HEIRSHIP AFFIDAVIT

00¢

The undersigned being first duly sworn upon their oath states:

1. That Cecil W. Larson and Patricia J. Larson were the owners of the following describe\c’fz>
parcel of real estate:

Lots 45 and 46, Block 26, in Manufacturer’s Addition to Hammond
as per plat thereof, recorded in Plat Book 2 page 24 in the Office of
the Recorder of Lake County, Indiana.

006120

2. That Cecil W. Larson died on theZL day of MOVU) ,/9079 and on the date of his
death he was still married to Patricia J. Larson.

3. That Patricia J. Larson died on theZCL day of J{NK_ , 2000 a resident of Lake
County, Indiana.

4. That on the date of death of Patricia J. Larson, she was survived by three children, : Lo o
namely, Terri Ann Larson-Holt, James Larson and John Larson. i

e
5. That Patricia J. Larson had one other child, namely, Thomas Larson, who predec}’gﬁged R
her; however, he had no children™ ‘N 38 AVEVER MARRIE, SIG

o SR W ra
-, )

-

iy . = n
6. That there has been no estate opened for Patricia J. Larson nor is there one contemfﬁéted;:

however, Patricia J. Larson did leave a Last Will and Testament ultimately devising the
entire residue of her estate to a Revocable Living Trust with John Larson as Trustee.

7. That the trust was setp¥or the primary benefit of CeciPW. Larson who predeceased
Patricia and that the beneficiaries afithe trustatterCecil'W»Larson were the three living
children of Patricia, namely, Terri Ann Larson-Holt, James Larson and John Larson.

8. There are no State ot Federal Inheritance Or State taxes diie’and owing by the reason of

the deathiof*Patricia J. Larson, nor are there.any unpaid bills or claims against Patricia
Larson.

9. Your affiant makes this affidavit in order to induce the Lake County Auditor to transfer
the property into the names of Terri Ann Larson-Holt, James Larson and John Larson.

FURTHER AFFIANT SAITH NOT.

I AFFIRM UNDER THE PENALTIES FOR PERJURY, that the above and foregoing
representations are true and correct.

NORTHWE
| 162 WASHINGEON ROrTLE
IND [ STREET
STATE OF ) OWELL, IN 46354
) 219-494-0100
COUNTY OF {auL) | /\\
~ Subscribed and sworn to before me a Notary Public in and for said County and State this

'Z:L day of March, 2009.

My Commission expires: WL*—————"""M o >

: } NOTARY
County of Resident: RICHARD A. ZUNICA
Porter County ﬁ 7
My Commission Expires | /
August31,2014 |
THIS INSTRUMENT PREPARED BY: RICHARD A. ZUNICA, Attorney at Law, 162 W

Washington Street, Lowell, IN 46356

FILE NO. 09-17361 .
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T DULY ENTERED FOR TAXATION S

. AFFIRM UNDER The P?:Nile [ES FOK . FINAL ACGEPTANGE FOR THALKJ%JFEE%TTO
PERJURY THAT | HAVE TAKEN REASONABLE

CARE TO REDACT EP‘\C_‘H )‘SQQ!\’L S!EF)%J\RHY APR -3 2009
NUMBER IN THIS DOCUMENT UNLESS

REQUIRED BY LAW. PEGGY HOLINGA KATONA

,_ LAKE COUNTY AUDITOR 002413
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THIS CERTIFIES THE FOLLOWING S A TRUE AND

* ATTENT/ON ESTATE: The Social Security # is i o
- MFLETE COPY OF DEATH ON FiLE WI't THE
being requestec oy this state agency in order to O ]
pursue s statutory responsibility. Disclosure is IN D IANA 81 ATE D EPARTM ENT OF H EALTH HAMMOND HEALTH WNL
voluntary and there will be no penalty for refusal. {“ Py
<
Local No.. 1.5/ CERTIFICATE OF DEATH o200 &0
ocaiNO. ... [ i Dafe Issved Hammond Health Commlssloner
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
TYPE/PRINT 1 DECEASED—NAME (First Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month Day Yr)
IN Patricia J. Larson Female 2:15 AMm June 29 2006
PERMANENT 4. ®*SOCIAL SECURITY NUMBER 58 AGE—Last Birthday Sb. UNDER | YEAR Sc. UNDER 1 DAY ) 6. DATE OF BIRTH (Mo. Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)
(Years) Months Days Hours Minutes
BLACK INK | S 16 October 8. 1929 Hammond, Indiana
- 8s WAS DECEDENT 8b. YEAR LAST SERVED IN Qa. PLACE OF DEATH (Check only one_See mstructions.)
A US VETERAN? US. ARMED FORCES?
nospraL [ Inpatient otver [ Nursing Home O other (Specity)
NO N/ A O ER/Outpatient 0 poa & Residence
s 8b. FACILITY NAME (# not institution, give street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT ..
6707 Illinois Ave. Hammond Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 128. DECEDENT'E USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
«+ {Specify) {if wife. give maiden name) done during most of working life. Do not use retired)
Widowed N/A Accounts Receivable Clerk Electric
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana 4 Hammond 6707 Illinois Ave. ,
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, 17. DECEDENT'S EDUCATION
ONo IR Yes WHAT COUNTRY? £ No O Yes (If yes. specify Cuban, Blsck. White. etc (Specify only highest grade completed)
Wy . 13g. ON A FARM? Mexican, Puerto Rican. etc) (Specify) Elementary/Secondary (0-12) | College (1-4 or 5 +)
46323 X No (J Yes U.S.A. Whlte 1
PARENTS 18. FATHER'S NAME (First Middle. Las) 19. MOTHER'S NAME (First Middle. Maiden Surname)
- INFORMANT 20e. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town. State. Zip Code) 20c¢. Reiationship
John Larson 6707 Hlinois Ave.. Hammond. IN 46323 Son
21s. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemstery. crematory. or 21c. LOCATIQN—City or Town. State
O Buriai B Cremation O Removal from State other place) Lp / &w(p
Donst O other (Specify) . . .
03 boratn or topecty Kelly 1 Cremation Services Gary, Indiana
DISPOSITION 22a. EMBALMER'S NAME: 22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
. Bno OO ves
Timothy Bowler FD20500035 °“
24a. SIGNATURE OF FUNERAL DIRECTOR l 24b. LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBEH OF FUNERAL HOME
(of Licensee) Virgil Huber Funeral Home
W E ;{ U\J \jr i 4051 Kennegy Avenne
A FD20400058 Hammond. IN 46323 FH10300032
26. PART | Enter the d injuries, or that'caused the death. Do not enter nonspecific terms. such as cardiac or respiratory Approximate
arrest. shock, or heart fai'ure, List only one ceuss on each line interval Between
Onset and Death
IMMEDIATE CAUSE (Final . %M/‘ Z/‘JN a., Q@aw—vw—-\ Ul i
disease or condition DUE TO (OR AS A CONSEQUENCE OF): q
CAUSE OF resulting in desth)
DEATH o
Conditions, if any. which gave DUE TO (OR AS A CONSEQUENCE OF)
rise to the immediste cause. <
stating the underiying
cause last DUE.TO.{OR AS A’ CONSEQUENCE OF)
d.
PART li. Other signifi - Conditions contributing to death but not previously stated in Part | 27. WAS DECEDENT 28s. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
1
NQ No No
29s. CERTIFIER Bf CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date, and place. and due o the cause(s) as stated.
(Check only
one) D HEALTH OFFICER On the basis of \ and/or Q . 1n my opinion, death occurred at the time, dste. and place. and due to the cause(s) as stated.
] CORONER On the basis of and/or g \, 1In my opinion, death occurred at the time. date, and piace, and dus to the cause(s) and manner as stated.
29b. SIGNATURE AND TITLE OF CERTIFIER 29¢c. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day. Year)
CERTIFIER / A
«
— OlOFBE0 4T
30. NAME AND ADDRESS?HSO HO COM s7/ /y l
B p fyrstor: 2 #oBz/
HEALTH 31. HEALTH OFFICER'S SIGNATURE 32. DATE FILED (Month. Day. Yesr)
OFFICER "Me J_u/x[ ¢, 2006

33. MANNER OF DEATH

34s. DATE OF INJURY
{Month. Day. Year)

34b. TIME OF
INJURY

d4c INJURY AT WORK?
(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED /

4

34e. PLACE OF INJURY-—At home. farm. street. factory. office

0O Neturai O Pending
investigation

O accident

D Suicide 3 could'not be building. etc. {Specify)
Determined

D Homicide

34t LOCATION (Street and Number or Rural Route Number, City or Town, State)

34g. DATE PRONOUNCED DEAD {Month. Day. Year) 34h MOTOR

VEHICLE ACCIDENT? (Yes or noj

IF yes. specily driver. passenger. pedestrian, etc.

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



* ATTENTION ESTATE: Disclosure of the

T THIS CERTIFIES THE FOUOWING 15 A TrUE
SS# we need to pursue our responsibilities COMPLETE COPY OF DfATM ON FILE WITH
:Z'\Sggllmgry and there will be no penalty for INDIANA STATE DEPARTMENT OF HEALTH HAMMOND HEALTH DEPARTMENT.
‘ 288 .
L0GAI N 22 CERTIFICATE OF DEATH ¢ Bl S pitns o7
R¢.231899
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER iC 16-1-19-3 Date lssued Hammond Health Commission
TYPE/PRINT | ! DECEASED-NAME (First Middle Last) 2 SEX 3a TIME OF DEATH 30 DATE OF DEATH (vonts Day ')
N Cecil Wayne Larson "Rete”... « . . Male 7.00AM March 21, 1999
4 SOCIAL SECURITY NUMBER | '8a’ AGE - Last Birthday | 5b. UNDER 1 YEAR 5¢c: UNDER 1 DAY | 6 DATE OF BIRTH (Mo Day Yr) 7. BIRTHPLACE (City and State or Foresgn Country)
PERMANENT Py : . (Years) Months  Days Hours Minutes ¢
BLACK N |[SEs. | 73 1 March 6, 1926 Hammond, IN
Ba WAS DEGEDENT 8 YEAR LAST SERVED IN o T 9aPLACE OF DEATH (Check only one. Ses instructions)
AUS VETLAAN? U8, ARMED FORCES o
¢ - : : '( 4 A D( inpatent OTHER [T mumingHome [ Other (Specdy)
YCS . mw-«mm.‘l).«z . .,J:l _EROutpatert {1 0OA [ Residence
Sb. FACILITY NAME (It not institution, give straeet and umitiér) ) gc. CITY TOWN OR LOCATION OF DEATH 9d COUNTY OF DEATH
" . £ R R
DECEDENT St. Margaret Mercy Hospital Hammond Lake
16 MARITAL STATUS 11, SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b KIND OF BUSINESS INDUSTRY
(Specity) (if wite, give maiden name) done during most of working He. Do not use retired)
Married Patricia Jane Carroll Highway Engineer Transportation
132 RESIDENCE - STATE 13, COUNTY t3c CITY TOWN OR LOCATION 3¢ STREET AND NUMBER
Indiana Lake Hammond 6707 Nlinois Avenue
13 ZIP CODE | 131 WSIDE CITY UMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE - American Indian 17 DECEDENT'S EDUCATION
O we Vos WHAT COUNTRY? [A No [1 ves q1f yes specity Cuban, Black, White, atc (Specity only highast grads compieted)
40323 139 ON A FARM? USA Mexisan, Puerto fican. at: } (Specity) Elsmentary/Sscondary (0-12) Colege (14 or 5+)
X to I ves White 1 i 2
PARENTS 18. FATHER'S NAME (First, Middls, Last) 19 MOTHER'S NAME (First, Middia, Maiden Surname) B
John Chester Larson Hettie Pear| Burgess
INFORMANT 20a INFORMANT'S NAME {Type/Piing) 20b. MAILING AODRESS (Strest and Number or Rural Route Humber, City or Town, State, Zip Code) 20¢. Relationship
Patricia Jane Larson 6707 Tlinois Avenue, Hammond, IN 46323 Wife
2ia METHOD OF DISPOSITION [:] Entombment 21b l"):YE :AND) PLACE OF DISPOSITION (Name of cemetary, crematory or 21c. LOCATION - City or Town State
othar place
{71 Burial [X Cremation [} Removal from State [Vle”‘ch 24’ ]()()9
LT oonation (I other (specity) — Regional Cremation Services Munster, Indiana
DISPOSITION | 22a EMBALMER'S NAME 226 EMBALMEA'S LICENSE NO. 23 WAS DEATH REPORTED TO CORONER?
James W. Gholston FDE1004194 Koo O ve
248 }A JAE OF FUNERAL DIRECTS /’; 24b. UCENSE NUMBER 25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
e/ e 1 e EHI9900005
T . . Virgil Huber Funeral Home ‘
U e &l FDESY00000 7051 Kennedy Av., Hammond, IN 46323
",‘6 PART | , ED“" tHe diseases injuries or complications that caused.the death. Do not enter nonspacric tarms such asgeardiac or respiratory Approxirnate
arrest, shock, or heart faiure List only ofie cause on-each fins. p Interval Batweon
9 ’ (7’1 7 Onset and Death
. '/
IMMEDIATE CAUSE (Final a /\///]// 7z M/;&ﬁ D( a
disease or condition 4 DUE, TG {08 AS A CONSEQUENGE OF) -
CAUSE OF resuling in desth b
DEATH o . BUE 10'(0R AS A'CONSEQUENGE OF)
Conditions if any which gave
fise to the immediate cause c.
stating the underlying DUE TO(ORASIACONSEQUENCEIOF)
cause last d. :
PART i, Other significant conditions - Conditions confributing 1o death but not previcusly stated in Part ! 27. WAS DECEDENT 28a 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} OF DEATH? (Yes or no)
NO NO NO
298 CERT”"IE'F‘*'y ﬁ CERTIFYING PHYSICIAN  To the best of my knowledgs, death occurred at the time, date, and place and duo to the cause(s) as stated.
{Chack o —
om-)c O  HeaH OFFICER  On the basis of examination and/or nvestigation i my opinion death occurred at the e, date, and place and dus to the cause(s) as stated
] CORONER gr:}g_b\asis of examination and/or investigation in my opinion death occurred at the time, date, and piace and due 1o the cause(s) snd manner as stated
29 SIGNATURE»D-TWEOF / 29 MEDICAL LICENSE NO 254 OATE SIGNED (Menth Day Yewr)
CERTIFIER - 7 = > éi '
. G/qu') ?(/ N EIRVAS S
3 NAME ANDADDRESS OF PERSON WHO COMPLETED GAUSE OF DEATH (TEM 29 (TypeiPriny {1z ‘4) /
Dr. R. Chen , 7905 Calumet Av%Munster, IN 46321

HEALTH 31. HEALTH OFFICER'S SIGNATURE g . q" 3’2 DATE FILED (Month Day Yeary
OFFICER /Mdm ,_D'

arch )_?)/ {(;Zcf’ o

33. MANNER OF DEATH 34a DATE OT’ INJURY 34b_TIME OF 34c. INJURY AT WORK? 344. DESCRIBE HOW INJURY OCCURRED
(Month Day Year) INJURY (Yes or no)
[Xmmuu D Pending
Irwestigation
EL Accident 34e. PLACE OF INJURY - At home, farm, stiost, factory, office 341, LOCATION (Strest and Number or Rursl Route Number Chty of Town State)
[T suicide [ cotid not be building, etc. (Specify)
Determined
[ Homicide
34g. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or noj # yes specify driver, passenger, pedestrian, stc.

SDH06-004 State Form 10110-04 (R4 / 3-93) DEATHCER/PD 1



INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH
Local No-b‘-l’.b> State No.....ooeenve i,

1. Decedent’s Legal Name (First. Middle, Last) 1a. Maiden Last Name (i Female) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)

THOMAS R. LARSON N/A M 4:50 PM DECEMBER 8, 2008
5. Social Security Number Ba. Age Yrs b, Under 1 Year Sc. Under TMonth 8d. Under 1 Day Be. Under 1 Hout 7. Date Of Bith (Month/Day/Year) | B. Bithplace (City And State Or Foreign Country)

85 Monitn: Dy Hours Moutes June 19, 1953 HAMMOND ,INDIANA

9. Ever inU.S. Armed Forces? 10. if Death Occuared in A Hospital: 10a. If Death Occurred Somewhere Other Than A Hospital: 0 Hospice Facity I3 Decedent’s Home [ Nursing Homel
3 Yes I No Unknown [ | L1 inpatient L3 Emergency Department Outpatient [J Dead On Arrival Term Care Facity [ Other (Speciy)

1. Facilty Name (If Not institution. Give Street And Number)

6707 ILLINOIS AVENUE
12, City Or Town, State, And Zip Code 13. County Of Death 14, Marital Status At Time Of Death
HAMMOND INDIANA 46323 LAKE [ Married 3 Married, But Separated [T Divorced
] Widowed IR Never Married [ Unknown
15. Sunviving Spouse’s Name 152, (HWife)Gitve Maiden Last Name 16. Decedent’s Usual Occupation 17. Kind Of Business/industry
N/A N/A DISABLED DISABLED
13. Residence — State 18a. County 18b. City Or Town
INDIANA LAKE HAMMOND
| 18¢. Street And Number T84, Apt. No. 18e. Zip Code TBY, Treside Chty Lifs? |
6707 WLINOIS N/A 46323 BYes Ok
19. Decedert’'s Education 20. Decedent Of Hispanic Origin 21. Decedent's Race
Associate degree (e.g., AA, AS) No, not Spanish/Hispanic/Latino White
22. Father's Name (First, Middle, Last) 23. Mother's Name (First, Middie, Last) Z3a. s n me
PETE LARSON PATRICIA LARSON CARROLL
[ 24, WiGimark s Name Zda Relalionship 1o Deceder® | 24b. Maling Address (Steet And NUmber. CRy. State, Zip Co0e]
JOHN LARSON BROTHER 6707 ILLINOIS AVE. HAMMOND,INDIANA 46323
25. Place Of Disposition
[~ 25a. Method OF Disposition. O Buial & Gremation 25b. Place Ot Disposition (Name Of Cemetery, Crematory, Other Place) 25¢. Location — CRy, Town, And State
3 Donation (7 Entombmert [J Removal From Stte | OAKLAND MEMORY LANES DOLTON,ILLINOIS
{3 ther {Specily):
28. Was Coroner Contacted? 27. Name And Complete Address Of Funeral Fadility 27a. Funeral Home License Number:
BYes [INo KUIPER FUNERAL HOME 9039 KLEINMAN RD. HIGHLAND,INDIANA 46322 FH10300021

27b. Signature Of Indi al Setvice Lic 27c. License Number (Of Licensee)
g«(/g i

Cause Of Death (See Instructions And Exampies)

28. Partl. Enter The Chain Of Events—Di , Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events Approximate
Such As Cardiac Arrest, Respiratory Amest, OrVemmular Fibrillation Without Showing The Eticlogy. Do Not Abbreviate. Enter Only One Cause On intervat: Onset
A Line. Add Additional Lines If Necessary. C_ R ' To Death
Immediate Cause (Final Disease Or Condition Resulting In Death A M\/Qﬂ/}\ e %

. d DueTa(OrAsACmmmOf)
Sequentially List Conditions, If Any, Leading To The Cause Listed On B M o o ﬂm o
Line A. Enter The Underlying Cause (Disease O Injury That initiated [ g

The Events Resulting In Death) Last C
Tus To (Or As A Consequence Of).
D.

Part li. Enter Other Significant Conditions Contributing To Death But Not Resuling In The Underlying Cause Given in Part 1 28, VWas An AUopsy Pertormed? OYes X No

Opsy ings Available 10 Complete ause Uf Dedh? DYSS gNﬁ
37, Did Tobacoo Usq ContabiRe To Death? 32 i Female: 33, Manner Of Death:
{3 Yes 3 Probebly I} No {3 Unknown {3 Not Pregnant Within Past Year [J PregnantAl Time Of Death [J Not Pregnant, But Pregnant Within 42 Days Of Death A Netural 01 Homicide [1 Accident [ Pending investigation

L1 Not Pragnart, But Pregnent 43 Days To 1 Yeer Before Death [ Unknown If Pregnant Within The Past Year 7 suicde O3 Could Not Bo D.
34. Date Of injury/(Month/Day/Year) 35, Time Of injury 36. Place Of Inury (E.G.. Decedent's Home. Construction Site. Restaurant, Wooded Area) 37. injury At Work?
OYes ONo
38, Location Of injury - State 38a. City Or Town 38b. Street 8 Number 38¢. Apt TG, - dp
39 Describe How hm Oceurred a0, if Transportation Injury, Specify:
L3 Drives/Operator L1 Passenger [ Pedestrian [1 Other (Speciy)
ingCause Of Death: 42, Cestifier (Check Only One)

[ Certifying Physician £3 Goroner [J Heakh Officer

43, Name Adde&s And Zip Gode Of Person B&rifying Cause OF Death: Loenselhunbey 45. Date Certiied
o o O0%34)Y| [2-(0-08

46. Additional Funeral Service Pr&nder 47. “Akas:
48, Signature of Local Heath Officer. 49. For Registrar Only — Date Filed (Month/Day/Year):

S D Cr P B, mmw &, 200

State Form 10110 IR7/G-071 ATTENTION ERTATE Tha Savisl Sans ity £ 15 hann ras st fa e shain ey in arriar b s 45 &0 800 (e, Drarim rm 1€ wb rioew sl foorm vall o e nanaly fne mfial THE RECORNS IN THIS SERIES ARF MONFIDENTIAl PER IC 163 7-1-40




