2009 082160

AFFIDAVIT OF SURVIVORSHIP

Kathleen A. Kras, being first duly sworn upon oath, deposes and says:

1. The affiant’s husband, David A. Kras, died (leaving a will) (withoutleaving-a—
-will), on June 19, 2007, in Lahe County, Indiana.

2. That David A. Kras and Kathleen A. Kras were duly and legally married at
the time they acquired title as husband and wife to the real estate described
as follows:

Lot 182 in Northgate 3™ Addition, Unit “A”, to the Town of Dyer, as per plat
thereof, recorded in PlatBook 40 page 146, in the Office of the Recorder of
Lake County, Indiana.

Known as: 838 Jacksen Court; Dyer; Indiana) 46311
Property number: 45-10-01-279-011.000-034

3. That the marital relationship which existed between David A. Kras and
Kathleen A. Kras at the time they acquired title to said real estate remained in effect
and unbroken until the date of his death.

4. That all funeral expenses in connection with the death of said decedent have been
paid in full.

5. That all of the assets of said decedent which would be includable for Federal
Estate Tax purposes, including joint bank account and life insurance on
decedent’s life were not sufficient to necessitate payment of Federal Estate
Tax.

Further affiant sayeth not, dated__November/30 >

021513 DEC 00 2008

Y HOLINGA KAT@N@
T&ﬁg COUNTY AUDITOR




State of Indiana)
) SS:
County of Lake)

Subscribed and sworn before me, a Notary Public, this 30th _ day of
November , 2009. personally appeared the within named Kathleen A. Kras,

who acknowledged the execution of the foregoing affidavit.

\ @%K/Q/

Shannon Stiener

County of Residence: __ Lake &V, SHANNON STIENER
y i‘ Wy G Lake Cpuntél .
.. . ommission Expires
My commission expiress; ¢3/14/15 Qo> Y iarch 14, 2018,

I affirm, under penalties for perjuryy that I /have taken reasonable care to redact
each Social Security number in this document, unless requirgd by lav.
Shannon Stiemner

This instrument prepared by: Kathleen A. Kras



ATTENTION ESTATE: The Social Security # is

3ing requested by this state agency in order to
rsue its statutory responsibility. Disclosure is
sluntary and there

ill be no penalty for refusal.

.INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

ocal No. AL LT
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
YPE/PR‘NT 1 DECEASED—NAME (First Middie. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month Day. ¥rJ
N DAVID ALLEN  KRAS | MAIE | 3:10 P, | JUNE 19, 2007
:RMAN ENT 4 *SOG.AL SECURITY NUMBER 58 AGE—-Last Birthday 5b. UNDER 1 YEAR Sc UNDER 1 DAY 6 DATE OF BIRTH (Mo. Day. ¥r) 7. BIRTHPLACE (City and State or Foreign Country)
- - (Years) 62 Months Days Hours Minutes
3LACK INK |x=ne JUNE 15, 1945 HAMMOND, INDIANA
- 8a WAS DECEDENT Bb. YEAR LAST SERVED IN Ss. PLACE OF DEATH (Chack only oneSes mstructions )
AUS ERAN? Us. Al ORCES?
NES X FNE7A HOSPITAL. 3 inpatient OTHER: [ Nursing Home Other (Sﬁ il
] D ER/Outpstient O ooa D Residence EY CENT'ER
- 9. FACILITY NAME (¥ not instritution, grve street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT W.J. RILEY HOSPICE CENTER MUNSTER LAKE
10. MARITAL STATUS 11. SURVIVING SPOUSE 12s8. DECEDENT'S USUIAL OCCL’JPATION (Give kmd‘do)f work 12b. KIND OF BUSINESS/INDUSTRY
i na H it uSe retir
MERRYED RATHPRER" “ROPERCINSKI VIEE MARAGER AUTO DFALERSHIP
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
INDTANA LAKE DYER 838 JACKSON CT.
13e. ZIP CQOE } 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Americen Indian, 17. DECEDENT'S EDUCATION
4 Ne Yes WHAT COUNTRY? No O Yes (if yes. specfy Cuban, Black White, etc. {Specify only highest grade complatad)
46311 Mexican. Puerto fican, etc) (Specify) Elementary/Secondary (0-12) Coll HaorS +)
13g. ON A FARM? U. S .A. WHIIIE ementary/Seconcary cllege or
CBNo O Yes 12
ARENTS 18 FATHER'S NAME (First Middle. Last 19. MOTHER'S NAME (First Middle. Marden Surname)
JOHN KRAS LEONA  SOBCZAK
IFORMANT 208. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street snd Number or Rural Route Number, City or Town. State. Zip Code) 20c. Reiationship
KATHLEEN KRAS 838 JACKSON CT. DYER, IND. 46311 WIFE
21a. METHOD OF DISPOSITION O entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematary. or 2lc. LOCATION—City or Town, State
m Bunat [J Cremation 3 Removal trom State other piace) l ‘ NE 25 s 2007
O Dorsvon L] Other (Specity CHAPEL. LAWN MEMORTAL GARDENS SCHERERVILLE, TNDIANA
ISPOSITION 228 EMBALMER'S NAME: 22b [EMBALMER'S LICENSENO! 23 WAS DEATH REPORTED TO CORONER?
ELT VUJKO FD01008300 Kno  Oves
24a SIGNATUI UNERAL DIRECYO 24b LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
(of Licensee)
7 FD01008300  ILINCOLN RTDGE FUNERAL HOME 88800070
7607 WiLINCOLN HWY.CROWN POINT,TN,463(C
26. PAHT 1 Enter the di njuries. or that caused the death Do not enter. nonspecvﬁc tarms_such a$ cardiac/or resprratory Approximate
arrest, shock. or heart faduru ist nly one causa gn each line. Intarvai Between
Onset and Death
IMMEDIATE CAUSE (Final .m&‘ M W
disease or condtion DUE 10 (OR AS A CONSEOUENCE OF}
AUSE OF resulting n cesth)
EATH >
Conditions. € sny. which gave DUE TO (OR AS A CONSEQUENCE OF»
nge 1o the enmediats cause. .
stating the underlying .
cause las OUE TO (OR AS A CONSEQUENCE OF):
d.
PART Ii. Other signiicant conditions - C conributing to death but not previoualy stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OA 90 DAYS PERFOAMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no} COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no}
29a. CERTIFIER MERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the tme. date. end place. and due to the cause(s) as stated
:i:;d only O HeaLtH OFFICER On tha basis of and/or . in my opinion. desth occurred at the time, dats. and place. and due 10 the cause(s) as stated
D CORONER On{le basis of and/or . in my opinion. desth occurred st the time, dats. and place. and due to the cause(s)} and manner as stated.
29b SIGNATURE AND OF CERTIFIER / 29¢/MEDICAL LICENSE NO TE SIGNED (Month. Day. Yesr}
eAFen mm Cocres |22 o
KDDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (!TEbg?jypa/Pnno = .
mmd’]ion £40 R»(J%*ﬂ“j : D\/eﬂ ,ln _
EALTH 2 HEALTH OFFICER'S w ) ﬁ 7L Do
FFICER

33, MANNER OF DEATH J4a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT v{,
7
{Month. Day. Yesr) INJURY (Yes or no) ‘1
3 Neawsi O Pending “
Investigation i ;
D Accdent o i
34a PLACE OF INJURY —At home. farm. street. factory. office i1 34f LOCATION (Street and Number or Rurst Route Number. ity or Town, State)
[0 swee [ Cauld not be buiiding, etc. (Specify) il i
Determined ' B s e S /
D Horrecide ) N

349 DATE PRONOUNCED DEAD (Month. Day. Yeer)

34h MOTOR VEMICLE ACCIDENT? (Yes or no) if yes. specdy driver. passenger. pedestran. eic.

SDHO06-004 State Form 10110 (R5/1-99)



