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SURVIVORSHIP AFFIDAVIT

On this \“fﬁday of Novem bed , 2007, before me personally appeared
ROSEANN PHILLIPS, who being duly sworn on oath did say that: rS
L. Affiant resides at the address given below affiant’s signature; g
2. Affiant is owner of said premises; ~d
3. Said premises were formerly owned as joint tenants or as tenants by the entiret% by
William G. Phillips and Roseann Phillips; zi
4. Said William G. Phillips died on June 6, 2007; ;:3
5. The legal description of the premises in question is:
Lot 10, Block 2, Bellamy and Gage North Ridge Estates 1st Addition,
to the Town of Griffith, as shown in Plat Book 35, Page 74, in the
Office of the Recorder of Lake County, Indiana. . g

puon st

6. That Affiant, Roseann Phillips, and William G. Phillips were husband and \%Efe af:ﬁhe

time of acquiring title to land, and they remained so gmtil William G. Phillips’ death.
FURTHER AFFIANTSAYETHNOT.

Printed Name: Roseann Phillips

Signature:

Address: 1813 N. Lafavette Street
Griffith, IN 46319

SUBSCRIBED and SWORN to before me a Notary Public, this f - day of
November —2007.
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Notary Public

My Commission Expires:
My County of Residence: “-oda.
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ATTENTION ESTATE: The Social Security # is
3ing requested by this state agency in order to

irsue its statutory respoasisility. Disclosure is
luntary and there will be no penalty for refusal.
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CERTIFICATE OF DEATH

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

INDIANA STATE DEPARTMENT OF HEALTH
StateNo. ...............

1. DECEASED-NAME (First, Middle, Last)

William G. Phillips

2. SEX

Male

3a. TIME OF DEATH

11:54 £

3b. DATE OF DEATH {Month, Day, Yr)

June 6, 2007

4. ¥SOCIAL SECURITY NUMBER 5a. AGE - Last Birthday | 5b, UNDER 1YEAR | 5c. UNDER 1 DAY | 6.DATE OF BIRTH (#o. Day, ¥1) 7. BIRTHPLACE (City and State or foreign Country)
{Years) Months  Days Hours Minutes
308-36 June 25, 1935 |Hammond, Indiana
8a. WAS DECEDENT Bb.YEAR LAST SERVED IN a. PLACE OF DEATH (Check only one. See i fons)
A U.S.VETERAN? U.S: ARMED FORCES? HOSPITAL: [ inpatient OTHER; [ Nursing Home [ Other (Specify)

Yes 1957

O er/outpatient ] poa

X Residence HO Sp ice

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

9c¢. CITY, TOWN OR LOCATION OF DEATH

9d COUNTY OF DEATH

1813 N. LaFayette Griffith Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT’'S USUAL OCCUPATLON (Give kind of work | 12b. KIND OF BUSINESS/ INDUSTRY
{Specity) (If wife, give maden name) done during moast of working life. Do not use retired}
Married Rosann Kovacik Foreman Steel Company
13a. RESIDENCE — STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Griffith 1813 N. LaFayette
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION i
I Ne Yes WHAT COUNTRY 7] No Yes (If yes, specify Cuban, (Bs‘:::', g)hile, etc. (Specify only highest grade completed) ‘
4 6 3 ]_ 9 13g. ON A FARM? US A Mexican, Puerto Rican, efc.) . Elementary/Secondary (0-12) Coliege (i-40r5+)
Ko Oves White 12

18. FATHER'S NAME (First, Middle, Last)

James W. Phillips

19. MOTHER’S NAME (First, Middle, Maiden Surname)

Genevie

ve Myers

20a. INFORMANT’S NAME (Type/Print)

Rosann Phillips

20b. MAILING ADDRESS (Street and Number or Rual Route Number, City or Town, State, Zip Code)

1813 N. LaFavette Griffith, IN

46319

20c. Relationship

Hife ?

2ta. METHOD OF DISPOSITION

ja Cremation

0 other (specify)

O Burlal
0 Donation

O entombment

a Removal from State

other place)

June 11,

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

2007

Oakland Memory Lanes

21¢. LOCATION—City or Town, State

Dolton, Illinois

22a. EMBALMER’S NAME:

N/A

22b. EMBALMER'S LICENSE NO.

N/A

23. WAS DEATH REPORTED TO CORONER?

M No O Yes

ATURE OF FUNERAL DIRECTOR

A

¢ Abiibaen

24b. LICENSE NUMBER
{of Licensee)

FD20500014

25. NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME

Chapel Lawn Funeral Home FH19900051
8178 Cline Ave. Schererville, IN 4637F

26. PART .

Enter the diseases, injuries, or complications that causes

arrest, shock, or heart faifure. List only one cause on each line.

IMMEDIATE CAUSE (Final a.

D O

e death Do not enter nonspecific terms, such as cardiac or respiratory

UM G A

UZANCE (MU

Approximate
interval Between
Onset and Death

disease or condition
resuiting in death)

ETO (OR AS A CONSEQUENCE OF):
l&ot\\ = M GRS

UM WA e\

Conditions, if any, which gave
rise to the immediate cause.

DUE TO (OR AS A CONSEQUENCE OF):

starting the underlying
cause last

DUETO (OR AS A CONSEQUENCE OF):

PART [I. Other si

y—"

contributing to death but not previously stated in Part i.

27.WAS DECEDENT
PREGNANT OR 90 DAYS

NO

POSTPARTUM?
{Yes or No)

28a, WAS AN AUTOPSY
PERFORMED?
{Yes or No}

NO NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIORTO
COMPLETION OF CAUSE
OF DEATH? (Yes or No)

29a. CERTIFIER
{Check only
one)

[J CORONER  On'the basis of

[ certiFyinG PHYSICIAN
[J HEALTH OFFICER On the basis of

and/or i

in my op

and/or i inmy op

To the best of my knowlrdge. death occurred at the time, date, and place, and due to the cause(s) as stated,

death occurred at the time, date, and place, and due to the cause(s) as stated.

death occurred at the time, date, and place, and due to the cause(s) and manner as stated.

29, SEAY\URE DTITLE FCERTIF|E%

s \

R

29¢,”MEDICAL LICENSE NO.

o\"wlff

29d. DATE SIGNED (Month, Day, Year)

©-X-0%

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

DR- EGNATZ - /34 b

- Us 3o

31. HEALTH OFFICER’S SIGNATURE

<

~

33. MANNER OF DEATH

D Pending
Investigation

D Naturat

34a. DATE OF INJURY
{Month, Day, Year}

THIZ 1
OB, B T
Sche rém%m itf#,%@ 2
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o0 )

34b. TIME OF
INJURY

34c. INJURY AT WOR
{Yes or No)

34d. Dﬁébjfﬁ’k W :%JU?JYE %?ﬂ

Qe

O Accident

O Suicide W] Could not be

Determined
] Homicide

34e. PLACE OF INJURY—At home, farm, street, factory, office
building, etc. (Specify)

{. LOCATION (Street and Number or Rural Route Number, City or Town, State)

T,

349. DATE PRONQUNCED DEAD (Month, Day, Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes or No) If yes, specify driver, passenger,pedestrian, etc.
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