STATE OF INDIANA ) 117 West Lakeview Drive

) SS: Lowell, Indiana
COUNTY OF LAKE ) Property No. 45-19-01-306-001.000-007
B
o) ' ) AFFIDAVIT OF SURVIVORSHIP ==
349 (np  AFFIDAVITOF SURVIVORSHIP 2
Lo
Harriet Kowalski, being duly sworn upon her oath states as follows:
O

1) That Barney M. Swiderski and Helen Swiderski as husband and wife and Leo Jckowalskl
and Harriet Kowalski as husband and wife held real estate in Lake County, Indiana, commcm-l»y known
as 117 West Lakeview Drive, Lowell, Indiana, and described as follows: W

o

Lots 7 and 43 in Block 29 in DaleCarlia, as per plat thereof, recorded in Plat Book 27,

page 30 in the Office of the Recorder of Lake County, Indiana.

2) That Barney M. Swiderski died intestate on December 14, 1980. No estate has bsen opened
opened for Barney M. Swiderski nor is one contemplated or planned to be opened. I\Ea state;_r,lor federal
inheritance or estate taxes are due and owing. A certified copy of Barney M;{ Sw1dq@k1 éﬁleaﬂa
certificate is attached hereto and made a part hereof and marked Exhibit “1”. 5

claimed to Helen Swiderski, w1d0w and Leo J. Kowalski and Harriet Kowalski, hu“s*band a

a life estate interest to Helen Swiderski. £ n
4) That Leo J. Kowalski died intestate on April 6, 1994. No estate has been opened for Leo

J. Kowalski nor is one contemplated or planned to be opened. No state nor federal inheritance or estate

taxes are due and owing. A certified copy of Leo J. Kowalski’s death certificate is attached hereto and

made a part hereof and marked Exhibit “2”.

4) That Helen Swiderski died intestate on June 1, 2002. No estate has been opened for Helen
Swiderski nor is one contemplated or planned to be opened. No state nor federal inheritance or estate
taxes are due and owing. A certified copy of Helen Swiderski’s death certificate is attached hereto and
made a part hereof and marked Exhibit “3”.

Dated this /5 day of € .7¢377K, 2010. %JM)

F1l L Harriet Kowalski, Affiant

STATE OF INDIANA )
) SS: 0CT 20 200
COUNTY OF LAKE ) TONA
PEGGY HOLINGA KA

- Before me, the undersigned, a NotaquKE)mQﬂf‘th\é ‘%bq sa18) County and State this /£5 day
of f}(\@/l&bé ", 2010 personally appeared Harriet Kowalski and acknowledged the execution of
the foregoing Affldav1t of Survivorship. In witness whereof, I have hereunto subscribed my name and

affikéd my official seal.
My Comm1ssi0n Expires:

06/29/2017 Debra L Volk, Notary Public
County of Residence: Porter

I affirm under the penalties for perjury that I have taken reasonable care to yedact each social security
number in this document, unless required by law. ,%/

Ste e H. Tokarsk1 Attorney at Law

This instrument prepared by Steve H. Tokarski, Attorney at Law, 7803 West 75th Avenue, Suite 1, Schererville, IN 46375 (219)322-1271.

RETURN TO: Atty. Steve H. Tokarski, 7803 W 75 Ave., Suite 1, Schererville, IN 46375

CTIC Has made an accomodation 004500 RS
recording of the instrument. | ut

Chiczgo Title Insurance Company ﬂm
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’ INDIANA STATE DEPARTMENT OF HEALTH
Local No. 0330‘9“1’ CERTIFICATE OF DEATH State No. .....ooveei

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
TYPE/PRINT 1. DECEASED-~NAME (First Middle. Last) ) o 2. 8Ex 3a. TIME OF DEATH | 3b. DATE Of DEATH Month. Dsy, vrr
= e . - —_ o ] .
IN Lo T, Kowamlsk MALE ADE\APRIL G -)99#
PERMAN ENT 4. SOCI:; SECURITY NUMBER Sa. 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)

BLACK INK \307 O/ 370?0 (Years) 75 Months Days Hours Minutes #p/?/L /7 /?/g Cﬁ:ST C/?L/Cﬂé/:}; _IN

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a._PLACE OF DEATH (Check only one. See instructions.)
A US. VETERAN? U.S. ARMED FORCES?
"‘/7 W : / é HOSPITAL. O inoavent oTtHer: [ Nursing Home [ Other (Specify)
7/ / 9 O er/Outpatient . DOA [J Residence

9b. FACILITY NAME (/f not institution. give street and number) 8c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH

DECEDENT Mun STER CdM/VIO(N’T)/ /%a\splﬁl. Mu~nSTER LAakE

. 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 masl uf working hfe. Do use reticed) L i - C—-—_ L
Married HARRIET Swiderski 1cE Eyployes | Ln Salle STee
13a. RESIDENC,?—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER

IND/anA Lake HiGHLAND BRAL Lo TGRTE 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
{ No Z Yes WHAT COUNTRY? No {J Yes (If yes. specify Cuban. 8lack. White, etc. (Specify only highest grade completed)

Mexican. Puerto Rican. etc.) (Specity) Elementary/Secondary (0-12) College (1-4 or 5 +)

/ 13g. ON A FARM?
#6342 Ko ave | XS F NHITE JRXRS,
18. FATHER'S NAME (First Middle: Last) 19. MOTHER'S NAME {First. Middle. Maiden Surname)

WalTeEe  Kowal sk CaTHer NiE  HUNKowWN

20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State. Zip Code) 20c. Relationship

HarrieT Kowalsk IS4 LRToRTE #iE. fighlnnd TN, 46322, | \wiF g

21a. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of ‘cemetery. crematory. or 21c. LOCATION—City or Town, State ’

urial D remation D Removal from State other place) 74’3 KIL ?’ / 9 - )
Bom o "’ ST Michael]. C;—MEﬁ:R\{/ Hrmmornd , TND/#w)

PARENTS

INFORMANT

[} Donation O QOther (Specify)

DISPOSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TQO CORONER?
Hexry Rimke #o/0l 7494 Qe W ves
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME 300 —/é/"‘

%}WZ % (of Licensee) /VIYSLI W}/ I(/VC' /?;{ZL /’LJME
~ LA .Qz . e

pa 190~ 24/~ 7 |H9%02 REachné pog. EpsT ehliongo T “3),

26. PART 1 Enter the diseases, injuries. or complications that cﬁsed the death. Do not enter nonspecific terms, such as cardiac or respiratory Approximate
arrest, shock. or heart failure. List only one cause on each line. Interval Between

IMMEDIATE CAUSE (Finat e 27 / <70 ié/%f/i' L/// /2: ZHS &~ ;w}g} "
disease or condition Yy
ugor [T T meegese p Loy oty Loess
itions, i . whi £ OF); SR
rise to the immediate cause, e A7, /L / / / é‘//’/ ,V

DEATH
Conditicns, if any, which gave DUE TQAOR AS A CONSEQU
i )
stating the underlying DUE TO (OR AS A CONSEQUENCE OF:

¢ gz ~ 0/ //t/@ﬂ Y S E 2 7ias

PART It. Other signifi di - Conditions contributing to death but not previously stated in Part |. 27. WAS ‘DECEDENT 284 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)

NU NO

29a. CERTIFIER B\CERTIFVING PHYSICIAN  Ta the best of my knowledge. death occurred at the time, date; and place, and due to the cause(s) as stated,
{Check only
one)

O HEALTH OFFICER On the basis of and/or in-my opinion, death accurred at the time, date. and place, and due to the cause(s) as stated.

D CORONER  On the basis of and/or . 1h my opinion. death occurred at the ume. date. and place. and due to the cause(s) and manner as stated.

ND TIiTLE OF CERTIFIER 29¢c. MEDICAL LICENSE NO. 28d. 7 ?D (Month. Day. Year’
)

0R0C0 200 4
ADDRESS OF PERSON wno COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)
y aﬁ'{ 3 oy
e 5 o IS “} 7 0
HEALTH 31. HEALTH OFFICER'S SIGNATURE 3% WOTSE 5
OFFICER Cedar Laks, in. 4

33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF { 34c. INJURY ATIV]
(Month. Day, Year) INJURY (Yesorna)

29b. SIGNATURE

CERTIFIER

S /) A /' ) 32. DATE FlLED (Month. Day. Year)

0 Natural O Pending
Investigation

O acciden
CORONER cetden 34e. PLACE OF INJURY—At home. farm. street. factory. office
D Suicide D Cauld not be building etc. (Specify)

USE ONLY Deternuned
3 Homicige

34g. DATE PRONQUNCED DEAD (Month, Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes.

SDH06-004 State Form 10110 (R3/3-92) DEATHCER/PD 1



TTENTION ESTATE The Social Security # is
ng requested by this state agency in order to

'sue its statutory respopsi

untary and ther ,?}
cal No. ...

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

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

State No.

PE/PRINT
IN

1. DECEASED—NAME (First. Middie, Last)

HELEN

SWIDERSKI

2 SEX

Female

3a. TIME OF DEATH

7:20 a,,

June 1,

3b. DATE OF DEATH (Moneh Day. vr.)

2002

4. ¥SOCIAL SECURITY NUMBER

312-09-2682

RMANENT
-ACK INK

Se. AGE—Last Birthday

Sb. UNDER 1 YEAR

Sc. UNDER 1 DAY

(Years)

Months Days Hours

Minutes

6. DATE OF BIRTH (Mo, Day. Yr)

February 18, 1903

7. BIRTHPLACE (City and State or Foreign Country)

Chicago, Illinois

8a. WAS DECEDENT
A US. VETERAN?

No

8b. YEAR LAST SERVED IN
U.S. ARMED FORCES?

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

& Inpatient

HOSPITAL:

I er/Outpstiers 0 DOA

OTHER:

a Nursing Home 1 Other (Specity)
(D

CEDENT St. Anthony Medi

9b. FACILITY NAME (# not institution. give strest and number}

cal Center

9c. CITY. TOWN. OR LOCATION OF DEATH
Crown Point

9d. COUNTY OF DEATH

Lake

0. MARITAL STATUS

Wldmhed

11. SURVIVING SPQUSE
U wife. give maden name)

t2a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired)

Homemaker

Own Home

12b. KIND OF BUSINESS/INDUSTARY

13a. RESIDENCE—STATE 13b.

Indiana

COUNTY
Lake

13c. CITY. TOWN. OR LOCATION

Lowell

13d. STREET ANO NUMBER

117 West Lakeview Drive

13s. ZIP CODE
O Yes

T Ne

13t INSIDE CITY LIMITS

14, CITIZEN OF
WHAT COUNTRY?

13g. ON A FARM?

46356 mNo O Yes

U.5.A.

X No O ves

Mexican, Puerto Rican, etc)

15. WAS DECEDENT OF HISPANIC ORIGIN?
(If yes. specify Cuban,

16. RACE—American Indian,

White

Black. White, etc.

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

(Specity) Elementary/Secondary (0-12}

4

Coflege (1.4 or 5 +)

18. FATHER'S NAME (First Middle. Last)
Martin Boberek

RENTS

19. MOTHER'S NAME (First. Middle. Maiden Surname)

Theodora Stankowski

20s. INFORMANT'S NAME (Type/Print)
Harriet A. Kowal

ORMANT

ski

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

3242 Laporte St., Highland, IN 46322

20c. Relationship

Daughter

21a. METHOD OF DISPOSITION (]

H Burial ] Cremation ]

3 oonation O Other (Specify}

Entombment

Removal from State

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

other place} J une

6, 2002

St. Michael Cemetery

21c. LOCATION—City or Town, State

Hammond, Indiana

POSITION 22a. EMBALMER'S NAME:

Jonathon R. Christianeeﬁs\\\

F12010004

22b. EMBALMER'S LICENSE NO

5

23. WAS DEATH REPORTED TO CORONER?
m No 03 ves

24a. SIGNATURE OF FUNERAL DIRECT
-
Al

1009

24b. LICENSE NUMBER
(of Licensee)

893

25. N

AME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

PRUZIN BROS. FUNERAL SERVICE #3002453

6360 Broadway, Merrillville, IN 46410

26. PART .

IMMEDIATE CAUSE (Finat
disease or condition
resulting in death)

USE OF
ATH

Conditiona. if any. which gave
rise to the immediste cause,
stating the underlying

cause last

Enter the diseases. injuries. or complicatiG a(é!sed the death. Do not enter nonspecific terms. such as cardiac or respiratory
arrest, shock. or heart failure. List only one cause on each line.

A/J"Iihg “C’V“‘f der ’1"3/ p""‘”mo‘h g

\()d]

Approximate
Interval Between
Onset and Death

DUETO(ORAS A CONSéOUENCE OF):

DUE TO (OR AS A CONSEQUENCE OF):

DUE TO (OR AS A CONSEQUENCE OF);

<

itions - C

PART . Other

Ve by vt

C(L

Jtuted ]

contributing to death but not previously stated in Part |.

Lealy s

No

27. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?
(Yes or no)

28a. WAS AN AUTOPSY
PERFORMED?
{Yes or no)

No

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO

COMPLETION OF'CA
OF DEATH? (Yes m

29a. CERTIFIER
(Check only

one) 0 reaLt

H QFFICER On the basis of

00 CORONER  On the basis of

and/or i

and/or

m CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) as stated.
n my opinion, death occurred at the time, date. snd place. and due to the cause(s} as stated.

. In my opinion, death occurred at the time. date. and place. and due to the cause(s) and manner as stated.

ITIFIER

29b. SIGNATURE AND TITLE_lOF CERTIFIER

Urin T D

/Wwﬁb“y

WD)

29¢c. MEDICAL LICENSE NO.

CiC{tg70

29d. DATE SIGNED (Month, Day. Year)

9/°4

30. NAME AND ADDRESS 6F PERSON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Type/Prin)
Dr. S. Markowitz, 13963 Morst Street

LN

46303

rm éﬁnm ﬂnnnn,/‘g’z‘l‘g) 374 5555

31. HEALTH OFEICER'S SIGNATURE

LTH
\-«WJ?’?A

1CER

L4

e 75

Do Iwmn

NTY HEALTH

RTIFICATE

I'
L‘ur

DF“Td ONFIE
TH DEPARTHGENT

i

TGN O TE
(R.

33. MANNER OF DEATH

O Pending
Investigation

[ Naturat

0 accident

O suicide [J coutd not be
Daetermined

D Homicide

34a. DATE OF INJURY
(Month. Day. Year)

34b. TIME OF
INJURY

b

(Yes

34c. INJURY AT WORK?

WITH THE
JURY O

34d. DESCRIBE HOW IN RRED

34e. PLACE OF INJURY —At home, farm,
building. etc. (Specify}

treet, factory. office

or Rural Route Number. City or Town. State)

349 DATE PRONOUNCED DEAD (Month. Day.

Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes or ro)

if yes.

SDHNAR-NN4  State Farm 10110 (R4/3-93)

Neathcar/PN 1

EVt BT

LY ;;1?5 LK




