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to me personally known, who being duly sworn on oath did saythat: i.:‘;_
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1. Affiant resides at the address given below affiant’s‘signature; §

[ev]
2. Affiantis------- ﬂ.alyﬁkd-----------------------------------------------------'. .......... ;5;::;’

(state interest of affiant in the above premises as “owner”, “son of owner”, etc. ) B
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died on /?*/a - ﬂoﬁz
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leaving ._....._... _,/L]O- _____

(insert “a” or no” if will left, attach a copy)
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6. Is there Federal Eétate or State inheritance tax liability by reason of the death of said

decedent? (1 Yes ﬂrNo'

If yes, then estimated taxes due are $

U L L L L L L L T T Y Y R T

The taxes due are  [] paid or [J unpaid.
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7. Where this affidavit relates to a tenancy by the entireties, were the parties ever divorced?

beT. J’ ﬁw/z jefe
Printed Namew;’/f her brivtke®. ...
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Address: /"7#/&7& J/O o iéa)@pk[

Subscribed and sworn to before me by the affiant
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* ATTENTION ESTATE: The Social Security # is

being requ. Sted oy s slate agency norder © INDIANA STATE DEPARTMENT OF HEALTH

voluntary and there will be no penalty for refusal.

Local No. .. OO G % CERTIFICATE OF DEATH State NO. ...

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

TYPE/PRINT 1 DECEASED—NAME (First Middis Last) Ja, TIME OF DEATH 3b DATE OF DE/'XTH (Manth, Day K’,)ff
. . y A ,;. ,i,A [ | . s
IN Despr s W e by e b "
DER MA’\IENT 4. *SOGIAL SEQURITY NUMBER 5a AGE—Last Birthday 5b UNDER 1 YEAR 5c UNDER 1 DAY | 6 DATE OF BIRTH (Mo. Day. Yr) 7 BIRTHPLACE (Cl;ly}nd State or Forewgn Country)
N L ; "/, (Y{"'l,s) Months Days Hours Minutes S e ] - \ .
BLACK INK LU o6 ' :
8a WAS DECEDENT Bb YEARLAST SERVED IN 9a PLACE OF DEATH (Check only one See instructions)
A US VETERAN? US ARMED FORCES? :
HospitaL [ inpavent OTHER (O Nursing Home [ Other (Specity)
M =] ER/Outpatient J ooa O Residence
9b FACILITY NAME (¥ not institution. give street and number) 9¢ CITY. TOWN ORLOCATION OF DEATH 9(»COU7]NTV OF DEATH
DECEDENT . e Moo e r B
Communi iy Hospital Muris ter 3
10 MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT S USUAL OCCUPATION (Give kind of work |2b KIND OF BUSINESS/INDUSTRV
(Spocl 'y} (i wife, :ve maigen r;anfa), . gone duringymost of ,'(‘?"(”'9 hfe Do not use retred) Sl e | ,V\ i L
M . : [ LIRSS L
2 1 Be | v Sutlive [ A O Bt
13a RESIDENCE—STATE 13b COUNTY 13¢ CITY TOWN OR LOCATION 13d STREE{ AND NUMBER { -
[ H ) YO N
PN Lake Dot 20016 Drummondd 5t
13e ZIP CODE [ 13f INSIOE CITY LIMITS | 14 CITIZEN OF 15 WAS\’DECEDENT OF HISPANIC ORIGIN? 16 RACE-—American indian, 17 DECEDENT'S EDUCATION
No (O Yes WHAT COUNTRY? O No O Yes {If yes. specfy Cuban. Black. White. etc (Specify only highest grade completed)
13g ON A FARM? Mexican. Puerto fiican. etc) | (Spacity) Elementary/Secondary (0-12) | Coliege (1-4 or § +)
i . i ;Q,.\ "\mgl e Vs
Lo 50! B No O Yes LA
18 FATHER'S NAME (First Middle. Last) 19 MOTHER'S NAME (First Middie. Maiden Surname)
PARENTS 7 ' ! & Arv Aohies HoobO:
Johit w. RBeckri lary Agnhes HOODES
INFORMANT 20s INFORMANTS NAME (Type/Print) 200 "@ﬂb“bhoé_@ss iﬁfﬁif‘dﬁd Nuﬂ!bdtq{ Rural Route Number City or Town State. Zip Code) | 20c {"'quﬂshm
2 i eh e L G Woiofe-
Hetty Beckrich Lowe Ll
218 METHOD OF DISPOSITION O Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetery. cremalory or 21c LOCATION—City or Town. Stata
O sural £ Cremauon O Removal trom State other piace) b
O ooneaton O other (Specify) }1 e i age vy T A
DISPOSITION 228 EMBALMER'S NAME 22b) EMBALMERS LICENSE NO 23 W&S/DEATH RSORTED TO CORONER?
St =
P - 'L: = [N No Yes
Woitaoialh . > Ro e
24a SIGNATURE OF FUNERAL DIRECTOR 24b_LICENSE NUMBER
(of Licensee)
(RO RASIOTIINI A
28 PARTI Entar the diseases. injuries, or complications that caused the desth Do not enter nonspecificyterms, such aa cardiac of resprratory Approximate
arrest. shock. or heart failure List only one cayse on'each ling Interval Betweean
5 y b ( C o Z Onget and Desth
IMMEDIATE CAUSE (Final . LV ) C (A Q_A\/\/ (&5 OT\Q@V
disease of °°“":;°" DUE TO (OR AS A CONSEQUENCE OF) 7
CAUSE OF resulting n deat! .
DEATH
Conditions. f any which gave DUE TO (OR AS A CONSEQUENCE OF)

rise to the immediate cause.
stating the underlying

OUE TO (OR AS A CONSEQUENCE OF)

cause last
d
PART Il Other signsficant conditions - Conditiona contributing to desth but not previoualy stated in Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b WERE AUTOPSY FINDINGS
PREGNANT OR 30 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) s OF DEATH? (Yes Q)/g
29a CERTIFIER /w CERTIFYING PHYSICIAN  To tha best of my knowledge. desth occurred at the hme date. and placa and dua to the cause(s) as stated
(Check only
one) EALTH OFFICER On the basis of exemination snd/or g . \n my opinion. death occurred at the ima. date, and place. and due to the cause(s) as stated
D’f CORONER  On the basis of and/or . in my opinion, death occurred at the ime date and place and due to the cause(s) and manner as stated
29b SIGNATURE AND TIT OF CEBIIF!ER 29¢ MEDICAL LICENSE NO 29d DATE SIGNED (Month, Day. Year)
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30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Prini)

Dif . G. JANO, M.D. 7905 CALUMET AVE, MUNSTER, IN 46221

1 HEALTH OFFICER'S SIGNATURE 5 :
HEALTH 31 HEALTH OFFICER'S SIG N ' ) M)& 32 DATE FILED (Month. Day. Year)
‘ 77 Do,

OFFICER Y iy S DO
33 MANNER OF DEATH 34a DATE OF INJURY 3ab TIME OF 34c INJURY AT WORK? 340 DESCRIBE H&V INJURY OCCURRED .)
(Month, Day. Year) INJURY (Yes or no) T [ —
D Natural D Pending - : . B P [
Investigation i Lo e D {
D Accident - e - RS — et H
34a PLACE OF INJURY—At home. farm street factory. office 34f LOCATION (Stréat and NumBer 6r Rural Boute Number, City or T{wnv State)
D Surcida D Could not be building. etc (Specify)
Oetermined .
D Homicide
3ag DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) if yes specify driver passenger pedestrian Eu; : \ T :
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