On thisﬂéﬁjé?ﬂ_'_:{)mg#‘?f?é;__befme me personally appeared_-__A e C Rl'cma‘f_g '
, it : ' '

2005 048982 wro
) Chicagb Title Insurance Company
SURVIVORSHIP AFFIDAVIT .

( insert'date)

——n------——--——-_—_____-__-______-___-c-_-——_—-u——-_______-—___--_____--————----—-—-—-—u———-——---—--_-__-__.

to me personally known, who being daly swoin.on eattydid.say. that:

—

2.

. Affiant resides at the address given below aﬁiaht’s signature;

Afiant is . Ous 280 68 ﬁw.‘vw‘g Spolise ﬁ Abed T Liepmect

--------------------------------

(state interestof afftant i §

o e et o e e e o e e 0t b i o o PO T o e o o

e above premtées as “owner”, “son of owner”, etc.)

3. Said prerﬁise_s were formerly owned as joint tenants or as tenants by the entireties by

T ST e v v w08 A A n e

B“)ﬂf}.- I -_Q_-L‘?!!‘.?f_rg ____________ and - _A&de . C < Q; CW‘*’-HS"

leaving No L will

(insert “g" or “na”; 1 will left, atiach a copy)

- The -Iegal’descriptibn of the premises in question is:

decedent? [ Yes K] No

e e e = e > e e 4 o e - e o - o o -

The taxes due are [ paid or [] unpaid.

-

T s v oy ot o o vm o A et h e e = s o o e 44 o e o e e e e e e e e e e e e v e e o "

T e e e e e e e e e e e e e e o o o 1

___________

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



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

No.

..,_-_............_......__....--.._—.---——-_--..----..----._......--.,-_...-....._..-_-_-—-_---—--—-—-..._..-.—.__......._.........
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ATTYENTION ESTATE: The Social Security # is
-ing requested by this state agency in order t0
ir-ue its statutory respcnsibility. Disclosure is

o tary and theynge-p !ty for refusal.
JocalNo. ...kl ..

42379
{PE/PRINT
IN
RMANENT
ILACK INK

ZCEDENT

ARENTS

IFORMANT

ISPOSITION

AUSE OF
EATH

ERTIFIER

EALTH
FFICER

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 (Firat Mwdle. Last) 2 SEX 3a TIME OF DEATH 3b DATE OF DEATH (Monech Day Ve
Albert I Riemerta Male 2:04a |, | September 14,2002
4 ¥SOCWAL SECURITY NUMBER Sa AGE—Last Birthdsy Sb UNDER 1 YEAR Sc UNDER t DAY | 6 DATE OF BIRTH (Ma. Day. Yr) 7 BIRTHPLACE (City and State or Foreign Country)
(Years) Months Days Hours Minutes 3
352-24-3896 70 o ¢ Jan. 13,1932 Chicago, IL
8s WAS DECEDENT 8b YEAR LAST SERVED IN Se PLACE OF DEATH (Check only one Ses msguctions)
A US VETERAN? US ARMED FORCES? D
HOSPITAL inpauent otver O Nursing Home O ower (Specdy)
YeS N 'A < [0 er/Outpanent O ooa @ Residence
90 FACILITY NAME (f not insttunon. give street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 98¢ COUNTY OF DEATH
2193 Timber Ridge ighland Lake

10 MARTAL STATUS
(Specty)

1" SURVIVING SPOUSE

K wife. give maden name)

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

12b KIND OF BUSINESS/INDUSTRY

Married Adele Probst Contractor Riemerts Construction
13a RES.CENCE—STATE 136 COUNTY 13 CiTY. TOWN. OR LOCATION 13d. STREET AND NUMBER
MI Van Burern South Haven 316 Eagle St.
13¢ 21P CCDE | t3f INSIDE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE —American Incan, 17 DECEDENT'S EDUCATION
O No )@ Yes WHAT COUNTRY? No O Yes f yes. specity Cuban Black. White etc {Specify oniy highest grade completed)
13g ON A FARM? Mexican. Puerto Rican etc) (Specify) Eiementary/Secondary (0-12) Callegs {1 40r S +)
49090 W No O ves U.S.A. White 12 2

18 FATHEA'S NAME (First Middle. Last

Albert Riemerts

Annette RoOs

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

208 INFORMANT S NAME (Type/Prnt)

Adele C. Riemerts

206 MAILING ADDRESS (Street snd Number or Rurai Route Number. City or Town. State. Zip Code)

316 Eagle St. South Haven,MI 49090

20¢ Reiatonship

Wife

21a METHOO OF DISPOSITION

X Buns

O cramation

D Congton D Other (Specdy)

O Entombment

Xm Removal from State

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

September 17, 2002
Assumption Cemetery

other place)

Glenwood, IL

21c. LOCATION—City or Town. State

22s

EMBALMER'S NAME

James Porras

22b-EMBALMERS LICENSE NO

1045964

0 ves

QNO

23 WAS DEATH REPORTED TO CORCNER?

248 SIGNATURE OF FUNERAL DIRECTOR

~ NOTC

24b LICENSE NUMBER
(of Licensee)

25 NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
Burns-Kish Funeral Home#3004968
8415 Calumet MUnster,IN(For Tews F.H.

o ——— .
{ 1045184 Homewood, 1L, Siznature Qunlv)
26 PARTL Enter the diseases. l}ﬂu a9 or compligations that caused the deam Do not enter nonspecihic terms such,as cardiac or respiratory Approximate

arrest shock. or hea

IMMEDIATE CAUSE (Finsl

disesse or condtion
resulung n ceath)

Condtions. f eny which gave
7134 10 the ¥Tvnediste cause

suting the underlying
cause last

aiure List only one cause 0n each line

Y MNetnstitFec

Frespte Cancer

Intervai Between
Onset and Death

” DUE
b

O (OR AS A CONSEQUENCE OF)

DX C

L(ﬁﬂ}lﬁ?Ax%X”

DUE TO (OR A§/A CONSEQUENCE OF}

DUE TO (OR AS A CONSEQUENCE OF)

d

PART It Other signficant condmons - Condrtions contributing to death but not praviousiy stated i Part | 27 WAS DECEDENT 28s. WAS AN AUTOPSY 280 WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no
No No —
2%a CERTWFIER [3X CERTIFYING PHYSICIAN  Ta the best of my knowledge. desth occurred at the bme. date. and place. snd due to the cause(s) a3 stated
{Check only
one) D HEALTH OFFICER On the basis of and/or i g . in'my opinion. death occurred at the hme. date. and piace. and due to the causels) as stated
] CORONER  On the bawis of snd/or g 1. in My opieon desth occurred ot the tme. date’ snd place. and due to the causeds) end manner as stated

296 smurunsf?/ms OF CE nnga ; ]% m M

29¢ ﬁDICAL LIQENSE NO

X UY OIS

29d DATE SIGNED (Month Day. Year)

sept. /f ,2002

30 NAME AND ADDRESS QF PERSC‘J WHO COM

C. McIntyre, D.O.

D CAUSE QOF DEATH (ITEM 26} (Type/Print}

1573 N. Cline Griffith,IN 46319

31 HEALTH OFFICER'S SIGNATURE

7= A a

33 MANKNER OF DEATH

O neown O3
O acesem
O swcwe O
O rormecwe

Pending
Invesngation

Could not be
Determmed

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

34b TIME OF
INJURY

34c INJURY AT WORK?
(Yes or no) Ve

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

341 LOCATION (Strast ana Nubibgs o: Hurigiouty b City or Towe Shte)

b
i
3

149 DATE PRONOUNCED DEAD (Month Day. Year)

34n MOTOR VEHICLE ACCIDENT? (Yes or no)

i yes specdy drrver. passenger. pedestrien etc

SDH06-004 State Form 10110 (R5/1-99)





