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On this 07'25// /7 before me personally appeared_Doris A.
{nsert date)
Bessigana

to me personally known, who being duly swom on oath did say that:

1. Affiant resides at the address given below affiant's signature:

2. Affiant is owner
{tate interest of affiant in the above premises as "owner"”," son of owner", etc.

Said premises were formerly owned gjaipk tenasgs.er as tenants by the
entireties by _Leonard -R. Bessigan@ddd Doris A. Bessigafo

(8

4. Said Leonard R. Bessigano

17l in name of co-tenant who died) 2 5 4 4 9

died on Marchii2;c¢2007

leaving e will; E D
insert "a" or "no™: if will lefi, attach a copy F ‘ L

5. The legal description of the premises in question is:

A(sga‘ﬁﬂk

Lot 1 Block 4, Garden Homes No. 2. A KAT ONA
pEGGY MO HOLNG AUD\TOP'
AK

Parcel I.D. 45-08-24-327-001-020

6. Is there Federal or State inheritance tax liability by reason of the death of said
decedent? [] Yes BX No

If yes, then estimated taxes dug.are.$,

The taxes dueare [ Jpaid or [ ] unpaid..

R\

av N Uﬁ\\’ by &&



7. Where this affidavit relates to a tenancy by the entireties, were the parties ever

divorced? no

(If answer is "Yes" , identify the divorce proceedings:

)
8. Affiant's relationship to the deceased was wife
Slqnatur@,@/fééw /2 M%@

Printed Name

Doris A. Bes 1gano

Address:3800 E. 34th Avenue

Lake Station, IN

46405

Subscribed and swormn to before me by the affiant

This /’J S

{insert date)

/4 4 ; ryplatstwy
- Notary Pubhc

Printed Name__Brvin C. Carstensen

My County of Residence is: Lake

In the State of Indiana

My Commission Expires 7-01-17

This instrument prepared by _Ervin C.

Carstensen

3141-45,

/1

503 Main St., Hobart,

IN

46342



* ATTENTION ESTATE: The Social Security # is
being requested by this state ag

pursue its statutory responsibility.
voluntary and there will be no penalty for refusal.

TYPE/PRINT
IN
PERMANENT
BLACK INK

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

) IUW‘F
in order to + 2 VY2
isclosure is

INDIANA STATE DEPARTMENT OF HEALTH

L) o=07 CERTIFICATE OF DEATH SEAtE NO. .....vveevreneneeenees
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 18-37-1-10
t. DECEASED—NAME (Frot Middie. Last) 2. SEX 3¢ TIME OF DEATH | 3. DATE OF DEATH tvsmm Owy. 1)
LEONARD R. BESSIGANO Male 10:53 AM,, March 2,2007
4 *SOCIAL SECUMTY NUMBER Se Afe—ummy So. UNDER 1 YEAR | 5c. UNDER | DAY | 8. DATE OF BIATH (Mo Dey. Y3 | 7. BIRTHPLACE (City and Stase or Forsgn Country)
Voars) Mot Dsys | Hows  Mees Butler
68 January 27, 1939 Pennsylvania
sa W, . LASTFSEN’VEON uworwm(o-dwyms.-m)
AUS. VETERAN? us noSPTAL [0 mossen orier [ Nursing Home [T Ovher (Specrp
YES 1999 O envo O ooa - IR Residonce
0. FACRITY NAME (¥ not nettution. give street end number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
3800 E. 34th Ave. Lake Station ake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12s. DECEDENT'S USUAL OCCUPATION (Gve knd of work 12b. KIND OF BUSINESS/INDUSTRY
{Speciy} (¥ wifa. give meien name) done during most of working ie Do not use retred) N
Married Doris Novotny Welder Manufacturing
130 RESIDENCE—STATE 13. COUNTY 13¢. CITY. TOWN, OR LOCATION 13d. STREET ANO NUMBER
IN Lake Lake Station 3800 E. 34th Ave.
130. 1P COOE | 1 INSIDE CITY LMITS | 14 CITIZEN OF 1S. WAS DECEDENT OF HISPANIC ORIGINT 16. RACE—Americen indien, 17. DECEDENT'S EDUCATION
0 No XV.- WHAT COUNTRY? XNo O Yes H yos_specsty Cuben. Black. Whee. et {Specify only Nghest grade compisted)
46405 [veonarame US| MemmAemAes o CumnsrySacondary (12| Colegn -4+
N o O ves ‘White 2 +
18 FATHER'S NAME (Firgt, Middie. Las0 13. MOTHER'S NAME (First Micidie. Maiden Suneme)
Leonard R. Bessigano, Sr. Grace M. Sutton
200. INFORMANT'S NAME (Type/Prind 200 MAILING ADDRESS (Street end Number or Aural Rouse Number. City or Town. Stase. Zip Code) 20c. Relstionshe
Doris Bessigano 3800 E. 34th Ave., Lake Station, IN 46405 Wife
218 METHOD OF DISPOSITION 3 enombment 210 DATE AND PLACE OF QISPOSITION (Nerwe of cemetary, crematory. or 21¢. LOCATION—City or Town. Stete
Oowe K cramswon [ Removsi rom Staes omer pacet  Mar 7, 2007
O oossn O Portage IN
Oonation Othar {Soecify) Calvary Crematory
2720 EMBAUMER'S NAME: 22 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
James J. Krause FD01006463 Ome  Rve
24s. SIGNATURE OF FUNERAL DIRECTOR 245 LICENSE NUMBER 25. NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
M m/ (olicersee) Rees Funeral Home, Inc. FH83003069
YL \s. FD01006463 600,W. Old Ridge Road, Hobart, IN 46342-0488
ARY L Eraer the & V) npriesl o thet caused the death. Do not srter nonspecihc terme. such 89 Cardiac of Fespwatory, Approximate
arrest. shock. or heert failure List ondy one’ Covues On sech ine ) 5 __/7 7/ 3 Intervel Between
Onset and Dosth
IMMVEDIATE CAUSE (Finel . /AQO(AA 200 J/1 &7 r 2%
Geease OF condition
oo or conar DUE'TO (OR AS A CONSEQUENCE OF)
b.
Condions. # sny. which gave DUE TO (OR AS A CONSEQUENCE OF)
rieg 10 the immediste Cause. ¥
josh i DUE TO (OR AS A CONSEQUENCE OF )
' ¢
PARTH Other sgné -C 9 10 death but not praviously stated n Port ! 21 WAS DECEDENT 28a. WAS AN AUTOPSY | 280, WERE AUTOPSY FINOINGS
PREGNANT OR 90 DAYS PEFFORMED? AVALASLE PAIOR TO
POSTPARTUM? (Yes or nol COMPLETION OF CAUSE
(Yes or ne) OF DEATH? (Yos or no)
No No No
2% CERTFER (K] CERTIFYING PHYSICIAN  To the best of my knowiedge deeth occurrad ot the tma. dete. snd plece. and due 10 the couse(s) a0 stated.

(Check only
oned DbtALTH OFFICER  On the besia of snd/of i - 1 my opswon, desth occurred &t the time. date. end piece. 5nd due 10 the causels) e stated.
[J CORONER  On the beeis of and/or 0 N my opinion. desth occurred ot the tvne. dete. and place. and due o the cause(s) snd menner 5¢ stated

"G i

29¢. MEDICAL LICENSE NO

01037515

294, DATE SIGNED (Month Dey. Yeerd

2z (-00

30. NAME ANO ADDPESS or/snson WHO COMPLETED CAUSE OF DEATH QTEM 28) (Type/Prind
Milton Gasparis MD 1400 S. Lake Park Ave, Ste 301, Hobart, IN 46342

31. MEALTH OFFICER'S SIGNATURE

33 MANNER OF DEATH

X newrst O Panaing

O accoen

O sucee O Coudnotbe
Deternmvned

Dm

s DATE OF NJURY
{Morah. Dey. Yeer)

3¢ INJURY AT WORK?
(Yeos or nod

D9 o

34a. PLACE OF INJURY — A home. farm. street fectory. ofhce
bulding. etc. (Specdyd

A A
34 LOCATION (S'T‘ and Number or Fas ol IbudWourlor, el He] Forwn. Stove) /

34g  DATE PRONOUNCED DEAD (Month, Dsy. Yesr)

b MOTOR VEMICLE ACCIDENT? (Yes or no) ¥ yes specdy drver. pessenger.

—— I

e

SDH06-004 State Form 10110 (R5/1-99)



