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g
TYPE/PR‘NT 1 DECEASED«-NAME (Frai. Middle. Last} 2 BEX 3. TIME OF DEMN S
IN ELLA _MAF _KELDERMAN FEMALE [6:40 Aw ) q
4, "SOCIAL SECURITY NUMBER - Ea AQE~Las Brrthdey 5b. UNDER 1 YEAR 8¢ UNDER) DAY |8 DATE OF BIRTH (Mo. Dsy. Yr) ' | 7. BIRT £ (anMSmcwfm : 8
"BEACK MK | 317-60-7500 T qq [ Ve Bl e e Mo pohy 23,1921 VIEWWQ ILLING )
a A
8 WAS DECEDENT 8b YEAR LAST SERVED iN 98 _PLACE OF DEATH (Check only one s«mmmm HE Iy [ o
AUS VETERAN? US. ARMED FORCES? m [}
HOSPITAL Inpationt OtHER [ Nurbing Home - [ Other (Spnlylsl. . !
NO . N / A *‘&wuw E‘
3 er/oupsers (] 0OA 0 Aendonce
DECEDENT 8 FACILITY NAME (¥ not insttution. grve street and number) 8c CITY. TOWN, OR LOCATION OF DEATH 9d COUNW OF DEATH ®
ST. MARGARET HOSPITAL HAMMOND LAKE %
10 MARITAL STATUS 11. SURVIVING SPOUSE 1 EDENT § USUAL OCCUPATION ki
(Speciy) & (K wils. give marden name) n gfns dulﬁp r?mﬂs gl woﬁmg‘in (;oo nol‘ g:.rn;dodo)’ work 12b KIND OF BUSIESS/NDUSTAY %
WIDOWED N /A Housewife Own home ©
134 RESIDENCE~BTATE 13, COUNTY 13¢. CITY, TOWN OR LOCATION 134 STREET AND NUMBER @)
INDIANA LAKE HAMMOND 4129 Johnson Avenue 5
13¢ 2iP CODE | 131 INSIDE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE~-Americen Indian, 17. DECEDENT S EDUCATION "y
O he Y ves WHAT COUNTRY? O{No L3 Yes  (f yes upacily Cuban. Black, White. etc (Specdy only highest grade completed)
46327 | 139 onaramme USA Maxican Pueito Aicen. eic) {Specily) Elamanury/Secondary (0-12) | Colisge (1-4 or 6 %) 5
Sre O ves WHITE 12
PARENTS 18 FATHERS NAME (First Middle Last 19 . MOTHER'S NAME (Fy st Middle. Maiden Surname)
WILLIAM W. CHAMBERS CLARA SIMPSON
INFORMANT 208 INFORMANT 8 NAME (Type/Print) 20b MAIING ADDRESS (Strest and Number or Rursl Route Numbaer, City o Town. State. 2ip Code) 20¢ Ralstionship
DONALD KELDERMAN 843 N.S Jay s Griffithy 1IN 46319 SON
210 METHOD OF O1SPOSITION [ Entombment 21, DATE'AND PLACE OF DISPOSITION (Name of cemdtery. crematory, o 21c LOCATION=CHy o Town, Sul-,E
X ourel {3 cremmon [ Removal from Siste other place} November 30, 1995 o
DISPOSITION | 928 EMBALMERS NAME 226 EMBALMER S LICENSE NO 23 WAS DEATH RERORTED TO CORONER? 'J,'
THOS. OWENS FDE 1001049 Ove  Wves
245 5i QF, FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
Yy } FDE“TB‘()31049 OWENS FUNERAL HOME FDH 30072%
Ay (U g tes 816-119th St., Whiting, IN 46394
26 PART! Erter tha injuries of that causad the death Do not erder nonspacilic terms. such as cetdiac or respiratory Appraximste
straft shock or hesn failure List only ona causs on eath ting Imml Bstwaen
Multiple blunt force 1#1 00 Death
IMMEDIATE CAUSE tFinel . P ree dnjuries Un nown
disesse o condition DUE TO (OR AS A CONSEQUENCE OF)
CAUSE OF resulting in desth)
_ DEATH b
Congione ¥ sny. which geve DUE T0 (OA A5 A CONSEQUENCE OF) \995
) | e 10 the immadiate causs. . 2 0OR \ 7
oy Lndarines DUE 10 (OR AS A CONSEQUENCE OF) )
]
PART t Othver segrvf d . Cond: contihuting t6 desth but not previously statad in Pact t 21. WAS DECEDENT S ﬁUTO me
PREGNANT Ofi 1117y ABLE o O
POSTPA erorr0) LETION OF CAuse'J T
(Yes or Ao g‘""g“'“""ngr,
NO YES ’f} &
78s CEATIFIER [J CERTIFYING PHYSICIAN  To tha best of my knowiedge. desth occurrad st the tims. date. end place. snd dus 1o the cause(e) as sisied. . b
(Ch“‘ only g HEALTH OFFICER On the bauis of and/for 9 . in my opiruon, death occurred ot the time, date. and place. and due to the cause(s) |wud. 8 U “uy
D e p ut Y WORONER On the basis of and/or gation. in my opinion, desth occurred st the ime. dete and place. and due 1o the couse(s) and manner 8 stated
}9‘ S'GNAV 29c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Dsy, Yew)
CERTIFIER ] " N/A December 1, 1995

30 NAME AND ADDAESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26} {Type/Prind

Donna Melyon, Deputy Coroner, 2293 North Main Street, Crown Point, Indiana 46307
32. DATE FILED (Month. Day. Yesr)

HEALTH 31 HEALTH OFFICER'S SIGNATURE @
OFFICER ﬂ ot 3 !‘” m, ”' :

33 MANNER OF DEATH 34a DATE OF INJURY "(b TIME OF 34¢ INJURY AT WORK? 34d DESCRIBE HOW INJURY OCCURRED
(Month. Day, Year) INJURY (Yes or no)
Ownews O P Nov 9,1995 | Unknown No Automobile Accident
‘x Accident 34n PLACE OF INJURY— At home. farm strest, factory, office 341 LOCATION (Strest and Numbar or Ruret Route Number. City or Tow,
O suce 0 gz:llt:" "\no.t:o building. eic. (Specey) 16 5 th & Harrison Street
£ Homcids Street Hammond, Indiana g 143
349 DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) i yes. specily Oriver, passenger, pedesirien, eic NI / .
November 27, 1995 Yes Driver 6)‘&/
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