FA# F29811

LEGAL DESCRIPTION:

Unit E-8, in Stone Ridge Condominium, a Horizontal Property Regime as recorded
under the date of June 14, 1978 as Document Nos. 473672 and 473673, and as
amended, in the Office of the Recorder of Lake County, lndnana, and an undivided
interest in the common elements appertaining thereto.
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ESTATE AFFIDAVIT

ROSEMARY MEYER » Affiant, states that:

I EVELYNC.MCCOMB , deccased, died on theo?g day et
of / qqﬁ , :

V- S

AR V- RN A
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3. The deceased died; O “Fleaving & will which has becn probated;
7@ leaving a will'which has notbeen probated;

OCT 06 1959

3 - leaving no will;

4. The deccased and Affiant were married on thc day  PETER BEN JAMIN
of : and were never dlvorced LAKE COUNTY AUDITOR

(This item applies only tothe surv1vmg spouse.)
-7 ﬁ All cxpenses of the last illness and funeral of the deceased have been paid,

6. [0 All State Inheritance Taxes and Federal Estate Taxcs attributable to the deceased
and his/her estate have been paid;

7. ﬁ There have been no claims against the estate of the decedent.

This Affidavit.is made to induce First American Title Insurance Company to issuea policy of
title insurance on the above-described real estate,
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Date Signature of Affiant
ROSEMARY MEYER ZDg.c‘g'M,é}_/_ ﬂ/}' e —
Printcd Name of Affiant
State of Indiana, County of LAKE
‘, Subscribed and  sworn-  to  before  me, 30TH day of
) SEPTEMBER . 1999
CORINA CASTEL RAMOS
Q@ Printed Name of Notary Signature of Notary
My Commission expircs: 5-16-01
My County of Residence is: PORTER : 000352
@ THIS INSTRUMENT WAS PREPARED BY: __ ROSEMARY MEYER :
HOLD FOR FIRST AMERICAN TITLE
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: hartsfield Village Care Center Munster Lake
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