SUCCESSOR’S TRUSTEE’S CERTIFICATION

)
CYNTHIA M. HOLYCROSS, being first duly sworn upon oath, states and certifies thet:
L

1. Affiant is the duly appointed and acting Successor Trustee to the PatriciTA. Sayers
Living Trust dated April 1, 2005, as set out in Section 12; o=}

s
o

2. The original Trustee, PATRICIA A. SAYERS, is deceased and attached T%reto and
made a part hereof is copy of her Death Certificates.

J6- 27 338-10 Z;
3. The Sayers Living Trust is in existence and is in full force and effect;
4, There have been no amendments made to the Trust since its creation;
5. As of the date hereof, Affiant has not received any written notices or d1rect16ﬁs of any.,

amendment, rescission or revocation of the Trust.

6. The provisions of the Sayers Living Trust which are not attached hereto, deal with the_"
distribution of the Trust assets and do not affect or modify the Trustee’s powers.

7. This Certification is made for the purpose of showing the current status of the Sayers
Living Trust, dated Aprilhl2005, sand-Affiant has the right to act and is actmg as
Successor Trustee, for and on behalf of the Trust.

IN WITNESS WHEREQF, I have executed this Certlﬁcatlon on May. i 2007.

FILED éw/m DL e

YNTHIA M. HOLYCR S

STATE OF INDIANA ()~ MAY 152007

PEEGY HOLINGA KATONA
COUNTY OF LAKE j K= COUNTY AUDITOR

Before me, a Notary Public in and for said County and State, on May Z , 2007,
personally appeared CYNTHIA M. HOLYCROSS, who acknowledged the execution of the
foregoing instrument as his/her free and voluntary act.

Given under my hand and notarial seal on May & g 2007 ﬁ ‘ Ll
My Commission Expires: /I/ M

(J/

03/20/09 Wendell W. Goad II, Notary Public
Resident of T.ake County, Indiana C M/
Prepared by Wendell W. Goad II *| affirm, under the penalties for perjury, that | have taken

reasonable care to redact esch Social Security number in
" this Jocument, uniess required by law.” Chris Burk

e~
SPEPEEY 006343



ATTENTION ESTATE: The Social Security # is
2ing requested by this state agency in order to
Jrsue its statutory responsibility. Disclosure is

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

sluntary and there will be no nalt%for refusal e

State No.

ocal No. ... A8 N
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-18-3
YPE/PRINT 1 DECEASED—NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month, Day. Yr)

IN Patricia Ann Sayers Female 6:35PM m November 23, 2005
:RMAN ENT 4. ¥SOCIAL SECURITY NUMBER Sa. AGE—Last Sirthday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY | 6. DATE OF BIATH (Mo. Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country}
- (Years) Months  Oays Hours  Minutes
ILACK INK | 304-42-7408 65 January 30, 1940 Hammond, IN

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See mstructions.)
A US. VETERAN? US. ARMED FORCES?
Hospirat [ mpatient oTHER [ Nursing Home [ Other (Spacify)
No NO ) er/Ovpatent 0 00A O Residence Hospice Facility
9b. FACILITY NAME (¥ not institution. give street and number} 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT
St. Anthony Hospice Crown Point, IN Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12s. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
{Specify) (if whe. give maiden name) done during most of working life. Do not use retired)
Widow N/A Homemaker Own Home
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Highland 9624 O'Day Drive
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE ~American Indisn, 17. DECEDENT'S EDUCATION
ONe 64 Yes WHAT COUNTRY? K No O Yes (if yes. specify Cuban, Black. White, etc. (Specify only highest grade completed)
13g. ON A FARM? Mexican. Puerto Rican. etc) (Speciy) Elementary/Secondary (0-12) | Coliege (1-4 or 5 + )
146322 B No O Yes USA White 10
ARENTS 18 FATHER'S NAME (First Middile. Last) 19. MOTHER'S NAME (First Middle. Maiden Surname)
Stanley Ziembicki Martha Ozellie
IFORMANT 208, INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Reiationship
Cindy Holvcross 1337 N. Indiana St., Griffith, 46319 Daughter
21a. METHOD OF DISPOSITION D Entombment 2tb. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21¢c. LOCATION-—City or Town. State
g Burisl g Crematon [ Remavel from State other placey  November 28, 2005 S Che rervill e, IN
( ify) .
Doneton £ Other (Spectly Chapel.Lawn Merflorial Gardens
SPOSITION 22e. EMBALMER'S NAME 220 -EMBALMER'S LICENSE'NO 23 WAS DEATH REPORTED TO CORONER?
. N Ov
Timothy Bowler FD20500035 Re O
24s. SIGNATURE OF FUNERAL DIRECTOR M 24b LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNEHAL HTME
Cof Licensee) Kuiper Funeral Home
J/ / {/i/ 9039 Kleifiman Road
FD08601585 Highland, IN 46322 FH10300021
1" 26 PART | Enter the . Injuries. or that caused the death Do not enter nonspacific tarms. such as cardisc or respiratory Approximate
arrest. shock. or heart fsilure List only one cause on each line interval Between
Onset and Desth
IMMEDIATE CAUSE (Final . Cf/ F Lice &
disease or condition DUE TO (OR AS A CONSEQUENCE OF)
AUSE OF resulting in death)

ATH b
Conditions. if any. which gave
rige to the immediste cause.
stating the underlying

DUE TO (OR AS A CONSEQUENCE OF)

DUE TO (OR AS A CONSEQUENCE OF)

cause last
d.
T | PaRT 1 Other sign - Canditions contributing 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

A 77/ ‘n.// fbé— Mente/ <7 alien b&qn?e. POSTPARTUM? (Ves or no) COMPLETION OF CAUSE

) {Yes or no) OF DEATH? {(Yes or no)

‘N
lecotmtlidor oA con AN NO NO

29s. CERTIFIER m CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) as stated.
(Check only
one} D HEALTH OFFICER On the basis of and/or .10 my opinion; desth occurred at the time, date_and place. and due to the cause(s) as stated.
a CORONER On the basis of and/or g v in my opmion, death occurred at the tme. date. and place. and due to the cause(s) snd manner as stated

SIGNED {(Month. Dsy. Year)

Ag/

lx?Qc MEDICAL LICENSE NO

RTFER | oros 33S XA

29:5%]URE AND TITLE OF CEHTIF?/LL\

yAE AND ADDREgg OF PERSON WHO COM

D CAUSE OF DEATH (ITEM 26) (Type/Print)

) ) A o T P
DNad pleade g s i ki s 074 T Tesi
. H TH OFFi R
‘ALTH 31. HEALTH OFFICERS sg;uuy 3 D 2, 3& Fu_s Y"Z)/W
‘FICER ’ \_. 7‘4" Do, . A\
33 MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? ) 34d. DESCRIBE HOW INJURY OCCUHRED
(Month. Day. Yesr} INJURY (Yes or no)
O nNetural 0O Pending
Investigation
3 accdent
34e. PLACE OF INJURY —At home. farm. street, factory, office 34f. LOCATION (Street and Number or Rural Route Number, City or Town. State)
O suicige O couid not be building, etc. (Specify)
Determined
O Homcige

34g. DATE PRONOUNCED DEAD (Month. Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. speciy driver. passenger. pedestrian. etc.

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



