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(1005 353\1 SURVIVORSHIP AFFIDAVIT
On this___/{ W« __d@_ﬁé_};f;X:__before me personally appeared___________________
(insert date) ‘
....................... QQ@LJY\./;W\QV’OS'
to me personally known, who being duly sworn on oath did say that:
1. Affiant r:s.iies at the address given below affiant's signature:
2. Affiantis.....____. oxaer

---~--------------------—----—---------—---u--------------------------—---

______________ / ?1;---!Ilq_fg§_k__---___-and_--_J_csd_&b--_é:?._-_m_cz.fc.ﬂ.s_a;____--__-___-_-__,
4. 8ad . he B Maese g
(fill'in name of co-tenant who died)
died on Q—@"‘U.QYE} ..... RS0
leaving__-__.._-__-_---7-:'2*1’6‘?_)9.,‘..f:j:;“_’;__;’_"‘_',_;_':;wiﬂf-@"-' T4
(insert “a” or “no"; if will left, gﬁachacbpy)

5. The legal description 6f tha premlsesmquestlonis . /
Lot G 1vn Oodon, (reek “""ﬂeigh;”si“ s pRr Plat F;///N/eaﬂ/
recorded 1, flat ook 69 ﬁdéc 6, 1n +he JfFice o
i Recorder 54 lake County) T,

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

decedent? [1 Yes JNo

If yes, the: - timated taxes due are $__

The taxes due are

FILED

JUN -3 2005 e
STEPHEN R. STIGLICH < 2
LAKE COUNTY AUDITOR

~
waasz ¢ T



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

Address: . . o cmmecmeeemmnaees
Subscribed and sworn to before me by the affiant
- —
this_____._. m%&(ﬁ;CQOOJ ....................
(insert date)
_______________________
Notary Public
Printed Name ______...___ccc.--- S '
s *QFFICIAL SEAL 4
DebrasLegls” —
, . 4 ic, State of India b
My County of Residence is: _____ ::;____ M;lmnﬁi‘;‘;li‘gn Expires 9.9-2006 .JF

My Commission EXpires....-co--eoeememsmmmnmnmnmmennmann-

This instrument prepared by__g;vééfﬁ_:___ é’ WW




ATTENTION ES "ATE: The Social Security # is

i oot s ne s ot 2 INDIANA STATE DEPARTMENT OF HEALTH

irsue its statutory responsibility.

N BAR TR CERTIFICATE OF DEATH StAE NO. e eeereeeerrrereen

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-18-3

(P E/PR'NT 1. DECEASED—NAME (Firat. Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMonth Oay. ¥r)

IN John A. Marosi Male 09:40 AM | January 23, 2005
:RMANENT [+ *socuL secunmy numsen Sa. AGE—Last Birthday | S5b. UNDER 1 YEAR |  Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)
: (Years) Morths  Days Hours  Minutes July 17. 1940 E. Chlcago
LACK INK 305-44-4049 64 * IN

8. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Chack only one. See instructions.)
'S. ARMED FORCES?
A US. VETERANY us ORCES HOSPITAL: [ inpatient otHER [0 Nursing Home [0 Other (Spacifty)
No N/A O er/oupsten [ DOA [ Resia
9b. FACILITY NAME (¥ not institution, give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ZCEDENT . .
St. Anthony's Medical Center Crown Point Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
(Specity) wife. give maiden name) done during most of working life. Do not use retired) .
Married Judith Meakisz Tech Representative Steel Mill
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lowell 19030 King Pl.
13e. 2P CODE [ 13t (NSIDE CITY LIMITS | 14 CITIZEN OF 15. WASDECEDENT OF HISPANIC ORIGIN? 16. RACE—Amarican Indin, 17. DECEDENT'S EDUCATION
No O Yes WHAT COUNTRY? No [ Yes (if yes, specify Cubasn. Black. White, etc. (Specify only highest grade completed)
13g. ON A FARM? USA Mexican. Puerto Rican. etc.) (Specify) Elementary/Secondary (0-12) | College (1-4 or 5 +)
46356 White 2
KNO 0O Yes
\RENTS 18. FATHER'S NAME (First MiddVe, Last 19. MOTHER'S NAME (First. Middle. Maiden Surname)
Andrew Marosi Margaret Brenock
FORMANT 208. INFORMANT'S NAME (Type,/Prin) 20b. MAILING ADDRESS (Street and Number or Rursl Route Number, City or Town. State. Zip Code) | 20c. Relationship
Judith E. Marosi 19030 King PL, Lowell, In 46356 Wife
21s. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cematery. crematory, or 21c. LOCATION—City or Town, State
ﬁ Burial O cremation O Removal from State other place)  * Jan 28, 2005 SchererVi“e IN
03 ponstion O OthercSpeciiy Chapel Lawn Memorial Gardens
SPOSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23 WAS DEATH REPORTED TG CORONER?
Molly E. Tucker FD09200061 Xe Ove
24s. SIGNATURE OF FUNERAL DIRECTOR 245! LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
tofBconsgt) Sheets Funeral Home FH83004277
g FD08900045 604 E. Commercial Ave. Lowell, IN 46356
26. PART | Enter the diseases! injuries; or compiications that caused the desth. Da not enter nonspeciic terms. such as cardiac or fespwratory Approximate
arrest. shock, or heart failure. List only 'one cause on each line. Intervat Between
= % Onset and Desth
IMMEDIATE CAUSE (Finsl . /5\,\ A&{M MQ M v
disease or condtion DUE TO (OR AS A CONSEQUENCE OF) '
'\USE OF resuiting in death) .
ATH Condions. # sny. which gave DUE TO (OR AS A CONSEQUENCE OF):
rise to the immediste cause. e
stating the underlyi :
i oer| DUE TO (OR AS A CONSEQUENCE OF)
d.
PART . Other signifi itions - Conditions contributing to death but not previously stated in Part |, 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Ye: no) OF DEATH? {Yes or no)
0 No "No
29a. CERTIFIER QCERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date, end place, and due to the cause(s) as stated.
(Chack only
one) D HEALTH OFFICER On the basis of ination and/or i in my opinion, death occurred at the time, date. and place. and due to the cause(s) as stated.
a CORONER On the basis of ion and/or i i . th mMy 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 /\ 29c. MEDICAL LICENSE NO. 29d. DATE SIGNED (Monith. Day. Year)
RTIFIER AT . . 2 -
A \all\, ~ olotuyna 765
* AJ
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Tyga,Prin) .
Dr. Fatima Jaffer 10607 Randolph St., Suite D, Crown Point, IN 46307
ALTH 31. HEALTH OFFICER'S SIGNATURE [l Q@@ 2 32} DATE FILED . Osy. Ya0) .
FICER . @wa« 7. D.O. :
CE y J S
33. MANNER OF DEATH 34a, DATE OF INJURY | 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
(Month. Day. Year) INJURY (Yes or no) MPL
ABOVE IS A TRUE AND GO
Knewrst O pona THIS CERTIFIES THE ON FILE WITH TH
investgation COPY OF THE CERTIFCATE OF DEATH
LT Accison 34e. PLACE OF INJURY—At homes, f f i st LocaTloR s .
. —At . A 3 . offi 41 h
O suicide £ Could not be building. etc. (Specify) ome. farm sirest factory. office - O (Street and Number or Rursl Routs Number. W [
O Determined .
Homicid -y y 5
’ FEg G 7 2005
349. DATE PRONOUNCED DEAD (Month, Day, Yasr) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) IF yes. spectly driver. psssender. pedestrian, etc.

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1






