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STATE OF INDIANA )

9006 094919

} SS:

COUNTY OF LAKE )

AFFIDAVIT

BARBARA HAYES and JACOB RAKOCZY, being first duly sworn upon their oath, depose

and say:

1.

]

That JOSEPHINE E. RAKOCZY died on APRIL 27, 2006, a resident of Lake County, State of
Indiana. A certified copy of her death certificate is attached hereto as “Exhibit A.”

That at the time of her death, JOSEPHINE E. RAKOCZY was the Trustee of the JOSEPHINE E.
RAKOCZY Declaration of Trust dated April 28, 1995.

That the JOSEPHINE E. RAKOCZY Declaration of Trust dated April 28, 1995, is the owner as
to an undivided one-half (1/2) interest of the following deséribed property:

Lots 1,2,3,4,5,6,7, 8 Onl0,11,712; and Liots 19, 20521;22; 23, 24, 25, and 26, and the
vacated alley adjacent North' of said Parcel, ‘and also the‘vacated alley lying East of Lots

1 through 8, and Weéstlef Lots 20 through 26, in Block 3, Calumet Additien to the City of
East Chicago, Indiana, as per Plat thereof, recorded ip the office of the Recorder of Lake
County, Indiana.

Commonly known as 4600-4616 Euclid, and 4401-4415 Drummond Street, and 1302-
1308 Chicago Avenue, East Chicago, Indiana.

That the undersigned are the named Successor Co-trustess of said JOSEPHINE E. RAKOCZY
Declaration of Trust dated April 28, 1995.

That BARBARA HAYES and JACOB RAKOCZY became the Co-trustees of said Trust and
accepted their appointment as Co-trustee at the time of the death of JOSEPHINE E. RAKOCZY.
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I affirm, under the penalties for perjury, that I have taken reasonable care to redact each Social Security
number in this document, unless required by law. Thomas L. Kirsch.

HIS AFFID T SUBSCRIBED and SWORN to before me, the Affiants, on this

0? day of lﬂl(f HLEr » 2006.
ol
s, SUZETTE DAVIS-YOUNG § K ﬁ Coy 2'_/‘,(
£ m:%‘:, NOTARY PUBLIC - INDIANA E — é M / Tju < @:
e o LAKECOUNTY ¢ o otary Pu
AR i ) ’
B T A e 8 20 Resident of LAKE County.

THIS INSTRUMENT PREPARED BY: THOMAS L. KIRSCH, 5224-45, 131 Ridge Road,
Munster, IN 46321, 219-836-1384 7
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ATTENTION ESTATE: The Social Security # is

»eing requested by this siate agency in order 1o
wrsue its . statutory responsibility. Disclosure is

INDIANA STATE DEPARTMENT OF HEALTH

rofuntary and there will be no penaity for refusal,

-oca!No.l

YPE/PRINT
IN

ERMANENT

BLACK INK

JECEDENT

SARENTS

NFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

CERTIFICATE OF DEATH State No.

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

s DECEASEO—NAME (Firat Midle. Laat) 2 SEX da TIME OF DEATH | 30 DATE OF DEATH troneh Day. ¥r)

Josephine Rakoczy FPemale |7:50amv | April 27 2006
4. TEOCAL SECURITY NUMBER S5a AGE—Last Birthday St UNDEAR 1 YEAR Sc UNDER 1 DAY | 6 DATE OF BIRTH (Mo, Day. Y1l 7. BIRTHPLACE (City and State or Fore:gn Country)

(Years) Months  Days Hours Minutee .
306 10 9972 92 Nov 4 1913 |East Chicago In
8z WAS DECEDENT 8 YEARLAST SERVED IN 9s. PLACE OF DEATH (Chack only ong See mstructons |
US VETERAN? US. ARMED FQRCES?
" HOSPTAL B tostient otHER: [ Nursing Home O Oter tSpecty
N o] N/A [ ] ER/Qutpatient J ooa [ Remdence

g FACLITY NAME (¥ not insttunon. give strael and number)

ge. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH

St Anthony Medics]l Center Crown Point Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. QECEDENTS USUAL OCCUPATION (Give kind of work 12b. KIND QOF BUSINESS/INDUSTRY
{Spwcay) 1K wila, grva maden name) during mast of working kfe. Do not use retred]}
Widowed N/A Homemaker Own Home
t3s. RESIDENCE—STATE 13b. COUNTY 13, CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lowell 20000 Calumet Ave
13¢. ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECECENT QF HISPANIC ORIGINT 16. RACE~~American Incun, 17. DECEDENT'S EDUCATION
O No B Yes WHAT COUNTRY? B Ne [ Yes  (F yes, speciy Cuban, Black, Whits. stc. {Specdy only highest grade complatedt

46356

139 ON A FARM?
B No

(Specidyl

White

Mesxicen. Pusrto Rican. etc) Elementary/Secondary (0-12) College (1-40r § +)

12

USA

O Yes

Anthony

18 FATHERS NAME (First Middie. LasD

19. MOTHER'S NAME {(First Middle, Marden Surname)

Frances Dziopak

Huss

20n. INFORMANTS NAME (Type/Print)

Jacob Rakoczy

208, MAILING ADDRESS (Straet and Number or Rurai Foute Number. City or Town. State, Zip Code) 20¢c. Relathonship

20000 Calumet TLowell In 46356 Son

W sura

21a. METHOD OF DISPOSITION
O crematen
[ poranon [ Orthar (Spacsn

21b. DATE AND PLACE OF DiSPOSITION (Name of camerery. crematary. or 2te. LOCATION—City or Town. Stats

other pincel 1 2 O O 6
St John_ St . Jogseph Cemetery Hammond In

[ Entomoment

D Remcvai from State

228, EMBALMEA'S NAME:

James W Gholston

226 EMBALMER'S LICENSE NO: 23 WAS OEATH REPORTED TO CORDNEA?

1004194 & o 3 ves

ZZ@F FUNERAL DIRECTO

24b. LICENSE NUMEER 25 _NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

el Lesniak FHB83001601
1005491 4918 ‘Magoun E Chicago In46312

é&ﬁyaml

IMMEDIATE CAUSE (Froal

diswase or condhigh
resuting n sesth)

sunng the underlying
caune lass

Erer the
arrest, shock. or hoart fmlure List only ode causa n each fine

Conditions. € any. which gava
rise 1o the anmaedure cause.

\3 that catded the death-Do not anter nongpecthe terms. SUch a8 CArdac or respiratory Approximata
tnterval Betwaen

Onset and Death

_C%A_'ﬁf_

myurias, of

. o Congective  Heat f@%«w

DUETC (OR AS A CONSEQUENCE OF
b v

o &

DUE TD (DR AS A CONSEQUENCE OF )

DUE TO (OR AS A CONSEQUENCE OFX

d.

PART . Cther mgnificant conditions - Candmions comtribuiing i death but net previously wated n Fart | 21. WAS DECEDENT 282 WAS AN AUTOPSY 280, WERE AUTOPSY FINDINGS
PREGNANT OR 30 DAYS PERFORMED? AVAILABLE PRIQR TO
POSTPARTUM? (Yes or na) COMPLETION OF CAUSE
{¥as or nolk OF DEATH? (¥es or na)
No No No

29a. CERTWFER
(Chack ooy
one)

CEATIFYING PHYSICIAN  To the best of my knowladge. desth cecurred at the ume. date. end place and due to the cause(s) 25 stated.

1 My Opinion, desth oceurred &t the tma, date. and place. and due 1o the cause(s) as ststed.

{J HEALTH OFFICER On the basis of and/or nvestg

[ CORONER  Qn the basg of examinabos and/or investganon, n my gpinean desth occurred at the ume. date, and piace. and due 1o the causels) and manner a3 stated.

29h SIGNATURE A

v

0 NAME

AQDAESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Typa/Prme)

E Flégtes

29¢. DATE SIGNED (Montfr. Dsy. Year}

[ /).S_/J///Cgé
Z

29¢” MEDICAL LICENSE NO

Q0492449
297 ¥ _Frapciscan Dr Crown Point In 46307

TLE QF CEATIFIER

31 HEALTH @FFICERS Si vt s 7T o THIS CERTIFIES THE ABGVE 1§ A TAUE Arénecwmﬁ% ILED (Month, Dey. Ygard
) Y OF THE cam‘wF CATE OF DEATH N FIL i
rc?fr Any b [TMENT. \ hY 100
33 MANKNER OF DEATH Jda DATE QF INJURY 3J4b. TIME OF I 34c INJURY AT WORK? 344, DESCRIBE HOW INJURY OCCURRED ' !
{Month. Dxy. Year) IN.EIRY {Yes or no}
O e O ponc MAY & T 2006
nves
g Aceatent al 14 Y hca 34 LOCATION {Street snd Number or Rural Route Number, £ty or Town, State)
sucar O] Cou EXHIBIT “A

D Homecxte

149 DATE PRONQUNCED L W yos. spaco

[

SDH06-004 State

Form 10110 (R5/1-99)
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