()\ AFFIDAVIT OF MORTGAGE SATISFACTION gg
Comes now LEE J. MILAZZO, being duly sworn upon his oath, and states as Totlows:
1. That the affiant is the owner in fee simple of the following described T@al estate
o
oy
Lot 22 in Homestead Heights 2™ Addition to the Town of St. John, Lake nty,
Indiana, as shown in Plat Book 64, page 43, in the Recorder’s Ofﬁc@f Lake
County, Indiana. £
Commonly known as: 11735 Homestead Heights Drive, St. John, IN 46373

located in Lake County, Indiana, more particularly described as follows:

2. That the undersigned executed a mortgage for said property in the amount of One

Hundred Eighty Five Thousand Dollars ($185,000), which was recorded as Document Number

- a2

071916 on December 4, 1989 and said mortgage’s holder was the undersignec{“:’ié fatﬁ’gr Leo
Foog. T
Milazzo, Sr., who died on March 9, 1995. (See Certificate of Death, attached aSExhibit “AD

<t
¥

C ol g e £
3. That prior to his passing, Leo J. Milazzo, Sr. executed a Rel@é;?g of the subject

o - f: L] .

mortgage, which was inadvertently not notarized or recorded (See Release of 1‘&@):13gage?f}?attgféafh,:i
WE: - P R

as Exhibit “B”). S ® <z
T By s B

4. That the undersigned’s mother, Catherine Milazzo, died on f\Zay T@, 2005,
leaving the undersigned, Lee J. Milazzo as her only child and heir to all assets including the
subject real estate mortgage. (See Certificate of Death, attached as Exhibit «“C”).

5. That as a result of the foregoing, the subject mortgage has been fully satisfied and

should be released and removed as a cloud on the title to the subject real estate.

~L. MILA% Afﬁan‘r -

LEEJ.
STATE OF INDIANA )
)SS: » c
COUNTY OF LAKE ) , S ’ RN
Subscribed and sworn to before me, a Not%s lq+§k ay of VYTaﬁ — 2010" :

otary Public Qb 4 A Joan ﬁ q

1 affirm, under the penalties for perjury, that | have taken reasonable care to redact each Sqcial Security Number in

this document, unless required by law. 2,'7‘/}7?0 / . GAA
4 ]

Randy H. Wyllie, Attorney  *
This instrument prepared by:RANDY H. WYLLIE, Atty # 17621-64, 429 West Lincoln Hwy, Schererville, IN 46375,
Atty at Law

My Commission Expires: \X/UUV\Q 19 ;D’DID

COMMUNITY TITLE COMPAN
FILENO | H34h 4




*ATTENTION ESTATE: Disclosure of the
SS# we naed.to pursue our responsibilities
lsfvoluntary and there will be no penalty for
refusal,* .

Local No. . Q(O O39S o,

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH State No.

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

TYPE/PR' NT 1. DECEASED—NAME (Firat. Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month. Day. ¥r)
IN LEO J MILAZZO ALE 4:30 Py MARCH 9, 1995
PERMAN ENT 4. *SOCIAL SECUAITY NUMBER Ss. AGE—Last Birthday 5b. UNDER 1 YEAR Sc._UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Yr} 7. BIRTHPLACE (City and State or Foreign Country)
(Years) Months Days Hours Minutes
BLACK INK | 352-01-1043 74 JAN.10,1921 ITALY
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9s. PLACE OF DEATH (Chack only one. Ses instructions.)
A US VETERAN? US. ARMED FORCES?
YES 1945 HosPiTAL. (R psuent oTHER [T Nursing Home [J Other (Specify)
D ER/Outpatient J ooa [m] Residenca
9b. FACILITY NAME (f not institution, give street and number) 9c. CITY, TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT
ST MARGARET MERCY DYER LAKE
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (f wifa, give maiden name) done during most of working life. Do not use ratired)
MARRIED CATHERINE NIELSEN OWNER PERM MACHINE & TOOL CO
13s. RESIDENCE—~STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE DYER 11351 CALUMET AVE
13e. ZIP CODE | 13t INSIDE CITY LIMITS | t4. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
ONe Es WHAT COUNTRY? e O Yes (If yes, specify Cuban, Black. White, stc. (Specify only highast grade compiated)
130 ON A FARM? U.S.2 Mexican. Puerto Rican, etc.) (Specify) Elementary/Secondary (0-12) College (1-4 or 5 +)
46311 -9 WHITE unk unk
XNo  [1 Yes
PARENTS 18. FATHER'S NAME (First. Middle, Last} 18. MOTHER'S NAME (First Middle, Maiden Surname)
VINCENZO MILAZZO SALVATRICE TORABENE
INFORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Straet and Number or Aursl Route Number. City or Town. State. Zip Code) 20¢. Relationship
CATHERINE MILAZZO 11351 CALUMET AVE,DYER,IN 46311 WIFE
21a. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetary. crematory. or 21tc. LOCATION-City or Town. Stata
é Burial D Cremation D Removal from State other place) MARCH 11 7 1995 SCHERERVILLE
O Donstion [T Other tSpecityy CHAPEL LAWN MEMORIAL GARDENS IND.
DISPOSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NQ. 23. WAS DEATH REPORTED TO CORONER?
GORDON L. JONES 1010711 xbdto O ves
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
/44—7 ) kﬁzf : {of Licansee) Burns Funeral Home,10101 Broadway
[ A HLE ,ﬁ, ‘i’ | 1013890 Crown Point,IN 46307 FDH83002445
28. PART l.' Enter tha di injuries, or lications that caused tha death. Do not anter nonspecific terms, such as cardiac or respiratory Approximate
arrest, s'ﬂcpk Oé é\enn failure. List only one cause on each line. Interval Between
RIS ruge . . )
£5 fHr o L L H 2N .. @nsetand Death .
IMMEDIATE CAUSE (Final W07 £ {f o Wf{ U AL et C V P Ne b A
iasene or conditon ﬁi }’}‘v i i B ?L!? RIAE A CONSEQUENCE OF) - . 5 .
18l g in Gt I i “}[\ A L PN Q by 7 é__l[
S?Au-ﬁf OF R b. ! *‘?}O(d NG O i/ LFD(/‘ i\"\-{a Lic L%({M‘L*«u-“[")lu/ L—\ = U\f\(
i} Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF): \ / (\‘
rige to the immediate cause.
stating the underlying
ceuse last
d.
PART II. Other s'gmf'C% pmqnm@%“,& ; 27. WAS DECEDENT 28a. WAS AN AUTOPSY | 28b. WERE AUTOPSY FINDINGS
Lk =‘h”‘ *ﬁs é&a@ PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
F Gl e P U P ¢ POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
i a@-.@,?ﬁ‘]g@f 10WER tYes or no) OF DEATH? (Ves or no)
NO NO N/A
29a. CERTIFIER D(OERTIFVING PHYSICIAN  To the best of my knowledgs, desth occurred st the time, date. and piace. and due to the cause(s) as stated.
(Check only
one) ] HEALTH QFFICER On the basis of sxamination and/or investigation. in my opinion, death occurred at tha time. date, and place. and due to the causs(a) as stated.
ad CORONEH On the basis of examination and/or investigation. N my opinton. death occurred at the time, date. and place. and dus to the cause(s) and manner as stated.
29b. SIGN £ AND 7 TIFI G 28¢.- MEDICAL LICENSE NO. 29d. DATE SIGNED (Month. Day. Year)
CERTIFIER L 5 -
LG et L 30005738 \JF/5-95
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATRH (ITEM 26) { Type/Print)
Dr. Robert L1tcdé1eld, 24 Jolletﬂ Dver, IN 46311
HEALTH 31. HEALTH OFFICER'S SIGNATURE LA . W )4 / & /\,.n; e ,""';,_i\) % 3 FILED Month, Day. Year)
OFFICER : s s [ )9S
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34¢. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED 7
(Month, Day. Year) INJURY (Yes or no)
[:] Natural D Panding i
Invesugation
D Accident
34e. PLACE OF INJURY ~At homa. farm. street, tactory. office 34f LOCATION (Street and Number or Rural Route Number, City or Town. State)
d Suicide 3 couid not be buiiding. etc. (Specify)
Determinad
D Homictde
34g. DATE PRONOUNCED DEAD (Month. Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver, passenger. pedestrian, etc.

SDHO06-004

State Form 10110 (R4/3-93) Deathcer/PD |



THIS FORM HAS BEEN APPROVED BY THE INDIANA STATE BAR ASSOCIATION FOR USE BY LAWYERS ONLY. THE SELEC.
TION OF A FORM OF INSTRUMENT, FILLING IN BLANK SPACES, STRIKING OUT PROVISIONS AND INSERTION OF SPECIAL
CLAUSES, CONSTITUTES THE PRACTICE OF LAW AND SHOULD BE DONE BY A LAWYER.

P By § 8 g g oy gy w
gme&;}ﬁ o \zﬁj\g; %{*{5@ LY ¥
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For a valuable consideration, it is hereby certified that a certain mortgage executed by

LEE J. MILAZZO

, on the2nd

day of _ 1ay 19_89 | securing the principal sum of _ ONE_HUNDRED EIGHTY-FIVE

THOUSAND and OO/lOG—«——w--mw-m-—f ————————————— =~ Dollars ($.185,000.00 )

which mortgage was duly recorded as Document Number 071916 or-in-Moxtpage-Record

atyabwa i the offrce of the Rerorder of LAKE
County, Indiana, on__4th day of December , 1989 and.subscquently.assigned-on-the
d,ay_e{'_.A - —15 to-the

rsaid-assignment-being-duly-recorded—asDocument—

- Number or-in }V{Ultsas\t and Anﬁ@ubﬁt Record at page

in-the-Office-of-the-Recorder-of « ~County;State—of “Indiamaonthe

day-of =19 , 1s hereby Released and Satisfied.
s
Dated this day of
STATE OF , COUNTY OF SS:
Before me, the undersigned, a Notary Public in and for said County and State this : — day of

, 19 , personally appeared

and acknowledged the execution of the foregoing instrument. In witness whereof, T have hereunto subscribed my
name and affixed my official seal.

My commission expires:
NOTARY PUBLIC

STATE OF , COUNTY OF > 88:
Before me, the undersigned, a Notary Public in and for said County and State, personally appeared
, President and , Secretary known
to me to be such Officers of and acknowledged the

exccution of the foregoing Release of Mortgage, as such officers, for and on behalf of said Corporation and by
authority of its Board of Directors.

Witness my hand and notarial seal this—__day of , 19

My commission expires:
NOTARY PUBLIC

This instrument was prepared by . . Attorney At Law

COPYRIGHT ALLEN COUNTY BAR ASSOCIATION 7-65 {REVISED 6.72)



* ATTENTION ESTATE! The Social Security #is
being reqliested by this state agency in order to
pursue its statutory responsibility. Disclosure is

voluniary and there will bg np penalty for refusal.

N

INDIANA STATE DEPARTMENT OF HEALTH

Local No. . }. .74 .17\ N CERTIFICATE OF DEATH State No........
21277
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
1. DECEASED -NAME  (First, Middle, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month, Day, Yr.)
TYPE/PRINT A . 6. 2005
IN Catherine Milazzo Female 12:45 PM |May 16,
PERMANENT |4 *SOCIAL SECURITY NUMBER 5a. AGE - Last Birthday Sb. UNDER 1 YEAR 5¢. UNDER 1 DAY 6. DATEOF BIRTH  (Mo., Day. Yr.} }7. BIRTHPLACE(City and State or Foreign Country}
(Years) i Months Days | Hours Minutes . .
BLACKINK | 343-14-2932 81 June 14,1923 Roseland, Illinois
8a. WAS DECEDENT 8b. YEAR LAST SERVED iN PLACE OF DEATH _ (Check only one_See instructions)
AU.S. VETERAN? US. ARMED FORCES?  [HOSPITAL: [R] Inpatient OTHER [ Nursing Home  [TJother (Specify)
No N/A L[] eroutpatient [ poa [] Residence
9b. FACILITY NAME (if ot institution, give street and number) 9c. CITY, TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT St. Margaret Mercy Hospital South Campus Dyer Lake
10. MARITAL STATUS 11.. SURVIVING SPOUSE 12a. DECEDENT'S 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 Homemaker Own Home
13a. RESIDENCE - STATE 13b. COUNTY 13c. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Saint John 11415 West 95th P1l.
13e. ZIP CODE |13 INSIDE CITY LIMITS | 14. CITIZEN OF lt5.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE— American Indian, 17. DECEDENT'S EDUCATION
O No B Yes WHAT COUNTRY?! R No [J Yes (fyes. specify Cuban, Black, White, etc. (Specify only highest grade completed)
;. i (Specity) Elementary/Secondary (0-12) College (1-4 or 5+)
13g. ON A FARM? Mexican, Puerto Rican, etc.)
46373- X No [J Yes USA White 11
18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME _ (First, Middle, Maiden Surmame)
PARENTS Harry Nielsen Olene Thompson
20a. INFORMANT'S NAME  (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Numnber, City or Town, State, Zip Code) 20c. Relationship
INFORMANT | 100 J. Milazzo Jr. 11735 Homestead Heights Drive Saint John| ISbor6373-
2ta. METHOD OF DISPOSITION [ 7 Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, cremafory, or 21c. LOCATION - City or Town, State
er place)
Burial cremation [ rRemovat from state May 2 1 2005
Doonation  [Jother (speciy Burial Chapel Lawn Memorial Gardens Schererville, Indiana
22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO CORONER?
DISPOSITION A No O ves
Kevin Knaga FD20400005
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
(of Licensee) Geisen Funeral Home FH19900060
ZICW ‘7/ Zyﬂ/ﬂ//l«-x FD29700007 109 N. East St.,Crown Point,Indiana 46307-
2§. PART 1 Enter the diseases, injuries, or cctﬁ;lications that edd( death. Do not enter nonspecific terms, such as cardiac or respiratory Approximate
arrest, shock, or heart failure. List only one caus€’on each fine. Interval Between
Onset and Death
IMMEDIATE CAUSE (Final 6 as H (24 1\&{63 *\\A c\( E \ e e é)\\‘uxq
disease or condition DUE TO (OR AS A CONSEQUENGE OF):
resulting in death)
CAUSE OF b Wewel Follore -
DEATH Conditions, it any, which gave M DUE TO (OR AS A CONSEQUENCE OF):
rise to the immediate cause (
stating the underlying ¢t MO CA V‘ﬂﬂ-k Ay ‘\d\/\ -
cause last BUE TO (OR AS A CONSEQUENCE oF):
d.
PART Il Other significant -c fo death but not previously stated in Part | 27. WAS DECEDENT 28a. 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 orna}
No No No
29a. CERTIFIER
(Check only B CERTIFYING PHYSICIAN 1o the best of my knowledge, death accurred at the time, date, and place, and due to the cause(s) as stated.
one)
D HEALTH OFFICER  On the basis of and/or i in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
E] CORONER  On the basis of ination and/or i igation, in my opinion, death occurved at the time, date, and place, and due to the cause(s) and manner as stated.
28b. SIGNATURE A CERTIFIER 28¢. MEDICAL LICENSE NO. 28d. DATE SIGNED (Month, Day, Year)
CERTIFIER T OI104904%07 . S (%-085
3£ NAM AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF D Type/F’rint)
as
5660 Wioker Ave Saint John, IN 46373
31. HEALTH OFFICER® onth, Day, Year)
e S D= RS
OFFICER . O ,
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK?  _____ N
{Month, Day, Year} INJURY (Yes or no} THIS CERTIEBR THE ABOVE 18 A TRUE ANB ‘ n \-
ooy OF THE CERTIRGATE OF m.’,x\w ONALE WITH
DI nawrat [ Pending LAME COUNTY HEALTH DERARTHENT.
Investigation
[ Accident 34e. PLACE OF INJURY — At home, farm, street, factory, office 34 LOCATION (Street and Number or Rural Route Nu W ﬂ/ state)
O suicde [ Could st be building, etc. (Specify) %\J”’“\ i § p o "‘; !(1 s
D Homicide Determined ’ s
34g. DATE PRONOUNCED DEAD (Morith, Day, Year) 34h. MOTOR VEHICLE ACCIDENT?  (Yes or Noj If yes, specify driver,ipassenger, pedestrian, efc.

SDHO6-004  State Form 10110 (R5/
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