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Combined 

Monthly 

Premium

Full-Time Employee 40 (Scheduled Hours: 40 /week; 2080 /Year)*

Employee Only $0.00 $22.75 $0.00 $45.50 $45.50

+ spouse $22.75 $22.75 $45.50 $45.50 $91.00

+ children $21.64 $22.75 $43.28 $45.50 $88.78

+ spouse & children $44.81 $22.75 $89.62 $45.50 $135.12

Full-Time Employee 30-39 (Scheduled Hours:  30-39/week; 1560-2079/year)*

Employee Only $5.68 $17.07 $11.36 $34.14 $45.50

+ spouse $28.43 $17.07 $56.86 $34.14 $91.00

+ children $27.32 $17.07 $54.64 $34.14 $88.78

+ spouse & children $50.49 $17.07 $100.98 $34.14 $135.12

Part-time Employee 20-29 (Scheduled Hours 20-29/week; 1040 - 1559/year)*

Employee Only $11.37 $11.38 $22.74 $22.76 $45.50

+ spouse $34.12 $11.38 $68.24 $22.76 $91.00

+ children $33.01 $11.38 $66.02 $22.76 $88.78

+ spouse & children $56.18 $11.38 $112.36 $22.76 $135.12

*Premiums apply to employees who are benefit eligible as defined in COF policy. 

COBRA 

Monthly 

Premium

COBRA Employee Only 46.41$           

COBRA + spouse 92.82$           

COBRA + children 90.56$           

COBRA + spouse & 

Children 137.82$         

City of Fargo 

Blue Cross Blue Shield North Dakota (BCBSND) Dental Premiums

2024

COBRA Rates
Dental Insurance is effective the 

1st of the month following date 

of hire. 



Total 

Annual 

Premium

$546.00

$1,092.00

$1,065.36

$1,621.44

$546.00

$1,092.00

$1,065.36

$1,621.44

$546.00

$1,092.00

$1,065.36

$1,621.44

City of Fargo 

Blue Cross Blue Shield North Dakota (BCBSND) Dental Premiums

2024


