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Linda J Pyle 9202600018180060062
2895 SE Powell Valley Rd Apt 208 Skamania County
Gresham, OR 97080 Reel Estate Excise Tax
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Skamania County Treasurar
'&'_&P} 7

_AFFIDAVIT (LACK OF PROBATE)

Linda J Pyle
Name of Affiant

The undersigned affiant/grantee , being first duly sworn

deposes and states as follows: That they are a rightful heir as listed on heirs at law, to the real

property described below, and is Wife
Relationship to decedent
of Ronald W Pyle " who died on July 30th 2025
Decedent/Grantor Date
at Portland Molthomah Or
City County State

REAL PROPERTY SUBJECT TO THE AFFIDAVIT:

Abbreviated Legal Description:
Lot 3 of the Delina S/P # 20071651238

Skamania County Assessor |
©o(020°

Date“-z}&"Parcel# O>6 F3TI

Assessor’s Property Tax Parcel/Account Number: 03-08-35-22-0102-00

(Attach full legal description of the property)

(Decedent left no Last Will and Testament.
U Decedent left a Last Will and Testament which HAS NOT been Probated or Revoked.

“Heirs at law” includes surviving spouse, children, adopted children, issue of
predeceased child or adopted child, parents, brothers and sisters of the decedent.
Affiant hereby identifies all heirs at law of the decedent: (use additional pages if
necessary)
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Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address

Full name, age, relationship, address



Dated: ___ Noveuhtw 7, 2025

Affiant’s full name
Linda Jean Pyle

Telephone number

2895 SE Powell Valley Rd Apt 208

Street
Gresham OR 97080
City State Zip Code

M, v il Novewmber 7, 202-5
b A<

ignafire

Date

County of __ ulborrpme e

State of Or @97’1

L

/.

J—

I know or have satisfactory evidence that

L/'ﬂ/d f F &//6

(name of | personj

is the person who appeared before me, and said person acknowledged that (he/she) signed this
affidavit and acknowledged it to be (his/her) free and voluntary act for the uses and purposes

mentioned in this affidavit.

Dated: / / / o/ / ZDZS

(SEAL OR
STAMP)

OFFICIAL STAMP

BRENDA M FELIX
NOTARY PUBLIC - OREGON
COMMISSION NO. 1061774
MY COMMISSION EXPIRES SEPTEMBER 04, 2029

REV 84 0017 (1/317)

MAW

Signature of Notary Phblic

Residing at: 225 A€ Bl{rns/;& ,Z;/ é,'hggé[uyl 1474 97030

Notary Public in and for the State of 0N7 )2,

My appointment expires: o9 / OL{/ 2029
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Legal Name

-:Ronal

Mafe

Birthdate . z
February 17 1953 " 7,
Residence:

2895.SE: Powell Vallev Road #208

County of [.)Ieerh
.Multnomah

| Was Decedent.Ever.in
§) 3

‘Residence County -

: Multhomah

Marital. Stalus at Tme
Married: L

Father's Name

Jack Pyle Ir...

- Mothefs Name Prfor tos Frrst Mamage

Donna Hufﬁnan

Inférmant's Name - Telephone Number

Linda Jéan Pvle3 '

Relationship to Decedent

Place:of Death -
Hospital- InDatlent

__}acrhty Narn

dventlst' Medical

Location of Death,

10123 SE Market‘ Street

Stale . ip Cot
Oregon - 97216

-|Place of Disposition

Metfiod. of Dispositiori :
5:Crématory

Cremation

Location-(City/Town and St:
‘Portland, Oregon .

Narhe-and Complete Address of Funeral Facl[lty

Neptune Cremat|on Servrce 2

Date of Disposition

\_*>

Registrar's Signature

| S Jennifer A. Woodward,

Amendment -

\Was case referred to Medical Examiner?

- No
CAUSE OF DEATH" :

lMMEDIATECAUSE\l'. : L 3
a ~Anoxic brarn anury

Apprommate Interval
. nset_m Death :

days’

Dugto (oras a consequence af) v

b. QOut of hospltal cardrac

Due to (or as a cansequence of) ¥
c. . . A -

days.®

Due to' (or asa consequence or) \1'

d.

Other |gn|ﬁcant condmons cgntnbutmg Lo deat

Manner of Death If Female

Al Did lobacco use conlnbute to death‘?

Natural. Not Applicable

Date of Injury © . - Time of Injury . |Place. of Injury

Unknown N

Location of Injury -

Describe how injury occurred

Name and Address of Certifier o L
Samyon Itzhakov : Coli

Name and Title ofAttendmg Physrcran |_t Other than Cemrer

Date Srgned

MedlcaL Certifier
Samyon I tzﬁafiov

_August 08, 2025

N Llcense Number

[Amendment 1

._*2025081 8466*

452CC (01 /06)



L
-

R

*008858834*
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' 008858834



