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STATE OF INDIANA) on
) §5: g
COUNTY OF LAKE )} e
4,4!1— M. 1(5/7/‘/ , being first duly
swarn upon oath, deposes and says:}<
ID E. EITHA . died on
- Eaﬂtﬂu:_bﬁg T 2085 at_ [A - te A o
{ ﬂ K g s -
2. That DAVID E KE(TH and é/h' ' EITH o R]
t the time tney ecquirec title as hus and_gn - = ;, —

were duly and legally married a
wife to the following described real estate: : :
i ~Ny T
Lot 51 in Sandridge Estates Unit No. 2-A, in the Town of Schere’?vi]:_];'e’.
as per plat thereof, recorded in Plat Book 45 page 5, in the Office . c

1. -

of the Recorder of Lake County, Indiana. Do I 7
7 /3-796-30(g0) [

3. That the marital relabionship which existed Between them at the time they
acquired title to said real estate remained in effect and unbroken until the

date of (his) {iwesqdeath.

4. That all of the assets of said decedent which would“be includable for
Federia]? Egtate Tax purpases, including joint bank accounts and Jife insurance
on decedent’s life were not sufficient to necessitate payment of Federal Estate

Tax.

Further affiant sayeth not.

Notary Pu
ica M. Beliford

My Commission expires:
O1- G- o)

County of Residence: F I L E D

This lnstrument prepared by

Gail M. Keith MAR 172006 -

e Egﬂ’;j'}‘ﬁ“ KATONA { 5/[3\
TOTAL P.B2 5860 75;.

Ticor-Scher. 920061379
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* ATTENTION ESTATE: The Social Security #is THiS CERTIFIES THE FOLLOWHNG: 12 A TRUE AND

being requestad by this state agency in order to FCORAPLETE COPY EATH O ILE WITH THE
pursue its statutory responsfbility. D!t‘sclosure is INDIANA STATE DEPA RTMENT OF HEALTH Ei;:r;\c H_:,a_n?f[? A—'i ‘F.: *

voluntary and there will be:?penaizy for refusal.

Local No. e CERTIFICATE OF DEATH St;%u_'gm* - ‘ ~
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IG 16-37-1-10 "D Tswed  Hewnerg Health Conmudioner
TYPEJPRINT 1. DECEASED-NAME  (First, Middle, Last) 2. SEX 33 TIME OF DEATH | 3b. DATE QF DEATH {Month, Day, Yr,}
IN David E. Keith Male 1240 A w | April 15,2005
4. *SOCIAL SECURITY NUMBER Sa. AGE-LastBithday | 5b. UNDER 1YEAR | 5c. UNDER 1DAY | 6, DATE OF BIRTH (Mo. Day, ¥r) 7. BIRTHPLACE {CHy and Stafs or Foreign Country)
PE RMANENT (Years) Months Days Hours Minutes
BLACK INK -9634 58 October 27, 1946 Chicago, Illinois
8a. WAS DECEDENT 80. YEAR LAST SERVED IN %a.PLAGE OF DEATH (Gheck only one. See instrugtions.)
AUS. VETERAN? U.S. ARMED FORCES?
HOSPITAL: [ Inpatient QTHER: [ | NusingHome K| Other(Specity)
No e A [] ErOupstent [ | bDoa [ Residence
DECEDENT gb. FACILITY NAME (if not institution, give street and numiber) 9. CITY, TOWN, OR LOCATION OF DEATH Bd. COUNTY OF DEATH
Select Specialty Hospital, 5454 Hohman Hammond Lake
10. MARITAL STATUS 11, SURVIVING SPOUSE 125, DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
{If wite, give maiden name) done during most of working life. Do not use retired)
Married Gail M. Crohan Computer Analyst Computer Company
13a. RESIDENCE--STATE 130, COUNTY 13, CITY, TOWN, OR LOCATION 3d. STREET AND NUMBER
Indiana Lake Schererville i 630 Julie Drive
13e. 2IP CODE | 13f. INSIDE CITY LIMITS | 14, CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 18. RACE—American indian, 17. DECEDENT'S EDUCATION
) Cle KX ves WHAT COUNTRY? Kine ([lves firyes, specity Cuban, Btack, White, ¢tc. (Specity ely highest grade compieted)
. Mexican, Puerto Rican, eic.) {Specify)
13g. ON A FARM? Elemenary/Secondary (0-12) | Colege (1-4 or 54}
46375 Rine [Jves |U.S.A. Caucasian 12 2
PARENTS 1B. FATHER'S NAME (Firs,, Middle, Last) 19. MOTHER'S NAME (First, Middle, Maiden Sumame;
Edward Kozlowski Ruth Hacker
INFORMANT 20a. INFORMANT'S NAME(Type/Print) 20b. MAILING ADDRESS (Stree! and Number or Rural Route Number, City or Town, State, Zip Code) 20c. Relationship
Gail M. Keith 630 Julie Drive Schererville, Indiana 46375 Wife
21a. METHOD OF DISPOSITION (] Entombment 21b, DATE AND PLACE OF DISPOSITION (Name of cemstery, crematory, o 21e. LOCATION--CRy or Town, State
B Buisl  [] Cremation | ] Removal from State otherplacs) A pril 19, 2005 o
[Joanation ] Other (Specity) Chapel Lawn Memorial Gardens o Schereville, Indiana
DISPOSITION | 220. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REFORTED TO CORONER?
Steven J. Struck FDO08600181 ) [ ves
24a. SIGNATURE OF FUNERAL DIRECTOR 24b, E}:ﬁ:esns m)masn 25, INAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
15086,
LO . Chapel Lawn Funeral Home, FH19900051
. 20500014 8178 Cline Avenue, Schererville, Indiana, 46375
26, PART I Enter the di injuries, or i Gaused the death, D not enter nonspecific kerms, such a5 cardiac of resplratary Approximate
ammst, shock, or heart failure, List only ane sfuse on gach line. Interval Between
3 ot . Onset and Deatn
. (prolhy ArTERY Diseps @
IMMEDIATE CAUSE (Flnal DUE TO (OR AS A CONSEQUENCE OF )
isease or condition
CAUSE OF resulting in death) b. (5 H"F_o m - Avf;—-'-)l A & FA [4 L—UR_E“
DEATH DUE TO {OR AS A CONSEQUENCE OF):
Conditons,  ny. whch gave o (NATRO (INTERTINACALEED
stating the underlying DUE TO (OR AS A CONSEQUENCE OF):
cause jast 4.
FART Il Other significant conditions - Conditions contributing 1o death but not previcusly stated in Part ) 27. WAS DECEDENT 28a. WAS AN ALTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTRARTUM? (¥es or No) COMPLETION OF GAUSE
(Yas or No) i OF DEATH? (Yas or No)
No No
26a. %ERTlFlER KQERIIFYINQ PHYSICIAN  Ta the best of my knowledge, death accurred at the time, date, and place, and due ta the cause{s) as stated.
(Check only
one} T HEALTH QFFICER  ©On the basis of examination antiier invastigation, In my apinicn, death pecurred at the time, date, and place, and due o the cause(s) as siated.
©On the basis of examination and/or nvestigation, in my. opinion, death occumred at the time, date, and place, and due to the causa(s) and manner g stated.
26c, MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day, Year)
CERTIFIER ..
- 010552 6A | 4o
6. NAME AND ADDRESS OF PERSON WHO COMPLETED GAUSE OF DEATH (ITEM 26) (Tvpe/Frini) (Afri U
KM AaTe Ty SESh He Yman Aat] AMmon 0 AV Ye 322
HEALTH 31. HEALTH OFFICER'S SiGhiATURE 32. DATE FILED  (Month, Day, Year)
OFFICER
e Ao/ 20 2005~
33. MANNER OF DEATH 34a. DATE RY 34c. INJUBH AT WORK 34d. DESCRIBE HOW INJURY OCCURRED '
{Month, Day, Yaar) (Yo ne)
D Natural D Pending
Investigation
[ accren
D Suicide D Could not be 34p. PLACE OF INJURY--At home, farn, street, factory, office 34§, LOCATION (Stres! and Number or Rural Route Number, City or Town, Statej
Dietarmined buikding, etc [Specify)
L] Homicue
Mg, DATE PRONOUNCED DEADMonth, Day, Yoar) 34h, MOTOR VEHICLE ACCIDENT (Yes orno) I yes specily driver, passenger, pedastrian, efc.

SDH08-004 State Form 10110-06 (R4/3-93) Deathcer/PD 1




Prescribed by the County form 170

State Board of Accounts
(2005)

Declaration

o

This form is to be signe-;l by the preparer of a document and recorded with each document
in accordance with1C 36-2-7.5-5(a).

1, the undersigned prepater of the aitached document, In accordance with IC 36-2-1.5, do
herby affirm under the penaltics of perury:

1. Ihave reviewed the attached document for the purpose of identifying and, to the
extent permitted by law, redacting all Social Security number in attached document.

2. 1have redacted, to the extent permitted by law, each Social Security number in the
attached document.

I, undersigned, affirm under the penalties of perjury, that the foregoing declarations are
true, -

(i Benkd

Signature of Declarant

C hris BuorK

Printed Name of Declarant

Verified for Recording by
Ticor Title Insurance Company






