RATE SHEET

[ 3 K

unum Mission St Joseph’s Health System Inc
Base Plan Options
Facility Monthly Benefit | $1,000 Home Care Level Total
Home Monthly Benefit | $500 Inflation Protection | Compound Uncapped
Facility Benefit Duration | 3 Years
Home Benefit 50%
Lifetime Maximum $36,000
Elimination Period 90 Days
Home Care Level Professional

This rate sheet shows the cost per $1,000 of coverage
Calculate your Premium:
X + $1,000 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 3.70 5.70 14.70 20.40
31 3.70 5.70 14.80 20.70
32 3.70 5.80 15.00 21.10
33 3.80 5.90 15.50 21.60
34 3.90 6.00 15.80 22 .00
35 4.00 6.10 16.50 22 .80
36 4.10 6.30 16.80 23.40
37 4.30 6.60 17.10 23.80
38 4.60 6.90 17.70 24.60
39 4.80 7.20 18.40 25.30
40 4.90 7.40 18.80 25.90
41 5.20 7.80 19.40 26.80
42 5.40 8.20 20.10 27.80
43 5.60 8.40 20.70 28.50
44 6.00 8.90 21.50 29.40
45 6.30 9.30 22.10 30.20
46 6.40 9.70 22.70 31.30
47 6.80 10.20 23.30 32.20
48 7.20 10.90 24 .20 33.60
49 7.50 11.40 24 .80 34.60
50 7.90 12.10 25.60 35.90
51 8.50 13.00 26.50 37.30
52 9.00 13.80 27.50 38.90
53 9.50 14.70 28.30 40.20
54 9.90 15.30 29.20 41 .50
55 10.70 16.50 30.70 43.10
56 11.30 17.50 32.00 45.00
57 12.10 18.70 33.60 47 .30
58 13.00 20.00 35.20 49.50
59 14.00 21.60 36.70 51.80
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unum Mission St Joseph’s Health System Inc
Base Plan Options
Facility Monthly Benefit | $1,000 Home Care Level Total
Home Monthly Benefit | $500 Inflation Protection | Compound Uncapped
Facility Benefit Duration | 3 Years
Home Benefit 50%
Lifetime Maximum $36,000
Elimination Period 90 Days
Home Care Level Professional

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

Calculate your Premium:

X + $1,000 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 15.20 23.10 38.70 54.30
61 16.40 24 .90 41 .40 57.80
62 18.10 27.20 44 .60 62.00
63 19.80 29.40 47 .60 65.70
64 21.90 32.10 51.30 70.30
65 24 .80 35.80 56.90 77.00
66 27.60 39.00 61.80 82.40
67 30.70 42 .60 67.20 88.80
68 33.90 46.40 72.50 94.70
69 37.60 50.80 79.00 101.90
70 41.70 55.40 84.90 108.70
71 46.30 60.70 92.80 117.40
72 51.40 66.50 101.20 126.60
73 57.10 73.10 109.50 136.30
74 63.00 79.80 118.90 146.60
75 76.00 95.20 140.30 171.60
76 83.40 103.60 152.20 184.70
77 91.60 112.60 164.00 197.30
78 100.60 122.50 177.50 211.70
79 110.30 133.10 190.70 226.20
80 121.20 144.90 206.60 243.10
81 133.60 158.20 224 .50 262.10
82 148.20 174.20 245.50 284.80
83 163.70 191.40 267.30 308.80

84 180.30 209.60 289.80 333.50
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unum Mission St Joseph’s Health System Inc
Base Plan Options

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

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 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 4.80 7.60 19.20 27.20
31 4.90 7.70 19.80 28.10
32 5.00 7.80 20.10 28.60
33 5.10 7.90 20.70 29.20
34 5.20 8.10 21.20 29.90
35 5.50 8.50 22.00 30.80
36 5.70 8.70 22 .50 31.60
37 5.80 9.00 23.00 32.40
38 6.10 9.40 23.80 33.40
39 6.40 9.70 24 .50 34.30
40 6.60 10.10 25.00 35.10
41 6.70 10.40 25.50 35.80
42 7.20 11.10 26.70 37.40
43 7.50 11.40 27.40 38.30
44 7.90 12.10 28.40 39.50
45 8.40 12.70 29.50 41 .10
46 8.70 13.40 30.00 42 .00
47 9.20 14.10 31.00 43.70
48 9.70 15.00 31.90 45.20
49 10.00 15.60 32.70 46.70
50 10.50 16.50 33.70 48.30
51 11.10 17.60 34.80 50.20
52 11.80 18.60 36.00 52.10
53 12.40 19.80 37.20 54.20
54 13.30 21.10 38.80 56.40
55 14.10 22 .40 40.20 58.20
56 15.00 23.90 42 .00 60.70
57 15.90 25.50 43.60 63.50
58 17.20 27.40 46.10 66.90
59 18.50 29.50 47.90 69.90
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unum Mission St Joseph’s Health System Inc
Base Plan Options
Facility Monthly Benefit | $1,000 Home Care Level Total
Home Monthly Benefit | $500 Inflation Protection | Compound Uncapped
Facility Benefit Duration | 6 Years
Home Benefit 50%
Lifetime Maximum $72,000
Elimination Period 90 Days
Home Care Level Professional

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

Calculate your Premium:

X + $1,000 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 19.70 31.40 50.20 73.30
61 21.60 34.20 53.70 78.30
62 23.70 37.30 57.90 84.10
63 26.00 40.60 61.70 89.30
64 28.40 44 .20 66.40 95.70
65 32.20 49 .30 73.60 105.00
66 35.70 54.00 79.60 112.50
67 39.60 58.90 86.70 121.40
68 43.80 64.30 93.50 129.50
69 48.40 70.10 100.90 139.00
70 53.50 76.60 108.60 148.40
71 59.50 84.10 118.60 160.70
72 65.90 92.10 129.10 173.40
73 72 .80 100.90 139.30 186.40
74 80.40 110.40 150.90 200.40
75 96.60 131.70 178.00 235.00
76 106.20 143.40 193.10 253.00
77 116.50 156.00 207.60 270.30
78 127.70 169.70 224 .20 289.80
79 140.00 184.70 241.10 310.30
80 153.40 200.80 260.90 333.70
81 168.70 219.10 282.90 359.70
82 186.80 241.10 308.70 390.80
83 206.00 264.80 335.50 423.70
84 226.50 289.90 363.30 457.60
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unum Mission St Joseph’s Health System Inc
Base Plan Options
Facility Monthly Benefit | $1,000 Home Care Level Total
Home Monthly Benefit | $500 Inflation Protection | Compound Uncapped
Facility Benefit Duration | Unlimited
Home Benefit 50%
Lifetime Maximum Unlimited
Elimination Period 90 Days
Home Care Level Professional

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

Calculate your Premium:

X + $1,000 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 6.70 10.80 25.90 38.10
31 6.70 10.90 26.30 38.70
32 6.90 11.10 27.20 39.90
33 7.00 11.30 27.60 40.50
34 7.10 11.50 28.20 41 .30
35 7.30 11.80 28.70 42 .20
36 7.60 12.30 29.80 43.50
37 7.90 12.60 30.40 44 .40
38 8.10 13.00 31.30 45.60
39 8.50 13.70 32.40 47.10
40 8.80 14.10 33.10 48.20
41 9.30 14.80 34.30 49.70
42 9.60 15.30 35.10 51.10
43 10.10 16.10 36.20 52.60
44 10.50 16.80 37.20 54.10
45 11.10 17.70 38.50 55.90
46 11.70 18.60 39.70 57.90
47 12.20 19.70 40.60 59.70
48 12.90 20.90 42.00 62.20
49 13.40 22.00 43.00 64.20
50 14.20 23.30 44 .30 66.50
51 14.90 24.70 45.80 69.20
52 15.60 26.10 47.20 71.70
53 16.60 27.80 49.00 74.90
54 17.40 29.50 50.20 77.30
55 18.30 31.20 51.90 79.30
56 19.60 33.40 54.10 83.00
57 20.90 35.70 56.40 87.30
58 22.30 38.30 58.90 91.50
59 23.90 41.00 61.60 95.80
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unum Mission St Joseph’s Health System Inc
Base Plan Options
Facility Monthly Benefit | $1,000 Home Care Level Total
Home Monthly Benefit | $500 Inflation Protection | Compound Uncapped
Facility Benefit Duration | Unlimited
Home Benefit 50%
Lifetime Maximum Unlimited
Elimination Period 90 Days
Home Care Level Professional

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

Calculate your Premium:

X + $1,000 =
Rate for Plan Chosen Facility Monthly Benefit Amount Your Premium
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 25.60 44 .00 64.20 100.60
61 27.90 47 .80 68.60 107.50
62 30.40 52.10 73.50 115.30
63 33.20 56.70 78.30 122.70
64 36.10 61.60 83.40 130.90
65 40.80 68.80 92.40 143.70
66 45.30 75.20 100.10 154.30
67 50.20 82.10 108.50 166.10
68 55.40 89.70 117.00 177.30
69 61.20 97.80 126.60 190.60
70 67.50 106.70 136.30 203.80
71 75.00 117.00 148.50 220.30
72 82.70 127.70 161.00 236.90
73 91.10 139.30 173.60 254 .30
74 100.40 152.00 187.70 272.90
75 120.50 180.80 220.80 318.80
76 132.30 196.60 239.60 343.40
77 145.00 213.70 257.60 366.70
78 158.60 232.20 277.60 392.60
79 173.60 252.10 298.00 419.80
80 190.00 273.70 321.60 450.30
81 208.30 297.60 348.10 484 .30
82 230.10 326.40 379.00 524.60
83 253.00 357.00 410.90 566.90
84 277.20 389.00 443.60 610.10




