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SURVIVORSHIP AFFIDAVIT

( insert date)

é _____ KR OBERT. TRULLEY

9o me personally known, who being duly sworn on oath did say that:

s

1

2.

. Affiant resides at the address given below affiant's signature;

Affiant is SNV NQE. QW 4K

------------------------------------------------------------------------

s
---------- »

(state interest of affiant in the above premises as “owner”, “son of owner’, etc.)

Said premises were formerly owned as'joint/tenants'or as tenants by the entireties by

(R S AT

csaid PAUVL [ TRYLEEY e

(filt in name of co-tenant who died)

died on _-J(/./V_fQ_,Z_/_ Hdloo

leaving_..._ W /LL will;

------------------------------------------

(insert “a” or “no”; If will left, attach a copy)

The legal description of the premises in question is:

Is there Federal Estate or State inheritance tax liability by reason of the death of said

decedent?  [] Yes JINo

if yes, then estimated taxes due are $
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The taxes due are [ paid or [] unpaid.

vvl14ad

AR AN Sy s e L L LT LT Ll bt dd ettt

S e T e e S AR A S N e T R W

1 213 BB3 2231 TO 396636863 P.B2



—_—r _—t ey L= N Y rr Il
HaY 11l iLe I 213 bbgd g9l 10U YbbdbdHbBY F
.83

to a tenancy by the entireties. were the parties ever divorced?

7. Wheye this affidavit relates
/(/5 ________________________________________________________________________________________

---------

(If answer is “Yes,” identify the divorce proceedings:

Address’ ? A 02 /(/V K'Qk

--------------------

Gk, N 56375

Subscribed and sworn {0 before me by the affiant

--------------

(insert date)

- T - o e o

------- Notary Public
Printed Name _-i.ééﬁfﬁ_-/.\.j.;--
My County of Residence is: Lﬁ@ E Mr=onv i
In the State of ________ D ANA s
My Commission Expires-_-_.?g..'. /:?.O.é)\ ...............
This instrument prepared by, ____ PoRepr 1 Q. Ted LLES .

¥k TOTAL PAGE.@3 %%
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DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE CF
DEATH

E{
CERTIFIER

X

HEALTH
OFFICER

[477 77 -c¢

CERTIFICATE OF DEATH

THE RECCORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 18-1, 19-3

INDIANA STATE DEPARTMENT OF HEALTH

State NO.. ...

No

N/A

] eriowpatent [ nOA

] Residence

1 DECEASED - NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Manth, Day, Yr.)
Paul F. Trulley Male 5:25am June 22, 2000
4. ®*SOCIAL SECURITY NUMBER 5a AGE-LastBithday |5b. UNDER 1 YEAR | Sc. UNDER 1 DAY 8. DATE OF BIRTH (Mo, Day, Yr.) 7. BIRTHPLACE (Clty and State or Foreign Country)
(Yoars) Monts Days | Hows Mindes Rensselear
312-05-4787 84 August22,1915 Indiana
8a. WAS DECEDENT Bb. YEAR LAST SERVED IN PLACE OF DEATH___(Check only one See instructions)
AU.S. VETERAN? U.S. ARMED FORCES? HOSPITAL: B inpatient OTHER []Mursing Home  [JOther (Specify)

Sb. FACILITY NAME

(if not institution, give street and number)

9c. CITY, TOWN, DR LOCATION OF DEATH

9d. COUNTY OF DEATH

disease or condition
resulting in death)

stating the und:ﬂymg

h
Congitions. if any, MlLUo/l

rise to the immediate cause

DUE TO{OR ¢
=

0

Methodist Hospital Southlake Campus Merrillville Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (If wife, give maiden name) done during mast of working life. Da not use retired.)
Married Lois Funk Pit Craneman U.S. Steel
13a. RESIDENCE - STATE 13b. COUNTY 13¢. CITY. TOWN OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Crown Point 315 Hoffman St.
13e. ZIP CODE | 13f. INSIDE CITY LIMITS 14. CiTIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 18. RACE~~American Indian, 17. DECEDENT'S EDUCATION
O No B Yes WHAT COUNTRY? No [J Yes (K yes, specify Cuban, Black, White, etc. (Specify anly highest grade compieted)
(Specify)
13g. ON A FARM? Mexican, Puerto Rican, etc.) Elementary/Secondary (0-12) iColege (1-4 or 5+)
46307 @ No [] Yes USA White 12 N/A
18. FATHER'S NAME (5 Mudie, Last) 19. MOTHER'S NAME (First Middle, Maiden Surname)
Joseph Trulley Emma Mary Feldhaus
20a. INFORMANT'S NAME  (TypevPrint) 20b. MAILING ADDRESS (Street and Number or Rural Rowute Number, Cly or Town, State, Zip Code) 20c. Reiationship
Lois Trulley 315 Hoffman St., Crown Point, IN 46307 Wife
21a. METHOD OF DISPOSITION D Ent 21p. DATE AND PLACE OF DISPOSITION (Name of cemetary, crematary, or 21c. LOCATION - City or Town, State
other piace}
X surat Ccremation [ Removal from State June 24 ’ 2000
D ponation [ Other (speciy) St. Mary Cemetery Crown Point, Indiana
22a. EMBALMER S NAME 27b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED TO CORONER?
. No  [ves
Raymond E. White Jr. FD0B8700086
24a SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25, NAME, ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
M (of Licensee) Geisen Funeral Home FH19900060
N
% M FD25(700007 109 N. East St.,Crown Point,Indiana
26. P/RT 5 G Wge@ r catlons that caused the death. Do not enter nonspecific terms, such as cardiac or respiratory Approxmate
L' 02l Hﬂ#gﬁd‘d;ez'? Y'¢ M(}’g{ﬁ LiSe on sach fine, Interval Between
OEATH ON FLE Wit " W : Orset ang Dexh
lMMEmMmsi)eéﬁa': . i é? hrexese ¢ -X&Af@#—-u’a Q

DUE TO (OR AS A CONSEQUENCE OF):

e
' 1%/,
{3 .

DUE TO (OR AS A CONSEQUENCE OF):

o 7D

pARTII bmef y

Duta«

T E B Bty
’ hm bt not prevmusly stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
) POSTPAR (Yes or no) COMPLETION OF CAUSE
(Yes or fio) 1 OF DEATH? (Yes or no)
No | No

29a. CERTIFIER
{Check only

one)

U HEALTH OFFICER On the basis of
D CORONER On the basis of

and/or.i

W [ause(s) as stated.

, dnd place. and due to the cause(s) as stated.
. and due to the cause(s) and manner as stated.

%mlﬁkusnjae AN@: E OF CPRTIFlER QQ m

. MEDICAL LICENSE NO.

010304 ¢4

Y094, DATE SIGNED (Month, Day, Year)

b/1y jo0

LS

30. NA‘ME AND WDDRESS OF PE

W2 BEY

31. HEALTH OFFICER'S SIGNATURE

WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Tydenm)

bl TN . /M»qwo

R.E - dupe T »

/’

&l

327 \DATE FILED (Manth, Day, Yesr)

l\.\ﬂ,k' ﬂk/; (‘. i ’L" C

33. MANNER OF DEATH

D Natural

[ Pending

34a. DATE OF INURY
(Maortth, Day, Year)

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Ye®s or no)

34d. DESCRIBE HOW INJURY OCCURREy

D Accident
D Sucide

D Homicide

D Couid not be
Determined

(Specty)

34e. PLACE OF INJURY — At home. farm, street, factory, office
building, etc

34f. LOCATION (Street and Number or

Rural Rowte Number, City or Town, State)

349 DATE PRONOUNCED DEAD

(Momth, Day. Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes or No) If yes, specily driver, passenger, pedestnan, efc.






