W

AFFIDAVIT

STATE OF INDIANA )
COUNTY OF LAKE } SS:

Barbara M. Corns, being first duly sworn upon oath, deposes and says:

1. That Affiant’s spouse, Robert G. Corns, died (without%ng a will) (leaving a
will) on October 26, 2001 at Lowell, Lake County, INDIANA.

2. That they were duly and legally married at the time they acquired t1tle as I—Lu\g:band

and Wife in the following described real estate: K =R

THE WEST SEVENTY SIX (76) FEET OF THE FOLLOWING DESCRIBED>
PROPERTY: A PART OF THE SOUTHWEST QUARTER (SW1/4) OF THE -

COMMENCING AT A POINT 248 FEET WEST OF THE SOUTHEAST COMER“DF
SAID FORTY ACRE TRACT, AND RUNNING THENCE NORTH ALONG 'HIE WEST"
LINE OF LIBERTY STREET, 9 RODS; THENCE WEST 12 RODS; THENCE soU'rH 9
RODS; THENCE EAST 12 RODS TO THE PLACE OF BEGINNING, IN THE TOWN
OF LOWELL, LAKE COUNTY,INDIANA; TOGETHER WITH THE

IMPROVEMENTS THEREON SITUATED.

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 her death.

That all funeral expenses in coftiection with-the'death of'said decedent have been paid in full.
That all of the asscts of said decedent which would be included for Federal Estate Tax purposes,
including joint bank accounts and life insurance on decedent’s life were not sufficient to
necessitate payment of Federal Estate Tax.

FURTHER, Affiant sayeth not.

COUMUNTY TTLECOMPANY /220 il e
FILENO 3320/ .., BarbaraM. Corns

Subscribed and sworn to before me, a Notary Public this 2 ?) day of %MM

2006.

—d BONZ B AYIA 1

! y

My Commission Expires: 5/ 7/ 07 5 / 33“'3:3"3“ ,.ﬂgﬁ“#ggm :
LAl "¢ VNViONi - OTTENd AHVION :

County of Residence: O e ’

This instrument prepared by PATRICK I. McMANAMA, Attorney-at-Law, Attorney ]IF ISLE D |Pr'/

No legal opinion given or rendered. All information used in preparation
of document was supplied by title company.

PEGGY HOLINGA KATONA
LAKE COUNTY AUDITOR

FEB272006 . ~aA AT

Public ﬁ | Y




JTENTION ESTATE: The Social Security # is
ng requested by this state agency in order to
‘sue ils statutory respensibility. Disclosure is
untary and there will ba no penatty for refusal.

caiNo. .2 ML 7.20. 1

[

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-2

State NO. ..err it i e

$S4L7) — _
-P EfPHENT f. DECEASED—NAME.  (First, Middle. Last) 2 SEX 33, TIME OF DEATH | 3b. DATE OF DEATH tianeh, Day. ¥ed
IN Robert G. Corns _ Male 05:05p,, | Dctober 26, 2001
BRMANENT |+ *socuc secunmy nuseen 5a. AGE—Last Bithday | 56 UNDER ! YEAR | Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. ¥rl 7. BIRTHPLACE (City and Stats or Foreign Country)
! h (Years) Months  Days | - Hours  Minutes 1 R = . . Al
_ACK INK 07-14-6973 Jan 19, 1924 Frankfort, IN
8o, WAS DECEDENT - 8b. YEAR LAST SERVED IN Ga. PLACE OF DEATH (Ghack only one. Ses mstiuerions)
A-US. VETERAN? US. ARMED FORCES? - - — -
. Hoserral [ inpatient otHer: [ Nursing Home 3 Other (Spaciiy
. Yes 1946 [ en/Outpatierns [T moA Residence
8h. FACILITY. NAME ( ot institution, give strast and numbar) Sc. CITY. TOWN. OR LOCATION OF DEATH 3. COUNTY OF DEATH
CEDENT ey o . A . ‘
220 W. Commercial Ave. Lowell Lake
10. MARITAL STATUS 1. SURVIVING SPOUSE 120. DECEDENTS USUAL OCCUPATION (Grie kind of work 12b. KIND OF BUSINESS/INDUSTRY
{Specify) (if wife. give maiden done during most of working lifs, Do not use retired} . B .
Married Barbara M Jhl Optomeirist ~ Medical
13a. RESIDENCE—STATE {136 CouNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
TN lLake Lowell 220 W. Commercial Ave.
{3s. ZIP CODE | 131, INSIDE CITY LIMITS | 14, CITIZEN OF 15. WAS DECEDENT OF HISPANIC GRIGIN? 16. RACE-American indian, 17. DECEDENT'S EDUGATION
Qo X Yes WHAT COUNTRY?! "B No [ Yes Uf yes. specily Cuban, Black. White. etc. (Specify only highast grade completed)
13, ON A FARM? Mexican, Poerto Fican. etc} {Specdy) Elementary/Secondary 0-12) | Colege (1.4 075 +3
L6356] Mo Ove USA ¥hite ie 4
RENTS 18. FAYH_ER'S NAME (First, Middle, Last 19. MOTHER'S NAME (First Middls, Maiden Surnama)
Walter Vernon Corns Mabel McKown 7
ORMANT 20e. INFORMANT'S NAME (Type/Print 200 MANGIADDRESS L st pag Nump e wWBuMe Number. City or Town. State. Zip Codel | 20c. Relationship
Barbara M. Corns Lowell, IN #6356 Wife
2ta. METHOD OF DISPOSITION [ Entombrment 21b. DATE AND PLACE OF DISPOSITION (Name of cematery. cramatary. ar 21 LOCATHON—City or Tawn, State
Burisl [T Cramation L1 Romoval fram State otfer place) Oodobhes 31, 7001
D) Dorawon 1 onter cSnect Bunnel !l Cemelery Frapglorit, I
{POSITION 220, EMBALMER'S NAME 226, EMBALMER'S LICENSE NO. 23, WAS DEATH REPGRTED TO CORONER?
. . : a7 N Mo . O
Mollv E. Tucker Hawking 920006 1 & no s
248, SIGNATURE OF FUNERAL DIRECTOR 24b, LICENSE NUMEER 25. NAME. ADDRESS(AND LICENSE NJMBER OF FUN ~
A tof Licensae) Sheets Flunoral Home . FHSYS 31,11;2 7
) T L 60L E. (“mnmerc ial Ave, :
2 JETY FOS200061 Lowell, IN _
. injuties, or li that catsed the death. Do not enter nonapecitic terms. such as cardiac or respiratary Approximate

26 PART I //Emorm

arrest. shock. ar heart failure, List anly one cause an each line,
% "

IFJ'-

r

uP 15 CERTIFIES

1";

ABOVE 1S A TR Betwes)

i
s AP i COMELETE COPY r1{4F CERTIFIC/ARBO Dosh

IMMEDIATE CAUSE (Fina! a LA 7 C{ I A By i DEATH (,| F W THE LAKE COUNTY

disansa of °°"d“;°" , DUE TO (OR AS A GONSEQUENCE GF} ;
USEOF  frewmmamdue ; ea_lu faStasis fe z_

Conddtions. # any. which gave DUE TO (OR AS A CONSEQ NCE Q) : o fy R / | H i i

sise to t:; t‘t‘nn:::-:;llt:gcw“- a f W WL " 'L‘ i _} (&L k{) 1

Ty e DUE TO (OR AS A coiaseousuce oFt : _

) oo S WU
PART 1. Otfer -G '3 contrifiting to death but not previously stated in Part |. 27. WAS DECEDENT 785 WAS AN AUTOPSY | 28b. WERE AUTOPSY FINDINGS
- PREGNANT OR' 50 DAYS PERFORMED? AVAILABLE PRIOR TO
e POSTPARTUM? (Yes or na? . GOMPLETION OF CAUSE
{Y¥es or no) [ | N OF DEATH? (Yes or no)
g Na' N k’ :
~ { 292, CERTIFIER B CERTIFYING PHYSICIAN . To the bast of my knowledge. death accurred at tha lime, data, and place. and dia :u_m'-c'ause(s) a6 stated.
. {Chack.only . - . X .
ons} E‘ HEALTH &:FCER +.On the basd of andfor i . my opinion. desth occurred at the ¥me, date, and place, and dus to the causels) as stated.
’ D COHONEﬁ On the basis of T lnd,'¥ " ’ Y opmlorl death occurred at the time. date. and place. and due to the' cause(si and rsnner as stated.
1 290 SIGNATURE AND- TITLE OF GERY, 295/ MEDICAL LICENSE NO. 29d. DATE SIGNED nth. Dey. Yoar)
ITIFIER M :
| 4»1 zz{J iu /3043 w0 9!;/
30. NAME AND ADDRESS OF PERSON WHO COMPLEI'ED CAUSE OF DEATH GTEM 263 ¢ Type/Pﬂn:}
1 £ 47 b
Randali Hile MD, 1020 E. Commercial Ave.. Lowell, IN 46356

31. HEALTH OFFICERS SiGNA'I‘UHE ' DA D (Monith, Day. Year)
\LTH = D .
JICER M = 54 7T b0, 'f\,:)O 200 J

33 MANN_EB OF DEATH

_D_ Pending
Invastigstion

O Maweal

48] DATE OF INJURY
(Month, Day. Year)

34c.- INJURY AT WORK?
{¥es or nal

34b. TIME OF
_ INJURY

dad. DESCRIBE HOW INJURY OCCURRED

[ Accident

a Suicide G Could nat be
. t_)_e_iorrm‘md

[ Homicids

) 34 PLACE.OF INJURY-A( home, tarm. street. factory. office
‘bufding. etc. (Specdy)

34f, LOCATION (Street and Number or Rural Route Number, City or Town. State)

1349 DATE PRONOUNCED DEAD (Wonih Day. Year)

3h, MOTOR VEMICLE ACCIDENT? (Yes or nel I yes. specily driver. passenger. pedestnan. slc.

VM A AR el o ANd A VA A e

- o~




Prescribed by the County Form 170
State Board of Accounts
{2005)

Declaration

This form is to be signed by the preparer/verifier of a document and recorded with each document
- in accordance with IC 36-2-7.5-5(a)

I, the undersigned verifier of the attached document, in accordance with IC 36-2-7.5, do hereby
affirm under the penaities of perjury:

1. | have reviewed the aftached 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 number in the
attached document,

l, the undersigned, affirm under the penalties of perjury, that the forgoing declarations are true.

Printed-Name of Declarant






