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UPMC High Value Care for Kids
Participation Form

To get your $500 WePay Prepaid Mastercard®, please complete ALL questions on this form. Be sure to review  
the questions below with your care coordinator,                                                   , in                                      ’s office, at     
                                                                    ,                                          . Please submit this form by                           .

Member Name:   						      DOB ___  /___  /____

Parent/Guardian Name(s): 					     Relationship:

1.  We want to know what you currently think will improve your child’s health and well-being.

What do you plan to buy with the $500  
Prepaid Mastercard®?

How do you think these items will improve  
                                        health or well-being?

Items

Equipment

Services/Supports

(Over)

CMN14-0225-7(b) 



Copyright 2014 UPMC Health Plan, Inc. All rights reserved.
RWJF HVK PRTCP FRM 14CA010  (MCG)

2.  We want to learn about other needs your child may have. 

If cost was not an issue (could be more than $500), 
what else do you wish you could buy to improve          
                                         ’s health or well-being?

How do you think that will improve  
                                          health or well-being?

Items

Equipment

Services/Supports

3. Did your care coordinator help you complete this Participation Form:      yes        no

Confirm                                           ’s current address that the $500 Prepaid Mastercard® should be mailed to:

Name:______________________________________________________________________________________

Address:_ ___________________________________________________________________________________

Apartment:___________________________________________________________________________________

City, State, ZIP:_______________________________________________________________________________

Print name of the person filling this form:

_____________________________________________________________

Signature of the person filling this form: 

_____________________________________________ Date ___ /___  /___

Give this form to  
 
or mail it to:

UPMC for You
Attention: Medical Management
U.S. Steel Tower, 41st Floor
600 Grant Street 
Pittsburgh, PA 15219
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Participation in the High Value Care for Kids program will end if                             no longer qualifies 
for UPMC for You or changes health plans.                                will not be able to use any remaining 
money on the Prepaid MasterCard after his or her health plan membership ends.
   
Participation in the High Value Care for Kids program is subject to eligibility requirements.  
UPMC for You reserves the right to discontinue the program or your participation at any time.
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