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AFFIDAVIT OF JACOB J. BRASK

I, JACOB J. BRASK, being duly sworn, affirm under the penalties for perjury that [ am an
adult under no mental or physical incapacity or disability and am competent to testify to the facts
set forth in this Affidavit and state as follows:

1. I am the surviving spouse of Marjorie L. Brask, who died on or about the 9" day
of August, 2006, in Merrillville, Indiana.

2. My wife and I owned real estate situated in Lake County, Indiana which is
described as follows:

Lot 46, Southbrook Unit No. 1, as shown in plat book 38, page 74, in Lake
County, Indiana.

Commonly known as 7410 Jennings Place, Merrillville, Indiana 46410.
3. As a result of my wife’s death, I am the sole owner of the property described in the
foregoing paragraph.

FURTHER AFFIANT SAYETH NOT

STATE OF INDIANA )
) SS:

COUNTY OF LAKE BEaG HOLINGA KATONA
’ R 4 ToR

SUBSCRIBED AND SWORN to before me, a Notary Public, this 13% day of

Movember , 2006.
—/Ltﬁoamﬂw
Maryand McCauley, NOTARY PUBLIC , 5/
4 b
My Commission Expires: 10/05/08 . e -2 7
Resident of Lake County. 0 26616 : ?)) l[ r\%t q/



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.

ﬂmﬁ.@m/c. M lgutby
Maryann K. McCauley 7
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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No. (/{f‘/t/?\o/

IPE/PRINT 1. DECEASED~—~NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Moneh. Day. Yr.)

IN MARIJORIE L. BRASK Female 9:30 AM,, August 09, 2006
'RMANENT]/ *SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday Sb. UNDER 1 YEAR | 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Y1} 7. BIRTHPLAGE (City and State W Country)
. 4 (Years) Months Days Hours Minutes : : i
LACK INK | 347-14-7353 February 05, 1925 Chicago, Ilinois

8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 98 PLACE OF DEATH (Check only one_See mstructions}
A US. VETERAN? U.S. ARMED FORCES?
No HospiTat [0 inpatient otHeR  [J Nursing Home [J Other (Specdy)
N/A [ er/Outpatient [ DOA [X Residence
. 9b FACILITY NAME (¥ not institution. give street and number) gc. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
{CEDENT 7410 Jennings Place Merrillville Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
{ ify) (i wife. give tl done during, most of working life. Do not use retired)
arried acob J. Brask Homemaker Own Home
13¢. RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Merrillville 7410 Jennings Place
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15 WA CEDENT OF HISPANIC ORIGIN? 16. RACE—Americen inchen. 17. DECEDENT'S EDUCATION
0 Ne Q(Yn WHAT COUNTRY? 0 Yes (if yes. specify Cuban. Bleck. White, etc. (Specify only highest grade completed)
46410 139, ON A FARM? Mexican. Puerto Ricen. etc) (Spocily} Elementary/Secondary (0-12) | College (1-4 or § +)
USA Whi
ONo O Yes S e 12
RENTS 18. FATHER'S NAME (First Middie. Last 19. MOTHER'S NAME (First Middle. Msiden Surnsme)
Ragnar Carlson Edith Clark f
:ORMANT 20e. INFORMANT'S NAME (Type/Prin 20b. MAILING ADDRESS (Street and Number or Rursl Route Number. City or Town. State. Zip Code) 20¢. Relationship
Jacob J. Brask 7410 Jennings Place, Merrillville, Indiana 46410 Husband
2ta. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City or Town, State
O eurel X3 crematon [ Removal from State other place) AugUSt 14’ 2006 Portage, Indiana 46368
O Donstion (1 Other (Specity) Calvary Cemetery
3POSITION 22¢. EMBALMER'S NAME: 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TQO CORONER?
Jonathon R. Christiansgr™™ FD20200095 Kve  Oves
24a. SIGNATURE OF FUNERAL D 24b. LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
(of Licansee) PRUZIN BROTHERS FUNERAL SERVICE Lic. # FH 83002453
1009893

USE OF
ATH

ITIFIER

ALTH
“ICER

6360 Broadway, Merrillville, indiana, 46410

26. PART 1 Enter the injuries. or
srrest. shock. or heart failure. List only one cause on each line. ~
IMMEDIATE CAUSE (Final s

Comdn ALapirctan, Gk

that cauged the desth_Do not emer nonspecific terms (such sa cardiac or respratory

Approximate
interval Between

ALV 3 el

disease or condition
resuiting in death)

w (OR AS A CONSEQUENCE OF)
b. L [ N CJ"‘\'\ >

Conditions. # any. which gave DUE 0 (OR AS A CONSEQUENCE OF} 7
rise 10 the \mmediste csuse. (=Y A - l_.\ A mmm
stating the underlying < 2
cause last TO (OR AS A CONSEQUENCE OF):
d
PART Ui, Other signi -G ing to death but not previously stated n Part | 27.-WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOA TO
POSTPARTUM? {Yes or no} COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no)
NO NO NO
29a. CERTIFIER X CERTIFYING PHYSICIAN  To the best of my khawiedge. death occurred ot the time. date. and place. and due to the cause(s) ss stated
(Check only
one) D HEALTH OFFICER  On the basis of endfor in my opmion, death occurred at the time, date. and place. and due to the cause(s) as stated
) CORONER On the basis of and/or i . in my apmion. desth occurred ot the time. date. and place. and due to the cause(s) and manner as stated.

29b. SIGNATURE AND TITLE OF CERTIFIE?

29¢/ MEDICAL LICENSE NO

O3 A

29d. DATE SIGNED (Month. Day. Yeasr)

S 10-DY

30. NAME AND ADDRESS OF PEASON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Prind)

Dr. Michael Kovacich 200 E. 80th Place, Suite 100 Merrillville, Indiana 46410

(219) 769-7536

31. HEALTH OFFICER'S SIGN.
\% D 5474' D.o.

;q)ons FILED ¢ Daé Year)
+

THIS TERTIFIES THE AEQVE 18 ¢
33 MANNER OF DEATH 34e. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? b ! i a !
(Moath, Day. Yeer) INJURY (Yes or no} = !
O Newral m] Pending
O Accident Investigation PRI TR L.LYL
4o, PLAGE OF INJURY —At home. farm. street, factory. office 3¢ LOCANION (Street and Mitleh-br Foral Routd-rtdimbet. City or Town. Sfate)
0 suicide [ could not be building. stc. (Specify)
Determined
D Homcide

349 DATE PRONOUNCED DEAD (Month. Day. Year)

34h. MOTOR VEMICLE ACCIDENT? (Yes or no) If yes. spectly driver. g

. pedestrian, etc.
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