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GRANDFATHERED HEALTH PLAN NOTICE
The Pacific Gas and Electric Company Health Care Plan for Active Employees  
(except for the Health Savings Account Medical Plan for Management and A&T 
Employees) is a “grandfathered health plan” under the Patient Protection and 
Affordable Care Act of 2010 (PPACA). As permitted by the PPACA, a grandfathered 
health plan can preserve certain basic health coverage that already was in effect 
when that law was enacted. Being a grandfathered health plan means that your  
plan may not include certain consumer protections of the PPACA that apply to  
other plans—for example, the requirement for the provision of preventive health 
services without any cost sharing. However, grandfathered health plans must  
comply with certain other consumer protections in the PPACA, such as the 
elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not  
apply to a grandfathered health plan and what might cause a plan to lose 
grandfathered status can be directed to the plan administrator: Pacific Gas and 
Electric Company Plan Administrator, Benefits Department, 1850 Gateway  
Boulevard, 7th Floor, Concord, CA 94520. Or, you may contact the Employee  
Benefits Security Administration, U.S. Department of Labor at 866-444-3272 or 
www.dol.gov/ebsa/healthreform. This website has a table summarizing the 
protections that apply to grandfathered health plans.
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Introduction
This 2011 Supplement to Your Benefits Enrollment Guide includes detailed information 
about eligibility, change-in-status events and COBRA, as well as other legally 
required information for the following benefit programs:

• The Pacific Gas and Electric Company Health Care Plan for Active Employees

• The Pacific Gas and Electric Company Health Care Plan for Retirees and  
Surviving Dependents

• The Pacific Gas and Electric Company Health Care Reimbursement Account Plan

• The Pacific Gas and Electric Company Dependent Care Reimbursement  
Account Plan

• Pacific Gas and Electric Company Health and Welfare Benefits Pre-Tax Plan

Certain plans are referred to herein collectively as “PG&E’s Health Care Plans.” 
These are the plans that provide medical, mental health, prescription drug, dental 
and vision coverage, as well as the Health Care Reimbursement Account plans.

Participating Employers 

The Employers participating in the 2011 health plan Open Enrollment are Pacific 
Gas and Electric Company (PG&E), PG&E Corporation, PG&E Corporation Support 
Services, Inc., and PG&E Corporation Support Services II, Inc.

Eligibility 
Eligibility for Employees
You and your eligible dependents may enroll in PG&E’s benefit plans if you are a  
full-time or part-time employee of a Participating Employer. Your eligibility for 
specific benefit plans is determined by these factors:

• Whether you are a Management and Administrative & Technical employee or 
union-represented employee

• Whether you work for PG&E Corporation, Pacific Gas and Electric Company or 
another Participating Employer

• Your home ZIP code

Eligibility for Retirees
For information regarding eligibility for PG&E-sponsored retiree medical benefits, 
please refer to the January 2008 Summary of Benefits Handbook for Retirees and 
Surviving Dependents.  

Re-Enrolling after Cancelling Medical Coverage
Retirees who cancel medical plan coverage on or after January 1, 2003, may  
re-enroll in a PG&E-sponsored retiree medical plan during any subsequent Open 
Enrollment period. 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 before Open Enrollment. 

Any coverage you elect during Open Enrollment will be effective the following 
January 1.
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If you do not notify the HR Service Center by September 1, 2011, you will not be  
able to re-enroll for the upcoming year—even if you cancelled PG&E-sponsored  
coverage because you had other medical coverage and you subsequently lost  
that other coverage. 

The only exception is if you’re enrolled as a dependent of an active PG&E employee 
in a PG&E-sponsored medical plan. If you lose your dependent coverage mid-year, 
you can enroll in retiree coverage mid-year and you won’t need to wait until the next 
Open Enrollment period to enroll.

Non-Payment of Retiree Medical Premiums
If you are a retiree and do not pay your medical plan premiums or any required restitution 
for covering ineligible dependents, your coverage will be permanently cancelled and you 
will not be able to re-enroll in a PG&E-sponsored medical plan again.

Eligibility for Surviving Dependents
As a surviving dependent (spouse, registered domestic partner or eligible child) of an 
employee or retiree, you are eligible for continued medical plan coverage if you were 
enrolled in a PG&E-sponsored medical plan at the time of the employee’s or retiree’s 
death and you are not covered under another group plan (other than Medicare). 

If you are a surviving child, you must meet additional eligibility criteria (contact the 
HR Service Center for more information).

IF YOU MARRY OR ESTABLISH A DOMESTIC PARTNERSHIP
Surviving dependents who marry or enter into a registered domestic partnership 
are not eligible to be covered under a PG&E-sponsored medical plan, even if the new 
spouse or registered domestic partner has no other medical coverage. If you marry 
or enter into a registered domestic partnership, please notify the HR Service Center 
immediately to avoid penalties.

CANCELLATION
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.

PREMIUMS
Surviving dependents generally pay the full cost of their required medical plan 
premiums; the Participating Employer makes no contribution toward the cost.

If you die as an active employee from injuries sustained in the course of your 
employment while performing your job and you are covered under a PG&E-
sponsored medical plan, your enrolled surviving dependents will be eligible 
for PG&E-paid coverage for up to six months. After six months, the surviving 
dependents may continue their PG&E-sponsored medical coverage by paying  
the full premium. In addition, if at the time of your death you are covered under a  
PG&E-sponsored dental plan, vision plan or the Employee Assistance Program 
(EAP), your enrolled surviving dependents will be eligible to continue their  
coverage through PG&E-paid COBRA for up to six months. After six months and  
until expiration of COBRA coverage, the surviving dependents may continue their  
PG&E-sponsored dental, vision and EAP coverage by paying the full COBRA rate. 
For more information on COBRA, see page 9.

NON-PAYMENT OF SURVIVING DEPENDENT MEDICAL PREMIUMS
If you are a surviving dependent and do not pay your medical plan premiums or 
any required restitution for covering ineligible dependents, your coverage will be 
permanently cancelled and you will not be able to re-enroll in a PG&E-sponsored 
medical plan again.

Note: Retirees who dropped 
PG&E-sponsored retiree medical 
plan coverage before January 1, 
2003, are not eligible to re-enroll 
for PG&E-sponsored medical plan 
coverage at any time.
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Health Care Coverage for Adult 
Children

PG&E has changed the age limit 
for enrollment of children. You 
may enroll your child in a PG&E-
sponsored health plan, like the 
Pacific Gas and Electric Company 
Health Care Plan for Active 
Employees or the Pacific Gas and 
Electric Company Health Care 
Plan for Retirees and Surviving 
Dependents, until your child 
reaches age 26, provided he or she 
is not eligible for other employer-
sponsored health care coverage, 
aside from parental coverage. 
For the Health Savings Account 
Medical Plan for Management 
and A&T Employees, you can 
enroll your adult child in the plan 
regardless of eligibility for other 
employer-sponsored coverage. 

If you have a child who previously 
lost eligibility for PG&E-sponsored 
health care coverage, you may 
enroll that child for dependent 
coverage, provided he or she will 
not reach age 26 before January 
1, 2011. Your child’s coverage will 
become effective January 1, 2011. 
Because your children are covered 
as your dependents, you will be 
responsible for paying any additional 
premiums for their coverage, plus 
any deductibles, copayments or 
coinsurance incurred when they 
receive services. If you live in 
California, you may be required to 
pay imputed income taxes on the 
value of benefits provided to your 
adult children. 

If you want to enroll your eligible 
adult child, we encourage you to 
enroll during the standard two-
week Open Enrollment period 
to ensure that you and your 
child receive your health plan 
identification (ID) cards before 
January 1, 2011. However, you have 
a special 30-day window to enroll 
your children who are ages 19 
through 25, beginning on the first 
day of Open Enrollment (October 
21 for retirees and November 5 for 
employees) and ending on the 30th 
day after that date.

Eligible Dependents
If both you and your spouse or registered domestic partner are an employee or 
retiree of a Participating Employer, only one of you may enroll each child as an 
eligible family member under any one benefit plan.

Eligible dependents include:

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

• Your children who are under age 26, including stepchildren, children born during 
a registered domestic partnership, foster children, legally adopted children and 
children for whom you have been permanently appointed legal guardianship by a 
court (does not include the legal wards of your spouse), who are not eligible for 
coverage under an employer-sponsored health plan. Eligibility for coverage under 
another parent’s group health plan does not count for this purpose.

• The children of your registered domestic partner who are under age 26, including 
legally adopted children (for employees and retirees only) who are not eligible 
for coverage under an employer-sponsored health plan. (Note that a child for 
whom your registered domestic partner is the legal guardian is not an eligible 
dependent). Eligibility for coverage under another parent does not count for this 
purpose.

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

• Your family member or registered domestic partner if you both are Management 
and Administrative & Technical employees; both are union-represented 
employees; or both are retirees. You each have the option of electing coverage as 
an “employee” or “retiree,” or you can be covered as a “dependent” of the other. 
However, you may not be covered as both. In addition, you may not be covered as 
both an employee and a retiree.

Federal law requires Social Security numbers (SSNs) for many eligible dependents. 
If a dependent SSN is listed as “Missing,” on your Benefits Enrollment Worksheet, 
please contact the HR Service Center at 415-973-4357 or 800-788-2363 (retirees 
call 800-700-0057), and provide the SSN.

Tax Implications of Coverage for Your Adult Children
For federal income tax purposes, the value of health care coverage provided for your 
adult child is excluded from your income. 

For California income tax purposes, the value of the health care benefits provided 
for your adult child is treated as taxable income to you, unless your adult child is 
also your tax dependent. PG&E will report the value of the coverage as income on 
your Form W-2 and will withhold the applicable taxes. Please contact the HR Service 
Center for more information. 

Domestic Partner Registration
If you want to add a domestic partner or the children of a domestic partner to your 
coverage, your partnership must be registered with a governmental agency that 
maintains a domestic partner registry. 

IMPORTANT:  
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Tax Implications of Coverage for Your Same-Sex Spouse, 
Registered Domestic Partner, and Children of Your Same-Sex 
Spouse or Registered Domestic Partner

FEDERAL TAXES
It is important to note that the value of the health care coverage provided for a 
registered domestic partner, same-sex spouse, or any enrolled children of a 
registered domestic partner or same-sex spouse may be treated as income to you 
for federal tax purposes. PG&E will report the value of the coverage as income 
on your Form W-2 and will withhold federal income and employment taxes. The 
amounts taxable to you can be substantial.

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

CALIFORNIA TAXES
For California income tax purposes, the value of the health care benefits provided 
for your same-sex spouse and your same-sex spouse’s dependents are excluded 
from your taxable income.

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

More Information about Registered Domestic Partners/ 
Same-Sex Spouses
If you’re an active employee, you can find more information about domestic partner 
registration and benefits for registered domestic partners and same-sex spouses in 
Your Guide to Domestic Partner Benefits at Pacific Gas and Electric Company on PG&E’s 
HR intranet site. Go to Plans, Policies & Forms > Life Changes > When You Form a 
New Domestic Partnership. 

If you’re an employee on long-term disability, or a retiree or surviving dependent, 
please call the HR Service Center for a copy of the guide.

National Medical Support Notices
If a Participating Employer receives a court-ordered judgment or decree requiring 
you to cover an eligible dependent child, the child will be enrolled in your health 
care plans, pursuant to the court order or judgment. Coverage for the child will be 
effective the first of the month following enrollment by PG&E, and your health plan 
premium costs will be adjusted to reflect the coverage of the child, if applicable. If 
you are enrolled in a health maintenance organization (HMO) and your child does not 
live within your HMO’s service area, you will be switched to the Network Access Plan 
(NAP) or the Comprehensive Access Plan (CAP), as applicable for your family’s ZIP 
code, and you will be responsible for paying the required contributions associated 
with the NAP and CAP plans.

Note: Many registered domestic 
partners and same-sex spouses 
do not qualify as tax dependents. 
However, if your enrolled, 
registered domestic partner,  
same-sex spouse, or his or her 
enrolled children are your tax 
dependents and you complete a 
Certification of Tax Dependency 
form, the value of the health care 
benefits will not be reported as 
taxable income. You must complete 
a new certification each year. If you 
don’t receive a Certification of Tax 
Dependency form for the upcoming 
tax year, please call the HR Service 
Center to request a form. Forms 
received after December 31, 2010, 
will not be processed for 2011.  
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Domestic Partner Dependents
The State of California considers a child born or adopted during the course of a 
registered domestic partnership to be a natural-born child to both partners—
regardless of who is the child’s biological birth-parent—and, consequently, such a 
child will continue to be considered an eligible dependent for purposes of health plan 
coverage in the event the domestic partnership is terminated. However, should your 
registered domestic partnership legally come to an end, any child born to or adopted by 
your registered domestic partner prior to the establishment of your registered domestic 
partner union must be dropped from your PG&E-sponsored health plans within 31 days, 
unless you have adopted the child or you have legal guardianship of the child.

Ineligible Dependents
Ineligible dependents include but are not limited to:

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

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

• Parents, stepparents, parents-in-law, grandparents and stepgrandparents

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

• Children age 19 through 25 who are eligible for coverage under an employer-
sponsored health plan (eligibility for coverage under another parent’s group health 
plan does not count for this purpose)  

• Children age 26 and older, unless they have been approved for continued coverage 
under the Disabled Dependent provision for PG&E-sponsored medical plans

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

• A spouse, common-law spouse, or domestic partner of your eligible child

• Children covered as dependents under the plan of another employee or retiree of 
a Participating Employer 

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

• A family member who is a union-represented employee if you are a non-union-
represented employee of a Participating Employer, or a family member who is a 
non-union represented employee if you are a union-represented employee of a 
Participating Employer 

Penalties for Covering Ineligible Dependents
Remember, it is your responsibility to be sure all the dependents you enroll for 
coverage are eligible. You must drop dependents from coverage within 31 days of 
the date on which they become ineligible for coverage. All participants who cover 
ineligible dependents will be required to make restitution to the Participating 
Employer for health care coverage, up to two full years of the insured (or HMO) 
premiums or self-insured premium equivalents. 

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

To drop ineligible dependents, call the HR Service Center at the phone number 
shown on the inside back cover.

Did you know that you may be 
eligible for state health care 
coverage premium assistance 
under Medicaid and the Children’s 
Health Insurance Program?  
Please see the notice on page 12. 

IMPORTANT:  



2011 Supplement to Your Benefits Enrollment Guide      7

Change-in-Status Events
What’s a Change-in-Status Event?
After you have enrolled for benefits, you will not be able to make changes to your 
coverage until the next Open Enrollment period unless you experience an eligible 
change-in-status event or you retire. 

Only certain change-in-status events are recognized and only limited changes in 
your benefit elections are permitted, due to restrictions imposed by federal law 
governing the administration of before-tax benefit plans like those sponsored by 
PG&E. For example, for active employees, your before-tax contributions, such as 
amounts contributed to your Health Care Reimbursement Account (HCRA), cannot 
be altered due to a change in status relating to a domestic partnership or same-sex 
spouse. Eligible change-in-status events are listed below.

After you enroll, the options you choose stay in effect for the entire calendar year. 
You may not make changes before the next Open Enrollment period unless:

• You have a change-in-status event that will allow a change, or

• You retire

Any change you request must be consistent with your change-in-status event. For 
example, if you move out of your HMO’s service area, you may change your medical 
plan, but you cannot add new dependents. 

See “HIPAA Special Enrollment Rights for Employees” on page 9 for certain other 
permissible mid-year coverage changes. 

Eligible Change-in-Status Events
Change-in-status events include:

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

• Dissolution of marriage (including final divorce or annulment), legal separation 
or termination of a registered domestic partnership (please note that you cannot 
enroll your ex-spouse or former registered domestic partner in your PG&E-
sponsored health care plan, even if a court orders you to provide coverage)

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

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

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

• You or your dependent becoming eligible for Medicare or Medicaid

• A change of caregivers or a change in the cost for the services of a caregiver who 
is not a relative (for Dependent Care Reimbursement Account purposes only)

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

• A change in the employment of your spouse, registered domestic partner or 
dependent that results in a gain or loss of health care coverage

• A change to or from full-time or part-time employment by you, your spouse, 
registered domestic partner or dependents, if health plan eligibility is affected 
(this change-in-status event also is allowed for retirees, but only if they are 
already enrolled in a PG&E-sponsored health plan)

• The retirement of your PG&E active employee spouse or registered domestic 
partner if you are covered as his or her dependent  

Note: If you are enrolled in a plan 
that requires you to use network 
providers, the withdrawal of a 
provider, such as a doctor, medical 
group or hospital, from your plan’s 
network—or the fact that you want 
to use a particular provider who is 
not part of the network—is not an 
eligible change-in-status event. If 
any of your providers withdraw from 
or do not contract with your medical 
plan’s network, you must obtain 
services from a different provider 
within your plan’s network for the 
rest of the year. You cannot change 
medical plans during the year if 
your desired provider does not 
contract with your plan.
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• An unpaid leave of absence taken by you, your spouse or registered domestic 
partner that significantly affects the cost of your health care coverage (this 
change-in-status event also is allowed for retirees who are already enrolled in a 
PG&E-sponsored health plan and whose spouse or registered domestic partner 
takes an unpaid leave of absence)

More information about change-in-status events is available on the HR intranet and 
in the Summary of Benefits Handbook. 

Move Out of HMO Service Area
If you or your dependent move out of your HMO’s service area—for example, if  
your enrolled child begins attending college outside of your HMO’s service area—
you may change the medical plan that you and your dependents are enrolled in. 

You must call the HR Service Center within 31 days to select a new medical plan. If 
you don’t, the medical services you or your dependents receive may not be covered. 
See the Summary of Benefits Handbook for more details.

Important Information about Adding Newborn and  
Newly Adopted Children
To ensure your newborn or newly adopted child has continuous health coverage 
from birth or adoption, you must call the HR Service Center within 60 days of your 
child’s birth or adoption to enroll the child in your health plan. If you don’t call within 
60 days, any health care expenses incurred by your child will not be covered and 
your child’s coverage will be cancelled:

• On the 61st day for the Anthem Blue Cross medical plans; or 

• Retroactive to the date of birth or adoption for the HMO plans

Your next opportunity to enroll your child for PG&E-sponsored health plan  
coverage will be the next Open Enrollment period. Benefit changes made during 
Open Enrollment are effective January 1 of the following year.

If you are a retiree who cancelled 
medical plan coverage on or after 
January 1, 2003, you may re-enroll in 
a PG&E-sponsored retiree medical 
plan only during subsequent Open 
Enrollment periods. You may not 
enroll at any other time even if  
you have a midyear change-in-status 
event unless you are currently a 
covered dependent of an active 
employee who retires. See  
“Re-Enrolling after Cancelling 
Medical Coverage” on page 2. 

Federal law allows coverage 
changes due to change-in-status 
events relating to domestic partners 
or same-sex spouses only if they 
affect or relate to after-tax benefits, 
not before-tax benefits.

Call the HR Service Center within  
31 days of a change-in-status event 
(60 days for births and adoptions) 
that may affect your benefits. 

If you do not notify the HR Service 
Center within 31 days of the event  
(60 days for births and adoptions), 
you will not be able to make  
any changes until the next Open 
Enrollment. 

Benefit changes resulting from 
a change-in-status event will be 
effective the first of the month 
following the date you notify the  
HR Service Center, except when 
you are adding newborns and newly 
adopted children. Benefit changes 
related to births and adoptions will 
be effective on the date of the birth 
or the date you assume physical 
custody or financial responsibility  
for the adopted child.

IMPORTANT:  
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HIPAA Special Enrollment Rights  
for Employees
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), if 
you decline PG&E-sponsored medical, dental or vision coverage for yourself or your 
dependents because you have other health insurance coverage, you may be able to 
enroll yourself and your dependents in a PG&E-sponsored health care plan if you 
are an employee and:

• You or your dependents lose eligibility for the other coverage 

• The other employer stops contributing toward the other coverage

• You or your dependents meet or exceed the lifetime limit on benefits payable 
under the other plan

• You or your dependents lose eligibility for Medicaid or Children’s Health Insurance 
Program (CHIP) coverage

• You or your dependents become eligible for a state’s premium assistance program 
under Medicaid or CHIP

In addition, if you are an employee, you may be able to enroll yourself and your 
dependents in a PG&E-sponsored health care plan when:

• You have a newly eligible dependent due to marriage, establishment of a registered 
domestic partnership, birth, adoption or placement for adoption of a child

You must request enrollment by contacting the HR Service Center:

• Within 31 days after the other coverage ends or the employer stops contributing to 
the other coverage

• Within 31 days of your marriage or domestic partnership registration

• Within 60 days of the birth, adoption or placement for adoption of a child

• Within 60 days of the Medicaid/CHIP eligibility change

For more information or to request special enrollment, contact the HR Service Center.

COBRA
When You or Your Dependents Lose Coverage
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) allows you 
and your enrolled dependents to continue PG&E-sponsored health care coverage 
if you lose coverage due to a COBRA-qualifying event. You can continue coverage 
under COBRA for up to 18 or 36 months, depending on the event. You pay the full cost 
of COBRA coverage.

The American Recovery and Reinvestment Act of 2009 (ARRA) reduces the COBRA 
premium in some cases. The premium reduction is available to certain individuals 
who experience a qualifying event that is an involuntary termination of employment 
during the period beginning September 1, 2008, and ending May 31, 2010. If you 
qualify for the premium reduction, you will pay 35 percent of the COBRA premium 
otherwise due to the plan. This premium reduction is available for up to 15 months. 
If your COBRA continuation coverage lasts for more than 15 months, you will have to 
pay the full premium amount to continue your COBRA continuation coverage.  
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COBRA-Qualifying Events
You or your dependents qualify for COBRA coverage if you or your dependents lose 
PG&E-sponsored health care coverage due to:

• Termination of your employment (for any reason other than gross misconduct)

• A reduction in work hours

• A change in your employment status from full-time to part-time

• Your death while enrolled as a plan participant

• Divorce or legal separation from your opposite-sex spouse

• Loss of eligibility by your child

PG&E and the other Participating Employers extend the same type of coverage 
rights to same-sex spouses, registered domestic partners, and their children that 
they would extend to qualified beneficiaries under COBRA. Qualifying events to 
obtain this COBRA-like coverage are the same for registered domestic partners  
and same-sex spouses as for opposite-sex spouses. For example, the dissolution of 
a registered domestic partnership or of a same-sex marriage is a qualifying event 
for obtaining COBRA-like coverage.

Qualified dependents must be enrolled in your health care plan immediately prior  
to the actual qualifying event. Dependents who are dropped during Open Enrollment 
may not qualify for continued coverage under COBRA because dropping coverage 
during Open Enrollment does not constitute a COBRA-qualifying event. If you are 
dropping a dependent during Open Enrollment and you’re not sure whether your 
dependent is eligible for COBRA due to a qualifying event, please contact the HR 
Service Center at the phone number shown on the inside back cover. 

If you are an employee and die or lose health coverage through PG&E or another 
Participating Employer, Ceridian (the COBRA administrator) will automatically 
provide you or your dependents with COBRA enrollment materials. If you are a 
retiree and die, your dependent should contact the HR Service Center. 

If Your COBRA Coverage Ends

COVERAGE UNDER BLUE SHIELD, HEALTH NET AND  
KAISER PERMANENTE HMO PLANS

If, on or after January 1, 2003, you had a COBRA-qualifying event that allowed for  
18 months of continuation coverage in your HMO under federal law, California law 
(Cal-COBRA) allows an additional 18 months of continuation coverage through your 
HMO when your federal COBRA coverage ends. Additionally, Cal-COBRA allows 
those who exhaust their 36 months of COBRA continuation coverage to apply for 
a HIPAA Guaranteed Issue individual plan. To obtain these extended coverages 
through Cal-COBRA, you must send a written request to your HMO within the HMO’s 
specified timeframe. For application materials, cost or additional information, 
contact your HMO at least 60 days before your current COBRA coverage terminates. 
The cost and coverage of any HIPAA Guaranteed Issue individual plan may vary 
considerably from your COBRA plan.

COVERAGE UNDER ANTHEM BLUE CROSS ADMINISTERED PLANS

If you’re an Anthem Blue Cross member and your COBRA coverage is ending, you 
may contact Anthem Blue Cross to request coverage under a HIPAA Guaranteed 
Issue plan. Contact Anthem Blue Cross at least 60 days before your COBRA 
coverage ends. The cost and coverage of any HIPAA Guaranteed Issue individual 
plan may vary considerably from your COBRA plan.

If you divorce, legally separate or 
dissolve a registered domestic 
partnership, or if a child no longer 
qualifies as an eligible dependent 
under the plans, you must call 
the HR Service Center to request 
COBRA enrollment materials 
within 60 days of the COBRA-
qualifying event or the last day 
of eligible coverage—whichever 
occurs last. An HR Service Center 
representative will give you a 
COBRA Notification Confirmation 
Number, which you should keep 
until you have received your COBRA 
enrollment materials. This number 
will serve as confirmation that you 
provided timely notification, as 
required by PG&E policy.

IMPORTANT:  
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Important Legal Notices
WOMEN’S HEALTH AND CANCER RIGHTS ACT
If you have had or are going to have a mastectomy, you may be entitled to certain 
benefits under the Women’s Health and Cancer Rights Act of 1998 (WHCRA). For 
individuals receiving mastectomy-related benefits, coverage will be provided in a 
manner determined in consultation with the attending physician and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was 
performed; 

• Surgery and reconstruction of the other breast to produce a symmetrical 
appearance; 

• Prostheses; and 

• Treatment of physical complications of the mastectomy, including lymphedemas. 

Coverage of breast reconstruction will be provided subject to the deductibles and 
coinsurance benefit limits consistent with those established for other benefits under 
your plan. For more information, contact your medical plan directly.

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT
Group health plans and health insurance issuers generally may not, under federal 
law, restrict benefits for any hospital length of stay in connection with childbirth for 
the mother or newborn child to less than 48 hours following a vaginal delivery, or 
less than 96 hours following a Cesarean section. However, federal law generally 
does not prohibit the mother’s or newborn’s attending provider, after consulting with 
the mother, from discharging the mother or her newborn earlier than 48 hours (or 
96 hours as applicable). In any case, plans and issuers may not, under federal law, 
require that a provider obtain authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours (or 96 hours).

HIPAA NOTICE OF PRIVACY PRACTICES REMINDER
This notice is to remind you of the availability of the HIPAA Notice of Health 
Information Privacy Practices (“HIPAA Notice”) for The Pacific Gas and Electric 
Company Health Care Plan for Active Employees, The Pacific Gas and Electric 
Company Health Care Plan for Retirees and Surviving Dependents, and The Pacific 
Gas and Electric Company Health Care Reimbursement Account Plan (“The Health 
Care Plans”). The HIPAA Notice was updated in January 2010. 

The HIPAA Notice is posted on the HR intranet site in the Plans, Policies & Forms 
section or is available upon request. It describes how personal health information 
about you on file with The Health Care Plans may be used and disclosed, as 
well as how you can access your personal health information. In general, your 
individual health information may be used and disclosed by The Health Care Plans 
for purposes of treatment, payment and operations, as well as other uses and 
disclosures allowed or required by law.

For more information about The Health Care Plans’ health information privacy 
practices or HIPAA rights, or if you or your eligible dependents have questions about 
the HIPAA Notice, contact the Pacific Gas and Electric Company Plan Administrator, 
Benefits Department, 1850 Gateway Boulevard, 7th Floor, Concord, CA 94520. 
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MEDICAID AND THE CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)  
OFFER FREE OR LOW-COST HEALTH COVERAGE TO CHILDREN AND FAMILIES

If you are unable to afford the premiums for PG&E-sponsored health care coverage, some 
states, including California, have premium assistance programs that can help pay for coverage. 
These states use funds from their Medicaid or CHIP programs to help people who are eligible 
for employer-sponsored health coverage, but need assistance paying their health premiums. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a state listed 
below, you can contact your state Medicaid or CHIP office to find out if premium assistance is 
available.  

If you or your dependents are not currently enrolled in Medicaid or CHIP and you think you or 
any of your dependents might be eligible for either of these programs, you can contact your 
state Medicaid or CHIP office, dial 877-KIDS NOW or visit www.insurekidsnow.gov to find out 
how to apply. If you qualify, you can ask the state if it has a program that might help you pay the 
premiums for an employer-sponsored plan.  

Once it is determined that you or your dependents are eligible for premium assistance under 
Medicaid or CHIP, your employer’s health plan is required to permit you and your dependents 
to enroll in the plan—as long as you and your dependents are eligible, but not already enrolled 
in the employer’s plan. This is called a “special enrollment” opportunity, and you must request 
coverage within 60 days of being determined eligible for premium assistance.  

If you live in one of the following states, you may be eligible for assistance paying your 
employer health plan premiums. The following list of states is current as of April 16, 2010. 
You should contact your own state for more information on eligibility.

ALABAMA—Medicaid

Website: http://www.medicaid.alabama.gov

Phone: 800-362-1504

ALASKA—Medicaid

Website: http://health.hss.state.ak.us/dpa/
programs/medicaid/

Phone (Anchorage): 907-269-6529

Phone (outside of Anchorage): 888-318-8890 

ARIZONA—CHIP

Website: http://www.azahcccs.gov/applicants/
default.aspx

Phone: 877-764-5437

ARKANSAS—CHIP 

Website: http://www.arkidsfirst.com/

Phone: 888-474-8275

CALIFORNIA—Medicaid

Website: http://www.dhcs.ca.gov/services/
Pages/TPLRD_CAU_cont.aspx

Email: hipp@dhs.ca.gov

Fax: 916-440-5676 

COLORADO—Medicaid and CHIP

Medicaid Website: http://www.colorado.gov/

CHIP Website: http:// www.CHPplus.org

CHIP Phone: 800-359-1991

FLORIDA—Medicaid

Website: http://www.fdhc.state.fl.us/
Medicaid/index.shtml

Phone: 866-762-2237

GEORGIA—Medicaid

Website: http://dch.georgia.gov/ 
Click on Programs, then Medicaid

Phone: 800-869-1150

IDAHO—Medicaid and CHIP

Medicaid Website:  
www.accesstohealthinsurance.idaho.gov

Medicaid Phone: 800-926-2588

CHIP Website: www.medicaid.idaho.gov

CHIP Phone: 800-926-2588
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INDIANA—Medicaid

Website: http://www.in.gov/fssa/2408.htm

Phone: 877-438-4479

IOWA—Medicaid

Website: www.dhs.state.ia.us/hipp/

Phone: 888-346-9562

KANSAS—Medicaid

Website: https://www.khpa.ks.gov

Phone: 800-766-9012

KENTUCKY—Medicaid

Website: http://chfs.ky.gov/dms/default.htm

Phone: 800-635-2570

LOUISIANA—Medicaid

Website: http://www.lahipp.dhh.louisiana.gov

Phone: 888-342-6207

MAINE—Medicaid

Website: http://www.maine.gov/dhhs/oms/

Phone: 800-321-5557

MASSACHUSETTS—Medicaid and CHIP

Medicaid & CHIP Website:  
http://www.mass.gov/MassHealth

Medicaid & CHIP Phone: 800-462-1120

MINNESOTA—Medicaid

Website: http://www.dhs.state.mn.us/
Click on Health Care, then Medical Assistance

Phone: 800-657-3739

MISSOURI—Medicaid

Website: http://www.dss.mo.gov/mhd/index.htm

Phone: 573-751-3425

MONTANA—Medicaid

Website: http://medicaidprovider.hhs.mt.gov/
clientpages/clientindex.shtml

Phone: 800-694-3084

CHIP Phone: 877-543-7669

NEBRASKA—Medicaid

Website: http://www.dhhs.ne.gov/med/
medindex.htm

Phone: 877-255-3092

NEVADA—Medicaid and CHIP

Medicaid Website: http://dwss.nv.gov/

CHIP Phone: 877-543-7669

NEW HAMPSHIRE—Medicaid

Website: http://www.dhhs.nh.gov/ombp/
medicaid/contact.htm

Phone: 800-852-3345, ext. 4344

NEW JERSEY—Medicaid and CHIP

Medicaid Website: http://www.state.nj.us/
humanservices/dmahs/clients/medicaid/

Medicaid Phone: 800-356-1561

CHIP Website:  
http://www.njfamilycare.org/index.html

CHIP Phone: 800-701-0710

NEW MEXICO—Medicaid and CHIP

Website:  
http://www.hsd.state.nm.us/mad/index.html 
Click on Insure New Mexico

Phone: 888-997-2583

NEW YORK—Medicaid

Website: http://www.nyhealth.gov/health_
care/medicaid/

Phone: 800-541-2831

NORTH CAROLINA—Medicaid

Website: http://www.nc.gov

Phone: 919-855-4100

NORTH DAKOTA—Medicaid

Website: http://www.nd.gov/dhs/services/
medicalserv/medicaid/

Phone: 800-755-2604

OKLAHOMA—Medicaid

Website: http://www.insureoklahoma.org

Phone: 888-365-3742

OREGON—Medicaid and CHIP

Medicaid & CHIP Website:  
http://www.oregonhealthykids.gov

Medicaid & CHIP Phone: 877-314-5678

PENNSYLVANIA—Medicaid

Website: http://www.dpw.state.pa.us/
partnersproviders/medicalassistance/
doingbusiness/003670053.htm

Phone: 800-644-7730



 
14

VIRGINIA—Medicaid and CHIP

Medicaid Website:  
http://www.dmas.virginia.gov/rcp-HIPP.htm

Medicaid Phone: 800-432-5924

CHIP Website: http://www.famis.org/

CHIP Phone: 866-873-2647

WASHINGTON—Medicaid

Website: http://hrsa.dshs.wa.gov/
premiumpymt/Apply.shtm

Phone: 877-543-7669

WEST VIRGINIA—Medicaid

Website:  
http://www.wvrecovery.com/hipp.htm

Phone: 304-342-1604

WISCONSIN—Medicaid

Phone: 800-362-3002

WYOMING—Medicaid

Website: http://www.health.wyo.gov/
healthcarefin/index.html

Phone: 307-777-7531

RHODE ISLAND—Medicaid

Website: www.dhs.ri.gov

Phone: 401-462-5300

SOUTH CAROLINA—Medicaid

Website: http://www.scdhhs.gov

Phone: 888-549-0820

TEXAS—Medicaid

Website: https://www.gethipptexas.com/

Phone: 800-440-0493

UTAH—Medicaid

Website: http://health.utah.gov/medicaid/

Phone: 866-435-7414

VERMONT—Medicaid

Website: http://ovha.vermont.gov/

Phone: 800-250-8427

To see if any more states have added a premium assistance program since April 16, 2010, 
or for more information on special enrollment rights, you can contact either:

U.S. Department of Labor Services 
Employee Benefits Security Administration 
www.dol.gov/ebsa 
866-444-EBSA (3272) 

U.S. Department of Health and Human 
Centers for Medicare & Medicaid Services 
877-267-2323, Ext. 61565 
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MEDICARE-ELIGIBLE PARTICIPANTS: 
IMPORTANT NOTICE FROM PACIFIC GAS AND 
ELECTRIC COMPANY ABOUT YOUR PRESCRIPTION 
DRUG COVERAGE AND MEDICARE

Please read this notice carefully and keep it where  
you can find it. 

This notice has information about your current 
prescription drug coverage under plans sponsored 
by Pacific Gas and Electric Company (PG&E) and your 
options under Medicare’s prescription drug coverage 
(called Part D). This information can help you decide if 
you want to join a Medicare prescription drug plan. If 
you are considering joining, you should compare your 
current coverage, including which drugs are covered 
at what cost, with the coverage and costs of the plans 
offering Medicare prescription drug coverage in your 
area. Information about where you can get help to make 
decisions about your prescription drug coverage is at  
the end of this notice.

There are two important things you need to know  
about your current coverage and Medicare’s prescription 
drug coverage:

1. Medicare prescription drug coverage became 
available in 2006 to everyone with Medicare. You can 
get this coverage if you join a Medicare Prescription 
Drug Plan or a Medicare Advantage Plan (like an HMO 
or PPO) that offers prescription drug coverage. All 
Medicare drug plans provide at least a standard level 
of coverage set by Medicare. Some plans also may 
offer more coverage for a higher monthly premium. 

2. PG&E has determined that the prescription drug 
coverage offered by the Pacific Gas and Electric 
Company Health Care Plan for Active Employees 
and by the Pacific Gas and Electric Company Health 
Care Plan for Retirees and Surviving Dependents is, 
on average for all plan participants, expected to pay 
out as much as the standard Medicare prescription 
drug coverage pays and is therefore considered 
Creditable Coverage. Because your existing coverage 
is Creditable Coverage, you can keep this coverage 
and you will not pay a higher premium (a penalty) if  
you later decide to join a Medicare drug plan.

When can you join a Medicare drug plan? 

You can join a Medicare drug plan when you first  
become eligible for Medicare and each year from 
November 15 through December 31. 

However, if you decide to drop your PG&E coverage or 
if you lose your current creditable prescription drug 
coverage through no fault of your own, you also will be 
eligible for a two-month Medicare Special Enrollment 
Period (SEP) to join a Medicare drug plan.

What happens to your current coverage if you decide  
to join a Medicare drug plan?

Prescription drug coverage is included in all PG&E-
sponsored medical plans. Every medical plan that PG&E 
currently offers to Medicare-eligible participants has a 
higher prescription drug benefit than the basic Part D benefit. 

If you decide to join a Medicare drug plan that is not 
sponsored by PG&E (a plan not offered through PG&E’s 
Open Enrollment), your PG&E-sponsored medical and 
prescription drug benefits will be terminated. 

Can you re-enroll in a PG&E-sponsored plan at a  
later date?

Eligible retirees, employees on long-term disability, and 
their dependents who join a Medicare drug plan that is not 
sponsored by PG&E will not be able to re-enroll in a PG&E-
sponsored medical plan until the next Open Enrollment. 
Surviving dependents who join a non-PG&E Medicare drug 
plan will not be able to re-enroll in a PG&E-sponsored plan 
at any time.

PG&E-sponsored medical plans with prescription drug 
coverage and Medicare Advantage Plans are available 
during Open Enrollment for eligible retirees, surviving 
dependents and employees on long-term disability.  
For more information about these PG&E-sponsored plans, 
see the 2011 Benefits Enrollment Guide.

When will you pay a higher premium (penalty) to join a 
Medicare drug plan?

If you drop or lose your PG&E-sponsored coverage and you 
don’t join a Medicare drug plan within 63 continuous days 
after your PG&E-sponsored coverage ends, you may pay a 
higher premium (a penalty) to join a Medicare drug plan later. 

If you go 63 days or longer without creditable prescription 
drug coverage, your monthly premium will go up by 
at least one percent of the Medicare base beneficiary 
premium per month for every month that you did not have 
that coverage. For example, if you go 19 months without 
creditable coverage, your premium may consistently be at 
least 19 percent higher than the Medicare base beneficiary 
premium. You may have to pay this higher premium (a 
penalty) as long as you have Medicare prescription drug 
coverage. In addition, you may have to wait until the 
following November to enroll. 
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WHERE TO FIND MORE INFORMATION 
For more information about this notice or your current 
prescription drug coverage, contact the HR Service Center 
at the phone number shown on the inside back cover. 

For More Information About Your Options Under  
Medicare Prescription Drug Coverage

More detailed information about Medicare plans that 
offer prescription drug coverage is in the Medicare & You 
handbook. You’ll get a copy of the handbook in the mail 
every year from Medicare. You also may be contacted 
directly by Medicare prescription drug plans. 

For more information about Medicare prescription drug 
plans:

• Visit www.medicare.gov 

• Call your State Health Insurance Assistance Program 
(see the inside back cover of your copy of the  
Medicare & You handbook for the telephone number) 
for personalized help

• Call 800-MEDICARE (800-633-4227) 
TTY users, call 877-486-2048

If you have limited income and resources, you may  
qualify for extra help paying for Medicare prescription  
drug coverage. For information about this extra help,  
visit the Social Security Administration (SSA) online at  
www.socialsecurity.gov, or call the SSA at 800-772-1213 
(TTY 800-325-0778).

October 2010 
Pacific Gas and Electric Company 

HR Service Center 
1850 Gateway Boulevard, 7th Floor 
Concord, CA 94520
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Note: You will receive this notice 
each year. You also will receive it 
before the next period during which 
you can join a Medicare drug plan, 
and if your coverage through PG&E 
changes. You may request a copy of 
this notice at any time. 

Be sure to keep this Creditable Coverage notice. If 
you decide to join a non-PG&E-sponsored Medicare 
drug plan, you may be required to provide a copy of 
this notice when you join to show whether or not you 
have maintained creditable coverage and therefore, 
whether or not you are required to pay a higher 
premium (a penalty).

KEEP THIS NOTICE
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Summary of Material Modifications (October 2010) 

The 2011 Benefits Enrollment Guide and 2011 Supplement to Your Enrollment Guide constitute a Summary of Material 
Modifications to the PG&E Health Care Plans. 

The 2011 Benefits Enrollment Guide for Management and Administrative & Technical Employees, the 2011 Benefits 
Enrollment Guide for Employees Represented by the IBEW, ESC and SEIU, the 2011 Benefits Enrollment Guide for 
Employees on Long-Term Disability, the 2011 Benefits Enrollment Guide for Retirees and Surviving Dependents and the 
2011 Supplement to Your Benefits Enrollment Guide (referred to collectively as the “Enrollment Guides”) are designed, 
in part, to: (1) make you aware of important changes that have been made to The Pacific Gas and Electric Company 
Health Care Plan for Active Employees and The Pacific Gas and Electric Company Health Care Plan for Retirees and 
Surviving Dependents (the “Health Care Plans”); (2) provide you with answers to some common questions that arise 
in connection with enrollment in the Health Care Plans; and (3) provide you with some important information about 
your rights under the Health Care Plans. The Enrollment Guides are not an exhaustive explanation of the Health 
Care Plans. Additional information about the Health Care Plans is contained in the documents entitled The Pacific Gas 
and Electric Company Health Care Plan for Active Employees, The Pacific Gas and Electric Company Health Care Plan for 
Retirees and Surviving Dependents, the Summary of Benefits Handbook and the Summaries of Material Modifications, 
including Enrollment Guides designated as Summaries of Material Modifications, as well as the Evidence of Coverage 
booklets issued by the health maintenance organizations (HMOs). Together, these documents collectively constitute 
the official plan document. 

The Employee Benefits Committee of PG&E Corporation is the Plan Administrator of the Health Care Plans 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 documents, and to establish rules that are 
necessary for the administration of the Health Care Plans.

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.”

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

PG&E HR SERVICE CENTER

Active employees and employees on 
leave or Long-Term Disability

415-973-4357 or 800-788-2363 
hrbenefitsquestions@exchange.pge.com

Retirees and surviving dependents

415-972-7077 or 800-700-0057
hrbenefitsquestions@exchange.pge.com
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