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WARNING: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, provides false information herein and makes any claim for
the proceeds of an insurance policy containing any false, incomplete, or misleading information is guilty of a felony.

By signing this form, | agree to continue enrollment as provided by the contract between my Employer and Delta Dental of Oklahoma and
acknowledge | have read the privacy policy detailed on the back of this form.
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