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SURVIVORSHIP AFFIDAVIT

STATE OF: Indiana )
) 8S:
COUNTY OF: Lake )

On this _ 30th day of December, 2004  Before me personally appeared Hurtis Wilson

to me personally known, who being duly sworn on oath did say that:
1. Affiant resides at the address given below affiant’s signature;
2 Affiantis Hurtis Wilson

(state interest of affiant in the above premises as owner)

3. Said premises described as follows:

Lot 33 in Block 11 in Gary Land Company's Eleventh Subdivision, din
the City of Gary, as peryplat thereof, reconded in Plat Book 13

page 25, in the Office of the Recorder of lLake County, Indiana:
v 1303732 AS)

o2

4. Said premises were formerly owned-as‘joint tenants-or as fenants by entireties
by \l-—\r '&’\5 W \bof\ and elnice \/Uu\g,ar’]

5, Said Bernice Wilson

(fill in name of co-tenant who died)
gied on___ANA LN \4 =00 >

leaving N will;
(insert “a” or “no” if a will has been left, attach a copy)

6. The total value of the taxable estate of said deceased including joint tenancies, tenancies by the

entireties, individua@vnerships of both real and personal property, and insurance does not exceed the
sum of § '

and to the best of affiant’s knowledge thére is no estate
or inheritance tax liability by reason of the death of the said descendent: _

7. Where this affidavit relates to a tenancy of the entireties, were the pariies ever divorced? {D D

(If answer is YES, identify the dissolution proceedings.)

8. Affiant’s relationship to the deceased was 4,0 0 %56, __

State of indiana )

) v
County of Lake ) MEPHEN R, §TIGUCH
Before me, the undersigned, a Notary Public in and for said County and State, this Kg& WOOZL
personally appeared Hurtis Wilson e,
A
and acknowledged the execution of the foregoing Affidavit. M l K‘ﬁ’ \/\)
. 4@:‘}‘13"'% IVETTE S. WESTERMAN QF/
mlm_av Lake County A
-’ My Commission Expires Notary Public
;@__“g;@f‘“‘v'_ December 5, 2010 __}f Resident of Oy , County
- ) < ()
My Commission expires: (9‘ I% /
Prepared by Hurtis Wilson
FRYH~93 /2
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* AFTENTION ESTATE: The Social Security # s
being requested by this state agency in order o

pursue its statutory responsibility.

isclosure is

voluntary and there will be no penalty for refusal.

LocalNo..................(.).'.'?'......

ry
A~

aenene

03

3CC + 3 Free VETS

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

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

State No.

L T

TYPE/PRINT
IN

Bernice

1. DECEASED-—~NAME (First Middle, Last)

R. Wilson

2. SEX
Female

3a. - TIME OF DEATH

4:29 P
M

3b. DATE OF DEATH (Mo, Dy, vr)

March 19, 2002

PERMANENT

BLACKINK | 4

4. *SOCIAL SECURITY NUMBER

14-32-0758

Sa. AGE—Last Birthdsy

Sb. UNDER | YEAR

Sc. UNDER 1 DAY

(Yoers)

Moanths

Days

Hours Minutes

6. DATE OF BIRTH (Mo, Day, Yr

November 13, 1921

7. BIRTHPLACE (City and Stma or Foregn Country)
Union City; Tennessee

8a. WAS DECEDENT
A U.S. VETERAN?

YES

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

9. PLACE OF DEATH (Check only ane.

See mstrucrons)

1946

HOSPITAL  inpevent
O er/outpsnene ] 0OA

O Aesidence

OTHER [T Nursing Home E] Other (Spacey)

DECEDENT

Methodist

9b. FACILITY NAME (¥ not nstitution, grve street snd number)

Hospital Northlake

Gary

9c. CITY. TOWN. OR LOCATION OF DEATH

8. COUNTY OF DEATH

Lake

10. MARITAL STATUS
(Specify)

arried

1. S’UmVlNG SPOUSE )
gve maden na
Hurtis W;Téon

12s. DECEDENT'S USUAL OCCUPATION (Give kind of work
: during most of working life. Do not use retired)

Housewife

12b. KIiND OF BUSINESS/INDUSTRY
Domestic

13s.

13e.

Indiang

46407

RESIDENCE—STATE

13b. COUNTY

L

ke

13c. CITY. TOWN. OR LOCATION

Gary

13d. STREET AND NUMBER

1156 Van Buren Street

ZIP CODE

ONe g

13f. INSIDE CITY UMITS

14 CITIZEN OF
WHAT COUNTRY?|

13g. ON A FARM?

No 3 Yes

US A

15. WAS DECEDENT OF HISPANIC CRIGIN?

o 1 Yes

Mexican. Puerto Alican. ete)

{If yes. specify Cuban,

16. RACE—American Indian,
Black, White. atc.
(Specity)

Black

17. DECEDENT'S EDUCATION
(Specify only bighest grade compistech

Elemengdry/Secondary (0-12)

Coliege (1-4 or 5

+3

PARENTS

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

Clay

James

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

Lena (Clay)

INFORMANT

20a. INFORMANT S NAME (Type/Print)-

| 20b. MAILING ADDRESS (Street and Number or Aursi Foute Number. City or Town. State. Zip Code)

1156 Van Buren Street Gary,Indiana 46407

20c. Reiationship

Husband

Hurtis Wilson

2%

METHOD OF DISPOSITION

[ Cremation
O Other (Spectn

Burwsl
Oonation

[ emombment
O Removai from State

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

omerpsce) March 23, 2002

Evergreen Cemetery

Hobart,

21c. LOCATION—-City or Town. State

Indiana

DISPOSITION 2.

EMBALMER'S NAME:

Roogevelt Allen Jr.

N 22b. EMBALMER'S LICENSE NO.

#01051701

o (3 ves

23. WAS DEATH REPORTED TO CORONER?

24b. LICENSE NUMBER
{of Licensee)

#08700646

CAUSE OF
OEATH

28. PART )

Enter the discases.

arrest. shock. or hsart failure. List onty one Cause on aach line.

. HECAID

DUE TO (OR AS A CONSEQUENCE OF)

IMMEDIATE CAUSE (Final
disesse or condition
reswiting in death)

Conditions. if any, which gave
fisa to the immediste cause,
stting the underlying

cause last

256&’;’& AgDRRSi, :théDnL.IC
2959 West 11th Avenue
Gary,Indiana 46404 83007704

unera

SE NUMBER_OF

%INEHAL HOME
irectors,Inc

juries./oF camplications that caused the dasth- Do.not enter nonspecific terma-such as cardisc or Tespiratory

Approximate

Interval Betwean
Onset snd Desth

DUE TQ (OR AS A CONSEQUENCE OF).

DUE 70 (OR AS A CONSEQUENCE OF}

PART il. Other i

contributing to death but not previously stated in Part |

2]. WAS DECEDENT

POSTPARTUM?
(Yes or no)
NO

PREGNANT OR 90 DAYS

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

NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATHT (Yaz or na}

29a.

CERTIFIER
{Check only
one)

O CORONER  On the bass of

(J HEALTH OFFICER On the bams of

CERTIFYING PHYSICIAN  To the best of my knowledge. death occurfed ot the time. date.

snd/for

and/or

and place. and dus to the cause(s) ss sipted.

. 1 my opimian, death occurred st the tuime, date, and place. and due to the cause(s) as stated

. i My opINoN, desth occurred at the me. date. and place. and due to the tause{s) ana manner as stated.

CERTIFIER

29b. SIGNATURE ANO TITLE OF CEATIFIER

=

L

#

2%¢c. MEDICAL LICENSE NO

01052086 A

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

B 22— Zoo 2

/P07 )

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH {{TEM 26) {Type,/Prmt)
—

=527 , #7275y 5500 Hohman Avenue #3A Hammond, Indiana 46320

HEALTH
QFFICER

31 HEALTH OFFICER'S SIGNATURE

133 mannerior oeaTH: -

34a. DATE OF INJURY
(Month. Day. Yeer)

1D i

32. DATE FILED (Moneh. Day. Yeer)

we 25

2001

34b. TIME OF
INJURY

3J4c INJURY AT WORK?
{Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

Wﬂc (Spacity)

5

PLACE [OF INJURY~ At home. farm. street. tactory. office

34 LQCATION (Street anc Number or Rural Route Number, City or Town. State}

r

GO g
345 DATE PHONOL}NC_ED DEAD (Monm. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or nol if yes. specdy driver. passenger. pacesiran, elc.

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





