State of Idaho, Division of Medicaid
Prior Authorization Form

 AMPYRA
*CONFIDENTIAL INFORMATION*
	Phone: (208) 364-1829
	One drug per form ONLY – Use black or blue ink
	Fax: (800) 327-5541


	Participant Name:
	
	Medicaid ID #:
	
	Date of Birth:
	

	Prescriber Name:
	
	NPI #:
	
	Specialty:
	

	Prescriber Phone:
	
	Prescriber Fax:
	
	
	

	Pharmacy NPI #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	

	
	
	
	
	
	


Ampyra (dalfampridine) 10mg orally twice daily
	Therapeutic Criteria:
	
	
	
	
	
	

	
	
	
	
	
	

	(  Diagnosis of multiple sclerosis
	
	
	
	
	

	(  Patient is ambulatory (not in a wheel chair)
	
	
	
	
	

	(  Creatinine Clearance is greater than 50 ml/min
	
	
	
	
	

	           Baseline creatinine clearance:
	
	Date:
	
	
	

	           Or most recent serum creatinine:
	
	Date:
	
	
	

	                     And most recent weight:
	
	Date:
	
	
	

	(  Kurtzke Expanded Disability Status Scale score or equivalent rating system
	
	
	
	
	

	(  Documentation that patient has difficulty walking (e.g. timed walking test)
	
	
	
	
	

	(  No history of seizure disorder
	
	
	
	
	

	  Please send most recent chart notes with this request
	
	
	
	
	


· Initial request

Initial approval will be for a six month trial.

or

· Continuation request

For further approval, please re-submit request with documentation that patient’s walking has improved while on Ampyra including current Kurtzke Expanded Disability Status Scale score (or equivalent rating system).
To ensure continuity of care, please make sure corresponding ICD-10 diagnosis codes are submitted on professional office claims to Medicaid on a routine basis.

	Prescriber Signature:
	
	MD, NP, PA, DO, CNS, DDS
	Date:
	


    By signing, the prescriber agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid

    in participant’s current medical chart.

All current PA forms and criteria for use are available at:  http//:www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)
Revised: 1/1/16, 7/19/16

