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On this 20th _day of _November,2002 x3 | before me personally appeai'e -
Raymond J. Johnsen , who being duly sworn on his/her oath states the following:

COUNTY OF LAKE )

1. That the Affiant is the owner of the real estate located in Lake County, State of Indiana, more
particularly described as follows:

Lot 26 Block 3, Forestdale, in the City of Hammond
as shown in Plat Book 20 Page 16,In the Office of the
Recorder of Lake County Indiana.

2. That said premises were formerly owned as tenants by the entireties by

Raymond J.Johnsen and Jill A.Johnsen , husband and wife.
3. That said Jill A.Johnsen died on Feb.6,2002 , a resident of
Lake County, Indiana, leaving no Will.
4. That by reason of the death of J111 A.Johnsen , there are no Federal Estate
taxes nor Indiana Inheritance Taxes due and payable by reason of the death of said Decedent.
5. That on the date of the death of Ji111 A.Johnsen said parties, namely,
_Raymond J..Johnsen and _ Ji11 A.Johnsen , were husband and

wife and have not beefdivorced.
Further Affiant saith not:

X7&. (¢

—~
RAYMOND J. J SEN

STATE OF INDIANA )
)SS:
COUNTY OF __ 1.ARE )

November 2002 7p , personally appeared  Raymond R. JohnSen
the executlpn of the foregoing affidavit.

Before me, the undersigned, a Notary Public in and for sa1d County and State, tlsw 29t dg D
atnh

My Commission expires:

AMIN

LINDA S, WOOD LNTV BUD
~ NOT ARY PUBL'C Laka County, Indiana ITOR
County of Residence: t17, 2006
Resident of Laie County, Indiana
This instrument was prepared by: Jacob M."Yonkman Attorney at Law #1432-45
IOl Y,
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* ATTENTION ESTATE:

being requested by this state agency in order t

The Sociat Security # is

(]

pursue ks statutory responsibifity. Disclosure is
voluntary and there will be no penaity for refusal.

Local No.... ... A4 ..

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

State

THIS CERTIFIES THE FOLLOWING 1S A TRUE AND
COMPLETE COPY OF DEATH ON FILE WITH THE
HAMMOND HEALTH DEPARTMENT.
P} Y (a3 :
Grpmbide 5 gomy L
Feh g ace2, 7 /

l Date Issued H

AW

d Health Co

DECEASED—NAME

Jill

TYPE/PRINT |
IN

(Frmt. Middle. Last)

A.

Johnsen

2.

SEX

Female

3a. TIME OF DEATH

3:40 A

3b. DATE OF DEATH (Month. Day. vr)

February 6, 2002

4. "SOCIAL SECURITY NUMBER

"ERMANENT
BLACK INK

310-62-4185

Sa. AGE—Last Birthday

Sb. UNDER 1 YEAR

Sc. UNDER 1 DAY

{Years)
47

Months

Days Hours Minutes

6. DATE OF BIRTH (Mo, Day. Y}

Apr. 18, 1954

7 BIRTHPLACE (City and State or Foreign Country)

Hammond, Indiana

8a. WAS DECEDENT
A US VETERAN?

No

8b. YEAR LAST SERVED IN
U.S. ARMED FORCES?

Sa._PLACE OF DEATH (Check only one. See instructions.)

N/A

HOSPITAL

D Inpatient

7 er/outpatient [ oA

orher [ Nursing Home
R Residence

] Other (Specify)

DECEDENT

96 FACILITY NAME ( not nstitution. give street and number)

6717 Huron Ave.

9c. CITY. TOWN. OR LOCATION OF DEATH

Hammond

9d. COUNTY OF DEATH

Lake

10. MARITAL STATUS
(Specity) .
ied

1" (SURVIVING SPOUSE

wife give maiden name)

Raymond Johnsen

12a. DECEDENT'S USUAL
done during most of workming life. Do not use retirea)

Maintenance

OCCUPATION (Give kid of work

12b KIND OF BUSINESS/INDUSTRY

Mall

13e. RESIDENCE—STATE
Indiana

13b. COUNTY

Lake

t3c. CITY. TOWN, OR LOCATION

Hammond

13d. STREET AND NUMBER

6717 Huron Ave.

t3e ZIP CODE
Q Ne

13f. INSIDE CITY LIMITS
Xves

14. CITIZEN OF
WHAT COUNTRY?

46323

Ko a

13g. ON A FARM?

Yes

U.S.A.

B No

Mexican. Puerto Rican. etc.)

15. WAS DECEDENT OF HISPANIC ORIGIN?
Uf yes, specify Cuban

O Yes

16. RACE—American indian,
Black. White. stc.
{Specify)

White

7. DECEDENT'S EDUCATION
(Speciiy only highest grade compietad)

Elemenary/Secondary (0-12) College (1-4 or 5 + )

12

PARENTS Ernst Kraft

18. FATHER'S NAME (First Middie. Last)

19. MOTHER'S NAME (First. Middle. Maiden Surname)

Delores Stanage

INFORMANT

208. INFORMANT'S NAME (Type/Print)

Raymond Johnsen

20b. MAILING ADDRESS (Street and Number or FAural Route Number. City or Town. State. Zip Code)

6717 Huron Ave. , Hammond, Indiana 46323

20c. Relationship

Husband

21s. METHOD OF DISPOSITION

O Bural

O oponation

X Cremation

0 Entombment

O Aemovar from State
D Other (Specify)

other piace)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or

February 8, 2002
Regional Cremation Service

2lc. LOCATION—City or Town. State

Munster, Indiana

22a. EMBALMER'S NAME

None

JISPOSITION

22b. EMBALMER'S LICENSE NO.

N/A

)DNQ

23 WAS DEATH REPORTED TO CORONER?

D Yes

24a. SIGNATURE OF FUNERAL DIRECTOR

ol & )

24b."LICENSE NUMBER
(of Licensae)

FDOM1007081

25 NAME.'ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
Kuiper Funeral Home, 9039 Kleinman R4
Highland, Indiana 46322 Fy 19900008

+
26. PART | Enter the d

IMMEDIATE CAUSE (Final
disease or condiion
resuiting in death)

~AUSE OF
JEATH

Conditions. it any. which gave
rise to the immediate cause,
stating the underlying

cause laat

. Injunes. o

that caused the death Do notent
arrest, shock. or heartfailure List only one cause on each fine.

&1 nonspecitic.terms. such as carciac or respicatory

DUE TO (OR AS A CONSEQUENCE OF)

Approximate
Intervai Between

LU (/'):@z;d/ Deatn
H

DUETO (OR AS A CONSEQUENGCE OF)

DUE TO (OR AS A CONSEQUENCE OF)-

-

PART H. Other

contribuung to death but not previously stated m Part |

27. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)
e

28a. WAS AN AUTOPSY
PERFORMED?
(Yes or no)
e

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE

OF DEATH? (Yes or no}
—

] 29a. CERTIFIER
(Check oniy
one}

O HeaLTH oFFicER

0 cORONER  On frerbasis of

g CERTIFYING PHYSICIAN To the best of my knowledge! death occurred at the bime, d

the basis of

on ano/or

on and/or

ate. and place. and due to the cause(s) as siated
. th My opimon. death occurred at the ume. date. and place. and due to the cause(s) as stated

. 10 my opinion. death occurred at the time. date. and piace. and due to the cause(s) ana manner as stated.

ERTIFIER

28b SIGNATUAE AND TITLE OF CERTIFIE
/j
.

29¢c. MEDICAL LICENSE NO.,
s ladfys

29d. DATE SIGNED (Month, Day. Year)

/Z/‘—:(w'd'l

O

-i§ 30 NAﬁNzyESS OF, PERS/%"BCOM%ETED CAUSE OF DEA
- D"
AN O TG0 5

CABEet AVE, Mons e Ta. Jisas

ZALTH
FFICER

31 HEALTH OFFICER'S SIGNATURE

T4 o A
A bl

P

3 A

o
5 oS
— b}

L

LA d L ﬁl-‘?r‘?

Gy

D

32 DATE FILED (Month. Day. Year)

E&WUQPq % 300N

33. MANNER OF DEATH

0 Penaing
investganon

a Natural

D Accident

[} Suicide
Determined
0 Homicide

O cous not be

34a DKTE OF INJURY
{Month. Day. Year)

34b TIME (ﬁ:
INJURY

34c INJURY AT WORK?
(Yes or no)

34d£ DESCRIBE HOW INJURY OCCURRED

building. etc. (Specify)

34n. PLACE OF INJURY — At home. farm. street. faciory, office

34t LOCATION (Street and Number or Rural Route Number. City or Town, State)

34g DATE PRONOUNCED DEAD (Month Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

¥ yes. spectfy driver. passenger. pedestrian, etc
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