HSA to pay for cosmetic treatments or surgery, or for 
health club dues, vitamins (unless prenatal) and non-prescribed weight loss 
programs. Here’s a partial list of what’s not eligible for reimbursement  
in 2011:

ineligible over-the-Counter Medicines Without a Prescription
• Allergy prevention/treatments 
• Antacids and acid reducers
• Cold and flu medicines
• Cold sore remedies
• Decongestants

• Oral pain relievers 
• Pain and fever relievers 
• Sinus medications
• Suntan lotion with a sun  

protection factor (SPF) less  
than 30

ineligible Health Care expenses
• Cosmetic surgery 
• Cosmetics 
• Denture supplies 
• Deodorant 
• Exercise equipment 
• Fitness programs 
• Health club dues
• Funeral expenses 
• Hair transplants 
• Household help 
• Illegal operations and treatments 

• Insurance premiums 
• Maternity clothes 
• Moisturizers and wrinkle creams 
• Teeth whitening, teeth whitening 

products 
• Toothpaste, toothbrushes, and 

mouth wash 
• Vitamins (unless prenatal)
• Nutritional supplements
• Non-prescribed weight-loss 

programs

Penalties for ineligible expenses and early Withdrawal
You’re responsible for ensuring that your HSA withdrawals are for eligible 
expenses. If you withdraw money before age 65 to use for anything other 
than eligible health care expenses, you pay regular income taxes plus a 
20 percent federal tax penalty on the amount of your withdrawal. After 
you reach age 65, you can withdraw money for any purpose, and only 
your current tax rate will apply—without the federal tax penalty. State tax 
penalties also may apply.

Many over-the-Counter 
Medicines are ineligible 

Due to changes in federal 
health care legislation, many 
over-the-counter medicines, 
except insulin, no longer will 
be eligible for reimbursement 
from tax-advantaged health 
care accounts without a 
prescription. Non-medicinal 
treatments like contact lens 
solutions and bandages 
will remain eligible for 
reimbursement in 2011. 

Please be aware of this rule 
when using your health  
care payment card for  
over-the-counter purchases. 
Most merchants will decline 
the purchase while some 
merchants will continue to 
accept the card for newly 
ineligible over-the-counter 
purchases. 

If you’re ever audited by the 
IRS, you’re fully responsible 
for proving to the IRS that any 
withdrawals you made from 
your HSA were for eligible 
expenses—including expenses 
paid with your health care 
payment card. If you later 
determine that any of your 
reimbursed expenses were 
ineligible, you must repay 
the amount of the ineligible 
expense to your HSA or 
pay taxes and penalties on 
the amount of the ineligible 
expense.
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Medicare Medical Plan Options 
As a Medicare-eligible participant, (age 65 and older, or under age 65  
and on Medicare due to disability), you have a choice of the following  
PG&E-sponsored medical plans, depending on where you live:

• Comprehensive Access Plan (CAP)

• Medicare Supplemental Plan (MSP)

• Retiree Optional Plan (ROP)

• Medicare Coordination of Benefits (COB) HMO Plans

• Medicare Advantage HMO Plans 

Under the CAP, Anthem Blue Cross administers medical benefits and  
Value Options administers mental health and substance abuse benefits.  
Under the MSP and  ROP, Anthem Blue Cross administers both medical 
benefits and mental health and substance abuse benefits. Medco Health 
administers prescription drug benefits for the MSP, CAP and ROP. 

Before deciding what medical coverage is best for you, be sure you 
understand your medical plan options. This section describes how the 
different plans work. For more information on benefits, see the Medical  
Plan Comparison Chart. 

Medicare Part B Reimbursement for Disabled Members  
under Age 65
In 2011, PG&E will continue to reimburse the standard Medicare Part B 
premium each month to eligible disabled retirees and up to two disabled 
dependents who are under age 65, enrolled in Medicare Parts A and B, and 
enrolled in a PG&E-sponsored medical plan. 

If you’re under age 65 and you believe you or any of your dependents  
qualify for Social Security due to a disability, please contact Allsup, Inc., 
at 888-339-0743. PG&E has contracted with Allsup, Inc., to provide Social 
Security enrollment assistance at no cost to potentially eligible disabled 
retirees or dependents. 

Once enrolled in Medicare Parts A and B, you must contact the HR Service 
Center and provide a copy of your Medicare card showing your Medicare  
claim number and Medicare effective date to qualify for and initiate the 
monthly reimbursement. There are no retroactive Medicare Part B 
reimbursements, even when Medicare processes your claims as primary. 

The maximum number of reimbursements a family can receive for disabled 
members is three.

You Must enroll in Medicare 
When eligible

Be sure to enroll in Medicare 
Parts A and B as soon as you 
or your dependents become 
eligible for Medicare. In 
addition, if you or a dependent 
becomes eligible for Medicare 
due to disability before age 65, 
you must notify the HR Service 
Center so that your records can 
be updated and your claims can 
be properly coordinated with 
Medicare.

All PG&E-sponsored Medicare 
plans coordinate benefits with 
Medicare, which means they 
pay only the difference between 
what Medicare Parts A and 
B would pay and what the 
PG&E plan would pay—even if 
you’re not enrolled in Medicare 
Parts A and B. To receive 
full benefits, you need to be 
covered by Medicare Parts A 
and B. 

Typically, you’re enrolled 
automatically in Medicare 
Parts A and B if you are 
receiving your Social Security 
benefits. If not, you need to 
contact the Social Security 
Administration three months 
before turning age 65. You must 
pay a separate premium to the 
Social Security Administration 
for Part B coverage. 

If you and your Medicare-
eligible dependents aren’t 
enrolled in both Medicare Parts 
A and B when eligible, 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 or a 
Medicare Advantage HMO plan.

iMPoRtAnt: 
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Prescription Drug Coverage Provided through  
PG&E-Sponsored Medical Plans
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. Every plan that PG&E offers to Medicare-eligible 
participants has a higher prescription drug benefit than the basic Medicare 
prescription drug benefit.

HOW PRESCRIPTION DRUG COvERAGE WORKS IN PG&E-SPONSORED 
MEDICAL PLANS 

You’re not enrolled in a Medicare Part D prescription drug plan if you’re 
enrolled in one of these plans:

• Comprehensive Access Plan (CAP) 

• Medicare supplemental Plan (MsP) 

• Retiree optional Plan (RoP) 

Instead, you receive prescription drug coverage through these PG&E-
sponsored plans via Medco. See the Medical Plan Comparison Chart for 
specific information on prescription drug benefits through CAP, ROP and MSP.

CAP members remain in the same prescription drug plan, via Medco, as non-
Medicare CAP and NAP members. ROP and MSP members are also enrolled 
via Medco, but they have different levels of coverage than CAP members. 

The prescription drug benefits offered to CAP, MSP and ROP members are 
considered actuarially better than those provided under basic Medicare Part D 
benefits. Your medical plan premium contributions have been reduced by the 
estimated amount of subsidy PG&E receives from the federal government for 
providing you the actuarially better benefits. 

Do not enroll in any Medicare 
Advantage plan or Medicare 
Part D Prescription Drug Plan 
(PDP) 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 because you would 
be assigning your Medicare 
benefits to a plan that is not 
sponsored by PG&E. See page 
15 of the 2011 Supplement to 
Your Benefits Enrollment Guide 
for details about prescription 
drug coverage and Medicare.

iMPoRtAnt: 
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You’re enrolled in a Medicare Part D prescription drug plan if you’re enrolled 
in one of these PG&e-sponsored plans:

• Medicare Coordination of Benefits (CoB) HMo Plans—Blue Shield 
Medicare COB Plan or Health Net Medicare COB Plan 

• Medicare Advantage HMo Plans—Health Net Seniority Plus Plan or  
Kaiser Permanente Senior Advantage Plan 

See the descriptions of these plans in this section for details on how 
prescription drug benefits work.

Because the prescription drug benefits of all PG&E-sponsored medical 
plans are better than Medicare prescription drug benefits provided outside 
PG&E, you won’t be assessed a late enrollment penalty should you later 
decide to enroll in a non-PG&E sponsored Medicare prescription drug plan, 
as long as there is not a lapse of more than 63 consecutive days between 
coverages. However, you may have to provide a copy of your “Notice About 
Your Prescription Drug Coverage,” included in the 2011 Supplement to Your 
Benefits Enrollment Guide, to any potential future Medicare prescription drug 
plan insurer as proof of this “creditable coverage” through PG&E. 

Please make sure that you Do not enRoll in a Medicare Part D 
prescription drug plan that is offered outside of PG&e. If you do so, you will 
be disenrolled from your PG&E-sponsored medical plan.

Comprehensive Access Plan (CAP)
When you enroll in the CAP:

• Medicare Parts A and B are considered primary medical coverage

• The CAP provides secondary medical coverage 

• The CAP provides primary prescription drug coverage through Medco 

This means Medicare processes your claims first (except prescription drug 
claims, which are covered directly through Medco), 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 still may be required 
to pay part of the claim.

eXAMPle: Medicare covers laboratory services at 80 percent, while the  
CAP allows for total coverage of 90 percent. Therefore, the 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’re eligible for Medicare, the CAP will only pay an amount that has been 
reduced by what Medicare would have paid even if you haven’t enrolled in 
Medicare. to receive full benefits, be sure to enroll in both Parts A and B of 
Medicare as soon as you become eligible. 

savings tip

Using generic, mail-order and 
“brand formulary” drugs can 
save you money. A formulary is 
an extensive list of FDA-approved 
prescription drugs that are proven 
to be effective. Hospitals and 
health plans have been using 
generics and formularies for 
many years as an effective way to 
manage costs.
• Generic drugs typically are 

the lowest-cost drugs. Generic 
drugs are considered chemically 
equivalent to brand-name 
drugs. Generic drugs go by the 
FDA-approved chemical name, 
not by the trademark name that 
you see in advertisements. 

• Brand formulary drugs 
typically are more expensive 
than generic drugs but less 
expensive than non-formulary 
brand drugs. These drugs have 
trademarked names. They are 
selected as preferred drugs 
from a family of prescription 
drugs because the health plan 
receives favorable pricing from 
the manufacturer. For example, 
there are a number of drugs 
that treat acid reflux in a similar 
way. One of the drugs might be 
the preferred brand formulary 
drug, while the others will be 
non-formulary drugs. You’ll 
typically pay less if you select 
the formulary drug.

• non-formulary brand drugs 
typically cost your health plan 
the most, so you end up paying 
more, too. Some medical plans 
do not cover non-formulary 
brand drugs. 

Not all prescription drugs are 
covered by the medical plans 
that PG&E offers, and some 
prescriptions may require special 
authorization from your medical 
plan before they can be filled. 
For information about a specific 
drug, contact your medical plan or 
Medco for plans administered by 
Anthem Blue Cross.
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ABOUT CAP COvERAGE

The CAP provides coverage worldwide, so you can receive care from any 
licensed physician or hospital you choose. 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. This plan is 
administered by Anthem Blue Cross. 

For families with both Medicare and non-Medicare members, dependents 
who are not eligible for Medicare will be enrolled in the NAP or CAP, 
depending on their home ZIP code. Family members enrolled in the NAP 
should use Anthem Blue Cross network providers to receive the higher, 
network level of benefit coverage.

Medicare Supplemental Plan (MSP)
When you enroll in the MSP:

• Medicare Parts A and B are considered primary medical coverage

• The MSP provides supplemental medical coverage 

• The MSP provides primary prescription drug coverage through Medco 

This means that claims, other than prescription drug claims, are processed 
first by Medicare; then the MSP pays 80 percent of eligible expenses not paid 
by Medicare after you pay a $100 deductible. A deductible is a dollar amount 
you must pay each calendar year before the plan pays benefits. Prescription 
drug claims are processed directly through Medco. 

eXAMPle: Medicare covers laboratory services at 80 percent. If you  
have met your annual deductible, the MSP will pay 80 percent of the 
remaining 20 percent—in other words, 16 percent of the claim. You would  
be responsible for paying the remaining four percent of the claim.

MSP AvAILABILITY

The MSP is available only to Medicare-eligible retirees and dependents.  
Non-Medicare-eligible dependents of MSP members will be enrolled in the 
NAP or CAP, as appropriate for their ZIP code. This plan is administered by 
Anthem Blue Cross. 

MSP LIFETIME BENEFIT LIMITS

The MSP has a $10,000 lifetime maximum medical plan benefit for each 
member and a separate $10,000 lifetime maximum for prescription drugs; 
however, every January, the plan “restores” up to $1,000 toward each of 
these two maximums. Be sure to take into consideration how close you are to 
reaching these two maximums before remaining enrolled in the MSP.  
The lifetime limit does not include the amounts paid by Medicare. 

If you’re enrolled in the MSP and you reach the plan’s lifetime maximum 
benefit limit, you may choose another plan in your ZIP code/service area 
within 31 days after reaching the limit. Call the HR Service Center as soon  
as you’re notified by either Anthem Blue Cross or Medco that you have 
exhausted your $10,000 lifetime maximum benefit limit. 
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Retiree Optional Plan (ROP)
When you enroll in the ROP:

• Medicare Parts A and B are considered primary medical coverage

• The ROP provides secondary medical coverage 

• The ROP provides primary prescription drug coverage through Medco 

This means that claims, other than prescription drug claims, are  
processed first by Medicare. Prescription drug claims are processed  
directly through Medco. 

The ROP pays only the difference necessary to make your total 
reimbursement (Medicare’s payment plus the ROP’s payment) equal  
to the amount a non-Medicare member would receive. You still may be 
required to pay part of the costs of the services provided.

eXAMPle: Medicare covers laboratory services at 80 percent, while the 
ROP covers 70 percent. Therefore, the ROP will not make any payment after 
Medicare processes the claim at 80 percent. You would be responsible for 
paying the remaining 20 percent of the claim. 

ABOUT ROP COvERAGE

In exchange for lower monthly premium contributions, you pay higher out-of-
pocket costs when you use medical services. The ROP covers most eligible 
medical expenses at 70 percent after you meet the plan’s deductibles, and 
it pays secondary to Medicare Part A and B coverage. Because Medicare 
members are billed at Medicare’s preferred rates, you may use any licensed 
provider that accepts Medicare without having your benefits reduced. 

Enrolled non-Medicare dependents may experience cost savings by using 
Anthem Blue Cross network providers that have agreed to charge fees within 
Anthem’s allowed rates. This plan is administered by Anthem Blue Cross. 
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Medicare Coordination of Benefits (COB) HMO Plans
The Medicare Coordination of Benefits (COB) HMO plans offered through 
PG&E include:

• Blue shield Medicare CoB HMo

• Health net Medicare CoB HMo

Medicare COB HMOs provide medical care through the HMO’s network  
of physicians and hospitals. You pay designated copayments—a dollar  
amount you must pay at the time of service—for the services 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. These plans give you the option to seek 
coverage through the HMO’s network of physicians and hospitals or go  
outside the HMO network and receive traditional Medicare coverage at the 
standard level of Medicare benefits.

See the Medical Plan Comparison Chart for more information on Medicare 
COB HMO benefits.

MEDICARE COB HMO PRESCRIPTION DRUG COvERAGE

When you enroll in a Medicare COB HMO plan, you will receive that HMO’s 
Medicare Part D prescription drug coverage. This prescription drug coverage 
is considered an “enhanced” Medicare prescription drug plan. This means 
that the Medicare COB HMO’s Medicare prescription drug plan has better 
benefits than the standard Medicare prescription drug benefit, without any 
deductibles or gaps in coverage. You should not enroll in Medicare Part D 
through a separate Medicare prescription drug plan outside of PG&e.  
If you do so, you will be disenrolled from the Medicare COB HMO plan.

SPECIAL ENROLLMENT RULES

In order to enroll in a Medicare COB HMO plan, you must be enrolled in 
Medicare Parts A and B. The Medicare COB HMO plans require new  
enrollees to complete an enrollment application for the plan’s Medicare  
Part D prescription drug coverage. Be sure to contact the HR Service Center 
to request the Medicare Part D prescription drug enrollment application. 
You’ll need to return the completed enrollment application to the HR Service 
Center. If you don’t receive the enrollment application within two weeks of 
your request, you should call the HR Service Center to inquire about the  
status of your request.

Please note that you will not be allowed to switch to another medical plan 
sponsored by PG&E midyear unless you move out of the HMO’s service area. 

If you and your dependents are not enrolled in Medicare Parts A and B, or 
you do not agree to enroll in the HMO’s Medicare Part D prescription drug 
coverage, you won’t be able to join the Medicare COB HMO plan. Instead,  
you’ll be enrolled in the Comprehensive Access Plan (CAP), administered by 
Anthem Blue Cross, and you’ll be responsible for the premium contributions 
for that plan.
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Medicare Advantage HMO Plans
The Medicare Advantage HMOs offered through PG&E include:

• Kaiser Permanente senior Advantage (north and south)

• Health net seniority Plus

A Medicare Advantage HMO operates like a Medicare COB HMO plan except 
it requires you to seek coverage only through the Medicare HMO’s network of 
physicians and hospitals, other than for emergencies. It also requires that you 
assign or “give away” your Medicare benefits to the HMO. By doing so, you no 
longer can use your Medicare benefits outside of the Medicare Advantage HMO 
network. However, the premiums for Medicare Advantage HMO plans typically 
are lower than those for Medicare COB HMO plans.

See the Medical Plan Comparison Chart for more information on Medicare 
Advantage HMO benefits.

MEDICARE ADvANTAGE HMO PRESCRIPTION DRUG COvERAGE

If you enroll in a Medicare Advantage HMO plan, you’ll be enrolled automatically 
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 prescription drug plans. This means that these plans have 
better benefits than the standard Medicare prescription drug benefit, without any 
deductibles or gaps in coverage. You should not enroll in a separate Medicare 
prescription drug plan outside of PG&e. If you do so, you will be disenrolled 
from the Medicare Advantage Plan.

SPECIAL ENROLLMENT RULES

In order to enroll in a Medicare Advantage HMO, you and your dependents must 
be enrolled in Medicare Parts A and B and 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 a Medicare Part D prescription drug plan through 
the HMO. When you enroll, the HR Service Center will send you the appropriate 
form to complete and return. If you do not receive the form within two weeks, 
you should call the HR Service Center to inquire about the status of the form.

If you and your dependents are not enrolled in Medicare Parts A and B or you 
do not complete the Medicare Advantage HMO Enrollment form, you won’t 
be able to join the Medicare Advantage HMO. Instead, you’ll be enrolled in the 
Comprehensive Access Plan (CAP), administered by Anthem Blue Cross, and 
you’ll be responsible for the premium contributions for that plan.

Primary Care Physicians
When you first enroll in Health Net Senority Plus or a Medicare COB HMO, 
a primary care physician (PCP) will be assigned to you and any enrolled 
dependents. You may select a different PCP by contacting your plan’s Member 
Services department when you receive your membership ID card.

The PCP you select must be from the HMO’s special Medicare provider 
network, which may be different than the plan’s network of doctors for 
members not enrolled in Medicare. The PCP you select must be located within 
30 miles of your home—otherwise, the HMO will assign a PCP who is within a 
30-mile radius.

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

switching from Medicare 
Advantage HMo Coverage

If you’re currently enrolled in 
a Medicare Advantage HMO 
and you want to switch to the 
CAP, ROP, MSP or a Medicare 
COB HMO, you must complete 
a Medicare HMO disenrollment 
form to get back the full use of 
your Medicare benefits. 

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. 

If you elect to change plans 
during Open Enrollment, 
contact PG&E’s HR Service 
Center to obtain the applicable 
forms necessary to complete 
your enrollment. Completed 
forms must be returned to the 
HR Service Center no later 
than november 30, 2010. If, 
for some reason, you do not 
receive a disenrollment form 
within two weeks of your 
enrollment change, you should 
call the HR Service Center to 
inquire about the status of  
the form.

iMPoRtAnt:
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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 2011 enrollment 
materials, including your Enrollment Worksheet, this 2011 Benefits 
Enrollment Guide, the 2011 Supplement to Your Benefits Enrollment Guide and 
your confirmation statement;

• Acknowledge that you have received the “Notice About Your Prescription 
Drug Coverage and Medicare” included in the 2011 Supplement to Your 
Benefits Enrollment Guide;

• Acknowledge that you understand your PG&E medical and prescription  
drug coverage will be cancelled if you enroll in a Medicare Part D 
Prescription Drug Plan or Medicare Advantage plan outside of the PG&E 
enrollment process; 

• Agree to provide Pacific Gas and Electric Company or any Participating 
Employers Social Security numbers and Medicare Claim Numbers (if 
applicable) for you and your dependents and authorize Pacific Gas and 
Electric Company and any Participating Employers to release Social 
Security numbers and Medicare Claim Numbers for you and your 
dependents to governmental agencies, third-party administrators and 
insurers, as required, for purposes of plan administration;

• Authorize Participating Employers to deduct any required contributions 
from your pension check, if applicable, or to bill you if your pension check is 
not sufficient;

• Acknowledge that the Health Savings Account is not an ERISA benefit or 
plan and that you are fully responsible for all investment decisions relating 
to funds held in any such account;

• Acknowledge that you may not be able to change medical plans during 2011;

• Acknowledge that you will not be able to change medical plans during 2011 
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 you will not be able to change medical plans during 2011 if 
your Retiree Premium Offset Account (RPOA) balance becomes depleted;

• Acknowledge that PG&E, the other Participating Employers, the health plan 
administrators and the 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;

• Agree to call the HR Service Center to report any ineligible dependents 
within 31 days of a dependent’s loss of eligibility.
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Blue Shield HMO and Medicare COB HMO

888-235-1765

www.blueshieldca.com/pge

H11473

Health Net HMO and Medicare COB HMO

800-522-0088

www.healthnet.com/pge

68992M

68992SHealth Net Seniority Plus 

Current members: 800-275-4737

Prospective members: 800-596-6565

www.healthnet.com/pge

Kaiser Permanente HMO (North and South)

800-464-4000

www.my.kaiserpermanente.org/ca/pge

North: 738-0001

South: 107932-0002

PG&E Medical Plans Administered by Anthem Blue Cross
Network Access Plan (NAP) 
Comprehensive Access Plan (CAP)
Retiree Optional Plan (ROP)
Medicare Supplement Plan (MSP)

800-964-0530

Health Savings Account Medical Plan (HSA Medical Plan)

866-940-8299

www.anthem.com/ca/pge

American Specialty Health Network (ASHN)

800-678-9133

www.ashcompanies.com

PZG170157

Plan and Contact Information Group Number

Member Services Contacts 
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COBRA Administered by Ceridian

800-877-7994

www.ceridian-benefits.com

N/A

Health Savings Account (HSA) 
Administered by ConnectYourCare

888-439-5121

www.connectyourcare.com

N/A

Smokeless Tobacco-Free Program

Offered in conjunction with the American Institute for 
Preventive Medicine

800-345-2476, ext. 233

N/A

Prescription Drug Plan Administered by Medco Health
(For NAP, CAP, ROP, MSP, HSA Medical Plan)

800-718-6590

www.medcohealth.com

PGE0000

Mental Health, Alcohol and Drug Care Program 
Administered by ValueOptions
(For NAP, CAP, all HMOs)

800-562-3588

www.valueoptions.com

Plan and Contact Information Group Number

summary of Material Modifications (october 2010) 

This 2011 Benefits Enrollment Guide for Retirees and Surviving Dependents and the 2011 Supplement 
to Your Benefits Enrollment Guide (referred to collectively as the “Enrollment Guide”) is designed, 
in part, to make you aware of important changes which have been made to The Pacific Gas and 
Electric Company Health Care Plan for Retirees and Surviving Dependents (referred to as 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 Retirees and Surviving Dependents, 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, which collectively 
constitute the official plan document. 

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. 



PG&E HR Service Center

For benefit and enrollment questions

Representatives are available Monday 
through Friday, 7:30 a.m. to 5 p.m. 
Pacific Time

E-mail:

hrbenefitsquestions@exchange.pge.com

Phone: 415-972-7077 or 800-700-0057

PG&E@Work For Me on the Internet https://myportal.pge.com

PG&E’s Summary of Benefits Handbook Available in paper form or on CD-Rom. 
Contact the HR Service Center to request 
a copy free of charge.

IRS Publications www.irs.gov

Phone: 800-829-3676 

Social Security Administration Phone: 800-772-1213

Medicare www.medicare.gov

Phone: 800-MEDICARE (800-633-4227)

PG&E Technology Service Center (TSC)

For help logging in to PG&E@WorkForMe

Representatives are available 24 hours a 
day, 7 days a week

Phone: 415-937-9000 or 800-223-9007
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