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PRF Number IRQ_Shared_25_05

SUPPLIER DETAILS

Name (of shop, company etc.)
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General Comments (e.g.
Description Quantity Specification Type of Activity Price per person (IQD) Price for totall (1QD) compensatior(1 p?an)
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100% coverage for critical, acute,

Hospitalization and emergency cases
s within/outside the network.
Staff and spouse medical insurance age group (0-17) 40
Mini 12 i
Clinic Visits inimum 12 sessions/year,

preferred unlimited

Health Insurance Coverage for
AGO Staff)

Medical Tests Radiology, CT, MRI
Staff and spouse medical insurance age group (age 18-30) 18
Prescriptions High ceiling for claims/year
Dental Coverage Examination, fillings, root canal
Staff and spouse medical insurance age group (age 31-45) 25
Optical Coverage Eye tests, glasses
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