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ATTACHMENT B 
 

ACTIVE MEDICAL, DENTAL, VISION AGREEMENT AND RETIREE MEDICAL 
 
 

ACTIVE MEDICAL 
 
The Company and Union agree to modify the current medical plan in the following ways: 
 

1. Effective January 1, 2027, introduce a High-Deductible Health Plan (HDHP)1 with 
Health Saving Account (HSA) option with both Anthem and Kaiser. The HDHP option 
will have a 7.5% medical plan premium for full-time and part-time employees. 

 
a. Provide company funded annual contributions to a HSA for all enrolled members 

who meet HSA eligibility requirements. 
i. $800 HSA contribution for single coverage 
ii. $1,600 HSA contribution for family coverage 
iii. Members will also be eligible to make their own contributions to their HSA 

account 
iv. Members may use HSA funds for any IRS eligible expenses.   

 
c. Implement a Limited Purpose Health Reimbursement Arrangement (LPHRA) for 

those enrolled in the HDHP  
i. Provide company funded $500 annual contributions to LPHRA for all 

HDHP enrolled employees.  
ii. Under IRS regulations, the LPHRA is limited to dental and vision 

expenses until the deductible is met. After the deductible is met, it may be 
used for all eligible medical expenses. 

iii. Any accrued balances in an existing company funded Health 
Reimbursement Account (HRA) will be transferred to LPHRA. 

 
d. Annual medical plan deductible for in-network services is $1,700 (single) or 

$3,400 (family).  
 

e. Annual medical plan deductible for out-of-network services is $3,400 (single) or 
$6,800 (family).  

 
f. Annual medical plan out-of-pocket maximum for in-network is $3,400 (single) or 

$6,800 (family).   
 

g. Annual medical plan out-of-pocket maximum for out-of-network is $6,800 (single) 
or $13,600 (family).  

 
h. Once the deductible has been met, coinsurance will be 20% for in-network 

services and 40% for out-of-network.  
 

i. Once the deductible has been met, coinsurance for prescriptions will be 20%. 

 
1 Deductibles are subject to change yearly in accordance with IRS regulations.  
 



 
 

 
2. Effective January 1, 2027, redesign the current Health Account Plan (HAP) option with 

both Anthem and Kaiser. The HAP plan option will have a 10% medical plan premium 
for full time and part time employees. 
 

a. Remove yearly biometric health and tobacco screening requirement with Quest  
 

b. Provide company funded annual contributions to Health Reimbursement Account 
(HRA) for all enrolled employees. 

i. $1,000 HRA contribution for single coverage 
ii. $2,000 HRA contribution for family coverage 
iii. All funds in an HRA will remain available upon retirement (age 55 with 10 

years of service) unless the participant opts out of coverage. 
iv. In the event of an employee’s death, HRA account balances will remain 

available to the covered surviving spouse, provided they continue PG&E 
sponsored coverage. 

v. Members may use HRA funds for any IRS eligible expenses. 
 

j. Annual medical plan deductible for in-network services will remain at $1,000 
(single) or $2,000 (family).  
 

k. Annual medical plan deductible for out-of-network services will be $2,000 (single) 
or $4,000 (family).  

 
l. Annual medical plan out-of-pocket maximum for in-network will remain at $2,400 

(single) or $4,800 (family).   
 

m. Annual medical plan out-of-pocket maximum for out-of-network will be $4,800 
(single) or $9,600 (family).  

 
n. Once the deductible has been met, coinsurance will be 20% for in-network 

services and 40% for out-of-network services. 
 

o. Laboratory testing performed at a Quest Diagnostics facility will be provided free 
of charge (Anthem HAP only). 

 
p. Remove free OON preventive care coverage.  It is only covered in full if 

performed In-Network.  Standard OON cost shares will apply for OON preventive 
care (Anthem plans). 

 
q. Establish Complex Care for Anthem and eliminate Knova Solutions. 

 
 

3. Part-time and regular status employees will pay the same cost share as full-time 
employees. 
 

4. Infertility lifetime maximum will be increased from $7,000 to $25,000. 
 

5. Adoption expense reimbursement will be increased from $2,000 to $25,000/per adoption. 
 



 
 

6. Allow members to cover non-represented PG&E employees and vice versa. 
 

7. Change the standard list of preventive care services from PG&E custom list to the United 
States Preventative Services Task Force list (current list in Attachment B3 below).  
 

8. Change from PG&E custom free drug list to Kaiser and Evernorth (formerly Express 
Scripts) Standard preventive free drug coverage lists as applicable.  
 

9. Effective January 1, 2027, enhance dental benefits as follows: 
 

a. Redesign current dental plan to offer free preventative coverage. 
b. Add “buy up” enhanced plan option (see Attachment B4 below). 
c. Explore adding another vendor to expanded network choice.  

 
10. Effective January 1, 2027, enhance vision benefits as follows: 

 
a. Add “buy up” enhanced option and/or explore adding another vendor alongside 

the existing plan. 
 

11. Hearing Aid benefits provided in LA-13-68 shall continue to be available to active 
employees so long as they are enrolled in the Active health plan. 
 

12. Explore a different vendor for mental health and substance disorder benefits and 
Employee Assistance Plan (EAP). 
 

13. Raise company paid life insurance and company paid accidental death and 
dismemberment (AD&D) from $10,000 to $50,000 each. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
Attachment B1 
 

 

Health Plan Designs 
 

Key features 
HDHP 
Administered by Anthem or Kaiser Permanente 

HAP 
Administered by Anthem or Kaiser Permanente 

Contribution Rate 7.5% 10% 

Health Accounts Company funded annual contributions 
to a Health Savings Account (HSA) for 
all enrolled members who meet HSA 
eligibility requirements. 
$800 HSA contribution for 
single coverage 
$1,600 HSA contribution for 
family coverage 
Members will be eligible to make 
their own contributions to their 
HSA account 

Company funded $500 annual 
contributions to Limited Purpose 
Health Reimbursement Account 

Company funded annual contributions 
to Health Reimbursement Account (HRA) 
for all enrolled coworkers 
$1,000 HRA contribution for single 
only coverage 
$2,000 HRA contribution family coverage 
All funds in HRA will remain available 
until retirement 
In the event of an employee’s or 
retiree’s death, HRA account balances 
will remain available to the covered 
surviving spouse, provided they continue 
PG&E sponsored coverage. 

Annual deductible In-network care: 
$1,700 if you have single coverage 
$3,400 if you have family coverage 

Out-of-network care: 
$3,400 if you have single coverage 
$6,800 if you have family coverage 

In-network care: 
$1,000 if you have single coverage 
$2,000 if you have family coverage 

Out-of-network care: 
$2,000 if you have single coverage 
$4,000 if you have family coverage 

Coinsurance 
After you meet the 
annual deductible 

In-network care: 
Plan pays 80% of allowable expenses. 
You’re responsible for 20% of 
allowable expenses. 

Out-of-network care: 
Plan pays 60% of allowable expenses. 
You’re responsible for 40% of 
allowable expenses. 

In-network care: 
Plan pays 80% of allowable expenses. 
You’re responsible for 20% of 
allowable expenses. 

Out-of-network care: 
Plan pays 60% of allowable expenses. 
You’re responsible for 40% of 
allowable expenses. 

Annual out-of- 
pocket maximum 
Includes amounts 
you pay toward the 
annual deductible 

In-network care: 
$3,400 if you have single coverage 
$6,800 if you have family coverage 

Out-of-network care: 
$6,800 if you have single coverage 
$13,600 if you have family coverage 

In-network care: 
$2,400 if you have single coverage 
$4,800 if you have family coverage 

Out-of-network care: 
$4,800 if you have single coverage 
$9,600 if you have family coverage 

continued on next page 
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• * HDHP Primary Care Note: All Primary care Doctor visits that meet the criteria for Free 

Preventative Services (see Attachment B3) will have no deductible. For all other 
services, the cost will be applied toward the Deductible. 

• ** HDHP Maternity Care Note: All Maternity care Doctor visits that meet the criteria for 
Free Preventative Services (see Attachment B3) will have no deductible. For all other 
services, the cost will be applied toward the Deductible. 
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Key features 
HDHP 
Administered by Anthem or Kaiser Permanente 

HAP 
Administered by Anthem or Kaiser Permanente 

Well-baby care • No deductible 
• Free to age two 

• No deductible 
• Free to age two 

Infertility services • Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 
• $25,000 lifetime benefit maximum; 

includes balances from prior plans 

• Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 
• $25,000 lifetime benefit maximum; 

includes balances from prior plans 

Urgent care • Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 

Covered as primary care—no deductible; 
you’re responsible for 10% of covered 
charges after the first four free primary 
care visits in-network or 10% of charges 
if out of network 

Lab tests and 
X-rays 

Routine preventive screenings listed 
on US Prevention Services Task Force 
Standard list 
• No deductible 
• Free 

All other procedures, including 
diagnostic tests and most lab tests 
• Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 

NOTE: 
• Anthem requires preauthorization for 

certain X-rays (call Anthem Member 
Services at the number on your ID 
card to find out if a procedure needs to 
be preauthorized) 

• Preauthorization is required for advanced 
imaging procedures; no coverage if 
not obtained. Check with your health 
care provider. 

Routine preventive screenings listed 
on US Prevention Services Task Force 
Standard list 
• No deductible 
• Free 

Laboratory testing performed at a Quest 
Diagnostics facility will be provided free of 
charge. All other procedures, including 
diagnostic tests and most lab tests 
• Deductible required 
• You’re responsible for 20% of covered 

charges 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 
• Anthem requires preauthorization for 

certain X-rays (call Anthem Member 
Services at the number on your ID card 
to find out if a procedure needs to be 
preauthorized) 

• Preauthorization is required for 
advanced imaging procedures; no 
coverage if not obtained. Check with 
your health care provider. 

continued on next page 
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Key features 
HDHP 
Administered by Anthem or Kaiser Permanente 

HAP 
Administered by Anthem or Kaiser Permanente 

Prescription drugs Select drugs are free on Anthem or Kasier 
standard list, no deductible 

Generic and brand drugs (preferred and 
non-preferred) 
• Deductible required 
• Retail: In-network and out-of-network; 

you’re responsible for 20% of covered 
charges 

• Mail order: In-network only; you’re 
responsible for 20% of covered charges 

NOTE: 
• Some preventive prescriptions may be 

free. Contact Express Scripts for details: 
1-800-718-6590. 

• Drugs on the Mandatory Mail-Order drug 
list are covered only at mail order after 
the first three fills at retail. 

• 100% penalty may apply for using retail 
after three fills. 

• Certain specialty drugs can be obtained 
through mail order only. 

Select drugs are free on Anthem or 
Kaiser standard list, no deductible 

Generic and brand drugs (preferred and 
non-preferred) 
• Deductible required (combined with 

medical deductible) 
• Retail: In-network and out-of-network; 

you’re responsible for 15% of covered 
charges for generic; 25% for brand 
(Anthem members: Generic Incentive 
Provision and Step Therapy Provision 
apply) 

• Mail order: In-network only; you're 
responsible for 10% of covered charges 
for generic; 20% for brand 

Anthem members: 
• Some preventive prescriptions may be 

free. Contact Express Scripts for details: 
1-800-718-6590. 

• Drugs on the Mandatory Mail-Order 
drug list are covered only at mail order 
after the first three fills at retail. 

• 100% penalty may apply for using retail 
after three fills. 

• Certain specialty drugs can be obtained 
through mail order only. 

Kaiser Permanente members: 
No mandatory mail order; you can 
use a Kaiser Permanente pharmacy 
or Kaiser Permanente mail order for 
maintenance drugs. 

Chiropractic and 
Acupuncture 

• Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 

NOTE: Preauthorization required after five 
visits per year 

• Deductible required 
• In-network care: You’re responsible for 

10% of covered charges for first five 
visits per year; 20% for additional visits 

• Out-of-network care: You’re 
responsible for 40% of covered charges 

Anthem members: Preauthorization 
required after five visits per year 

Kaiser Permanente members: You can 
self-refer to American Specialty Health 
(ASH) provider 

continued on next page 
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Key features 
HDHP 
Administered by Anthem or Kaiser Permanente 

HAP 
Administered by Anthem or Kaiser Permanente 

Mental health 
and substance use 
disorder care 

Deductible required 
HDHP provides benefits for: 
• Outpatient mental health 
• Inpatient mental health 
• Outpatient substance use disorder care 
• Inpatient substance use disorder care 

No deductible for outpatient care 
Deductible required for inpatient care 
HAP provides benefits for: 
• Outpatient mental health 
• Inpatient mental health 
• Outpatient substance use disorder care 
• Inpatient substance use disorder care 

Applied Behavioral 
Analysis (ABA) 
(autism treatment) 

• Deductible required 
• In-network care: You’re responsible for 

20% of covered charges 
• Out-of-network care: You’re responsible 

for 40% of covered charges 
Preauthorization required with Carelon 
Behavioral Health 

• No deductible 
• Free 
• No limits through Carelon Behavioral 

Health 

Anthem members: Carelon Behavioral 
Health provides this coverage 

Kaiser Permanente members: You may 
use Carelon Behavioral Health or Kaiser 
Permanente 
Preauthorization required with Carelon 
Behavioral Health 

Health Care 
Flexible Spending 
Account (FSA) 
You must elect it to 
participate in it 

If you have an HSA, the Health Care FSA is 
a Limited-Purpose FSA. 

Before you meet the HDHP deductible, the 
Limited-Purpose FSA can be used only for: 
• Dental 
• Vision 
• Dental and vision over-the-counter 

expenses 

After you meet the HDHP deductible, the 
FSA can be used for all of the above plus: 
• Medical 
• Prescription drug 
• Mental health and substance use disorder 
• Eligible over-the-counter health expenses 

Health Care FSA for: 
• Medical 
• Prescription drug 
• Mental health and substance 

use disorder 
• Dental 
• Vision 
• Eligible over-the-counter health 

expenses 

 



 
 

Attachment B2 
 
 

Free Preventive Drug Coverage 
 

Evernorth (Formerly Express Scripts) 
 

https://www.express-scripts.com/art/open_enrollment/StdPreventMedList.pdf 
 

Kaiser  
 

https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/formularies/ca/
deductible-epo-self-funded-plans-formulary-ca-
en.pdf?kp_shortcut_referrer=kp.org/formulary 

 

https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/formularies/ca/deductible-epo-self-funded-plans-formulary-ca-en.pdf?kp_shortcut_referrer=kp.org/formulary
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/formularies/ca/deductible-epo-self-funded-plans-formulary-ca-en.pdf?kp_shortcut_referrer=kp.org/formulary
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/formularies/ca/deductible-epo-self-funded-plans-formulary-ca-en.pdf?kp_shortcut_referrer=kp.org/formulary


Attachment B3 
 

 
 

Free Preventive Services 
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Attachment B4 
DENTAL  

 
 

 New Base Plan Design “Buy Up” Enhanced Plan 
Preventive 100% 100% 

Basic 85% 90% 
Major 85% 90% 

Deductible 
Passive PPO: $25/$75 Passive PPO: $25/$75 

Premier: $50/$150 Premier: $50/$150 
Annual max $2,500 $2,500 

Orthodontics  50% 50% 
Lifetime Orthodontics 

max $2,000 $3,000 

Out of Pocket Max 
reimbursement 80th percentile 80th percentile 
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VISION 
 

  
Details of buy up option or second vendor will be available during open enrollment.
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BASIC LIFE INSURANCE and ACCIDENTAL DEATH AND 
DISMEMBERMENT (AD&D) 

 
Company will offer each employee basic life and accidental death and dismemberment (AD&D) of $50,000 
at no cost. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

Attachment B7 
 
The following will be a Memorandum of Understanding (MOU) signed upon ratification of the 
agreement. 
 
The Company and the union discussed the impact of January 1, 2027 changes to active medical plans 
for deductibles and out of pocket maximums when members utilize Out of Network (OON) providers. The 
intent of this Memorandum of Understanding (MOU) is to define OON, provide clarity on when the OON 
Deductible will apply, clarify when claims that would normally be treated as OON will be treated and paid 
as in-network, and document the process for Appealing a Denial of Pre-Service or Post-Service Request 
for In-Network Treatment of Out-of-Network Provider. 
 
Consistent with the active medical plan and current administrative procedures, the plan administrator of 
the active employee medical plan has authorization to determine whether an Out-of-Network provider 
should be treated as an In-Network provider subject to the guidelines summarized below.  On an annual 
basis, geographical areas shall be identified   as Rural, Suburban, or Urban based on the definitions 
below.  
 
Urban – Population density is greater than 3,000 persons per square mile. 
 
Suburban – Population density is between 1,000 and 3,000 persons per square mile. 
 
Rural – Population density is less than 1,000 persons per square mile.  
 
The table below is utilized to determine if there are sufficient numbers of in-network providers within the 
mileage specified from the member’s residence for services to be considered in-network or out-of-
network (OON): 

 
1. If the Criteria for In-Network providers from the above table are not met, providers chosen 

by the member that are licensed in the area of care being sought by the member shall be 
treated as In-Network for purposes of coverage levels, deductibles, and out of pocket 
contributions by the member.  Note: Authorization does not guarantee the provider will bill 
the insurance directly so the member may be required to pay up front and submit for 
reimbursement. 

 
2. If there is an insufficient number of in-network providers in a given specialty (e.g. 

cardiologist, endocrinologist, dermatologist etc.) within the miles listed in the table above,  
an OON specialist that is licensed in the area of care being sought by the member and 
chosen by the member, shall be treated as In-Network. 
 

3. Example: A member lives in San Luis Obispo and needs to see an Orthopedist. There is 
only one In-network Orthopedist within the mileage limits above. The member would be 
able to submit a pre-service request to treat an OON Orthopedist as In-Network and once 



 

 
 

the plan administrator confirms this meets this MOU’s guidelines, all claims would be 
treated as In-Network.  

Note: Authorization does not guarantee the provider will bill the insurance directly so the 
member may be required to pay up front and submit for reimbursement. 

 
 

4. Even if the conditions in the table above are met for a sufficient number of in-network 
providers, if an In-Network provider is not available within a medically necessary 
timeframe, the member may request a pre-service authorization for an OON provider to 
be treated as In-Network.  If the request meets the conditions of this MOU, uch request 
shall be granted and the authorized provider who is licensed in the area of care being 
sought by the member, shall be treated as in-network. 
 

5. If an In-Network provider refers a member to an OON provider and the conditions in this 
MOU are met (e.g. not enough providers in the network for that specialty), the OON 
provider the member is referred to shall be treated as In-Network so long as the provider 
is licensed in the area of care being sought by the member. 
 

6. If a member receives treatment at an In-Network facility, all claims resulting from the 
treatment will be treated as In-Network.  

a. Example: A member is hospitalized at an In-Network facility and the treating 
Anesthesiologist is OON, the claims from the Anesthesiologist will be treated as 
In-Network.  
 

If an In-Network provider becomes OON, the member may appeal to request that claims with 
the provider continue to be covered as In-Network for 180 days. Such request shall be granted 
upon verification by the plan administrator the conditions of this MOU are met.  

 
7. Once an In-Network authorization has been granted for an OON provider, said 

authorization shall remain in effect for 180 days regardless if other providers are added to 
the network. If adequate coverage with an in-network provider becomes available during 
the 180-day period,the medical plan administrator will notify the participants of new 
network provider availability, and the participant can decide to move to the in-network 
provider at the end of their 180-day period, or continue with the OON provider and have 
claims processed as OON. Coverage during the 180-day period for the authorized OON 
provider will be treated as In-Network. Members are able to check in-network availability 
online, via 800 number, or in the Sydney app. 
 

8. The plan administrator retains discretion to deny approval of specific Out-of-Network 
providers as an In-Network provider if the conditions of this MOU are not met. 
 

9. Denial of a request for In Network treatment of an Out-of-Network provider, or other 
disputes regarding Out-of- Network coverage, will not be subject to the Parties’ grievance 
procedures under the collective bargaining agreement.  However, a member can appeal 



 

 
 

a denial of a request for In-Network services from an Out-of-Network provider, as 
described below. 

 
Process for Appealing a Denial of Pre-Service or Post-Service Request for In-Network 
Treatment of Out-of-Network Provider: 
 

1. Member appeals through the plan administrator appeal process (once an Advocacy 
Services Provider is established, the appeal process will start with them).  

2. If the appeal is denied, PG&E shall be notified of the denial and the denial shall be 
forwarded to PG&E Benefits for evaluation.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 




