
 

 

 
 

                            

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

2 Years 

50% 

$24,000 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 
Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
    18-30        4.40          6.80           28.20           39.40 
       31        4.70          7.20           29.50           40.80 
       32        4.70          7.20           30.90           42.60 
       33        4.70          7.30           31.20           43.00 
       34        5.10          7.70           32.50           44.50 
       35        5.20          7.80           33.30           45.30 
       36        5.40          8.00           34.20           46.50 
       37        5.40          8.40           35.00           47.90 
       38        6.20          9.10           36.80           49.90 
       39        6.30          9.20           38.00           51.20 
       40        6.30          9.40           38.40           51.80 
       41        6.60          9.70           39.20           53.00 
       42        7.20         10.50           41.80           56.30 
       43        7.60         11.10           42.90           57.90 
       44        7.80         11.40           44.20           59.30 
       45        7.90         11.70           45.10           60.50 
       46        8.70         12.60           47.30           63.40 
       47        9.00         13.20           48.40           65.30 
       48        9.20         13.60           49.10           66.70 
       49       10.00         14.80           51.30           70.00 
       50       10.80         15.90           53.20           72.60 
       51       11.20         16.70           54.80           75.40 
       52       11.80         17.60           56.40           77.80 
       53       12.30         18.60           58.70           81.00 
       54       13.10         19.80           60.60           83.70 
       55       13.90         20.90           63.30           86.80 
       56       14.90         22.30           66.10           90.50 
       57       16.00         23.80           69.10           94.70 
       58       17.40         25.70           73.20           99.50 
       59       18.60         27.50           76.50          104.10 
 

  



 

 

 
 

                            

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

2 Years 

50% 

$24,000 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 

Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
       60       20.30         29.70           80.80          109.80 
       61       21.90         31.80           86.80          117.10 
       62       24.20         34.80           93.00          124.80 
       63       26.90         38.10          100.10          133.20 
       64       29.10         40.90          106.90          141.00 
       65       33.50         46.10          120.20          156.30 
       66       36.90         49.90          129.70          166.40 
       67       41.50         55.10          142.00          180.20 
       68       45.90         60.10          153.00          192.30 
       69       50.60         65.50          166.00          206.50 
       70       56.40         71.70          178.80          220.20 
       71       62.50         78.60          195.70          238.70 
       72       69.40         86.10          212.90          257.10 
       73       77.30         95.00          232.00          278.30 
       74       85.40        103.80          250.80          298.40 
       75      102.80        123.90          296.50          349.90 
       76      113.00        134.80          322.20          377.10 
       77      124.30        146.80          347.00          402.70 
       78      136.30        159.60          375.60          432.30 
       79      149.50        173.60          403.70          461.80 
       80      164.30        189.00          437.00          496.10 
 

 

 

  



 

 

 
 

                            

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

6 Years 

50% 

$72,000 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 

Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
    18-30        8.20         12.60           50.70           71.10 
       31        8.40         12.80           52.10           73.00 
       32        8.40         13.00           52.70           74.00 
       33        8.50         13.10           54.30           75.90 
       34        8.60         13.30           55.30           77.70 
       35        9.40         14.30           58.10           80.80 
       36        9.50         14.50           59.00           82.20 
       37       10.00         15.10           60.60           84.30 
       38       10.10         15.50           62.50           86.90 
       39       10.60         16.10           63.80           88.80 
       40       11.10         16.80           66.40           91.70 
       41       11.40         17.40           67.70           94.30 
       42       12.10         18.40           70.10           97.30 
       43       12.60         19.00           72.40          100.10 
       44       13.30         20.10           74.60          103.10 
       45       14.10         21.10           76.80          106.20 
       46       14.80         22.30           79.50          110.30 
       47       15.60         23.70           81.50          113.70 
       48       16.40         25.10           84.50          118.40 
       49       16.90         26.20           86.90          122.30 
       50       17.90         27.70           88.90          126.20 
       51       18.70         29.10           91.90          130.80 
       52       20.00         31.20           95.10          136.00 
       53       21.10         33.10           98.40          141.20 
       54       22.20         35.00          101.60          146.50 
       55       23.90         37.50          106.10          151.70 
       56       25.60         40.10          111.10          158.80 
       57       27.00         42.60          115.60          166.30 
       58       29.00         45.70          121.10          174.30 
       59       31.20         49.00          126.90          182.60 
 



 

 

 

 
 

                            

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

6 Years 

50% 

$72,000 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 

Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
       60       33.60         52.60          133.00          191.90 
       61       36.70         57.20          142.80          205.30 
       62       40.10         62.30          153.40          220.10 
       63       44.30         68.20          164.10          234.60 
       64       48.50         74.10          176.50          251.20 
       65       55.00         83.00          195.60          275.90 
       66       61.00         90.70          212.10          296.00 
       67       67.70         99.30          230.70          319.20 
       68       74.30        107.70          247.60          339.30 
       69       82.30        117.70          267.60          364.30 
       70       91.20        129.00          288.80          390.40 
       71      101.30        141.40          315.70          422.90 
       72      112.30        155.10          343.20          455.80 
       73      124.10        170.00          370.70          490.40 
       74      137.10        186.00          401.70          527.50 
       75      164.90        222.20          473.70          618.70 
       76      181.20        241.90          514.00          666.30 
       77      198.70        263.10          552.90          712.10 
       78      218.00        286.50          597.30          764.10 
       79      239.10        312.10          642.40          818.80 
       80      262.10        339.40          694.90          880.40 
 

 

 

 



 

 

 
 

 

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

Unlimited 

50% 

Unlimited 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 

Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
    18-30       11.00         17.70           67.20           98.30 
       31       11.00         17.80           68.90          100.50 
       32       11.50         18.30           71.00          102.80 
       33       11.60         18.60           72.90          105.70 
       34       12.10         19.20           74.70          108.00 
       35       12.30         19.70           75.90          110.10 
       36       12.90         20.40           78.30          113.30 
       37       13.10         20.90           79.80          115.40 
       38       13.60         21.70           82.30          119.00 
       39       14.40         22.60           85.00          122.20 
       40       14.70         23.40           87.00          125.60 
       41       15.70         24.60           90.40          129.70 
       42       16.20         25.50           92.60          133.20 
       43       17.00         26.80           95.40          137.20 
       44       17.60         27.80           97.90          141.00 
       45       18.80         29.50          101.40          145.60 
       46       19.50         30.80          104.20          150.40 
       47       20.50         32.50          106.60          155.10 
       48       21.80         34.80          110.70          161.90 
       49       22.50         36.40          113.20          166.80 
       50       24.00         39.00          117.30          173.80 
       51       25.10         41.10          120.60          180.00 
       52       26.60         43.60          124.30          186.70 
       53       28.10         46.60          129.10          195.20 
       54       29.50         49.20          132.60          201.40 
       55       30.80         51.80          136.30          206.50 
       56       33.10         55.50          142.80          216.50 
       57       35.40         59.60          149.80          228.20 
       58       37.50         63.60          155.50          238.30 
       59       40.50         68.40          163.20          250.50 
 



 

 

 

 
 

                            

RATE SHEET 

STATE OF SOUTH DAKOTA 

 

Base Plan 

Facility Monthly Benefit 

Home Monthly Benefit 

Facility Benefit Duration 

Home Benefit 

Lifetime Maximum 

Elimination Period 

Home Care Level 

 

 

$1,000     

$500 

Unlimited 

50% 

Unlimited 

90 Days 

Professional 

 

Options 

Home Care Level 

Inflation Protection 

 

 

Total 

Compound Uncapped 

 

This rate sheet shows the cost per $1,000 of coverage 

Calculate your Premium:   

_________________           X    ___________________________   ÷   $1,000   =     __________________(A) 

Rate for Plan Chosen        Facility Monthly Benefit Amount                                   Your Premium 
 

For Employees Only:  
  

______________                 X                           2                                                   =     __________________(B)  

  Rate for Plan 1                         (Based on Funded Amount)                            Employer Paid Amount 
(3 Year Duration) 

                                                                                                     A MINUS B      =     ___________________ 
                                                                                                                                       EMPLOYEE’S COST 

Monthly Rates 

                                         Plan 1                      Plan 2                            Plan 3                           Plan 4 

                                                                                                                                              Base Plan With 

                                                                 Base Plan With             Base Plan With         Total Home Care 

       Insurance                                      Total Home Care        Compound Inflation    Compound Inflation 

                 Age              Base Plan                  Option                           Option                          Option 
       60       43.20         73.10          169.60          262.00 
       61       47.30         79.80          181.70          280.80 
       62       51.60         87.00          195.10          301.40 
       63       56.40         94.80          207.20          320.40 
       64       61.50        102.90          221.70          342.20 
       65       69.50        115.10          245.40          376.40 
       66       77.10        125.90          266.40          404.40 
       67       85.20        137.40          288.20          434.80 
       68       94.40        150.30          310.90          464.50 
       69      104.20        163.90          335.70          498.60 
       70      114.90        178.70          361.40          533.20 
       71      127.60        196.00          394.70          577.50 
       72      140.70        214.00          427.40          620.40 
       73      155.30        233.90          461.80          667.20 
       74      170.90        254.90          498.70          715.20 
       75      205.20        303.50          587.30          836.70 
       76      225.50        330.40          636.80          900.60 
       77      247.00        359.10          684.50          962.20 
       78      270.10        390.20          738.00         1030.40 
       79      295.90        424.00          792.50         1102.50 
       80      323.70        460.30          855.20         1182.80 
 

 

 


