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Sydney Administrators LLC  

690 Main Street #346  

Safety Harbor, FL 34695-3551 

 

We understand that your concerns are 

unique, and we are here to offer you 

personalized assistance. 

Phone: 866-578-5789 

Fax: 727-440-8168 

 

Office Hours: 

Monday to Friday 

9:00am to 5:00pm (EST) 
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                   CLAIM FORM 
                         HOSPITAL INDEMNITY 
 

 

NECESSARY  
STEPS FOR  
FILING YOUR 
HOSPITAL  
INDEMNITY  
CLAIM 

 

Avoid unnecessary 

processing delays by 

making sure you follow  

all of the steps (right). 

 
 

 
Sydney Administrators LLC  

690 Main Street #346 

Safety Harbor, FL 34695-3551 

 
Phone: 866-578-5789 

Fax: 727-440-8168 
 

 

 

 

NOTE: Your Policy has a 6-Month Pre-Existing Condition Limitation and a 2-Year Policy 

Contestability Period. 

 

 

 
WAYS TO SUBMIT A CLAIM 

MAILING ADDRESS 

Sydney Administrators LLC 

690 Main Street #346  

Safety Harbor, FL 34695-3551 

FAX NUMBER 

727-440-8168 

We will respond by mail within 

15 business days of receipt of 

your claim 

EMAIL ADDRESS 
admin@sydneytpa.com 

 

ONLINE UPLOAD 

Click to securely upload 

 

mailto:admin@sydneytpa.com
https://elysianhealthcare.sharefile.com/r-re059325a001a4e519603e5d798ba1887
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