
 
DSS-EA-380-10/11 

South Dakota Sales Tax on Food Refund Program Application Form 
 

The South Dakota Sales Tax on Food Refund Program provides refunds of sales tax payments on food to eligible South Dakota residents.   

Step 1:  List your address: ____________________________________________________________________________________  _______ ___________________ 

             Mailing address                City                   State          Zip Code                                Telephone Number                     
 __________________________________________________________________________________________________________   
 Home Address (if different from mailing address, City, State, Zip Code)      

Step 2:  List your name, your spouse and your children under age 18 who live with you. Also list any other people who live with you and share food and/or food costs with you.  
*For Legal Status (LS), enter “C” if the person is a U.S. citizen or “L” if the person is in the U.S. legally.  
_______________________________________________    ____________________     ______________     ______     ______    ______                 Self                  
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex          *LS           Relationship to You    
_______________________________________________    ____________________     ______________     ______     ______    ______                         
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex         *LS           Relationship to You    
_______________________________________________    ____________________     ______________     ______     ______    ______                         
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex         *LS            Relationship to You    
_______________________________________________    ____________________     ______________     ______     ______    ______                         
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex         *LS            Relationship to You    
If more than 4 individuals, continue listing them on the back side of this form. 
 

Step 3:  List Person with income, Income Type which is the name of the business where you work (example: McDonalds) or type of income (example: Social Security), and 
Gross Income for 12 months which is the total amount of income received in the past 12 months. If the income changed from month to month, list the income for each month. If 
applying in October, list income received from Nov. 2010 – Oct. 2011. If applying in November, list income received from Dec. 2010 – Nov. 2011.  
 

 
Person  with Income: ____________________ 

 
Income Type: __________________ 

 
Gross Income for 12 Months: $ _________________ ; or complete below:  

List Gross income 
for each month: 

 
Month: ___________  Amount: $ ____________ 

 
Month: ___________  Amount: $ ____________ 

 
Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

(if income is received 
for only a few 
months, list income 
for only the months it 
was received) Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

Continue listing the information on the back side of this form if more space is needed. 

I declare under the penalties of perjury that I have examined this form, and to the best of my knowledge and belief, the information given by me is true and correct.   

_________________________________________________   ____________________     _________________________________________________   ____________________ 
Your Signature                                                                                            Date                        Signature of Authorized Representative (if any)                                          Date 



Mail this form to: Department of Social Services, S.D. Sales Tax on Food Refund Program, 700 Governors Drive, Pierre, SD  57501-2291. If 
you have any questions, call toll-free 1-866-674-0543, or (605) 773-4105.  You may also fax this form to 605-773-7183. 
 

Step 2:  Continue listing all members of your household who share food costs with you. 
 
_______________________________________________    ____________________     ______________     ______     ______    ______                            
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex       *LS            Relationship to You    
_______________________________________________    ____________________     ______________     ______     ______    ______                         
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex       *LS            Relationship to You    
_______________________________________________    ____________________     ______________     ______     ______    ______                         
First Name             Middle Name                Last Name              Social Security Number       Birth Date                   Race        Sex       *LS            Relationship to You    
If you have more names, please list the information on a separate sheet of paper and attach to the application form. 

Step 3:  Continue listing income received for past 12 months.  

 

 
Person  with Income: ____________________ 

 
Income Type: __________________ 

 
Gross Income for 12 Months: $ _________________ ; or complete below:  

List Gross income 
for each month: 

 
Month: ___________  Amount: $ __________ 

 
Month: ___________  Amount: $ ____________ 

 
Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

(if income is received 
for only a few 
months, list income 
for only the months it 
was received) Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

 
Person  with Income: ____________________ Income Type: __________________ Gross Income for 12 Months: $ _________________ ; or complete below:  
List Gross income 
for each month: 

 
Month: ___________  Amount: $ __________ 

 
Month: ___________  Amount: $ ____________ 

 
Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

(if income is received 
for only a few 
months, list income 
for only the months it 
was received) Month: ___________  Amount: $ __________ Month: ___________  Amount: $ ____________ Month: ___________  Amount: $ ____________ 

If you have more income, please list the information on a separate sheet of paper and send with the application form. 
 
Applicant’s Rights:  

• No person can be denied benefits because of race, color, national origin, gender, religion, age, disability, or political belief. To file a complaint of discrimination write: DSS Division of Legal 
Services, 700 Governor’s Drive, Pierre, SD 57501-5070 or call: (605) 773-3305.  

• As an applicant for assistance, you or your authorized representative, have the right to a fair hearing if you disagree with any decision regarding your application. You must request the fair 
hearing within 60 days from the date you received a written notice for the Sales Tax on Food Refund Program. You may request a fair hearing by calling 1-866-674-0543, (605) 773-4105, or 
writing the Department of Social Services, Sales Tax on Food Refund Program, 700 Governors Drive, Pierre, SD  57501-2291 or writing the Office of Administrative Hearings, Department 
of Social Services, 700 Governors Drive, Pierre, SD  57501-2291. 


