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8 On thns__‘_’?_p_ﬁ ______ Z ___________ before me personally appeared__--gﬁ?_‘?f‘.’i‘f.‘:’f _________
Eé (insert da

‘%:- S; MU“‘—IM S hy
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gto me personally known, who being duly sworn on oath did say that:

é 1. Affiant resides at the address given below affiant's signature;

O

2. Affiant ls/Z" ..... /% 5‘/‘“"’%73’5 FREFTOTvrs | sy (DL T —

_-..-------_--_----_-----------------—_-_---- ----------

3. Said premises were formerly owred as joint tenants or as tenants by the entireties by

Aldrqr, 0 . Covemg—

---------_--_—-_--_--_-----------------------—-- inhaietndealieb bl bl L SRR £ £ ZOPR il i Sl A V0¥ S

died on Sepremion 7. ITF9

leaving ___________ 'ﬁ\ T will;

(insert “a” or “no”; if will left, attach acopy)

5. The legal description of the premises in question is: |
chf 2 L/ (Flezie // K7 dcuflﬂ/ /g,‘{i’%uﬂ,y d(lﬂl.«,z‘w
Jeron o Dpunalin, Pl Grate 19 fhge Y

ke Coenty AN
Aolee oty Koy 4 1920~ 17522

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

decedent? (0 Yes @ No
If yes, then estimated taxes due are $ + A‘

The taxes due are [ paid or [J unpaid.

FILED

JUL 2 4 2003
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7. Where this affidavit relates to a tenancy by the entireties, were the parties ever divorced?

-----------—------------------------_--—----------_----------_-------- -----------------------

Subscribed and sworn to before me by the affiant
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O

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

CORONER
USE ONLY
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Local No. . \’\é '1\0 ’gc\ e

Byt 18- /15 -A R

INDIANA STATE BOARD OF HEALTH

CERTIFICATE OF DEATH State NO. ..ovit i iieiearaanans
1. DECEASED—NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month, Dey. Yr)
MARTIN COVERT LE 10:00Pv | SEPTEMBER 29,1989
4 SOCIAL SECURITY NUMBER 5a. (AVGE—)Last Birthday Sb. UNDER 1 YEAR 5¢c. UNDER t DAY | 6. DATE OF BIRTH (Mo Day. Yr} 7. BIRTHPLACE (City and State or Foreign Country)
ears. Months Days Hours Minutes
304-14-6995A 72 i MAY 30. 1917 HAMMOND, INDIANA

A US. VETERAI

YES

8a. WAS DECEDENT

8b. YEAR LAST SERVED IN

9a. PLACE OF DEATH (Check only one. See instructions.)

U.S. ARMED FORCES?

1943-45

N?

HOSPITAL 3E7 Inpatient

0 ER/OQutpatient 0 poa

OTHER:

s

) Nursing Home O other (Spacify)

9b. FACILITY NAME (f not institution, give street and number)

THE COMMUNITY HOSPITAL

MUNSTER

9c. CITY, TOWN, OR LOCATION OF DEATH

9d. COUNTY OF DEATH

LAKE

10 MAFNTAL STATUS 11. SURVIVING SPOUSE 12a. OECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) UF wife, give. maiden name) done during most of working life. Do not use retired}
MARRIED JULIA EVANOFF OREMAN INLAND STEEL
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE MUNSTER 8325 KRAAY AVENUE.
13e. ZIP CODE | 131 INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
O No g(\‘es WHAT COUNTRY? o DO Yes (I yes, specify Cuban, Black, White, etc (Specify only highest grade completed)
13g. ON A FARM? Mexican, Puerto Fican. etc) (Specify) Elementary/Secondary (0-12) College (1-4 or 5 + )
46321| xn Ove | U.S.A. WHITE 12yrs 2+

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

HAROLD A. COVERT

EVA

PARKER

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

20a. INFORMANT"

S NAME (Type/Print)

JULIA COVERT

20b. MAILING ADDRESS (Street and Number or Rural Route Number, CRty or Town, State, Zip Code)

8325 KRAAY MUNSTER,

INDIANA 46321

20c. Relationship

WIFE

21a. METHOD OF

5{ Burial

3 Donation

3 cremation
O other {Specify)

DISPOSITION 3 Entombment

[0 Removal from State

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

other place)

ST. JOSEPH CEMETERY 10-3-89

21c. LOCATION—City or Town, State

HAMMOND, INDIANA

228 EMBALMER'S NAME:

22b. EMBALMER'S LICENSE NO.

23. WAS DEATH REPORTED TO CORONER?

[J ves

resulting in death)

cause last

« Enter the

IMMEDIATE CAUSE (Final
disease or condition

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

KEVIN W. KISH , ./ 10021590 e
24b: LICENSE NUMBER 25 NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
Nt BURNS-KISH FUNERAL HOME 3002819
10021590 8415 CALUMET AVE. MUNSTER, IN.

——
that caused the death. Do not enter nonspecific terms. such as cardiac or respiratory
fine.

Lyunes, or ¢
arrest. shock, or heart fallu‘m ist-oply one cause on each

A0 A s unaTeoug Sortsl .

~p ey
.pls

CERTIFIES THE ACOVE |

Approximate
Interval Between

DUE TO (ORAS

A.CONSEQUENCE OF)

Corn aR52h Wt W Taalmat

LORPLETE COPY OF THECE

S A ;é!!g mpgl and Death

DEATH ON FILE WITH THE LAKESRUARY

DUE TO (OR AS

A CONSEQUENCE OF):

S lane sdap afve. W el QM enR

HEALTH DEPT.

VI

DUE 7O (OR AS
d.

A CONSEQUENCE OF):

OCT 4

1989

PART Il. Other signtficant conditions - Conditions contributing to death but not previously stated in Part |.

27 WAS DECEDENT

POSTPARTUM?
(Yes or no)

PREGNANT OR 30 DAYS

P
Ysor

{

28a. WAS AN AUTOPSY
FORMED?

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

,’h U--v“:’

"}7%: 4

29a. CERTIFIER
{Check only

RA”CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time, date, and place, and due to the Mmmmm COMMLISSIONER

one) [:] HEALTH OFFICER On the basis of and/or ). In my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
[J CORONER  On the basls of and/or i . In my opinion, death occurred at the time, date, and place, 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. Year)
Neon WL DMy o 23250 w\a\29

30. NAME AND ADORESS OF PERSON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Type/Print)

BURTON H. GREENBERG M.D 4320 FIR ST. EAST CHICAGO,

NDIANA 46312

31. HEALTH OFFICER'S SIGNATURE

A )

P

Yk

32 DATE FILED (Monm

OCT ('I

<G

33. MANNER OF

O Natural

O accigent
[J suicide

[3 Homicide

DEATH 34a. DATE OF INJURY

(Month. Day, Year)

(] Pending
Investigation

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

O could not be
Determined

building, etc. (Specify)

34e. PLACE OF INJURY —At home, farm, str

JUL 24 2003

QOCATION (Street and Number or Rural Route Number, City or Town. State)

34g. DATE PRONOUNCED DEAD (Month, Day. Year}

STEPHEN R. STIGLIC

SBH06-004

State Form 10110 (R2/3-89)

34h. MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes, specify driver, passenger, pedestrian, etc.
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