UAW Retirees of the
Dana Corporation Health & Welfare Trust

Benefits for Retiree Flex Plan

SUMMARY PLAN DESCRIPTION

JANUARY 1, 2013






Table of Contents

(oo 13 o 1) o 1 1
Eligibility @and PartiCIpatioN......... oo aaaaa 3
EMPIOYEE ElGIDIITY ... 3
Surviving Spouse ElGIDIlItY ..........iiieeeeeee e 4
DT 01T T [T o RPN 5
Enrolling for Coverage and When Coverage Begins.............uuuuiiuiiiiiiiiiiiiiiiiiiiiiiiiiiiiieeiineeineneeeenees 6
WHheN COVEIrage ENAS ......ooeiiiiiii ettt e e e e e e et e e e e e e e e e e e ea e e e e e 7
YoUur REtiree FIEX ACCOUNT ...t e et e e e e e e e e e e e e e e e e e e e eeeeaennnnnnas 9
Retiree Flex Account Eligible EXPENSES........ccooiieii i 9
Expenses Not Eligible for Reimbursement..............ooooiiiieeeeeeeeeee 13
Claims AN APPEAIS ......euuieei et e e e e e e e e e e e e et aaaaaeaeana 15
Eligibility Claims @nd APPEAIS ...........uuuuuiiiiiiiiiiiiiiiiiiiieieiiiie bbb 15
Benefit Claims and APPEAIS .........ooeueeiie e a e 15
o 0N T (o= I =T o o 1T F= o o I 17
Plan’s Right to Recover Overpayments or Improper Payments.............cccooeoeiiiiiiiiiiiiieeeeeeeeeee, 17
Claims Administrator and Committee DiSCretion............ccooie i 18
Notice of Trust’s PrivaCy PracliCeS..........uuiii it 19
How the Plan May Use and Disclose Health Information.................ccccoiiiiiiiiiiiiiiiiie 19
Your Rights Regarding the Privacy of Personal Health Information............cccccovvviiiiiiiii. 21
Legal Effect Of thiS NOTICE .........uuiiiiiiiiiiiiie e sannnnnnne 23
Subrogation and ReimMbUrSEMENT.............u i i anensnannnnnnnnnnnnnnnnnes 25
Plan Administrative INformation...............ee e 26
YOUr ERISA RIGNES ..o 29
(€[ 1SS T= PP 31







Introduction

The UAW Retirees of the Dana Corporation Health & Welfare Trust (Trust) provides medical and
prescription drug benefits to eligible participants. This Summary Plan Description (SPD) describes
the benefits available as of January 1, 2013 under the Retiree Flex Plan. The Trust has separate
medical and prescription drug benefit plans for Medicare-eligible and non-Medicare eligible
participants, which are described in other SPDs.

The Retiree Flex Plan provides you with benefit dollars that may be used to help pay for health
coverage or other eligible health care expenses. Your benefit dollars are based on your accrued
service at retirement. You can use your benefit dollars to:

e Purchase your own health coverage; or

e Pay for IRS approved health care expenses.

This Summary Plan Description (SPD) describes the Retiree Flex Plan available through the Trust
as of January 1, 2013 for eligible participants.

The Trust, which was established February 1, 2008 as part of a bankruptcy settlement between
the UAW and Dana Corporation, is sponsored and administered by a Committee of seven
members. Four of the Committee members are independent members and three of the
Committee members are appointed by the UAW. The Committee manages the Trust, designs and
administers the benefit Plan and serves as the legal Plan Administrator and named fiduciary.

The Committee hired BeneSys, Inc. as the Fund Administrator. BeneSys handles general Plan
administration, including eligibility, recordkeeping, participant contributions and inquiries.

The Plan is designed to reimburse you for eligible health care expenses. It is your responsibility to
know what expenses are eligible for reimbursement and how to request reimbursement. Be sure
to:

e Follow Plan Procedures. Review the information in this SPD so that you are familiar with how
the Plan works to ensure you make the most of your benefits.

e Keep the Fund Administrator Informed of Changes. You should notify BeneSys of any
change in your address or family status (such as marriage, birth, adoption, death, divorce,
legal separation or a child losing dependent status).

¢ Identify Yourself. If you need to contact BeneSys, be sure to include your name and the last
four digits of your Social Security number in your letter. To protect against identity theft, do not
include your complete Social Security number in your letter. If you call, please be sure to have
your complete Social Security number handy.

e Keep Copies of Bills, Receipts and Explanations of Benefits (EOBs). These copies can
help you when filing a Claim or appeal.




Keep Notices You Receive from the Trust. Keep any notices of Plan changes or information
you receive with this booklet. As a Plan participant, you have certain responsibilities to protect
your eligibility for coverage and to receive your benefits.

Read this Booklet. Take the time to read this SPD and share it with your family. The
information contained in this SPD supersedes any earlier SPD you may have received.

Defined Terms: Terms that have specific meanings relating to this Plan are initial capped
throughout this booklet and are defined in the Glossary, which begins on page 31.

If you have specific questions or need any assistance, contact BeneSys:

Street Address: 700 Tower Drive, Suite 300, Troy, Michigan
Mailing Address: P.O. Box 1708 Troy, Michigan 48099-1708
Phone: (866) 626-2070 or (248) 641-4903

Fax: (248) 813-9898

Office Hours: Monday through Friday, 7:30 a.m. to 4:30 p.m.

This SPD describes how the Plan works, what benefits it provides and how to obtain those
benefits. This SPD is only a summary of your benefits; full details of the Plan are included in the
legal documents that govern this Plan. The UAW Retirees of the Dana Corporation Health &
Welfare Trust and the Plan are governed by the Committee. The Committee is the legal Plan
Administrator. No one has the authority to speak for the Committee in explaining the eligibility
rules or benefits of the Plan, except the full Committee or the Fund Administrator to whom such
authority has been delegated. The Committee has the right to interpret the Plan, change or
eliminate benefits, or amend or terminate the Plan at any time.




Eligibility and Participation

This section describes the eligibility requirements for individuals eligible for the Retiree Flex Plan
under the UAW Retirees of the Dana Corporation Health & Welfare Trust.

Employee Eligibility

Retired Employee

You are eligible for coverage under the Retiree Flex Plan as a Retired Employee if you meet one
of the following two conditions:

1.

Or

Retired Auburn Hills Employee: You were an Employee (as defined by the Plan, refer to the
Glossary, page 31) hired before January 1, 2004 who terminated employment after

January 31, 2008 from the Auburn Hills, MI Dana facility with eligibility for Retired Employee
benefits under the Retiree Flex Plan, you retired directly from active service without a break
and you are:

e Age 65 or older with any amount of credited service; or

e Age 50 or older with 10 or more years of credited service with 70 or more combined years
of age and credited service.

Retired Elizabethtown Employee: You were an Employee (as defined by the Plan, refer to
the Glossary, page 31) hired before January 1, 2004 who terminated employment after
January 31, 2008 and before March 8, 2010, from the Elizabethtown, KY facility, you retired
directly from active service without a break and you are:

e Age 65 or older with any amount of credited service; or

e Age 50 or older with 10 or more years of credited service with 70 or more combined years
of age and credited service.




Disabled Employee

You are eligible for coverage under this Plan as a Disabled Employee if you are eligible for
Medicare due to age or disability and, upon cessation of your long-term disability benefits, you
immediately begin your retirement benefits and meet one of the following:

1.

Disabled Employee Eligibility: You were listed by Dana and the UAW as being on long-term
disability status as of January 31, 2008 and have been continuously disabled and eligible
since that date.

Disabled Employee Eligibility: You were an Employee (as defined by the Plan, refer to the
Glossary, page 31) who began a Continuous Period of Disability on or before January 31,
2008, but are no longer entitled to receive short-term disability benefits and:

e You were a full-time hourly Employee employed as of the date you became disabled at a
Dana facility located in Auburn Hills, Ml or Elizabethtown, KY;

e You meet the definition of disability because you are:
- Wholly and continuously disabled because of an lliness or Injury; and
- Under the care of a licensed Physician;

e During the first six months after short-term disability benefits end, you are completely
prevented by the disability from performing duties associated with any other position you
held immediately before the disability or any other position available at the same facility for
which you are reasonably qualified by education, training or experience;

e For periods thereafter, you are completely prevented by your disability from engaging in
any gainful occupation for which you are reasonably qualified by education, training or
experience and you cannot earn a living through any other means; and

e You are not regularly employed elsewhere.

If you are a disabled employee who retires directly from disability status, you will continue to be
covered under the Plan, subject to meeting all other eligibility requirements

Surviving Spouse Eligibility

If you die before using your entire Retiree Flex account balance, your Surviving Spouse may be
eligible to continue using your Retiree Flex account for reimbursement of Eligible Expenses if:

You were married to your Spouse on the date of your retirement or disability (for a Disabled
Employee) and on the date of your death; or

You were married to your Spouse on the date of your death and you would have been eligible
for coverage under the Plan as a Retired Employee if you had terminated employment at that
time.

For your Surviving Spouse to continue coverage, he or she must submit a complete and accurate
enrollment application to BeneSys no later than 30 days after the date of your death.
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Dependents

The Retiree Flex Plan allows you to request reimbursement of Eligible Expenses for yourself and
your eligible dependents. To request reimbursement of Eligible Expenses for dependents, the
individual must have been your dependent either at the time the services were provided or at the
time you paid the expenses. Your eligible dependents include the individuals described in this
section.

Eligible Spouses

Your Spouse’s Eligible Expenses may be reimbursed if you are a:

e Retired Employee and you were married to your Spouse as of the date of your retirement; or

e Disabled Employee and you were married your Spouse as of the date your Continuous Period
of Disability (entitling you to benefits) began.

Eligible Dependent Children

Your Dependent Child(ren)’s Eligible Expenses may be reimbursed if he or she is:
e Not married; and

e Under age 19 or age 25 if a full-time student.

As long as a Dependent Child is not married, coverage will continue until the last day of the
Calendar Year in which the Dependent Child reaches age 19. However, coverage for an
unmarried Dependent Child may be extended until the last day of the Calendar Year in which the
Dependent Child reaches age 25 if the Dependent Child:

e Is enrolled as a full-time student at an accredited high school, college, university or vocational
training school;

e Lives with you; and

e Can be claimed by you as a dependent for federal tax purposes.

In addition, coverage may be continued beyond the above age limits if the Dependent Child is
disabled and adequate annual proof of disability is provided.




Disabled Dependents

A Dependent Child may continue to receive benefits after the Dependent Child reaches the
maximum age (19 or 25 if a full-time student) if the Dependent Child is incapable of self-sustaining
employment because of physical or mental incapacity or disability developed before the
Dependent Child reaches age 19 (or 25 if a full-time student). Proof of incapacity or disability
acceptable to the Committee (or its designee) must be provided within 31 days of the date on
which the Dependent Child’s status as a dependent would otherwise end. In addition, proof of
continued incapacity or disability must be provided on an annual basis. Provided annual proof of
continued eligibility is provided and the Dependent Child otherwise meets the eligibility
requirements, coverage may continue until the Dependent Child dies or the Committee
determines that the child is no longer disabled or incapacitated.

Qualified Medical Child Support Orders

As required by federal law, the Plan recognizes Qualified Medical Child Support Orders
(QMCSOs). A QMCSO is a court order that recognizes the right of an alternate recipient
(Dependent Child) to receive Plan benefits. A QMCSO is usually issued in a divorce where an
individual is ordered by the court to continue to provide medical support for their child(ren); it may
also be in the form of a National Medical Support Notice (NMSN) issued by the Friend of the
Court. A QMCSO may not require the Plan to provide a type or form of benefit not otherwise
provided to eligible Dependent Children.

When BeneSys receives an order that may be a QMCSO, BeneSys or Trust legal counsel will
determine if it is a QMCSO. If the document is determined to be a QMCSO, the Trust will notify
the eligible Covered Person and the possible alternate recipient (or custodial parent or issuing
agency, as appropriate). If the document is determined not to be a QMCSO, the Trust will send a
letter describing the reason for that determination. Payment of benefits made by the Plan pursuant
to a QMCSO may be made to the alternate recipient’s custodial parent or legal guardian, and
notices and explanations of benefits relating to the alternate recipient will be sent to the custodian
parent or legal guardian. Plan coverage of a Dependent Child under a QMCSO will be provided
for as long as the child satisfies the definition of a Dependent Child for the applicable benefits, the
required monthly contributions are made to the Trust for the period of coverage indicated in the
QMCSO and the QMCSO remains in effect.

Enrolling for Coverage and When Coverage Begins

When you first become eligible for the Plan, you must complete an enroliment application for
yourself, including information relating to your Spouse and dependents, and file it with BeneSys.
For a:

e Retired or Disabled Employee, you must submit your application no later than the first day of
the month before the month your retirement begins; or

e A Surviving Spouse who becomes eligible for coverage because of the death of an Employee,
you must submit your application no later than 30 days after the date of the Employee’s death.




A Retired or Disabled Employee, but not a Surviving Spouse, may request reimbursement of
Eligible Expenses for a newly eligible Dependent Child. Written notice must be provided to
BeneSys with all required documentation (such as birth certificates, proof of guardianship,
adoption papers, marriage certificates, etc) within 30 days of becoming eligible. Coverage for new
dependents will not begin before the notice and the documentation are received, so it is to your
benefit to provide the notice and the documentation to BeneSys as quickly as possible.

Your coverage under this Plan begins on the first day after you notify BeneSys that you want to
enroll in the Plan within 30 days of when you are eligible.

Contact BeneSys with any questions about enrollment.

When Coverage Ends

Retired Employee, Disabled Employee or Surviving Spouse

As a Retired Employee, Disabled Employee or Surviving Spouse, you are no longer covered
under the Plan on the earliest of the:

e Date you no longer have a Retiree Flex account balance;
e Date of your death;

e Date the Plan terminates.

While coverage for a Surviving Spouse does not end if the Surviving Spouse remarries, the
Surviving Spouse cannot add any new dependents. The new spouse of a Surviving Spouse and
any newly acquired dependents are not eligible for Plan coverage.

Spouse

As a Spouse of a Retired or Disabled Employee, you are no longer covered under the Plan on the
earliest of the:

e Date there is no longer a balance in your Retiree Flex account;
e Date of your death;
e Date of your divorce or legal separation from a Retired or Disabled Employee; or

e Date the Plan terminates.
Dependent Children

A Dependent Child (a biological child, step child or legally adopted child, including a child placed
for adoption or legal guardianship) is no longer covered under the Plan on the earliest of the:

e Date there is no longer a balance in your Retiree Flex account;

e Date of the dependent’s death;

e Date on which the child no longer meets the Plan’s definition of a Dependent Child;
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e Date on which the Retired or Disabled Employee or Surviving Spouse with whom the
dependent is covered is no longer covered by the Plan; or

e Date the Plan terminates.




Your Retiree Flex Account

The Retiree Flex Plan provides you with benefit dollars from an individual Retiree Flex account
that you may use to help pay for retiree health coverage or other eligible medical expenses.

The initial amount in your Retiree Flex account was based on your accrued service at retirement.
No additional contributions are made to your account after your retirement or termination of
service. You may claim reimbursement for eligible medical expenses from your Retiree Flex
account until your account is exhausted. Once your Retiree Flex account is exhausted, no
additional claims will be reimbursed from this Plan.

After a claim is reimbursed, you will receive a statement that includes your account balance. If you
are not sure of your account balance, contact Benesys.

Retiree Flex Account Eligible Expenses

Eligible Expenses are those that would generally qualify for a tax deduction for medical and dental
expenses. These are explained in IRS Publication 502, Medical and Dental Expenses. Following
is a summary of some specific expenses eligible for reimbursement from your Retiree Flex
account, as listed in Publication 502:

e Acupuncture.

e Alcoholism inpatient treatment at a therapeutic center, including meals and lodging provided
by the center during treatment and transportation expenses to and from Alcoholics Anonymous
meetings in your community if the attendance is pursuant to medical advice that membership
in Alcoholics Anonymous is necessary for the treatment of a disease involving the alcoholism.

e Ambulance.

e Artificial limbs.

e Atrtificial teeth.

e Birth control pills prescribed by a doctor.

e Braille books and magazines for use by a visually impaired person, limited to the cost that is
more than the cost of regular printed editions.

e Breast pumps and supplies that assist lactation.
e Breast reconstruction surgery following a mastectomy for cancer.

e Capital expenses paid for special equipment installed in a home, or for improvements, if the
main purpose is medical care for you, your Spouse or your dependent. See IRS Publication
502 for more detailed information.

e Car improvements, such as special hand controls and other special equipment installed in a
car for the use of a person with a disability.

e Chiropractor medical care.




Christian Science Practitioner medical care.

Contact lenses needed for medical reasons, including the cost of equipment and materials
required for using contact lenses, such as saline solution and enzyme cleaner.

Crutches, including purchase or rental.
Dental treatment for the prevention and alleviation of dental disease.

e Preventive treatment includes services of a dental hygienist or dentist for procedures such
as teeth cleaning, application of sealants and fluoride treatments to prevent tooth decay.

e Treatment to alleviate dental disease include services of a dentist for procedures such as
X-rays, fillings, braces, extractions, dentures and other dental ailments.

Diagnostic devices used in diagnosing and treating illness and disease.

Disabled dependent care expenses. However, these expenses may qualify as medical
expenses and work-related expenses for a credit for dependent care; you cannot apply for a
credit if you are reimbursed for these costs as a medical expense.

Electronic body scans.

Eye or vision correction surgery to treat defective vision, such as laser eye surgery or radial
keratotomy.

Eyeglasses needed for medical reasons, including fees paid for eye examinations, such as
optometrist fees.

Fertility enhancement procedures to overcome an inability to have children, including:
e Procedures such as in vitro fertilization, temporary storage of eggs or sperm; and

e Surgery, including an operation to reverse prior surgery that prevented the person from
having children.

Guide dog or other service animal costs related to buying, training and maintaining a guide
dog or other service animal to assist a visually-impaired person, hearing-impaired person or a
person with other physical disabilities.

Health institute fees you pay for treatment if the treatment is prescribed by a physician and the
physician issues a statement that the treatment is necessary to alleviate a physical or mental
defect or illness of the individual receiving the treatment.

Health Maintenance Organization (HMQO) amounts to entitle you, your Spouse or a dependent
to receive medical care from the HMO.

Hearing aids and batteries to operate them.
Home care.

Hospital services when receiving inpatient care at a hospital or similar institution if the main
reason for being there is to receive medical care, this includes meals and lodging.

Insurance premiums for policies that cover medical care; certain restrictions apply (see IRS
Publication 502). These premiums may include:
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e Employer-sponsored health insurance plan premiums that are included in box 1 of your
Form W-2, Wage and Tax Statement.

e Medicare A premiums if you are not covered under Social Security (or were not a
government employee who paid Medicare tax) and you voluntarily enroll in Medicare A.

e Medicare B premiums.
e Prepaid insurance premiums, under specific circumstances.

Intellectually and developmentally disabled individual special home costs; certain restrictions
apply (see IRS Publication 502).

Laboratory fees.
Lactation expenses.

Lead-based paint removal costs to prevent a child who has or had lead poisoning from eating
the paint; certain restrictions apply (see IRS Publication 502).

Long-term care services and premiums for qualified long-term care insurance contracts;
certain restrictions apply (see IRS Publication 502).

Meals at a hospital or similar institution if a principal reason for being there is to get medical
care.

Medical conference expenses for admission and transportation to a medical conference if the
medical conference concerns the chronic iliness of yourself, your Spouse or your dependent;
certain restrictions apply (see IRS Publication 502).

Medical information plan expenses relating to a plan that keeps medical information in a
computer data bank and retrieves and furnishes the information upon request to an attending
physician.

Medical supplies, such as bandages.

Nursing home, home for the aged or similar institution expenses for yourself, your Spouse or
your dependents, including meals and lodging in the home if a principal reason for being there
is to get medical care.

Nursing services, such as giving medication or changing dressings, as well as bathing and
grooming the patient. These services can be provided in your home or another care facility.
Certain restrictions apply (see IRS Publication 502).

Physical examination (annual) and diagnostic tests by a physician. You do not have to be ill at
the time of the examination.

Pregnancy test kit.
Prescribed medicines and drugs.
Prosthesis.

Psychiatric care, including the cost of supporting a mentally ill dependent at a specially
equipped medical center where the dependent receives medical care.

Psychoanalysis.
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Psychologist medical care.

Special education, learning disabilities and tuition paid on a doctor’'s recommendation for a
child’s tutoring by a teacher who is specially trained and qualified to work with children who
have learning disabilities caused by mental or physical impairments, including nervous system
disorders. Certain restrictions apply (see IRS Publication 502).

Sterilization (a legally performed operation to make a person unable to have children).

Stop-smoking programs, not including drugs that do not require a prescription, such as
nicotine gum or patches, that are designed to help stop smoking.

Substance abuse inpatient’s treatment at a therapeutic center, including meals and lodging at
the center during treatment.

Surgery or operations that are legal and not for unnecessary cosmetic surgery.

Telephone special equipment that lets a hearing-impaired person communicate over a regular
telephone, including teletypewriter (TTY) and telecommunications device for the deaf (TDD)
equipment as well as the cost of repairing the equipment.

Television equipment that displays the audio part of television programs as subtitles for
hearing-impaired persons. This may be the cost of an adapter that attaches to a regular set. It
also may be the part of the cost of a specially equipped television that exceeds the cost of the
same model regular television set.

Therapy received as medical treatment.

Transplants when you are a donor or a possible donor of a kidney or other organ, including
transportation and expenses you pay for the medical care of a donor in connection with the
donating of an organ.

Transportation primarily for, and essential to, medical care; certain restrictions apply (see IRS
Publication 502).

Vasectomy.

Weight-loss programs to lose weight if it is a treatment for a specific disease diagnosed by a
physician (such as obesity, hypertension or heart disease). This may include membership fees
in a weight reduction group as well as fees for attendance at periodic meetings. In general, this
does not include diet food or beverages; however, some exceptions may apply. See IRS
Publication 502 for more detailed information.

Wheelchairs or autoettes used mainly for the relief of sickness or disability, and not just to
provide transportation to and from work. The cost of operating and maintaining the autoette or
wheelchair is also an Eligible Expense.

Wig costs purchased on the advice of a physician when hair is lost from disease.

X-rays for medical reasons.
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Expenses Not Eligible for Reimbursement

Following are some items that are not eligible for reimbursement:

Babysitting, childcare and nursing services for a normal, healthy baby, even if the expenses
enable you, your Spouse or your dependent to get medical or dental treatment. Also, any
expense allowed as a childcare credit cannot be treated as an expense paid for medical care.

Controlled substances that are in violation of federal law (even if legalized by state law).

Cosmetic surgery or procedures that are not necessary, including any procedure that is
directed at improving appearance and does not meaningfully promote the proper function of
the body or prevent or treat iliness or disease, such as face lifts, hair transplants, hair removal
(electrolysis), teeth whitening and liposuction. (Medical expenses for cosmetic surgery
necessary to improve a deformity arising from, or directly related to, a congenital abnormality,
a personal injury resulting from an accident or trauma, or a disfiguring disease may be
eligible).

Dancing lessons, swimming lessons, etc., even if recommended by a doctor or for
improvement of general health.

Diaper service or diapers (unless needed to relieve the effects of a particular disease).
Funeral expenses.

Future medical care (including medical insurance) to be provided substantially beyond the end
of the year (unless future care is purchased in connection with obtaining covered lifetime care
or long-term care.

Health club dues, amounts paid to improve one’s general health or relieve physical or mental
discomfort not related to a particular medical condition or membership costs for any club
organized for business, pleasure, recreation or other social purpose.

Household help costs, even if recommended by a doctor. (Certain expenses paid to a person
providing nursing-type services or certain maintenance or personal care services provided for
qualified long-term care may be reimbursable.)

lllegal operations, treatments or controlled substances, whether provided or prescribed by
licensed or unlicensed practitioners.

Insurance premiums, except as specifically provided otherwise as reimbursable.
Maternity clothes.

Medicines and drugs brought in (or ordered shipped) from another country, unless imported
legally. (A prescribed drug purchased or consumed in another country may be reimbursable if
the drug is legal in both the other country and the United States.)

Non-prescription drugs and medicines, except insulin (while prescription copayments are
eligible expenses, non-prescription, over-the-counter medications are not eligible for
reimbursement).
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Nutritional supplements, vitamins, herbal supplements, natural medicines, etc. unless
recommended and prescribed by a medical practitioner as treatment for a specific medical
condition diagnosed.

Personal use items ordinarily used for personal, living or family purposes unless it is primarily
to prevent or alleviate a physical or mental defect or iliness.

Veterinary fees.

Weight loss programs to improve appearance, general health or sense of well-being; this
includes diet food or beverages that substitute for what is normally consumed to satisfy
nutritional needs. (Weight loss treatment for a specific disease diagnosed by a physician, such
as obesity, hypertension, or heart disease, may be reimbursable).

Expenses reimbursable from other sources. You cannot be reimbursed for amounts that are
reimbursable from other sources, such as:

e Amounts that are fully reimbursed by a flexible spending account if you contribute a part of
your income on a pre-tax basis to pay for the qualified benefit;

e Any payment or distribution for medical expenses out of a health savings account
(contributions to health savings accounts may be deducted separately);

e Expenses paid for with a tax-free distribution from an Archer Medical Spending Account
(MSA) to which you contribute; and

e Amounts paid for health insurance used to figure any Health Coverage Tax Credit.
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Claims and Appeals

Eligibility Claims and Appeals

BeneSys makes initial determinations regarding the eligibility, continued eligibility and termination
of eligibility. If BeneSys determines that you or a covered dependent are not eligible, you will
receive written notice of the determination within 10 days. The notice will include:

e The specific reason or reasons for the denial;
e Specific references to pertinent Plan provisions on which the denial is based; and

e Information on any new or additional evidence considered, relied on or generated by the
review process.

If you disagree with an eligibility determination, you or your authorized representative may appeal
in writing to the Committee within 180 days after you receive notification of the determination.

The Committee’s decision on appeal is final; there are no further appeals for the Committee’s (or
the designated subcommittee’s) decision.

Benefit Claims and Appeals

You are responsible for submitting Claims for reimbursement for Eligible Expenses. Payment is
made directly to you and you are responsible for paying your provider.

Filing a Claim
When you need to file a Claim, contact BeneSys for the appropriate form.

If the Eligible Expense is covered under another plan and the benefit is subject to coordination of
benefits, you may need to submit a copy of the other plan’s Explanation of Benefits with your
Claim. You can do this either when the Claim is initially submitted or as soon as possible
afterward.

Time Limit for Filing a Claim

You must file your Claim within six months after the date of service or treatment or receipt of
supplies. Your Claim will not be invalidated or reduced if it is not reasonably possible to provide
written proof of the Claim within this period. However, no Claim is eligible for payment if it is filed
more than 12 months from the date the Claim was incurred.
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Claim Determinations

You will be notified of a decision within a reasonable period, but not later than 30 days after
receipt of the Claim.

The 30-day period may be extended for an additional 15 days due to circumstances beyond the
Plan’s control. If an extension is necessary, you will be notified before the end of the initial 30-day
period of the circumstances requiring the extension and the date by which a decision is expected.

Appeal Procedures

If your Claim is denied, in whole or in part, you will be provided with a written or electronic
notification, which will include all legally required information.

You, or your authorized representative, have the right to appeal an adverse benefit determination.
You must file any appeal within 180 days after you received notice of a denial on your Claim. To
file an appeal, you can call BeneSys for information on filing an appeal, or you can submit an
appeal in writing to:

BeneSys
P.O. Box 1708 Troy
Michigan 48099-1708

There are many protections for you in the Plan’s appeal procedure. The appeal procedure:

e Provides you or your authorized representative the opportunity to submit written comments,
documents, records and other information relating to your Claim.

e Allows you or your authorized representative to be given, upon request and free of charge,
reasonable access to or copies of all documents, records and other information relevant to
your Claim.

e Requires that all relevant comments, documents, records and other information submitted in
the appeal, regardless of whether such information was submitted or considered in the initial
benefit determination, be taken into account.

e Gives you 180 days following receipt of a notification of an adverse benefit determination to
appeal the initial adverse determination and 180 days following receipt of the first appeal
determination to request a final appeal.

e Requires that no deference will be given to the initial adverse benefit determination and
requires that the review on appeal will be conducted by an appropriate named fiduciary of the
Plan who is neither the individual who made the initial adverse benefit determination nor the
subordinate of such individual.
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e Requires that, in deciding an appeal of any adverse benefit determination that is based in
whole or in part on a medical judgment (for example, a determination with regard to whether a
particular treatment, drug or other item is Experimental, Investigational or not Medically
Necessary or appropriate), the person(s) deciding the appeal consult with a health care
professional who has appropriate training and experience in the field of medicine involved in
the medical judgment.

¢ |dentifies any medical or vocational experts whom the Plan consulted in connection with the
denial of your Claim (even if their advice was not relied upon in denying the Claim), and
requires that they not have been consulted in connection with the initial Claim denial.

Appeal Determinations

You will be notified of the decision within a reasonable time, but no later than 30 days after receipt
of your appeal.

Final Committee Appeal

If your Claim is denied on appeal, in whole or in part, you or your authorized representative may
submit a final appeal, in writing, to the Committee within 180 days after you receive notification of
the denial. The final written appeal should be directed to the Fund Administrator at:

BeneSys, Inc. (Appeals)
P.O. Box 1708

Troy, Michigan 48099-1708
Fax: (248) 813-9898

The Committee (or a subcommittee of Committee members) will process and decide the appeal
and notify you or your authorized representative of the decision in writing in accordance with the
requirements of all applicable and effective laws and regulations. The Committee’s decision is the
final level of appeal under the Plan and there are no further appeals from the Committee’s (or the
designated subcommittee’s) decision.

Physical Examination

The Plan has the right to have you examined, at the Plan’s expense, for evaluation and
verification of an illness or injury as often as required while a Claim for benefits is pending.

Plan’s Right to Recover Overpayments or Improper Payments

The Plan has the right to recover payments made that exceed the maximum amount required
under the Plan. You may be asked to reimburse the Plan for any Plan benefit payment that is later
determined to be in excess of the amount required to be paid by the terms of the Plan. In addition,
the Plan may reduce future benefits to recover these amounts. The Plan’s right of recovery
applies against any person to whom, for whom or with respect to whom such payments were
made, or against any insurance companies or other organizations, which according to these
provisions, provide benefits for the same Allowable Expense under any other plan.
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If you make a material misrepresentation on your application for coverage, the Plan has the right
to rescind (retroactively terminate) coverage. A material misrepresentation is an untrue statement
that leads the Plan to cover the person or to cover a medical condition of the person when it would
not have done so if it had known the truth. For example, if it is determined that an individual has
enrolled an ineligible dependent in the Plan, that would constitute an intentional misrepresentation
of a material fact and could result in a retroactive termination of that ineligible dependent’s
coverage. Rescinding coverage means the Plan can cancel coverage effective on the date
coverage was granted in reliance on the material misrepresentation. The Plan will provide at least
30 days advance written notice to each participant who would be affected before coverage is
rescinded. A retroactive termination is not a rescission to the extent it is attributable to a failure to
timely pay required premiums or contributions for the cost of coverage. The Plan will refund all
contributions paid for any coverage rescinded; however, Claims paid will be offset from this
amount. The Plan reserves the right to recover from the Covered Person or provider the amount
paid on Claims incurred during the period for which coverage is rescinded.

Claims Administrator and Committee Discretion

The Claims Administrator has the sole and exclusive authority and discretion to interpret and to
apply the rules of the Plan and the Committee has sole and exclusive authority and discretion to
interpret and apply the rules of the Trust and other rules and regulations of the Trust. Under the
law, this authority means that the Claims Administrator’'s and/or Committee’s decision, or that of
their designee, will be upheld unless the court finds that it was arbitrary and capricious. No action
at law or equity may be brought for benefits until all appeal rights have been fully exhausted.
Under the terms of the Plan, any lawsuit brought against the Trust, the Committee, any of the
Committee members individually, or any agent of any of these under or relating to the Plan,
including the Fund Administrator and Claims Administrators, is barred unless the complaint is filed
within three years after the right of action accrues, unless a shorter period is established by
applicable statute, regulation or case law. You should seek legal advice with respect to these
requirements.
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Notice of Trust’s Privacy Practices

This section describes how health information about you may be used and disclosed and how you
can get access to this information. Please review it carefully and contact the Plan’s Privacy Officer
if you have any questions.

The Plan is required by the federal Health Insurance Portability and Accountability Act (HIPAA) of
1996 to make sure that health information that identifies you is kept private to the extent required
by law. This notice gives you information regarding the uses and disclosures of health information
that may be made by the Plan and your rights and the Plan’s legal duties with respect to such
information. This notice and its contents are intended to conform to the requirements of HIPAA.
Please be advised, carriers associated with this Plan may issue separate Notices regarding
disclosure of health information that they maintain on the Plan’s behalf.

The Plan Privacy Officer can be contacted at:

UAW Retirees of the Dana Corporation Health & Welfare Trust
P.O. Box 1708
Troy, Michigan 48099-1708

How the Plan May Use and Disclose Health Information

The following categories describe different ways that the Plan uses and discloses health
information. Not every use or disclosure in a category will be listed. However, all of the ways
permitted to use and disclose information will fall within one of the categories.

e For Payment. The Plan may use and disclose health information to determine eligibility for
Plan benefits, facilitate payment for the treatment and services received from health care
providers, determine benefit responsibility under the Plan or coordinate Plan coverage. For
example, the Plan may tell a health care provider about eligibility for benefits to confirm
whether payment will be made for a particular service. The Plan may also share health
information with a utilization review or pre-certification service provider. Likewise, the Plan may
share health information with another entity to assist with the coordination of benefit payments.

e For Health Care Operations. The Plan may use and disclose health information for Plan
operations. These uses and disclosures are necessary to run the Plan. For example, the Plan
may use health information in connection with:

e Conducting quality assessment and improvement activities;
e Underwriting, premium rating and other activities relating to Plan coverage;
e Reviewing and responding to appeals;

e Conducting or arranging for medical review, legal services, audit services and fraud and
abuse detection programs; and

e General Plan administrative activities.
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To Inform You of Treatment Alternatives or Other Health Related Benefits. The Plan may
use health information to identify if you may benefit from communications from the Plan
regarding:

e Available provider networks or available Plan products or services;
e Your treatment;
e (Case management or care coordination; or

e Recommended alternative treatments, therapies, health care providers or settings of care.
For instance, the Plan may forward a communication to a participant who is a smoker
regarding an effective smoking-cessation program.

Use by the Trust Committee. The Committee may use health information for plan
administration functions, including but not limited to reviewing appeals; however, every effort is
made to minimize the disclosure of personal medical information. Summary health information
may be used for soliciting premium bids from health insurers or for consideration in decisions
whether to modify, amend or terminate the Plan. The Committee also may have access to
information on whether you are participating in the Trust.

When Legally Required. The Plan will disclose health information when it is required to do so
by any federal, state or local law.

For Public Health Activities. The Plan may disclose health information for public health
activities such as the reporting of vital events, such as birth or death or the tracking of products
regulated by the Food and Drug Administration.

To Conduct Health Oversight Activities. The Plan may disclose health information to a
health oversight agency for authorized activities including audits, civil administrative or criminal
investigations, inspections, licensure or disciplinary action. However, we may not disclose
health information if you are the subject of an investigation and the investigation does not arise
out of or is not directly related to your receipt of health care or public benefits.

In Connection with Judicial and Administrative Proceedings. As permitted or required by
state law, the Plan may disclose health information in the course of any judicial or
administrative proceeding in response to an order of a court or administrative tribunal as
expressly authorized by such order or in response to a subpoena, discovery request or other
lawful process, but only when the Plan receives satisfactory assurance from the party seeking
the information that reasonable efforts have been made to notify you of the request or, if such
assurance is not forthcoming, if the Plan has made a reasonable effort to notify you about the
request or to obtain an order protecting your health information.

For Law Enforcement Purposes. As permitted or required by state law, the Plan may
disclose health information to a law enforcement official for certain law enforcement purposes,
including, in an emergency, to report a crime.

To Coroners, Medical Examiners and Funeral Directors. The Plan may release health
information to coroners or medical examiners for duties authorized by law or to funeral
directors consistent with applicable law.

Organ and Tissue Donation. If you are an organ donor, the Plan may release health
information to organizations that handle organ procurement or transplantation.
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In the Event of a Serious Threat to Health or Safety. The Plan may disclose health
information if necessary to prevent or lessen a serious and imminent threat to your health or
safety or to the health and safety of the public or another person.

For Specified Government Functions. In certain circumstances, federal regulations may
require the Plan to use or disclose health information to facilitate specified government
functions related to the military and veterans, national security and intelligence activities,
protective services for the president and others and correctional institutions and inmates.

For Workers’ Compensation. The Plan may release health information to the extent
necessary to comply with laws related to workers’ compensation or similar programs.

For Other Purposes. Other uses and disclosures of health information not covered by this
Notice or the laws that apply to the Plan will be made only if you provide a written
authorization. If you provide the Plan with written authorization to use or disclose your health
information, you may revoke that permission, in writing, at any time. If you revoke your
permission, the Plan will no longer use or disclose health information about you for the
reasons covered by your written authorization. You understand that we are unable to take
back any disclosures that the Plan has already made with your permission. The Plan may use
or disclose your health information for other purposes not set forth in this Notice when the Plan
is permitted to do so without your written authorization or consent.

Your Rights Regarding the Privacy of Personal Health Information

Any of the rights described below that you may exercise may also be exercised by your personal
representative. The Plan will require an appointment of the representative that you have signed.
You have the following rights:

The right to request restrictions or limitations on the health information the Plan uses
or discloses about you for treatment, payment or health care operations. However, the
Plan is not required to agree to your request. To request restrictions, you must make your
request in writing to the Plan’s Privacy Officer. In your request, you must state:

e What information you want to limit;
e If you want to limit the Plan’s use, disclosure or both; and
e To whom the limits apply.

The right to request to receive confidential communication of your health information
by an alternative means or at an alternative location if a disclosure of your health
information could endanger you. The request must be made in writing to the Plan’s Privacy
Officer and must specify the alternative location or other method of communication that you
prefer (for example, using an alternate address). Your request must include a statement that
the restriction is necessary to prevent a disclosure that could endanger you. The Plan does not
refuse to accommodate such a request unless the request imposes an unreasonable
administrative burden. If the request is granted, the documentation of your request will be
placed in your record.
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The right to access documents regarding your eligibility, payment of Claims, appeals or
other similar documents for inspection and/or copying. Your request for access to
documents with your health information must be in writing to the Plan’s Privacy Officer. When
a request for access is accepted (in whole or in part), you will be notified of the decisions and
you may then inspect the health information, copy it, or both, in the form or format requested at
a time and place that is mutually convenient. If you would like, you may receive a summary of
the requested health information instead of your entire record, for a reasonable fee. You may
also receive a copy of your health information by mail if you prefer. (The Plan charges a
reasonable, cost-based fee for copying, including labor and supplies, for instance, paper,
computer disks and for postage if you request that the information be mailed. No fee is
charged for retrieving or handling the health information or for processing your request for
access.) When a request for access is denied in part, the Plan will grant access to the health
information for which there is no grounds to deny access. The Plan will also inform you why
your request for access was denied, how to appeal the denial (if the denial is reviewable) and
how to file complaints with us and/or the U.S. Department of Health and Human Services. If
you request a review and the denial is reviewable, the Plan will designate a licensed health
care professional, not involved in the original denial decision, to serve as a reviewing official,
and you will be notified in writing of the reviewing official’s determination.

The right to request that your health information be amended if it is inaccurate or
incomplete. You may request that your health information be amended. That request must be
in writing to the Plan’s Privacy Officer and include a reason why your health information should
be amended. If you do not include a reason, the Plan will not act on the request. When a
request for amendment is accepted (in whole or in part), the Plan will inform you that your
request for amendment has been accepted. The Plan will request from you permission to
contact other individuals or health care entities that you identify that need to be informed of the
amendment(s), and the Plan will inform them and other entities with whom the Plan does
business who may rely on the disputed health information to your detriment. The Plan will
identify the record(s) that are the subject of the amendment request and will append the
amendment to the record. When a request for amendment is denied, you will be notified why
the request was denied (e.g., the information requested was not created by the Plan, is
accurate and complete, is not part of the record or may not legally be changed, such as
information compiled in anticipation of a civil, criminal or administrative proceeding), how to file
a statement of disagreement or a request that the Plan provide the request for amendment
and the denial in any future release of the disputed health information and how to file a
complaint with us or the U.S. Department of Health and Human Services. If you choose to
write a statement of disagreement with the denial decision, the Plan may write a rebuttal
statement and will provide a copy to you, and the Plan will include the request for amendment,
denial letter, statement of disagreement and rebuttal (if any), with any future disclosures of the
disputed health information. If you do not choose to write a statement of disagreement with the
denial decision, the Plan is not required to include the request for amendment and denial
decision letter with future disclosures of the disputed health information unless you request the
Plan do so. When the Plan is notified that your health information has been amended, it will
ensure that the amendment is appended to your records, and will inform entities with whom it
does business that may use or rely on your health information of the amendment and require
them to make the necessary corrections.
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e The right to obtain an accounting of disclosures of your health information. You have
the right to request the Plan to provide you with an accounting of its disclosure of your health
information. The right to an accounting extends to disclosures, other than disclosures made:

e For treatment, payment or health care operations, including those made to business
associates;

To individuals about their own health information;

Incident to an otherwise permitted use or disclosure;

Pursuant to an authorization;

To persons involved in the patient’s care or other notification purposes;
As part of a limited data set;

For national security or intelligence purposes;

To correctional institutions or law enforcement officials; and

Those made before April 14, 2003.

To request an accounting of disclosures, you must submit your request in writing to the
Plan’s Privacy Officer. Your request must specify a period, which may not be longer than
six years. You may request and receive an accounting of disclosures once during any 12-
month period for no charge. If you request more than one accounting within the same 12-
month period, a reasonable, cost-based fee may be charged. The Trust will notify you of
the cost involved and you may choose to withdraw or modify your request at that time
before any costs are incurred.

e The right to receive a paper copy of this Notice and any revisions to this Notice. You may
request a copy of this Notice in writing to the Plan’s Privacy Officer at any time. Even if you have
agreed to receive this Notice electronically, you are still entitled to a paper copy of this Notice.

Legal Effect of this Notice

The Plan is required by law to maintain the privacy of your health information as set forth in this Notice
and to provide to you this Notice of its duties and privacy practices. The Plan is required to abide by
the terms of this Notice, which may be amended from time to time. The Plan reserves the right to
change the terms of this Notice and to make the new Notice provisions effective for all health
information the Plan has about you as well as any information the Plan receives in the future. If the
Plan changes its policies and procedures, it will revise the Notice and will provide a copy of the
revised Notice to you within 60 days of the change. You have the right to express complaints to the
Plan and to the Secretary of the Department of Health and Human Services (HHS) if you believe that
your privacy rights have been violated. Any complaints to the Plan should be made in writing to the
Plan’s Privacy Officer. The Plan encourages you to express any concerns you may have regarding
the privacy of your information. You will not be retaliated against in any way for filing a complaint.
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Plan Privacy Officer
For questions about this Notice, to exercise your privacy rights or to file a complaint, contact:

Steve Kokotovich, Plan Privacy Officer

UAW Retirees of the Dana Corporation Health & Welfare Trust
P.O. Box 1708

Troy, Michigan 48099-1708

24



Subrogation and Reimbursement

Any reference in this section to “you” also includes your covered dependent or you or your
dependent’s assignee or representative.

If the Plan pays benefits for any illness, injury, expense or loss caused by a third party, the Plan is
subrogated (acting as a substitute) to all rights you may have against any person, firm,
corporation or other entity for any Claim related to the illness, injury, expense or loss, including
any occupationally related Claim or cause of action covered by the any state or federal act, for the
full amount of benefits paid by the Plan. All recoveries you receive from a third party (whether by
lawsuit, settlement or otherwise) must be used to reimburse the Plan for benefits paid.

By accepting benefits provided by this Plan, you agree to reimburse the Plan for any benefits you
may receive from a third party due to a judgment, settlement or otherwise, regardless of any offset
for expenses, including legal fees, that you may owe, and before you pay any other individual,
organization or entity out of that full or partial recovery. In other words, this Plan has first priority
with respect to its rights under this subrogation rule. Any money you recover will be considered to
be held in a constructive trust for the benefit of the Plan, regardless of who actually holds the
money. You may not take any action that would prejudice the Plan’s rights, and you are required
to take any action, provide any information and assistance and sign any papers required by the
Plan for the Plan to be able to enforce its subrogation rights. The Plan (and/or any of the Plan’s
designees) is not responsible for attorney’s fees or costs you may incur or pay unless the Plan
agrees in writing to pay these fees or costs in full or in part. If for any reason any of the Plan’s
subrogation rights are compromised or diminished in any way, the Plan may treat the benefit
amounts you received as a debt you have to the Plan and the Plan may pursue recovery of that
amount from you and/or reduce or eliminate any future benefits that may be payable on your
behalf until this debt is paid.

Before the Plan’s payment of benefits for any illness, injury, expense or loss caused by a third
party, you may be asked to sign a written assignment to the Plan of your rights, Claims, interests
or causes of action up to the full amount of Plan benefits. In addition, you may be asked to
authorize the Plan, at the Plan’s expense, to sue, compromise or settle, in your name or
otherwise, all rights, Claims, interests or causes of action to the full extent of the benefits paid and
to do nothing to prejudice the Plan’s subrogation rights. You may be asked to assure the Plan that
you have not discharged or released any rights, Claims, interests or causes of action. However,
the Plan’s failure to request or obtain any such document before payment of benefits does not in
any way diminish the Plan’s subrogation and reimbursement rights.

You are expected to assist or cooperate with the Plan, including, if requested, by bringing legal
proceedings against any appropriate persons, firms corporations or other entities. The Plan may
withhold benefits if you do not assist or cooperate.
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Plan Administrative Information

This section contains important information about the Plan that is described in this SPD. In this
section you will find information about the Plan and your legal rights.

Trust Name

UAW Retirees of the Dana Corporation Health and Welfare Trust

Plan Name

UAW Retirees of the Dana Corporation Health and Welfare Trust. The benefits described in this
SPD are the Retiree Flex Plan.

Plan Sponsor and Plan Administrator

The Plan is sponsored and administered by the Committee. The Committee has seven members,
four of whom are independent members and three of whom are appointed by the UAW. The
Committee manages the Trust, designs and administers the benefit Plan and serves as the legal
Plan Administrator and named Plan fiduciary under the Employee Retirement Income Security Act
(ERISA) of 1974, as amended. However, the Committee has delegated administrative
responsibility to BeneSys, as the Fund Administrator.

Fund Administrator

The Committee hired BeneSys, Inc. as the Fund Administrator. BeneSys handles general Plan
administration, including eligibility, recordkeeping, participant contributions and inquiries. To
contact BeneSys:

BeneSys
P.O. Box 1708
Troy, Michigan 48099-1708

(248) 641-4903 or (866) 626-2070
Fax: (248) 813-9898

Plan Sponsor Employer Identification Number (EIN)
26-1851652

Plan Number

004

Plan Year

The Plan Year is January 1 and ending December 31.
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Plan Type

This Plan is a welfare plan providing reimbursement for eligible medical and prescription drug
expenses eligible participants.

Plan Funding

Your Retiree Flex Plan benefits are funded solely from your Retiree Flex account; see the Your
Retiree Flex Account section on page 9.

Agents for Service of Legal Process
If legal disputes involving the Plan arise, any legal documents may be served on:

Andrew Nickelhoff, Esq. or Patricia J. Tarini, Esq.
Sachs Waldman, P.C.

1000 Farmer St.

Detroit, Michigan 48226.

Legal process also may be served on the Fund Administrator or on any Committee member at
BeneSys.

Legal Actions

No action at law or equity may be brought for benefits until all appeal rights have been fully
exhausted. Under Plan terms, any lawsuit brought against the Trust, Committee, any of the
Committee members individually or any agent of any of these under or relating to the Plan,
including the Fund Administrator and Claims Administrators, is barred unless the complaint is filed
within three years after the right of action accrues, unless a shorter period is established by
applicable statute, regulation or case law.

Plan Documents

This Summary Plan Description (SPD) is as accurate and up to date as possible. However, this
SPD is only a summary of your benefits; full details of the Plan are included in the legal
documents that govern the Plan.

In the case of any uncertainty regarding the meaning or intent of any section in the Plan, the
interpretation of the Plan Administrator or the Plan Administrator’s designee will be final.

Plan Interpretation

Only the full Committee is authorized to interpret the Plan and decide eligibility for the benefits
described in this booklet. The Committee’s interpretation is final and binding on all persons
dealing with the Trust or claiming a benefit from the Trust. If a decision of the Committee is
challenged in court, that decision will be upheld, under current law, unless it is determined by the
court to have been arbitrary and capricious. No agent, representative, officer or other person from
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Dana Corporation or the UAW has the authority to speak for the Committee or to act contrary to
the written terms of the governing Plan Documents.

Plan Changes

The Committee may change the eligibility rules and/or benefit provisions of the Plan at any time.
The benefits provided by the Trust are limited to the assets of the Trust that are available to pay
benefits. No Employee, Retired Employee, Disabled Employee, Surviving Spouse or any other
Covered Person has any vested rights to any benefit provided under the Plan, now or at any time
in the future. The right to change or eliminate any and all aspects of benefits under the Plan is a
right specifically reserved to the Committee.

Plan Discontinuation or Termination

The Trust and the Plan may be discontinued or terminated under certain circumstances, for
example if there are insufficient assets in the Trust to continue payment of benefits or
administration of the Plan. In this event, benefits for covered expenses incurred on or before the
termination date will be paid as long as the Trust’s assets are more than the its liabilities. Full
benefits may not be paid if the Trust’s liabilities are more than its assets, and benefit payments will
be limited to the funds available. The Committee will not be liable for the adequacy or inadequacy
of funds. If the Trust is terminated by action of the Committee, any assets remaining after
payment of Trust liabilities will be used for purposes determined by the Committee according to
the Trust Agreement.
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Your ERISA Rights

As a participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act (ERISA) of 1974, as amended. ERISA provides that you are
entitled to the rights described in this section.

Receive Information about Plan and Benefits

You have the right to:

e Examine, without charge, at the Plan Administrator’s office and at other specified locations, all
documents governing the Plan. These include insurance contracts, collective bargaining
agreements and a copy of the latest annual report (Form 5500 series) filed by the Plan with the
U.S. Department of Labor and available at the Public Disclosure Room of the Employee
Benefits Security Administration (EBSA).

e Obtain, upon written request to the Plan Administrator’s office, copies of documents governing
the operation of the Plan. These include insurance contracts, collective bargaining agreements
and copies of the latest annual report (Form 5500 series) and updated Summary Plan
Description. A reasonable charge may be required for the copies.

e Receive a summary of the Plans’ annual financial report (summary annual report), which is
required by law to be provided to each participant.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the Plan. The people who operate the Plan, called Plan
fiduciaries, have a duty to do so prudently and in the interest of you and other Plan participants
and beneficiaries. No one, including an employer, union or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or
exercising your rights under ERISA.

Enforce Your Rights

If your Claim for a benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision (without charge) and to
appeal any denial, all within certain time schedules. However, you may not begin any legal action,
including proceedings before administrative agencies, until you have followed and exhausted the
Plan’s Claim and appeal procedures.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you
request a copy of the Plan Documents or the latest annual report from the Plan and do not receive
them within 30 days, you may file suit in a federal court. In such a case, the court may require the
Plan Administrator to provide the materials and pay you up to $110 a day until you receive the
materials, unless the materials were not sent because of reasons beyond the Plan Administrator’'s
control.
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If you have a Claim that is denied or ignored, in whole or in part, you may file suit in a state or
federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the
qualified status of a medical child support order, you may file suit in federal court. If you believe
that Plan fiduciaries have misused the Plan’s money, or if you believe that you have been
discriminated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a federal court. The court will decide who should pay
court costs and legal fees. If you are successful, the court may order the person you have sued to
pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for
example, if it finds your Claim is frivolous.

Assistance with Questions

If you have any questions about the Plan, you should contact the Plan Administrator. If you have
any questions about this statement or about your rights under ERISA, or if you need assistance in
obtaining documents from the Administrator, you should contact the nearest office of the
Employee Benefits Security Administration (EBSA) or the national office at:

Division of Technical Assistance and Inquiries
Employee Benefits Security Administration
U.S. Department of Labor

200 Constitution Avenue NW

Washington, DC 20210

(866) 444-3272

For more information about your rights and responsibilities under ERISA or for a list of EBSA
offices, contact the EBSA by visiting their website at www.dol.gov/ebsa.
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Glossary

Calendar Year

The period from January 1 through December 31 of the same year.

Claim

A request for reimbursement of Eligible Expenses.

Claims Administrator

The Claims Administrator is BeneSys.

Committee

A committee that sponsors and administers the Plan.

Continuous Period of Disability

Any two or more periods of disability caused by the same or related illness or injury that are not
separated by more than three months.

Covered Person

You or your eligible dependent if you meet the Plan’s eligibility requirements for coverage, satisfy
any applicable waiting period and properly enrolled in the Plan.

Dependent Child

Any biological child, step child or legally adopted child, including a child placed for adoption or
legal guardianship, dependent on an Employee or Retired Employee for support.

Eligible Expense

Expenses eligible for reimbursement from a flexible spending account, as defined by the Internal
Revenue Service Code Section 213d.

Employee

You are considered an Employee if you were:
e An active employee of Dana Corporation on or before January 31, 2008;

e Covered by a collective bargaining agreement and/or plant closing agreement between Dana
and UAW as of the date that you retired; and

31



e Employed as of the date you terminated employment with Dana at the Dana facility located in
either Auburn Hills, Ml or Elizabethtown, KY.

Experimental or Investigational

Any treatments, procedures, devices, drugs or medicines that:

e Cannot be lawfully marketed without approval of the U.S. Food and Drug Administration and
approval for marketing has not been given at the time the device, drug or medicine is
furnished;

e Reliable evidence shows is the subject of ongoing phase |, Il or Il clinical trial(s) or under
study to determine its maximum tolerated dose, toxicity, safety, efficacy or efficacy as
compared with the standard means of treatment or diagnosis;

e Are educational or provided primarily for research;
e Relate to transplants of non-human organs, tissues or cells; or

e Reliable evidence shows that the consensus of opinion among experts is that further studies or
clinical trials are necessary to determine its maximum tolerated dose, toxicity, safety, efficacy
or efficacy as compared with standard means of treatment or diagnosis.

Reliable evidence means only published reports and articles in the authoritative medical and
scientific literature, the written protocol or protocols used by the treating facility or the protocol(s)
of another facility studying substantially the same treatment, procedure, device, drug or medicine
or the written informed consent used by the treating facility or by another facility studying
substantially the same treatment, procedure, device, drug or medicine.

Fund Administrator

BeneSys, Inc.

P.O. Box 1708

Troy, Michigan 48099-1708

(248) 641-4903 or (866) 626-2070
Fax: (248) 813-9898

Medically Necessary

A service, treatment, procedure, equipment, drug, device or supply provided by a hospital,
physician or other health care provider required to diagnose or treat an iliness or injury and that is,
as determined by the Claims Administrator and/or Plan Administrator:

e Consistent with the symptoms or diagnosis and treatment of the illness or injury;
e Appropriate under the standards of acceptable medical practice to treat that illness or injury;

e Not solely for the convenience of the patient, physician, hospital or other health care provider;
and
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e The most appropriate service, treatment, procedure, equipment, drug, device or supply that
can be safely provided and that accomplishes the desired end result in the most economical
manner.

The fact that a provider may prescribe, order, recommend or approve a treatment, service or
supply does not, of itself, make that treatment, service or supply Medically Necessary.

Medicare
The program for health benefits under Title XVIII of the Social Security Act, as amended.
Spouse

The person to whom you are legally married as of the date you become eligible to receive benefits
as a Retired Employee or Disabled Employee on or before January 31, 2008.

Surviving Spouse

The surviving Spouse of a deceased Employee or Retired Employee that meets the Plan’s
eligibility requirements for coverage.

Trust

The UAW Retirees of the Dana Corporation Health & Welfare Trust.

Important Notice

The Committee has all powers necessary to administer and enforce Plan provisions. The
Committee’s decisions are final as to all questions arising in the administration, interpretation and
application of the Plan. Any interpretation, determination, rule, regulation or similar action or
decision issued by the Committee, or any person acting at the Committee’s direction, will be
conclusive and binding on all persons, except as otherwise provided, and any such determination,
rule, regulation or similar decision may not be set aside unless it is determined by a court of
competent jurisdiction that the Committee acted in an arbitrary and capricious manner. Plan
benefits are paid only if the Committee or its designee decides, in its discretion, that the applicant
is entitled to them.
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