TRIDENT
1. Confirm that you have read and understand the Managed Care information
2. Are you or any of your eligible dependents currently being treated for, or expect to be treated for any of the following over the next 12 months? Check all that apply.
a. Organ failure, leading to bone marrow or organ transplant
b. Any genetic condition that requires cell or gene therapy treatments
c. Any cancer that requires chemotherapy, radiation, bone marrow treatments, and/or cell therapy treatments
d. Kidney failure requiring dialysis treatments
e. High risk pregnancy, or pregnancies involving multiple fetuses
f. Hemophilia, or other blood clotting disorders
g. None of the above
3. Have you or any eligible dependent(s) been diagnosed with, or treated for, any of the following in the past 5 years?
a. Heart disease
b. Heart attack
c. Stroke 
d. Type 1 diabetes with insulin
e. Chronic Obstructive Pulmonary Disease (COPD)
f. Cancer
g. Blood disorders
h. Kidney/renal failures
i. Liver disease
j. Rheumatoid Arthritis
k. Back surgery
l. Hepatitis C
m. HIV/AIDS
n. System lupus
o. Muscular Dystrophy
p. Transplant
q. None of the above
4. Are you, your spouse (significant other), dependent children, or any other member of your household that will be covered under this plan currently being tested, diagnosed, treated for or advised to have treatment for any of the conditions listed below? Check all that apply.
a. Arthritis, bone, joint, spine, musculoskeletal disorders, muscle or connective tissue disorder
b. Done barrow or organ transplants
c. Cancer, tumor, or polyp that will require surgery, radiation, or chemotherapy treatment
d. Cirrhosis, hepatitis or other diseases of the liver
e. Collagen disease including lupus
f. Digestive system disorder, including diseases of the colon, gallbladder, pancreas, stomach, esophagus, or intestines
g. Diabetes, thyroid disorder, or disease of the endocrine system
h. Drug abuse, alcohol abuse, fetal alcohol syndrome, or psychiatric disorder
i. Eyes, ears, nose, throat disorder, or meningitis
j. Genetic, growth, or developmental disorder
k. Heart, circulatory disorder, blood disorder (including high blood pressure), or edema
l. Immune system disorder, including AIDS (Acquired Immunodeficiency Syndrome) or HIV (Human Immunodeficiency Virus)
m. Metabolic or nutritional disorders (including hypercholesterolemia)
n. Quadriplegia, paraplegia, hemiplegia, or congenital disorder
o. Neurological disorders including Alzheimer’s disease, brain disorders, cerebral palsy, epilepsy, migraines, Parkinson’s disease, seizures, or multiple sclerosis
p. Reproductive system disorder including infertility treatment
q. Respiratory disorder or sleep disorder
r. Rheumatic fever or cystic fibrosis
s. None of the above
5. For any “Yes” answer given on the above questions, please fully enter the following information. 
a. Name of insured: Diagnosis: Doctors Contact Information: Current or planned medical treatments: Medications associated with condition:
6. Pre-Membership History Confirmation (Confirm by clicking check box)
7. HIPAA Authorization Form (Confirm by clicking check box)
