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UPMC High Value Care for Kids
Purchase History Form

Each time you use the $500 WePay Prepaid MasterCard, please use this form to track your purchases. Please 
explain if/how the purchase was helpful for your child. Please answer ALL questions below before returning this  
form with your receipt(s) or proof of purchase for all items or services that you got using the $500 WePay Prepaid 
MasterCard. You can use the envelope enclosed with this letter or give it to your care coordinator,                                                  
                                          , in                                                    ’s office, at                                                                      .

Member Name:         DOB ___  /___  /____

Parent/Guardian Name(s):      Relationship:

Questions about your purchases:

What did you buy with the $500 WePay Prepaid 
Mastercard®? (Please attach receipts for all  
purchases.)

Did it improve   
health or well-being, if so how?

Items

Equipment

Services/Supports

(Over)
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2. Did the $500 help with any of the following? Please check all that apply.

  Help add comfort for your child
  Help improve your child’s quality of life at home or school, with friends, or in community places
  Lessen the affect of out-of-pocket costs related to your child’s care
  Improve or maintain your child’s current condition
  Help with a future need for your child to encourage your child to be more independent
  Help with a change to adult care or adult life
  Getting health care services such as transportation, community resources
  Support caregivers in caring for your child

3.  Overall, how satisfied were you with how this $500 spending opportunity worked? 
  Very satisfied     Satisfied   Somewhat satisfied   Not at all satisfied 
  
4.  How easy was it to decide what to spend the $500 on?
  Very easy    Easy    A little difficult    Very difficult

5.  How satisfied were you with your choices? 
  Very satisfied   Satisfied    Somewhat satisfied   Not at all satisfied

6.  What would have made this $500 spending opportunity work better for you?

7.   To what extent did                                       participate in the decision-making?

Questions about your experience:
8.  Overall, how helpful was your care coordinator in this process? 
  Very helpful  Helpful    A little helpful     Not helpful at all
 
9.  How likely are you to contact your care coordinator for help with other questions or concerns you have about your 

child’s health care?
  Very likely    Probably    Somewhat likely    Not at all likely
 
Questions about your thoughts and ideas:
10. What other medical needs does your child have that are not covered by his/her health insurance?
 

11. Are there better ways to provide care or services for your child that might result in lower costs in the  
long term?
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12.  Looking back, is there something else you wish you had used the $500 for? If so, what?

13. Did your participation make you think differently about the costs and value of health care for your child? Please 
tell us what you think now. 

14. Do you have any other comments about your experience?

Print name of the person completing this form: ______________________________________________

Signature of the person completing 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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