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SURVIVORSHIP AFFIDAVIT

I, Francelle J. Moore, being first duly sworn, state:
1. Affiant states that she is the wife of Robert H. Moore, now deceased.
2. At the time of his death, March 1, 2007, Robert H. Moore and Francelle J. Moore
were husband and wife and the owners of the following described real estate located in Lake
County, Indiana:

HINK’S ADDITION
W. 37 % FET. L.14BLA

Commonly known as: 429 Waltham, Hammond, Indiana-46320.

3. At the time of his death, Robert H. Moore and Francelle J. Moore were not
divorced and were living together as husband and wife.

5. This Affidavit is made by the undersigned to confirm that ownership in the above-
described real estate is now vested in Francelle J. Moore, and to indﬁqe the Auditor of Lake

County, Indiana to reflect the correct ownership of such real estate on said Auditor’s records.

Dated: April 2, 2007 M 2 g
FRANCELLE J. MOORE
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Before me the undersigned, a Notary Public in and for said County and State, personally
appeared FRANCELLE J. MOORE and he being first duly sworn by me upon his oath, states
that the facts alleged in the foregoing Affidavit are true.

Signed and sealed this 2" day of April, 2007.

My Commission Expires: 04-29-07 %M m. m 94 n|lcja /)fw[%( Drbu/l (o

A Resident of Lake County. Lisa M. Leluga n/k/a Lisa M. J{lerge'ns, No’[ar}}éi’{ublicf3 :

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.
[lewaa ]d}%wﬂ%
Alissa Kohlhoff

This instrument prepared by and after recording return to:
Alissa Kohlhoff, of Beckman, K elly &Smith; 5920 Hohman Avenue; Hammiond, Indiana 46320 (219) 933-6200

/!
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* ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its- statutory responsibility.

isclosure is

voluntary and there will be no penalty for refusal.

LocalNo......j,. )\

TYPE/PRINT
IN
PERMANENT
BLACK INK

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

THIS CERTIFIES THE FOLLOWING IS A TRUE AND
COMPLETE COPY OF DEATH ON FILE WITH THE

HANMMOND HEALTH DEPARTMENT.

31 (zgiggziiz;m&

\‘ Date issued

SAE VU, . iivieiieniiiionntosnasenas

>nd Health Ce

THE RECORDS N THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
1. DECEASED~—~NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH taMonth, Day. Yr.)
Robert 1. Moore Mol.o 05 F March 1, 2007
6. DATE OF BIRTH (Mo, Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)

4. ¥SOCIAL SECURITY NUMBER

58. AGE—Last Birthday

5b. UNDER 1 YEAR

Sc. UNDER 1 DAY

Minutes

9b. FACILITY NAME (K not institution, give street and number)

St. Margaret/Mercy Health Care Cntrt

Hammond,

(Years) Months  Days Hours
316/24/8584 78 Jan. 7, 1929 Hammond, In.
8a. WAS DECEDENT 8b. YEAR LAST SEAVED IN 9s. PLACE OF DEATH (Chack only one. See mstructions)
A US. VETERAN? US. ARMED FORCES? -
HOSPITAL L inpatient OtHER [ Nursing Home [ Other (Specity)
Yes 1951 [ erro O poa 0 Resid
9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH

Lake

10. MARITAL STATUS
{Specify)

Married

11. SURVIVING SPOUSE
wife, give maiden name)

Frgncelle Naranio

12s. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired)

Teacher

12b. KIND OF BUSINESS/INDUSTRY

Public Education

13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
In. Lake Hammond 129 Waltham St.
13e. ZIP CODE { 13f. INSIDE CJTY UMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Americsn Indian, 17. DECEDENT'S EDUCATION
O No % Yes WHAT COUNTRY? No (3 Yes (f yes, specify Cuben, ' Black, White, etc. (Specify only highest grade completed
13g. ON A FARM? Mexican, Puerto Rican, etc) (Specify) Elamevﬂry /Secondary (0-12) Coliege (1.4 0r 5+

463201 ®No O ves USA No Black 6

18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middle, Maiden Surname)
N/A Elixabeth Morris

208. INFORMANT'S NAME (7ype/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Relationship

Francello Moore 429 Waltham St. Hammond, In. 46320 Wife

e

0O surial

0 oonetion

M Cremation
B onher (Specity)

21a. METHOD OF DISPOSITION [ Entombment
3 Removat from State

Northwest Ind. Cremation Srv.

21b. DATE AND PLACE OF DISPOSITION (Nsme of cemetery, crematory, or

other place) Mar, 3, 2007

2fc. LOCATION—City or Town, State

Crown Point, In.

» &
oner

22s. EMBALMER'S NAME:

None

22b. EMBALMER'S LICENSE NO.

AONE,

23. WAS DEATH REPORTED TO CORONER?
w No O ves

Conditiofs. if any. which gave
rise 1o the :immediate cause,
stating the underlying

24a. SIGNATURE OF FUNERAL DIRECTOR

24b. LICENSE NUMBER

25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME 83002 8 77

{of Licensee)
McCoy Funeral Chapel
10136412 5713 Hohman Ave. Hammond, In. 46320

26. PART L Enter the di injuries. or that caused the.death. Do not enter nonspecific terms, such as cardiae or respratory Approximate

arrest, shock, or heart failure. List only one cause on each line. Interval Between

Onset and Deeth

IMMEDIATE CAUSE (Finsl C A’(L b l [/ m Y 0 ] A 1 H 7
diseass or condition DUE TO (OR AS A CONSEQUENCE OF):
resulting in death)

DUE TO (OR AS A CONSEQUENCE OFY:

DUE TO (OR AS A CONSEQUENCE OF):

cause jast
PART Il. Other ing to death but not previously stated in Part | 27. WAS DECEDENT 282. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no} -1 OF DEATH? (Yes or no) !
pe i
nND b O 1
i

29a. CERTIFIER

N/CERTIFYING PHYSICIAN  To the best of my knowledge, dezth cccurred et the time. date, and place. and due fo the cause(s) as stated,

{Check only
one} [J HeaLTH OFFICER On the basis of and/for i in my opinion. death occurred at the time, dste, end pisce. and dus to the ceuse(s) as stated.
] CORONER On the basis of ion and/or ig 1h fy opinion, desth occurred at the time. dete, and place. and due to the cause(s) and manner as stated.

29b. SIGNATURE AND TITLE OF CERTIFIER

Qo

ol

29¢. MEDICAL LICENSE NO.

134743

29d. DATE SIGNED (Month. Dsy. Year)

3[3le}

C. Patel

Al
30. NAME AND ADDRESS OF PERSON WHO Ca‘APLETED

2075 Indi

Maed)

31. HEALTH OFFICER'S SIGNATURE

) &2

32. DATE FILED (Month. Day. Year}

Mapchl A07]

34b. TIME OF

34c INJURY APWORK?

34d. DESCRIBE HOW INJURY OCCURRED

33. MANNER OF DEATH 34a. DATE OF INJURY
{Month, Dsy, Yesr) INJURY {Yes or no)

3 Netural O Pending

investigation .
0 Accident

34e PLACE OF INJURY—At home, farm. street. factory, office 34f. LOCATION (Street snd Number or Rura! Route Number, City or Town, State)

D Suicide D Could not be building. etc. {Specify)

Determined
7 Homicide

349 DATE PRONOUNCED DEAD (Month. Day, Yesr)

34h MOTOR VEHICLE ACCIDENT? (Yes drno) If yes. specify driver, passenger. pedestrian, elc.
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