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SURVIVORSHIP AFFIDAVIT

Comes now the undersigned Affiant who, being duly sworn, upon oath and upon
personal knowledge, deposes and states as follows:

L. This Survivorship Affidavit is made in connection with the death of Phillip
E. Pelham (hereafter "decedent") who died on October 23 , 2006, a resident of Lake
County, Indiana; )

2. 7 A | v he Office of the
Lake County R 59]?@@{1&% e real estate was
conveyed and rromp Meddie™G. Lanoue and Inez V1. | isband and wife,

Grantors, to P Pl g € G TR, s el AL o ttees.

3, o od Madloswientsis thgproperty of
the Lake County Recorder!
Lot 2 in Block 1 in Viant’s Addition to Lowell, as per plat thereof, recorded in

Plat Book 4 page 14;in the Office of the Recorder of Lake County, Indiana.
Commonly known as: 0 N. Viant Street
well, [N 4635
4, at decedentddied on October,’ 006; sce attached Certificate of Death
“Exhibit A.”
5. > Auditor of
Lake County f state on the tax

records of said

Further

In Confirmation, Affiant executes multiple copies of this document, each of which
shall constitute an original, at Merrillville, Indiana, on the 30" day of April, 2014,
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STATE OF INDIANA )
=7 ) SS:
” COUNTY OF LAKE )

Before me, a Notary Public in and for said County and State, this 30" day of April,
2014, personally appeared Geraldine Pelham, known to me to be the person who executed
the foregoing Survivorship Affidavit in multiple copies, and acknowledged under oath that
she executed the same freely and voluntarily for the uses and purposes contained in said
document.

In Confirmation, 1 execute my signature and affix my Official Notarial Seal.

A0n /;ug o A1 )heolohs

Docu U““‘f i$

My Commissic

My County of Resid

I affirm, under the penalties of perjury, that I have taken reasonable care to redact each social

security number ia this doctment, unless required by law.

Matthew D. 1.2 Fulip

Fax: 219.756.0639
E-Mail: latuliplawl@yahoo.com
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TTENTION ESTATE: The Social Security # is
ng requested by this state agency in order to
'Sue its statutory responsibility. Disclosure is

INDIANA STATE DEPARTMENT OF HEALTH

Gt o

untary and there will be ng penalty for refusal.
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CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

State

NO. .oorvennn.

Ja. TIME OF DEATH

'PE/PRINT 1. DECEASED-NAME  (First, Middle, Last) 2. SEX ab. DATE OF DEATH (Month, Day, Yr)
IN Phillip E. Pelham Male 09:45 Ay C
RMAN ENT 4. ®SOCIAL SECURITY NUMBER 5a. AGE - Last Birthday §b. UNDER 1 YEAR Sc. UNDER 1 DAY | 6.DATE OF BIRTH (Mo. Day, Vr) 7. BIRTHPLACE (City and State or forelgn Country)
{Years) Months  Dsys Hours Minutes ]Lawrence CO
LACK INK 79 July 26, 1927 La .
8a. VAV?JS DECEDENT 8b.YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions.)
-S.VETERAN? U.S. ARMED FORCES? HOSPUTAL; Y] tnpetient OTHER: [ NursingHome [ Other (Speci}
YES \ l L‘ ('0 O er/outpatient [] DOA O Residence
o 9b. FACILITY NAME (I not Institution. give street and number) 9¢. CITY, TOWN OR LOCATION OF DEATH 9d COUNTY OF DEATH
{CEDENT
St. Anthony's Medical Center Crown Point Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATLON (Give kind of work | 12b. KIND OF BUSINESS/ INDUSTRY
(Specify) (if wite, glve maden name) done during most of working life. Do not use retired)
. : Pl i AutﬂMﬂnﬂmmr—
13a. RESIDENCE — STATE 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
’ Indiana T aka T owell AN XTiané
13e. ZIP CODE. | 13f. INSIDE ¢ 17. DECEDENT'S EDUCATION. _
Ono.. % ho L] ves (II Yes, spasify Cu (Spocify cnly-highast grads comaletody
13g.ON A F/ I' f Elementary/Secondary (0~12) College (1-4ar5+)
46356 <, A
Xino 12
RENTS 18. FATHER'S NAME (First, Mid Surnsme)
Roy H. Pelham
ZORMANT 20a. INFOHMAN'T‘S NAME (Tyr C -Town, Stete, Zip Code) 20¢, Rolatlonshlp
Geraldine Pelhar the 1.akd €30Yi Wife
21a. METHOD OF DISPOSITIO! -] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, cremetory, or 21¢. LOCATION--City or Town, State
other place)
Q Burtal O cremation 2] Removal from State placel Oct 26. 2006 .
0] conation 7 other (sp¢ . Lowell IN
| s alG uro —Clal ry
SPOSITION 22a. EMBALMER'S NAME: 22 MBALMER'S NSE NO. 23, WA ‘ATHR RTED TO CORONER?
< }
| s
Molly E. Tuck 109200( ‘
24a. SIGNATURE OF FUNERAL CTOR 24b. U SE NUMBER {AME, ADDRESS, ANI( ENSE NUMBER OF FUNERAL HOME
N ( censae)
! <m C ! L,’ N eets Funeral Home FH83004277
< Do 604 E. Commercial Ave: Lowell, IN 46356
28. PART L. Enter the dise Injurles, or compllcations that caused the death Do not enter nongpecific terms, such as cardlac or respiratory Approximate
arrest, shock, art fallure. List only one ca on each lips. / Interval Between
{iu_ Oé 4‘: iy Gé’&/\éﬁthe w NV 7Y
IMMEDIATE CAUSE (Final A KA 3 - & y
disease or condition DUET RAS A cc cQIJENCE .
\USE OF reciing n doathy QPP s o ST W‘« pealk
ATH Conditlons, If any, which gave DUETO {OR AS A CONSEQUENCE OF): l - M
rigs to the Immediste cause.
::’;:‘i:? undertylng UETO (OR AS A GONSEQUENCE OF);
- = "~ T e N N
PART lj-, Other significant mnzlﬂt o9 Ef | AUTOPSY 28b. WERE AUTOPSY FINDINGS
. ANV NLL e e — PREGNANT OR 90 DAYS JHRMED?- AVAILABLE PRIORTO \
W 1 [~ v N Y POSTPARTUM? (Yes or No) COMPLETION OF CAUSE
(Yes or Mo} OF DEATH? (Yes or No)
No No ®)
29a. CERTIFIER m CERTIFYING PHYSICIAN  To the best of my knowirdga. death accurred at the ime, date, and place, and due to the cause(s) as stated.
g?e;ck only D HEALTH OFFICER On the basis of and/or In my op dsath d at the time, date, and place, and due to the cause(s) as ctated.
] cORONER On the’| basis of and/or 1. in my death o¢ d at the time, date, and place, end due to the cause(s) and manner as stated.
29b. SIGNATURE AND TITLE OF CERTIFIER ) o - 29¢, MEDICAL LICENSE NO. 29d. DATE §IGNED (Mopth, Day, Year)
02132 / /(66
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITE“ZS) (Yypa/Print)
e
Dr. S. Boonjarern 297 W, Franciscan Ln. #207, Crown Point, IN 46307 ’SYGE.BTIHES THE ABOVE |9 A
LA E COU i : UF D "
. 31. HEALTH OFFICER'S SIGNATURE N th; Day, Ye
ALTH G -3// : /_ D.0. TY HEALYY DEPARTME] RE i Day. Yoar)
FICER \Sudéw w Tpbes (12 006
33. MANNER OF DEATH 34a, OATE OF INSURY 34b. TIME OF 34¢. INJURY AT WORK? 34d. DESCRﬁEC,OrI URY OCCURRED
-(Month, Day, Year) INJURY (Yes or No) ’ ’y Z 0 0 6
ﬁ Natural D Pending
D Accldant 34e. PLACE OF INJURY—At home, farm, street, factory, office 34f. CATION (Street and Number or Rural Route Number, City or'li:wn. State)
0o Sulcide O Could notbe building, etc. (Specify)
Determined
O Homicide EXHIBIT
34g. DATE PRONOUNCED DEAO (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or No) If yes, specify driver, passenger,pedestrian, etc. : I




