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THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 .
— P ] 2 SEX 3a. TME OF DEATH | 3b. DATE OF DEATH (o uy. ¥r)
TYPE/PRINT 1 DECEASED—NAME (First Mudle Last)
IN Odessa B. Moss Female {8:05 A , iOctober 26, 2005
. o AGE_ULawt Bithdey | Sb UMDER ¢ YEAR | _5c_ UNDER | DAY | 6 DATE OF BIRTH (Mo. Day. ¥ | 7. BIRTHPLACE (City and Stete or Forenga Courtey)
PERMANENT [+ *socu secunm nwusen AGE o e c UNOER LOAY)' - "
BLACK iINK Beptember9,1928 | St, Louis, Missouri
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DECEDENT 578 Broadway Apt 320 Gary Lakegsy
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Mexican, Puerto Rican. etc) (Specify} Elemantary/S: 012 Gotege (1-460r 5 +)
13g. ON A FARM? ¥ Wm
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Robert Moss 2809 East 140th P1. East Chicago, IN 46312 Son
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:n., haid O HEALTH OFFICER  On the bawa of snd/or L 0 My OPINDN. daath occurred 3t the Bme, dete. and place. and due 1o the cause(s) as stated
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Declaration
This form is to be signed by the preparer of a document and recorded with each document in accordance
with 1C 38-2-7.5-5(a).

|, the undersigned preparer of the attached document, In accordance with IC 36-2-7.5, do hereby affirm
under the penalties of perjury: .

1. I have reviewed the attached document for the purpose of identifying and, to the extent permitted
by law, redacting all Social Security numbers;

2. | have redacted, to the extent permitted by law, each Social Security humber in the attached
document,

l, the undersigned, affirm under the penalties of perjury, that the foregoing declarations are true. _
%md -,
olewe Kett a://z// 15

. Printed Name of Declarant




