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AFFIDAVIT

STATE OF INDIANA)
) SS:
COUNTY OF LAKE )

DOROTHY J__ DAVIS , being first duly

swarn upon oath, deposes and says:

1. That _capl KENNETH DAVIS — died on
190t , /192002 at g MARGARETS MERCY HOSPITAL

2. That _ cApl KENNETH DAVIS and__poporay 31 DAVIS
were duly and legally married at the time they acquired title as husband and

wife to the following described real estate:

LOT 24 AND THE SOUTH 6 1/4_FEET OF LOT 25 IN BLOCK 2 IN WILCOX FIRST ADDITION
TO WHITING, IN THE CITY OF HAMMQND} JAS| PER) PLAT THEROF, RECORDED IN PLAT BOOK 2
PAGE 51, IN THE OFFICE OF THE RECORDER OF LAKE COUNTY, INDIANA.

Gy 3¢ 3t

3. That the marital relationship which existed between them at the time they
acquired title to said real estate remained in effect and unbroken until the

™~

date of ((his)) (hey) death.

4. That all of the assets of said decedent which would be includable for
Federal Estate Tax purposes, including joint bank accounts and life insurance
on decedent's life were not sufficient to necessitate payment of Federal Estate

FILED

0CT 2 2003

STEPHEN R. STIGLICH
LLAKE COUNTY AUDITOR

[ Do

DOROTHY J,/DAVIS
Subscribed and sworn to before me, a Notary Public, thi 25TH day of
SEPT ,/19_2003.

Further affiant sayeth not.

76%& 000201

THOMAS G. SCHILLER ‘otary Public

My Commission expires:

MM,!'\WST
THOMAS G. SCHILLER ¢
Notary Public, State of Indiana é
Lake County

My Commussion Expires 6/07/0¢

6/7/08

County of Residence:

LAKE

This Instrument prepared by DOROTHY J. DAVIS

2050-45TH AVE

TICOR TITLE INSURANCE 9905 N\ A | o f
HIGHLAND. IN 46322 \;’L\L



* ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory responsibility.

isclosure is

THIS CERTIFIES THE FOLLOWING IS A TRUE AND
COMPLETE COPY OF DEATH ON FILE WITH THE

¢ HAMMOND

INDIANA STATE DEPARTMENT OF HEALTH

HEALTH DEPARTMENT.

df,%&@/um frgre o

voluntary and there will be np penalty for refusal. _ _ -
Local No. . /O 2! '—f ____________________ CERTIFICATE OF DEATH State 703, *7, ,,amrond Healih Commissions: .
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PF“NT 1 DEg:EASED—NAME {First. Middle. Last) 2. SEX 3s TI‘ME OF DEATH 3b DA(TE OF (Month, Day. Vr‘)
IN Crer  Kewpwerr  DPaws Male | 394w TR TIS- o
PERM AN ENT 4. ®SOCIAL SECURITY NUMBER Sa. (AYGj’;Lln Birthday SD.MI:N:ER 1 \l')EAR 5(; UNDER :‘2::. 3DATE OF BIRTH (Mo, Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
BLACKINK | 353-52-897%] T ' /-/ -3¢ Ellizay Ceorcin

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF »
DEATH

BN
N
3:*
™

NS
PR

N

De3-75,

CERTIFIER

HEALTH
OFFICER

o audll

8a. WAS DECEDENT
A US VETERAN?

Yes

8b. YEAR LAST SERVED IN
US. ARMED FORCES?

/1973

9s._PLACE OF DEATH (Check only one. See mstructions)

HOSPITAL R Inpatient
(] er/Oupsvens O DOA

OTHER:

a Nursing Home [ other (Specity)
3 Residence

St MageaesTs

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

9c. CITY, TOWN. OR LOCATION OF DEATH

rlr gl 4{/ 0

9d. COUNTY OF DEATH

L aKs

MNewe o Aé:rﬂ%m/

10. MARITAL STATUS 11. SURVIVING SPOUSE 128, DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY

{Specify) (i wife, g:vomudmmcﬁ done during most of working life. Do not use retired) A/ .
MNakkig 12 Doectz & B las+ic /A /A
13s. RESIDENCE—~STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION ! 13d. STREET AND NUMBER

p—— . .

—Z LaKs L1475 0 249G NMew Yorsx Aus

13e. 2P CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
ONo PNyes WHAT COUNTRY? ANo C1 Yes  (if yos. specify Cuban. Black. White, etc. (Specify only highest grade compieted)
% ‘#‘ 13g. ON A FARM? Mexican. Puerto Fican. etc) (Speciy) . , Elomenséry/Secondary (0-12) | College (1.4 or 5 +)
% K No O Yes )/L‘S/’t L()/)(",Q, /X X

18. FATHER'S NAME (First Middie. LasD

OvelrTeid

Dﬁt/z S

mloUIV' &

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

MA)//L)otf

20e. INFORMANT'S NAME (Type/Prind)

Do e 171 _,Dm/:s

20b. MAILING ADDRE!

S (StrmnndNumb-IaRumlRomNumbor City or Town. Siate. Zip Code)

20c. Relationship

/TW&E éé‘lﬁ:—‘ﬁl

21a. METHOD OF DISPOSITION D Entombmem 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION-—City or Town. State

E Bural [0 Cremavon  {J Removal from State ""’”P“‘ . ﬂ } j -
iR / (aemsT Cdy T

O oonstion (3 Other (Specwy) /02 aa C} ﬂ y /20\55 2lonre 7

22. EMBALMER'S NAME:

6#14_2

WwERLS

22b. EMBALMER'S LICENSE NO.

7oer

at g

O ves

23 WAS DEATH REPORTED TO CORONER?

Ao

ATURE OF FUNERAL DIRECTOR

(el sl

26 PART |

24b. LICENSE NUMBER
{of Licensee)

/ool dG

25 NAME. ADDRESlS, AND LICENSE NUMBER OF FUNERAL HOME
Jeo PG/
Cloirs H Sit-ne

2 / ‘
2% 1,—/47

srrest. shock. or heart failure. List only one cause on esch line

IMMEDIATE CAUSE (Final
disesse or condition
resulting in desth)

Conditions. if any. which gave
rise to the immediste Cause.
stating the underlying

cause iast

A‘W*n, Mot ng DT AR

Enter the diseases. injuries. or complications that caused the desth! Do not shter nonspecitic terma. such ae cardiac or respiratory

LN K2 ON

Approximate

Interval Between

Onset and Death
MauvTeE S

DUE TO (OR AS A CONSEQUENJE OF)

oLy

MUp eng 0) #a

IN e = OV 0 W52

Yol

DUE TO (OR AS A CONSEOUENCE OF)

Catyerpn ¢

T 7T 7 VE Luwi B, 5IRE

YRS

DUE TO (OR AS A CONSEQUENCE OF):

PP ansive Herer Disoize

=20 AN

PART Il Other signi -C

contributing to death but not previousiy stated in Part |

Hwﬂeszuﬂmm//(

27 WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yas or no)

4o

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

WO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yas or no)

N2

29¢ CERTIFIER

ﬂ.csnnrvmc PHYSICIAN  To the best of my knowlsdge. death occurred st the time. date. and place. and dus to the cause(s) 85 stated.

{Check only .
one) O HEALTH OFFICER On the bnn of snd/or g .10 my opinion. desth occurred at the time, date. and place. and due to the cause(s) as stated
P CORONER Onllh- basis of and/or in my opinion, death occurred at the time. date. and place. and due to the causels) snd manner as stated.

29¢c. MEDICAL LICENSE NO

0201 |

29d. DATE SIGNED ( . Day. Yeer)

1'7,!30 o 2

30 NAME W
]

gF PERSON WH

e

Lorer

L)

OMPLE ED CAUSJOF DEATH (TEM 26) (Type/Print)

/67%05’

e 7€, ﬁr//)/y%

“‘”"275/07

3t HEALTH OFFICER'S SIGNATURE

S

32. DATE FILED (Month. Day. Yeer)

A wo2

(W{z44]

33 MANNER OF DEATH

O Newral O Pending
Investigation

] Accident

0O suicise O coutd not be
Determined

O Homicide

J4a. DATEOF INJURY
(Month. Day. Year)

34b. TIME OF
INJURY

34c INJURY AT WORK"
(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

34 PLACE OF INJURY —At home. farm. street. factory. office

building, atc. (Specify)

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

34g DATE PRONOUNCED DEAD (Month. Day. Yesr)

34h. MOTOR VEHICLE ACCIDENT? (Yes or no) if yes. specdy driver. passenger. pedestran, etc

SDHO06-004 State Form 10110 (R5/1-99)





