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On this oz, day of Fééruarv , 2000, beforeggle
/4

personally appeared SHIRLEY J. WILSON, to me personally known, who

being duly sworn on oath didl state ‘that:
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1. Affiant resides 'at ithe-addresscgiven belowf@ffiaﬁ}'é;“}:
L. % L=m
@

, PN, -
signature; 0 e

2. Affiant is the daughter of PAULINE J. WINKLER who owred,i% 2
L g

at the time of her death, a life estate in the following d%scfibe:: ;g
- i . O
real estate:
LOT THIRTEEN (13) 1IN BLOCK THREE (3), in
CALUMET CENTER ADDITION TO BAMMOND, AS PER

PLAT THEREOF, RECORDED IN PLAT BOOK 19 PAGE 21
IN THE OFFICE OF THE RECORDER OF LAKE COUNTY,

INDIANA.
more commonly known as 821 River Drive in Hammond, Lake County,
Indiana.
3. Said PAULINE J. WINKLER died’a resident of Lake County,
Indiana, on April 28, 1991.
4, Affiant is the surviving remainderman and exclusive owner
of the above-described parcél of real property.

5. That Exhibit "A", attached hereto, is a true, correct and

authentic copy of the death certificate of the aforesaid PAULINE J.
WINKLER. Fl L E D
MAR 2 7 2000
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6. Said real estate described above is not subject to

inheritance tax liability or state tax liability.

SIGNATURE:

ADDRESS:
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Subscribed and sworn to before me by the Affiant this 2{' [ff

FQerM
day of chﬂaary,l 2000. .
y GIAIEIA

Notary Pubic fitv.iak ¥ fev.'a-<

My Commission Expires: (0/30/07
My County of Residence: ) gke

Y

This instrument was prepared by PATRICK P. DEVINE, Esg., Hand Wilk
& Hand, 3235 - 45th Street, Highland, Indiana 46322-3284
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THIS CERTIFIES THE FOLLOWING ¥ A TRUE AN
COMPMETE COPY OF DFATH ON FILE WITH Th:

.. |NDIANA STATE BOARD OF HEALTH HAMMOND HEALTH DEPARTMENT,
[ g b 9D pasris S
Lockt No. \59\0 CERTIFICATE OF DEATH o 24080

' Date lasued Heammond Health Commissioner
. \
TYPE/PR'NT v DECEASED—NAME (Fugt Middie Last) 2 SEX 3s TIME OF DEATH | 3o DATE OF DLATH Moner Dey V1)
IN Pauline Winkler Female 3:04 A w April 28, 1991
PER MANENT 4 SOCIAL SECURITY NUMBER 50 AGE —Last Buthday 5b UNDERY YEAR Sc UNDER § DAY | 8 DATE OF BIRTH (Mo Dey Y1} 1 BIRTHPLACE (Cny and Siate or Forepn Cowndry)
(Yous) Monthe  Days Hours  Minutes [
BLACK INK 310-22-9242 81 Nov, 14,1909 |Grant Park.IL
83 WAS DECEDENT 8b YEARLAST SERVED IN 9¢ PLACE OF DEATH (Check only one See mnatructions )
AUS VETERAN? US ARMED FORCES?
HOSPITAL | H"“”""" otieR [ Nuraing Homa [ Omer (Speciy)
NO NO 0 £R/Outpatient 3 ooa {7 Resgence
9 FACKITY NAME (¥ not msttution. give sireet snd number) $¢ CITY. TOWN. OR LOCATION OF DEATH 80 COUNTY OF DEATH
DECEDENT .
St. Margaret Hospital - Hammond Lake
10 MARITAL STATUS 11 SURVIVING SPOUSE 12e DECEDENT S USUAL OCCUPATION (Grve knd of work 120 KIND OF BUSINESS/INDUSTRY
(Specy] 0 wite. give mavden rame) done durng most of working Me Do not use retued)
Widow - ' Homemaker Home
13s RESIDENCE—~STATE 130 COUNTY 13 CITY. TOWN ORLOCATION 13d STREET AND NUMBER
~
IN Lake Hammond 821 -River Dr.
13¢ ZIPCODE | 13 INSIDECITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 18 RACE —Amerion Indan 17 DECEDENT S FOUCATION
0 No )Q Yoo WHAT COUNTAY? No [DiYes | M yus spschy Cuben Black White sic (Specily only highast grede completed) § -
13g ON A FARM? LUl DL {Speciy) Elemantary/Secondary (0 121 | Cobege (1400 8 ¢ 1
46324 aNo () ves U-SoAc White 9
PARENTS 18 FATHERS NAME (Frat Midoe Lash) 19_MOTHER S NAME (Fwat_Addie Meiden Swvneme)
August Blank Mary Poppe
INFORMANT 208 INFORMANT S NAME (Type/Print) 200 MANING ADDRESS ( Street and Number or- Rursl Routs Number -CRy or Town State 2ip Code) 20c Relstonshgp N
Shirley Wilson ZidloSchneider St Hammend  IN4L33y Daughter
218 METHOD OF DISPOSITION ] Erombment 21b DATE AND PLACE OF DISPOSITION (Nema of cometery cremstory. or 2ic LOCATION—~Cay or Town State
other )
g Burial 8 Cromaton [ Removal from State placel May 1, 1991
Donet Other (Specily) . .
- i Concordia Cemetery Hammond, IN
OISPOSITION 220 EMBALMER S NAME 22b EMBALMERS LICENSE NO 23 WAS DEATH REPORTED YO CORONER? »
] ¥,
James Porras 1045964 XN 0 o D
248 SIGNATURE OF FUNERAL D!RLCY'V 24b LICENSE NUMBER 25 NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
ri/{ égl - Burns-Kish Funeral Home#300496¢
A g 1045184 8415 Calumet Munster,In 46321
26 PARTI Enier the ’(- se8 injuried or compheaions thal caused the death Do not enter nonspeciic tarma. such se cardis or respiratory . Approximate
sreast shgclf or heart faiture List only one ceuse on ssch bne Interval Betwasn
. ¢ Qnsat ond Desth
IMMEDIATE CAUSE (Final . Candun MM M&t umdgv\
disease or condtion DUE 10 (OR AS A CONSEQUERCE OF) -\ N
CAUSE OF rasuling in desh)
DEATH 5
Condions. # sny which gave DUE TO LOR AS A CONSEQUENCE OF)
1158 10 the smmedmie coute e
wating the underlying
couse lant DUE 1O tOR AS A CONSEQUENCE OF)
d
PART § Orher signd d - Cond: contibuting 1o death but not praviousty swaied n Part | 27 WAS DECEDENT 280 WAS AN AUTOPSY 28b WERE AUTOPSY FINDINGS
PREGNANT OR 00 DAYS PEAFORMED? AVAILABLE PRIOA TO
POSTPARTUM? {Yes or no) COMPLETION OF CAUSE
{Yes or no) OF DEATHY {Yes or no)
No —
No
29s CERVIFIER B CERTIFYING PHYSICIAN  To the best of my knowledge desth occutred st the ime date end pisce 8nd dus 10 the cause(s) ae stmed "
{Chack onl
one) 4 [ HEALTH OFFICER On the bewis of andjor 0 n my opnion. desth occurred ot the time dete snd place and due to the cause(a) 09 stated
D CORONER  On the bams of examingt:on and/or nvestiganon i my opinion. death occurred ot the time dete and plece and dus 1o the couse(s) and manner ag steted )
29b SIGNATURE AND TITLE OF CERTIFIER 29¢ MEDICAL LICENSE NO 20¢ DATE SIGNED (Month Dey. Yesr)
CERTIFIER ‘q’u
aadel. 19344 April 30, 1991
30 NAME AND ADDRESS OF PERSON WHO COMPLE TED CAUSE OF DEATH (ITEM 28) (Type/Printh
Dr. F, Hieber 5 - A 6321
HEALTH 31 MEALTH omc@smnu%. 5 @ A a/ oy p 32 DATE FILED (Month Dey. Yowr)
. ~ i - -( — 3 .
OFFICER A /j APRTL 3o 199)
33 MANNERA OF DEATH 34a DATE OF INJURY b TiIME OF Mc INJURY AT WORK? 34¢ DESCRIBE HOW INJURY OCCURRED
(Month Dey. Yeer) NJURY (Yes o0 no)
D Natural D Pending
Inveshigaton
O Accioent .
CORONER J4e PLACE OF INJURY —At home ferm. street Tsctory. oHice 341 LOCATION (Strest and Number or Rural Raute Number, Cty or Town, State)
USE ONLY O suese [0 gould not be buiding etc {Specdy)
oo minad
W} Homicide EXHIBIT
34g DATE PRONOUNCED DEAD (Month. Dey Year) J4h MOTOR VEHICLE ACCIDENT? (Yoo or no) ¥ yes spaciy driver. paasengar pedesinan. sic

SBHO6 004 State Form 10110 (R2/3 89) DEA CERT/PO 4

- - a Bsin b % > it -ﬁ..,.‘ fosi ) .




