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STATE OF INDIANA)

) s TICOR HBT
COUNTY OF LAKE )
Nehorah A Cao KL .

. being First duly
swarn upe# oath, deposes and says: ) %% &iif
1 That le(:-(:ord C M.IHS . died on ’f’"if‘f'
Doopst— TGas | FE A% om
2. That (Jifford C.Millg and__vewell Mills

were duly and Tegally married at the time they acquired title as husband and
wife to the following described real estate:

Me ottachudD DGR CAGEY ot

S leBAe ( 21)

~
e

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) (her) death.

4. That all funeral expenses in connection with the death of said decedent
have been paid in full.

5.

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

QULY ENTERED FOR TAXATION SUBJECT TO
Further affiant sayeth not. FINAL ACCEPTANCE FOR TRANSFER
APR 29 204
STEPHEN R STIGLCR 7 /
LAKE coumg..uxfg%%‘w A (e

' s Deborah ok . )
'crhbrd and sworn to before me, a Notary Public, this Qﬂb*ﬁ\ day of

Kimberly Kay SchuitzNOtary Public

My Commission expires:

(o~ 249-0%

County of Residence:

Lake 002367
This Instrument preparad f_SCbEYOJ\ A Gfo K
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No: 920041955

LEGAL DESCRIPTION
The North 100 feet of the South 330 feet of the West 330 feet of the Northwest 1 /4 of the Northwest 1 /4 of Section 28,
Township 36 North, Range 7 West of the 2nd Principal Meridian, in the City of Hobart, Lake County, Indiana.
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" ATTENTION ESTATE: The Social Security # is

ereae R Smatoy rosensiity Gisscers 1o INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH State NO. .......uveeeieeaiiieeennn,

roluntary and there will be no penalg(fofwlusa
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

ocalNo.... [ 285,725, .

-YPE/PRINT 1 OECEASED—-NAME (First. Middie. Last) 2 SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMonen Oay. vr)
IN CLIFFORD C. MILLS MALE 4:18 A | AUGUST 8, 1995
ERMAN ENT 4. ®SOCIAL SECURITY NUMBER Se. AGE-—Last Birthday Sb. UNDER 1 YEAR 5¢. UNDER t DAY |6 DATE OF BIRTH (Mo. Day. Y1) 7. BIRTHPLACE (City and Stste or Foresgn Country)
(Yeors) Months  Days Hours  Minutes
BLACK INK 306-09-6959 83 APRIL 9, 1912 FRENCH LICK, INDTANA
8s WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one.See nstructons)
A US VETERAN? US. ARMED FORCES?
1946 noseiTAL (] inpaners otHER (I Nursing Home [ Other (Speciy)
YE S ad ER/Qutpstient D DOA O Resudonce
9b FACILITY NAME (¥ not instmution. give strest and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
JECEDENT
ST. MARY MEDICAL CENTER HOBART LAKE
10. MARITAL STATUS " SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND QOF BUSINESS/INDUSTRY
(Speciy) done during most of working iife. Do not use retwed)
MARRIED JEWELL BLEDSOE MEAT CUTTER MEAT LOCKER
13s. RESIDENCE—-STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE HOBAKT 541 N. HODART RCAT
13e. ZIP CODE | 13t INSIDE CITY LIMITS | t4 CITIZEN OF 15. WAS PECEDENT OF HISPANIC ORIGIN? 16. AACE—American indian, 17. DECEDENT'S EDUCATION
4 6 3 4 2 O No (Xves WHAT COUNTRY? No O ves Of yes, specty Cuban. Black. White, etc. (Specify only highest grade compieted)
133 ON A FARM? Mexican. Puerto Aican. etc) (Specify) Elementary/Seconasry (0-12) | College (1.4 0r5 + )
Xne Ove | U-S-A- WHITE 8
ARENTS 18. FATHER'S NAME (First. Middie. Last) 19. MOTHER'S NAME (First. Middie. Maden Surname)
(N/A) MILLS (N/A) GRIMES
{FORMANT 20a. INFORMANT'S NAME ( Type/Print 200 MAILING ADDRESS (Street and Number or Rural Route Number. City or Town State. Zip Code) 20c. Relstionship
JEWEL MILLS 641 N. HOBART ROAD, HOBART, INDIANA 46342 WIFE
21s. METHOD OF DISPQSITION m Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c LOCATION—City or Town. Stats
3 sunai O crematon [ Removai trom State other place} AUGUST 10 > 1995
O oomaron O Other (Somety) GRACELAND CEMETERY VALPARATSO, INDIANA
ISPOSITION 22s. EMBALMER'S NAME: 22b EMBALMER S|LICENSENO 23 WAS DEATH REPORTED TO CORONER?
NORMAN SCHNECKENBURGER 01015020 Rno  Oves
24e. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE/NUMBER 25. NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
tof Lnsedt DYKES FUNERAL HOME, INC. FDL#83006813
) /Lo o L 101515020 2305, N. (CAMPBELL STREET, VALPARAISO, IN
G363
28. PARTI Enter the _injuries, or that caused the/desth Do not enter nonspecrhic/terms, such as cardac or respiratory Approximate
arrest. shack. or heart failure. List only one causson u(ch line Interval Between
TS CERTIFIES TUE 45 : ., Slisste Ot Dot
IMMEDIAT ;{55 Franey 1 0 _- v R 2
disesse or ¢ ol ON P .} I7VHTDUE TO (OR X8 A CONSEQUENCE OF)
AUSE OF rosuting m I e
ZATH A 2
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF}) ,
ris4 to the immediate ca .rj(‘ _' 1 r]ul‘“\ .
stating the underlying bl HINCEY e
cause last DUE TO (OA AS A CONSEQUENCE OF)
;f:l o d
PART Il Othci "in"c.‘r": Ao - ffbﬂ fnon qmrvby}unq\lo death but not previcusly ststed in Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
AL A PREGNANT OR 30 DAYS PERFORMED? AVAILABLE PRIOR TO
LAEE COUNTY HERLTH COsRastiEig POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
NO NO NO
29s. CERTIFIER ‘ @ CERTIFYING PHYSICIAN  To the best of my knowisdge. desth occurrad at the time. date. and place. and due to the csuse(s) ss stated
(Check oniy
one) D HEALTH OFFICER On the bams of andjor in my opinion. death occurred at the hme. date. and place. and due to the cause(s) as stated.
O coroner  on m- basis of sxsminstion and/or N 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¢c. MEDICAL LICENSE NO 29d. DATE SIGNED (. th. Day. Yeer)

ATIFIER Veganl? 4/ AL O - Orox 340 Jglal9s

30 NAME AND ADDHESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print

NAZZAIL OBAID, M. D., 8895 B,ROAI}WAY)’,‘ ILLVILLE, "INDIANA 46410
ALTH 31. HEALTH OFFICER'S SIGNATURE [}' Z lj’@ [ P 32 DATE FILED (Month, Day. Year)
: 2 : & E
FICER A rﬂM ‘ f;'D MU;”S\/
kk] :MANNEH OF DEATH 34a. DATE OF INJURY J4p. TIME OF J4c INJURY AT WORK? J49. DESCRIBE HOW INJURY OCCURRED 0 !
(Month. Day. Year) INJURY (Yes or no)

D Natural a Pending

Investgation
O Accident
J4a. PLACE OF INJURY—At home. farm. street. factory. office 34f LOCATION (Strest and Number or Rural Route Number. City or Town. State)
O sueide O couid not be building. stc. (Specify)
Detarminad
0 Homicide

J4g DATE PRONOUNCED DEAD (Month. Day. Year) | 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. passenger. pedastrian, etc

CRLIAA ARA Niada T 4A44N IMAIN OO Nanthanr/DN 4





