2008 0183L1 Wi 13 FolE
@ Chicago Title Insurance Compan:

SURVIVORSHIP AFFIDAVIT

(OROng%gfﬂl

Onthis MAR 11 2008before me personally appeared
{nscrt ch)

William e{ﬂgCu@h T - S

to me personally known, who being duly sworn on oath did say that:

1. Affiant resides at the address given below affjant's signature:

2. Affiantis XX Ci‘( OUAANE v

{latc interest of affiant in the ahove premises as "owner"," son of owner", etc.

3. Said premises were fom’lerly owned as joint temants or as {enants by the y
entiretics by [ullliayyRehared [ & u]a ffand Sirelin e/ yg | -

o

4. said_nbdignas Kichgiel sblecliag v el
{(q innamc of co=tenant who died)
died'on Cj’)‘ll_&T

s
F il
leaving ,,//4, will;

fasert "a' ar 'd": if will Teft, attach a copy

5. The legal description of the premises in question is:

£pe Otk L&N .

N

6. s there Federal or State inheritancgAax liability by reason of the death of said T
decedent? 1 Yes Na (/ %Q
\ '
. JULY ENTERED FOR TAX: }
Lf yes, then estimated taxes due are § ,:”z A A[l(\gpFTOA%r\f\:X;gg} ?‘RSALKJBSJFEECRTT

The taxes dueare [ Jpaid or [ unpaid.. N /4 MAR 1 32008

FEGGY HOLINGA KATONA
LAKE COUNTY AUDITOR

L2560



7. Where this affidavit relates to a tenancy by the entireties, were the parties ever

divorced? }U O

(If answer is "Yes" , identify the divorce proceedings:

8. Affiant's relationship to the deceased was -4)("'\”\ j
Signature: _ ?ﬁd@m XA/ hy /28

PrmtedNamel\“ (&W\u%%\kd &\‘
Address:_[//f{ Wy O ﬂ){)&c ﬁ’»h
LIS AT, LR Y3

Subscribed and swormita'before me'by the affiant

This _ i LY

g { R} Lisha Vera
/('3&( M/ L_ﬂv%‘“ tary Public, State of Indiana

\J Nbtary Public
Printed Name i i A \\I@ u”j

My County of Residence is:

Porter County
My Commission Exp. 8/07/10

In the State of

My Commission Expires

This instrument prepared by \)\J '\\ ‘ A L{) a.ij/j’\ v’&k]‘frf



No: 620080554

LEGAL DESCRIPTION

Lot 9, in Greenwood Terrace, in the City of Hobart, as per plat thereof, recorded in Plat Book 31 page 25, in the Office
of the Recorder of Lake County, Indiana.

LEGAL 6/98 SB



FTENTION ESTATE: The Social Security # is
g requested by this state agencg in order to
iue its statutory responsibility. Disclosure is
ntary and there will be ro penalty for refusal.

N SR A

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

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

1. DECEASED—NAME  (First. Middie. Lest)

"E/PRINT William R. Ledyard

IN

2. SEX 3s. TME OF DEATH

Male 4:47am,,

3b. DATE OF DEATH ovonhr Dey. ¥r)

May 16, 2005

4. #SOCIAL SECURITY NUMBER

O 5142

IMANENT
ACK INK

Sa. AGE—Last Binthdey

Sb. UNDER 1 YEAR

Sc. UNOER 1 DAY

6. DATE OF BIRTH (Mo. Dey. Y1)

(Yoars)

65

Months Days

Houwrs

Minutes

July 29, 1939

7. BIRTHPLACE (City and State or Foreign Country)

Gary, Indiana

8a WAS DECEDENT
A US. VETERAN?

8b. YEARLAST SERVED IN

9¢. PLACE OF DEATH (Check only one. See instructions.)

US. ARMED FORCES?

HOSPITAL (3 inpatient

oTHER. [0 Nursing Home [0 Other (Speciy)

NO

O ooa

(=l

Kl er/Oup

9b. FACILITY NAME (¥ not institution. give street snd number)

SEDENT ST. MARY MEDICAL CENTER

9c. CITY. TOWN. OR LOCATION OF DEATH

Hobart

9d. COUNTY OF DEATH

Lake

11. SURVIVING SPOUSE
(¥ wife, give mancier: neme)

Sandra Ramsey

10. MARITAL STATUS
(Specify) i
Married

12s. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during worki

most of working ie. Do not use retred)
Policeman

12b. KIND OF BUSINESS/INDUSTRY

City Of Hobart

13b. COUNTY 13c. CITY. TOWN. OR LOCATION

Lake

13a. RESIDENCE—STATE
Indiana

Hobart

13d. STREET AND NUMBER

420 S. Wabash

13e¢. 2IP CODE | 1. INSIDE CITY LIMITS
O No O Yes

13g. ON A FARM?
XINo O Yes

14 CITIZEN OF
WHAT COUNTRY?

USA

J No O Yes
Mexican, Puerto Ricen. etc)

46342

15. WAS DECEDENT OF HISPANIC ORIGIN?
Of yes. specity Cuban.’

18. RACE—American indian,
Black. White. etc.

17. DECEDENT'S EDUCATION
(Specify only highest grade completed)

(S”White

‘Elemengéry/Secondary (0-12)

College (1-40r S +)
12

18. FATHER'S NAME (First Middle, Last

John Ledyard

IENTS

18. MOTHER'S NAME (First Middie. Meiden Surnsme)

Jean McRitchie

20e. INFORMANT'S NAME (Type/Prind

JRMANT
Sandra Ledyard

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

420 S. Wabash HOBART, INDIANA 46342

20c. Relationship
Husband

2ta. METHOD OF DISPOSITION (3 Entombment

B Burist O cremeton [3 Removai from State
[ Donston [T Other (Specity)

other place)

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

Graceland Cemetery

May 20, 2005

21c. LOCATION—Ciy or Town, State

VALPARAISO, INDIANA

POSITION 220. EMBALMER'S NAME:

22b. EMBALMER'S LICENSE NO.

0 ves

23 WAS DEATH REPORTED TO CORONER?

RUSSELL A. KRAFT, JR.

FD29300105

(™

24s. SIGNATYRE OF FUNERAL DIRECTOR

24b_LICENSE NUMBER
(of Licensee)

FD29300105

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

Kraft Fuperal Services and Crematory, inc.
370 N-County Line Rd. Hobart, [N 46342

FH10000005

o ApA

26. PART I Enter the di injuries. or

arrest. shock. or heort feilure. tist-only-one-ceuse-on-epch line.

IMMEDIATE CAUSE (Fine . ACA&*(/ ILLH 0[/“"?[{“'/

thet caused the death. Do not enter nonspecific terms. such as cardisc of respiratory

Tontoct

Approximate
Interval Between
Onset and Desth

disesse Or CondRion

DUE 70 (OR{AS A >
dirsass or condi $ A CONSEQUENCE OF

b N“'M en$ Lisn

JSE OF
TH
Conditions.  sny. which gave
rise t0 the )immediste cause.

WP 7]
e _ ¢J

e lligs

stating the underlying

couse hmt DUE TO (ORAS A CONSEQUENCE OF>

PART K{ Other signi; contributing to death m{mx previously stated in Part |

21. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)

No

PERFORMED?
(Yes or no)

No

28a. WAS AN AUTOPSY

28b. WERE AUTOPSY FINDINGS
AVARLABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

No

29 CERTIFIER
{Check only

oned 0 HEALTH OFFICER On the basis of

[J CORONER  On the basis of

and/for & ]

and/or

BB CERTIFYING PHYSICIAN  To the best of my knowledge. desth occurred at the time. date. snd place. end due to the cause(s) as stated.
. in my opinion, desth occurred st the time, dste, snd plece. and due to the cause(s) as stated.

ion. n my opmion, death occurred st the time. date. and place. and due to the cause(s) and menner as stated.

TIFIER

29%. wﬁruyni OF CERTIFIER

29c. MEDICAL LICENSE NO.

£)0 35453

Sl

30. NAME Al SS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Prind

John Carter 295 S. Wisconsin St. HOBART,INDIANA. 46342

LTH 31. HEALTH OFFICER'S SIGNATURE

ICER

S 0D Eer 7 S0

FILED (Month. Day. Year)

33. MANNER OF DEATH 34s. DATE OF INJURY

(Month. Day. Yesr)

34b. TIME OF
INJURY

¥ Netwrst [T Pending

investigation

34c. INJURY AT WORK?

(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

‘3-277’7%/&/. Do

D Accdent

O suce [ Could not be
Deatermined

building. eic. (Specy)
D Homicide

340 PLACE OF INJURY -~ At home. farm. street. factory. office

34f. LOCATION (Street and Number or

Rural Route Number, City or Town, State)

349 DATE PRONOUNCED DEAD (Month. Day. Yeer)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes. specéy driver. passenger. pedestrien, etc

SDH06-004 State Form 10110 (R5/1-99)




