STATE OF INDIANA ) ; e

COUNTY OF LAKE )

AFFIDAVIT

MARY M. YARDS, being first duly sworn, states:
1. She is a resident of Lake County, Indiana.

2. Affiant states that she is the surviving spouse of
John J. Yards, who died a resident of Lake County, Indiana, on
October 1, 1997. A certified copy of his death certificate is
attached hereto and incorporated herein.

3. At the time of his death, John J. Yards and Mary M.
Yards, husband and wife, werelthélowners of the following described
real estate located_in Lake County, Indiana:

Lot 5 .in_Fetters Addition, as per plat
thereof| "recorded in Plat 'Book 35, Page 40, in
the Officaeafalthé (Rectrdézc@fddidke County,
Indiana.

4. At the time of his death, John J. Yards and Mary M.
Yards were not divorced and were living together as husband and
wife.

5. Affiant further states that no federal estate tax is
due from the Estate of John J. Yards.

6. This Affidavit is made by the undersigned to confirm
that ownership in the above-describéd real estate is now vested in
the undersigned, Mary M. Yards, and to induce the Auditor of Lake
County to reflect the correct ownership of such real estate on said
Auditor's records.
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Dated June 25, 2002.

Thav,m Tiandae -

MARY M. YARDS

STATE OF INDIANA )

COUNTY OF LAKE )

Before me, the undersigned, a Notary Public in and for
said County and State, this 25" day of June, 2002, personally
appeared Mary M. Yards, who, being duly sworn, stated that the
facts contained in the foregoing Affidavit are true and correct and
acknowledged the execution of the above and foregoing Affidavit.

WITNESS my hand and @otarial Seal.

gt

MARGARET PERZ,  Notary Public

MY COMMISSION EXPIRES:
September 12, 2007

Resident of Lake County

This instrument prepared by Edward L. Burke, Attorney At Law, 9191
Broadway, Merrillville, Indiana 46410



* ATTENTION ESTATE:
being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is
voluntary and there will be no penalty for retusal.

Local No. .... do7 ’97 ...... CERTIFlCATE OF DEATH

// ﬁ 72& THE RECORDS IN THIS SERES ARE CONFIDENTIAL PER IC 16-1-19-3

The Social Security # is

INDIANA STATE DEPARTMENT OF HEALTH

State No.

......... seea

10

1| DECEASEO—NAME (First. Middie, Last) 2. SEX 32 TIME OF DEATH | 3b. DATE OF DEATH thdaneh Dey, v+7
TYPEI/SRINT o, 7. Yards Male 07:20P, | October 1, 1997
PERMANENT /|« *socut secunrmv nuusen Se AGE—LamBithdey | Sb UNDERIYEAR| 5c UNDER I DAY |6 DATE OF BIRTH (Mo Day. 797 7. BIRTHPLACE (City and State o Forergn Country)
v, v
BLACK INK 313-07-4425 %8 Monhs  Deye)|  Hows  Maes|  Aug 9, 1909 PA
8. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a_PLACE OF DEATH (Check only one. Ses mstrucoons.)
A US. VETERAN? US. ARMED FORCES?
No N / A HospTaL O inpavent OTHER. E Nursing Home [ Other (Spacsy)
O er/oupsven[J DOA A
9b. FACILITY NAME (# not institution. grve street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT 16005 Clark St. Lowel 1 Lake
10. MARITAL STATUS 1" SL:IV‘MNG SPOUSE 12s. DECEDENT'S USgAvlv.o?*CCL‘JlP‘AL'I;IOON (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
wy) o most g life. not use retwred)
rried e P P ea Steel Factory
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN. OR LOCATION 13d. STREET AND NUMBER
IN Lake Lowell 16005 Clark St.
13e. 2IP CODE | 13t INSIDE cg LIMITS | 14 CITIZEN OF 15. WASDECEDENT OF HISPANIC ORIGIN? 16. RACE—Amaencan Indian, 17. DECEDENT'S EDUCATION
J No Yes WHAT COUNTRY? No (O Yes (if yes. specity Cuben. Black, White, etc. (Speciy only highest grade compieted)
13g. ON A FARM? Mexican, Puerto Aicen. etc) (Specdy) Elementary/Secondary (0-12) | College (1-4or 5 +)
46356 R Gve USA White
PARENTS 18 FATHER'S NAME (Firat Middle. Last 19. MOTHER'S NAME (Frst Middte. Marden Surname)
John Jarc Angela Koncilya
INFORMANT 208 INFORMANT'S NAME (Type/Prnd 200. MY 5 0B der Sobvymver or Aural Fouts Namber City or Town. State. Zip Code) | 20c. Relabonship
Mary Yards Lowell, IN 46356 Wife
—
21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. cremstory. or 21c. LOCATION—City or Town, State
Buriel 0 cremawon ] Removai from Stats other place) October 6 N 1997
O Coneoon  [J Othr (Specwy) Calumet Park Cemetery Merrillville, IN
DISPOSITION 22s. EMBALMER'S NAME. 22b. EMBALMER'S LICENSE NO. 23, WAS DEATH REPORTED TO CORONER?
Byron G. Hawkins FD29500038 No [ ves
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25 E_ADQRESS. AND LICENSE NU F FUN
i P TS P P I SR N PHE004277
604 E, rcial Ave.
. FDO9200061 Lowell, IN
28. PART ¢ U Enter the di njunes. on that caused the desth. Do not enter. nanspecific terms: such as cardiec of respiratory Approximate
srrest. shock. or heart fadure. List only one Cause on each line —— - e Interval Batween
~ Onset and Deatn
IMMEDIATE CAUSE (Finai A ch Acreafie CQ cLr 1213 CERTIFIES THE ABOVE iS5 A TRUE AND
dhaeess or condition DUE TO (OR AS A CONSEQUENCE OF) COMPLETE CORY OF THE CERTIFICATE P
CAUSE OF resulting = desth) AEATH ON FILE WITH THE  AE COUNTY
DEATH 2 A P
Conditions. if sny. which gave OUE TO (OR AS A CONSEQUENCE OF)
rige to the immediate cause. e
o e underlyng DUE TO (OR AS A CONSEQUENCE OF) fON T3 /T
d
PART 1. Other migru -C COMrBUting to death but not previously stated n Part | 27. WAS DECEDENT eer W 1 AUTEBEY ™ T 280, WERE AUTOPSY FINOINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yee or no) COMPLETION OF CAUSE
(Yes or no) O OF DEATH? (Yes or no)
N No N
29a. CERTIFIER CERTIFYING PHYSICIAN  To the best of My knowledge. death occurred at the ume. date. and place. and dus to the cause(s) as stated. ’
(Check oni
one) i D HEALTH OFFICER On the baus of and/or in'my opimion, desth occurred at the tme, date, and place. and due to the cause(s) as stated
a CORONER  On the bams of and/or. . 0 My opivon. desth occurred at the time. date. and piace. and due to the cause(s) and manner as stated
29b. SIGNATURE AND TITLE OF CERTIFIER 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month, Day. Yeer)
CERTIFIER P}( h)
01031484 10/6/97
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEXTH (TEM 263 (Type/Print)
Ray E. Drasga MD, 8127 Merrillville Rd. soMerrillville, IN 46410
HEALTH 31. HEALTH OFFICER'S SIGNATURE Yy / DATE FILED (Month Day. Year)
OFFICER % g /99
33 MANNER OF DEATH DATE OF INJURY @ ¥ | 345 TiM 34c0MBURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED -
(Month. Day. Yeer) INJURY (Yes or no)
O Newrst [0 Penaing
Investgation
D Accident
34n. PLACE OF INJURY —At home. farm street. factory. office 34t LOCATION (Street and Number or Rural Route Number. City or Town. State)
O sucice O could nat be buiding. etc. (Specry)
Determined
D Homicide
34g OATE PRONOUNCED DEAD (Monch, Day. Yeer) 34h MOTOR VEHICLE ACCIDENT? (Yes or nol  If yes. specdy driver. passenger. pecestrian. ete.
10/01/97

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1





