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WIBA (WORK INJURY BENEFIT ACT)
INSURANCE 
PRIVACY NOTICE

INTRODUCTION: Thank you for choosing UAP Insurance Company Limited. UAP Insurance Company Limited (“we”, “us” or “our”), as data controller, 
respects your privacy and is committed to protecting your personal data and the personal data of third parties that you provide to us. This Privacy 
Notice is a summary of our Privacy Policy and describes how we collect, use, disclose, transfer, store or otherwise process your personal data  and tells 
you about your privacy rights and how the law protects you. For the full version of the Privacy Policy, please visit www.uapoldmutual.com or contact us 
for a copy.

Personal data means any information relating to you as an identified or identifiable natural person.  In order for us to provide the services you have 
requested from us, it is necessary that we collect and process personal data from you. 

THE TYPES OF PERSONAL DATA THAT WE COLLECT: We may collect, use, store, transfer or otherwise process personal data about you or persons 
connected to you including identification information such as name and national identity card number or passport number, KRA PIN, nationality, 
gender, contact information such as email address, telephone number and postal address and information relevant to your insurance policy or relevant 
to your claim such as your health data. 

If we require information about other people connected to you, we may request you to provide such information. If you are providing information about 
another person, please ensure that they know you are doing so and are content with their information being provided to us. It might be helpful to show 
them this Privacy Notice and our Privacy Policy and direct them to us if they have any concerns.

HOW DO WE COLLECT YOUR PERSONAL DATA? For most part, we will collect personal data directly from you and this may include personal data you 
provide when you apply for our products or services, make enquiries, register for our products offered through mobile and online platforms, request 
marketing information to be sent to you, give us feedback or contact us.

In some instances, we may collect and receive your personal data from third parties or publicly available sources including medical professionals and 
hospitals; directly from an individual or employer (or your employer’s service provider) who has a policy with us under which you are insured; directly 
from an employer which funds a cover that we administer where you are a beneficiary; directly from a person who is making a claim or application to 
us and they include information about you which is related to that claim or application; insurance brokers or agencies; the Government of Kenya’s 
e-citizen portal, Integrated Population Registration Services platform and other Government platforms; or publicly available sources such as the 
Companies Registry and the Business Registration Service.

HOW DO WE USE YOUR PERSONAL DATA AND WHAT LEGAL BASIS DO WE HAVE FOR PROCESSING YOUR PERSONAL DATA?  We use your 
personal data to provide you with our insurance services. In this regard, we rely on the following lawful basis for processing your personal data:

Performance of contract: Including setting up and administering a contract of insurance by providing you with a quote for the insurance policy, 
underwriting the risks to be insured or processing any claims that might be submitted under the policy;
Legal and regulatory obligations: Compliance with our legal and regulatory obligations such as KYC obligations under different statutes including 
the Proceeds of Crime and Anti-Money Laundering Act (No.9 of 2009) and the Tax Procedures Act (No. 29 of 2015);
Consent: We will also rely on your consent as a lawful basis for processing your personal data in the instances where we (a) process personal data 
relating to a child; (b) process sensitive personal data outside Kenya; and (c) provide you with marketing information; and
Legitimate interests: for our legitimate business interests, including prevention and detection of fraud.
In the event that you fail to provide us with your personal data when requested, we may not be able to perform the contract we have or that we wish 
to enter into with you. In that case, we may have to cancel a product or service you have with us.

You have the right to withdraw your consent to our processing of your personal data at any time but please note, that your withdrawal will not affect 
the lawfulness of our processing of your personal data which was based on prior consent before your withdrawal or which is based on other legal basis 
for processing of your personal data. Please further note we may not be able to provide you with our products and services if you withdraw your 
consent.

WHO DO WE SHARE YOUR PERSONAL DATA WITH? In connection with the above purposes, we may share your personal data with third parties 
located within and outside Kenya such as our affiliates, public authorities or governments when required by law, our third-party service providers who 
help us manage our products and services including those service providers who maintain our IT and office systems, provide marketing and advertis-
ing services, provide application processing, fraud monitoring, call center and/or other customer services. In that connection, we will take adequate 
steps to protect your personal data including entering into agreements with third party recipients of your personal data (as applicable) governing 
protection of personal data.

DATA SECURITY: We have put in place appropriate security measures to prevent your personal data from being accidentally lost, used or accessed in 
an unauthorised way, altered or disclosed. In addition, we limit access to your personal data to those employees, agents, contractors and other third 
parties who have a business need to know. We have also put in place procedures to deal with any suspected personal data breach and will notify you 
and any applicable regulator of a breach where we are legally required to do so.
Retention and Storage of Your Personal Data
We will only retain your personal data for as long as may be necessary to fulfil the purpose we collected it for, including for the purposes of satisfying 
any legal, regulatory, tax, accounting or reporting obligations. 

YOUR LEGAL RIGHTS 
You have the right to:

- be informed of the use to which your personal data is to be put as we have endeavoured to outline in this Privacy Notice and our Privacy Policy;
- request access to your personal data that we hold about you; 
- object to the processing of all or part of your personal data;
- request correction of inaccurate, false or misleading data that we hold about you; and
- request deletion of false or misleading data that we hold about you.

CONTACTING US: If you have any concerns about the use of your personal data, questions about this Privacy Notice or our Privacy Policy including any 
requests to exercise your legal rights under the law, please contact us using the details set out below:

- Email address:    dataprivacy@uapoldmutual.com     
- Postal address:  P.O. Box 43013-00100, Nairobi
- Physical address:   UAP Old Mutual Tower, Upperhill Road   
- Telephone number:  +254 20 2850000

We will respond to your questions or concerns in a timely manner and in compliance with the relevant laws. 
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SUMMARY OF COVER 
Indemnity to the employer against legal liability under the Work Injury Benefits Act, 2007 and subsequent amendments in 
respect of assessments and awards for bodily Injury by accident or diseases caused to employees in course of their employment, 
and occurring / made during the period of Insurance, subject to the terms, conditions, exceptions and warranties, of the Policy. 

Name:   FIRST     MIDDLE      LAST

PIN No. 

Postal Address     Code     Town

Tel. No.      Mobile     Email Address

Physical Adress

Occupation

Period of Insurance required: From      To

All questions must be answered fully Ticks or Dashes are not sufficient 

 

Please note that the truth of the statements and answers in the proposal are conditions precedent to liability.

1. Does  any  law  or  regulation  governing  the  conduct  or maintenance of premises apply to your premises? Yes  No

If so, name such laws and regulations.        

(b)Have you carried out all obligations imposed on you by such laws and regulations?    Yes  No

2. Do you handle or use radio isotopes radioactive substances, or other sources of ionising radiations?  Yes  No 

If yes, give details 

3. (a) Are you at present insured or have you ever Proposed for       a Workmen’s Compensation policy or a work injury benefits 

policy?              Yes  No

If so, please state policy number  

(b) Have such proposals or renewals ever been declined or withdrawn?      Yes  No 

If, so please give reasons

and name of Insurer(s) 

(c) Have increased rates been required for such proposals or renewals?       Yes  No

If yes, give details

4. Do  you  have  any  employee  with  pre-existing  medical condition?      Yes  No 

If the answer is Yes’ please give details of security arrangements 

5. Do you have any employees who are apprentices or trainees in your organisation?     Yes  No 

If Yes State how many

and give the estimated annual wages payable to a similar person(s) with five years experience

EMPLOYEES BEING WORKERS AS DEFINED BY SECTION 5 OF THE WORK INJURY BENEFITS ACT, 2007. 

For additional occupations please use a supplementary sheet.

Please note that it is a condition of this Policy that the Estimated Annual Wages, Salaries and other Earnings of all employees 

be declared. Any under-declaration either of the number of employees or the earnings may results in resultant claim being 

declined.

 Please provide the following information in respect of Salary banding.

 100,001  to 300,000

 100,001  to 500,000

 100,001  to 1,000,000

 Over   1,000,000

BENEFITS

A Death     96 months’ earnings subject to the statutory maximum limit 

B Permanent Total Disablement  Percentages as set out in the First Schedule of Work Injury Benefits Act,

      2007, subject to the statutory maximum limit.

C Temporary Total/Partial Disablement As per the Work Injury Benefit Act, 2007 subject to a maximum of twelve

      months Earnings 

D Medical Expenses    Actual expenses incurred but limited to Kshs.100,000 per employee

E Funeral Expenses    Kshs. 30,000 per deceased employee 

Consent for Marketing Purposes: We would like to use your details to provide you with information about  insurance products, services and special 
offers from us or  our affiliates. Please note that if you do not want to receive our marketing information you may opt-out by contacting us at any time. 
Please tick the relevant boxes below if you agree to receive marketing information from us: 
       I consent   I do not consent to receiving marketing information

DECLARATION 
I/we the undersigned desire to effect insurance in terms of the policy to be issued by the Company against Liability to my/our Employees within the 
meaning of the Work Injury Benefits Act, 2007. I/we agree to keep detailed records of all persons employed (including Identification documents) and 
to submit within thirty days after the end of each period of Insurance a statement in the form required by the Company of all wages, salaries, other 
earnings, which shall be duly certified by our Auditors and to pay premium on any amount in excess of the amount estimated above. I/we hereby 
declare that all the above statements and particulars are true and I/we have not suppressed, misrepresented or incorrectly stated any material fact, and 
that I/we have fairly estimated the total amount of Wages, salaries and other earnings and I/we agree that this declaration shall be the basis of the 
contract between me/us and the Company. I/We confirm that I/we have read and understood the above Privacy Notice and the Privacy Policy and that 
any queries/concerns I/we have with regard to the nature and purpose of the processing of personal data have been adequately addressed.

Signing this proposal form does not bind the proposer or underwriter to accept this insurance.

Date 

For and on behalf of (Name) 

Signature (If Corporate)

Name & Designation of Contact Person 

The liability of the Company does not commence until acceptance of the proposal has been intimated by  the Company, or 
an official cover note has been issued, and the first premium paid.
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