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SURVIVORSHIP AFFIDAVIT : T
STATE OF
' % S.S.
COUNTY OF
On this april 12, .2004 ______ before me personally appeared John Kozubal.

{ insert date)

- e e R e e e e e e e S e o e e e = e e o e = = = L T o o - -~ o~ ——

to me personally known, who being duly sworn on cath did say that;

1.

2.

Affiant resides at the address given below affiant’'s signature;
Affiant is. owner ... e e I — ~ S\g = == m = m — —m e e = :
(state interest of afflantlin the @bove premises as “owner”, “son of owner”, etc. )
Said premlses were fermerlyl owned-asjoint tenants of as tenants by the entireties by
______ Avhe_.lsg.zzp_éé.l---_-____--__---and_--___--__A_‘Z‘E‘_E_‘-.‘E*_‘E‘-f_b_?ml??‘:‘_ e
Saidcocaa. - Annza e beife Connty Reco
s (fill in name of co-tenant who died)
died ono.. JULY 25, 2003
leaving.__.__ MO _ will;
(insert “a@" or “no”; if will left, attach a copy)

The Iegal description of the premlses
East O feet of Lot in Bir

ébquem§gdltlon, to the City of Hammond,
as per plat thereof, recorded in Plat Book 20 page 26,

of the Recorder of Lake County, Indiana.
Key No. 26-32-56-4

in the Office

To the best of afflant’s knowledge there is no Federal or State estate or inheritance tax lia-

bility by reason of the death of said decedent: NONE

pULY ENTERED FOR TAXATION SUBJECTTO
FINAL ACCEPTANCE FOR TRANSFER
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7. "WHhere this affidavit rela

4 4

“OFFICIALSEAL”:
BARBARA J. LAPPEL|ERE ¥

= NOTARY PUBLIC, STATE CF INDIANA 5
2 MY COMMISSION EXPIRES a7/08 %
K K4

LLEa S TR SRV PRSI "

PR & Laats

- MNB CALUMET AVE dooa-008

tes to a tenancy by the entirties, were the parties ever divorced?

T etttk bl R ol et e et

IS . |\ S ———
(f answer is “Yes,” identify the divorce proceedings: .
............................................................................................. )
8. Affiant's relatlionship to the deceased was._..___. SON____.
Signature:
Address:_l ________________________________________
Subseribed a;wd sworn to before me by the affiant
this___._ ApTil 12, 2004 .
’ “ (insert date)
Boabtis... %aﬁam __________ o
Notary Publig :
My Commiséion Expires__/____ Jj __Q:I_QS, _______________ ~
| This instrument prepared byllercantile Nacional Bank / M. Waechter



- * ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is
voluntary and there will be yenalty for refusal.

LocalNo...........

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

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

State No.

1 DECEASED—NAME

PRINT
TYPE/PRIN o

IN

(First Migdle. Last)

CHARBONNEAU

2 SEX

FEMALE

3s. TIME OF DEATH

12:45 P

3b. DATE OF DEATH (Monch. Day. ¥r)

JULY 25, 2003

4. ¥SOCIAL SECURITY NUMBER

312 10 5655

PERMANENT
BLACK INK

(Years)

S8 AGE—Last Birthday

5¢c_UNDER 1 DAY
Minutes

Sb_UNDER | YEAR
Months Days

Hours

6 DATE OF BIRTH (Mo. Day. Yr)

FEBRUARY 4,1916

7 BIRTHPLACE (City and State or Forergn Country)

WHITING, INDIANA

WAS DECEDENT
A US VETERAN?

8a

8b YEAR LAST SERVED IN
US ARMED FORCES?

98 PLACE OF DEATH (Check only one. See instructions )

OSBRI AL

[,

G Nursing Home

= Cther ( Specify)

NO

N/A

1 poa

(] _£R/Outpanent

UTHER

Ma

9c CITY TOWN. OR LOCATION-OFDEATH

Sd—COUMNTIY-OF-DEATH
Y-OF-DEATH

DECEDENT

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

ST. CATHERINE HOSPITAL

EAST CHICAGO

LAKE

10. MARITAL STATUS
(Specify)

WIDOW

11. SURVIVING SPOUSE
(¥ wite. give maiden name)

NONE

HOME MAKER

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working ife. Do not use retired)

12b. KIND OF BUSINESS/INDUSTRY

OWN HOME

13s RESIDENCE—STATE 13b

INDIANA

COUNTY

LAKE

13c. CITY. TOWN, OR LOCATION

HAMMOND

13d. STREET AND NUMBER

1110-170th STREET

13e 2IP CODE
O No

13f INSIDE CITY LIMITS
X Yes

14 CITIZEN OF

13g. ON A FARM?
& No

46324

O Yes

WHAT COUNTRY?

U.S.A,

1S. WAS DECEDENT OF HISPANIC ORIGIN?
A No O VYes (It yes. specity Cuban
Mexican. Puerto Rican. etc)

16. RACE—American Indian,
Black. White. etc

(Specity)

WHITE

7. DECEDENT'S EDUCATION
(Specify only highest grade completec)

Elemenydry/Secondary (0-12) College (1-4 0r 5 +

12th

PARENTS
MICHAEL

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

MAKSIN

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

ANNA MIHALOQ

2 INFORMANT'S NAME (T} Print)
INFORMANT On. INFO £ Type/

JOHN KOZUBAL

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

1110-170th ST.,HAMMOND, INDIANA

20c. Reiationship

46324 SON

0

21a. METHOOD OF DISPOSITION

Entombment

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

21c {QCATION—Cuty or Town_Stata

0 cremauon a

O other (Specry)

Bural

{3 Donstion

Removal from State

other place) JULY 29 ) 2003
HOLY CROSS CEMETERY

CALUMET CITY, ILLINOI

DISPOSITION 22s. EMBALMER'S NAME

_DEAN G. WAGNER

22b EMBALMER'S LICENSE NO

8800057

& no

23 WAS DEATH REPORTED TO CORONER?

O ves

24p."SIGNATUREYDF FUNERAL DIRECTOR

24b LICENSE NUMBER
{of Licensee),

8800057

25, NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

SOLAN-PRUZIN FUNERAL HOME FH830028
7109 CALUMET AVE.,HAMMOND,IN. 46324

26 PARTI Enter the

IMMEDIATE CAUSE (Final
disease or condiion
resulting in death)

CAUSE OF
DEATH

Conditions. #f any. which gave
rise 10 the )immediste cause
stating the underlying

cause isst

. InUnas, or.

arrest. shock’ or heart failure List only one cause on each iine

Crdliy O FAPA O o

ihet caused tha death Do riot @nter nonspecfic terms) stich 38 cardisc or fespiratory

Approximate
Intervai Between
Onset ath

o —t

DUE TO (OH AS A CONSEOUENCE OF)

b M/@Ql’

~

')Q:éfo?

L

4 e :

4

7
i ? )

DUE TO (OR AS A CONSEQUENCE OF)

PART It Other signit 8 - C

'$ contributing to death but not previously steted in Part |

27 WAS DECEDENT

POSTPARTUM?
(Yes or no)

no

PREGNANT OR 90 DAYS

2Ba. WAS AN AUTOPSY

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

n/a

PERFORMED?
(Yes or no)

no

CERTIFIER
(Check oniy
one)

29

K] CERTIFYING PHYSICIAN

O coronen On the basis of

£ HeaLTH OFFICER On the basis of

and/or

\ and/for 9

To the best of my knowledge. death occurred at the ime. date, and place. and dus to the cause(s) as siated
i my opinion. death occurred at the me. date. and place. and due to the causals) as stated

in My opinion. death occurred at the time, date. and place. and due to the cause(s) and manner as stated

CERTIFIER

29b SIGNATUDD TITLE OF (‘jEHTIFIER

= Q o [0 Tz el

29c. MEDICAL LICENSE NO

2 o192

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

JULY ¥ , 2003

FRED ADLER, M.D.

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

800 MacARTHUR !/ BLVD.

SUITE 2, MUNSTER, INDIANA 46321

836-4000

HEALTH
OFFICER

wmm ofFEER'S SIGNATURE .
y 1 17

(41

fur

32 BANE E ED(M;'W Day. Vul)

33 MANNER OF DEATH

=] Pending
Investigation

] Natural
] Accident

0 sucice 0 Could not be
Determined

O Homicide

343 DATE OF INJURY
{(Month. Day. Year)

34c INJURY AT WORK?
(Yes or no)

34b TIME OF
INJURY

34d DESCRIBE HOW INJURY OCC%ED ‘]

34a PLACE OF INJURY —At home. farm street factory. office
bullding etc (Speciy)

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

349 OATE PRONOQUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

if yes. specify driver passenger. pedestrian. etc
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