
BENEFIT TYPE  Pharmacy  

SITE OF SERVICE ALLOWED  Home  

COVERAGE REQUIREMENTS  Prior Authorization R equired (Preferred Product)  

Q U A N T I T Y  L I M I T —  60 tabs for 30 days  

LIST OF DIAGNOSES CONSIDERED NOT 
MEDICALLY NECESSARY  

Click Here  

 

Dalfampridine (generic for Ampyra)  is a preferred  product and will only be considered 
for coverage under the pharmacy  benefit when the following criteria are met: 
 
Members must be clinically diagnosed with one of the following disease states and meet their individual criteria as stated. 
 

SYMPTOM MANAGEMENT: WALKING (GAIT) DIFFICULTI ES 

For 

 6 months . 
For reauthorization : 
1. Member must be in compliance with all other initial criteria; AND 
2. Documentation of member’s increase in walking speed submitted with chart notes. 

 



 
• Disorder of neuromuscular transmission 

 

DATE ACTION/DESCRIPTION 
07/18/2017  New policy for Ampyra created. Not covered diagnosis added.   
05/16/2019 Policy modified to Dalfampridine (generic for Ampyra). Mayzent and Mavenclad added to 

the list of disease modifying agents; Zinbryta was removed due to market recall.  
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