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CERTIFICATE OF DEATH State No. ...o.ocouiveiinnnn oL,
, Cnek i
TYPE/PR'NT | DECEASED—NAME (Fiel Middle Last) 2. GEX 3s TIME OF DEATH | 3 DATE OF DEATH (Mo Dey v)
N WILBUR H. UNDERWOOD MALE 7:30P , |NOVEMBER 26, 1989
' PERMANENT 4 SOCIAL SECURITY NUMBER 1] (Ay(}E—)Lul Buthday 5b UNDER | YEAR $c_UNDER 1 DAY | 8 DATE OF BIRTH (Mo. Dey. Y1} 1. BIRTHPLACE (Cxy and State or Foregn Country)
_BLACK INK | 307-01-5986 Moo Duw| tee MetNOv, 19, 1911'%|'WILDERS, INDIANA

DECEDENT

PARENTS

NFORMANT

JSPOSITION

'
!

SAUSE OF
JEATH

SERTIFIER

{EALTH
JFFICER

>ORONER
JSE ONLY

82 WAS DECEDENT
A US VETERAN?

NO

N/A

8b. YEAR LAST SERVED IN
U8 ARMED FORCES?

98 PLACE OF DEATH (Check only one See instruchons )

HosPTAL XXinpatient
0] er/outpsvere [J DOA

otHeR_ [ Nuraing Home 1] Other (Specky)
[ Residence

0b FACKITY NAME (# not instaution. give street and number)

ST. ANTHONY MEDICAL CENTER

9c. CITY, TOWN. OR LOCATION OF DEATH

CROWN POINT

9d. COUNTY OF DEATH

LAKE

10 MARITAL STATUS
(Specily)

11. SURVIVING SPOUSE
(¥ wHe. give ma:den name)

120 DECEDENT'S
done durl

ing most of working Me Do not use retwed)

USUAL OCCUPATION (Give kind of work 12b KIND OF BUSINESS/INDUSTRY

MARRIED SYLVIA A, STANGEBYE CARPENTER ID-AMERICA HOME
134 RESIDENCE—~STATE 13b COUNTY 13c CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER A
INDIANA LAKE CROWN POINT 10807 GRAND c'ﬁouwvmm - f,—i,
130 2IP CODE | 131 INSIOE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Americen indian, -0 * - 11. DEGEDENT'S EDUGATION
O No XKves WHAT COUNTRY? o [J Yes 0 yes. speciy Cuban Black, Whits, etc. . (Specitykelly Nighest orade completed)
139 ON A FARM? Maxican Puarto Fican etc) {Specily) WY/SOCWW ©012) c“al'" P'TYY)
46307 | X¥no Ove USA WHITE |8¢C = Rt
18 FATHEN S NAME (Frot Mddis, {esn 19 MOTHERSINAME (First Middle, Maiden Sunot'_n_n) ‘:’;
NORMAN UNDERWOOD CAROLINE PFEIL o —
208 INFORMANT § NAME (Typa /Prind ; // 200 MAILING ADDRESS (Street and Number or ursl Route Number, Cty or Towr, Siste. Zip Code¥® | 20c Falationship
SYLVIA A. UNDERWOOD i 10807 GRAND BOULEVARD, CROWN POINT,.IN 46307 SPOUSE

21a METHOD OF DISPOSINION (] Entombment

xx Burisl

O poasron

O crematon

[3J Removel trom State
D Other (Spectyy —_—

other place)

21b° DATE AND PLACE OF DISPOSITION (Neme of cemelery, crematory. or
NOVEMBER 29,
DEER CREEK CEMETERY

21c. LOCATION—CHy or Town, State

1989
CROWN POINT, INDIANA

728 EMTIALMERS MAaMT

226 EMBALMERS LICENSE NO.

2) WAS DEATH REPOATED TO CORONER?

JAMES W. GHOLSTON FD01004194 Xx@re Cve
»7:. SICHMATURE OF FUNERAL DiNECTOA ' | 24b. LICENSE NUMBER 25 NAME, ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
" REES FUNERAL HOME, INC, FDH3003069
( B oA’ FDOL041083, .. 1600, RIDGE RD, HOBART, IN 46342
e ST LTIt e 11k n..vn. lvn n‘
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M (CATE CALSE ¢ i

. .CARDIO PULMONARY ARREST !

SMTH DEPT

DATY LY N AT ERAUY

roadng wu Suert;

DUE TO(OR AS A CONSEQUENCE OF}

Conmttnang 8 gy arc® gave
7188 10 ThE Smenmhats Co:isd

DUE YO (OR AS A CONSEQUENCE OF)

sinting the unaertyng
cauns last

d

DUE YO (OR AS A CONSEQUENCE OF)

D

PART Il Other signiticent condione - Condmons contributing to death but not previously sisted in Pait |

P
P

POIARTIMIY HEALTH COMMESHONR

RS D Aoy

PERFORMED?

28b WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

REGNANT OR AYS

NO NO

208 CERIHIER
(Chach onty
one)

[J HEALTH OFFICER On the bass of

and/ot 9

n my opinion.

Xﬁ CERTIF 7ING PHYS'CIAN  To the best of my knowiedga desth occuried st the time. date. and place. and due to the cause(s) ss stated

death occurred st the ime, date and plece, and dus to the ceuse(e) ss sisted

a CORONER  On the basis of exsmination and/or invesiigation. in my opinion, death occurred at the time. date. and placa. and due to the cause(s) and manner a9 stated

206 SIGN/)JRE AND/‘; -OF CEHHFI&%‘ @ aA // [‘ , u :

29¢ MEDICAL LICENSE NO

757519

?Od DATE SI?‘ED(MMM D‘y Yoar)

fer

30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAU7OF DEATH (ITEM 26) (Type/Print)

MILT GASPARIS, MD; P.O. BOX 437, DEMOTTE, IN 46310

31 HEALTH OFFICER S SIGNATURE

(MMW“

JQ(SAYE FILED (Agm Da%q

33 MANNER OF DEATH

3 Natuat O Pending

Investigation

34a DATE OF INJURY
{Month, Day. Year)

b IIME OF

INJURY (Yes or

34c INJURY

d Cl W INJURY OCCURRED

3 Accidem

0 suwee 3 Coutd not be
Determined

O Homicide

34e PLACE OF INJURY—AL home, larm. street. factory, office
butiding etc. (Specily)

A‘ﬂ #Cﬁ IO@(iw‘ Number or Rural Route Number, City or Town. State)

349 DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes orno) If y€). speciy driver, pgagnger. mm .
L[]
AJDITOR v

LAKE COUNTY

SBH06-004
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