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91”0139 INDIANA STATE BOARD OF HEALTH
VO iy CERTIFICATE OF DEATH StAtE NO. vvvvrrerrrrsrrrerrernreerens

/PRINT 1 DECEASED~NAME (First Miggie. Last) ? SEx 34 TIME OF DEATH | 3o DATE OF DEATH tmown Dey v1)
IN JOHN HAMADY Male A:50P__w Fehruary 14, 1991
{ANENT [¢ SOCAL SECURTY NUMBER Sa AGE~LantBirtndsy | 5o UNDER ! YEAR| B¢ UNDERY DAY |6 DATE OF BIRTH (Mo Day YN |1 BIRTHPLACE (C«,wsmwwm Cowirp)
n (Yours) ‘ Monthe  Days mowrs  Minutes .
°K INK | 306-09-1578 72 JUNE 2531918 SPANGLER
8s WAS DECEDENT 8 YEARLASY SERVED v we PLACE OF DEATH (Check oniy one See matiucnong
AUS VETERAN? US ARMED FORGES? )i LY
rnosetaL L) inpavent oruen_ [ Nurmng Home L3 Other (Speedy) Y
Yes 1946 O £8/0upaven [} pOA D) Renonce : )
ENT 8t FACRITY NAME (# not msnitution, give street and number) ¢ CITY. TOWN, OR LOCATION OF DEATH 99 COUNTY OF DEATH ‘end -
METHODIST HOSPITAL NORTHLAKE CAMPUS GARY g R
10. MARITAL STATUS 11. SURVIVING SPOUSE
L SURVIVING SpOuSE 120 DECEDENT'S USUAL OCCUPATION (Gve knd ofwurk | 120 KIND OF BUSINESS) dray
Married CECELIA  KOCIARA MECHANIC _IGARY/HOBART A’I’ER
13 RESIDENCE~STATE 13b COUNTY 13c. CITY. TOWN. OR LOCATION 136 STREET AND NUMBER C
INDIAN AKE AKE STATTION 2301 CASS ST
- 13¢ ZIP CODE {131 INSIOE CITY LIMITS |14 TITIZENOF = - { tb WAS DEGEDENT OF MGRANIG ORKING e | 16 RACE==American Lican, | ... . .13 DECEQENTS EDUCATION . e
One X ver WHAT COUNTRY? X No O Yes  (Hyes epaciy Cuben, Black Whae, etc. (Specify only highest grace compieted)
137 ON A FARM? Mexcan, Pusrto Rcan otc) (Spechy) Elementary/Seconcary (0-12) | Cobege (1405 6+ )
46405 Hm ove JUSA . | WHITE 7
s 18. FATHER'S NAME (First Madie, Las0 19. MOTHER S NAME (Fwst Midis, Meicen Surname)
MICHAEL 7 HAMADY JULIA UHRINCHAK
MANT 200, INFORMANT'S NAME (Type/Prnt » 200 MAILING ADDRESS (Strest snd Numoer or Rural Route Number, Cry or Town, State. 2ip Codocl‘: 20¢ (pvonship
3 ~d )
2301 CASS ST.. LAXFE STATION. I I v '
210 METHOD OF DISPOSITION [ Entomomen: 216 DATE AND PLACE OF DISPOSITION (Name of cometery. cramaiory. or e Locmor«ﬁ 4 TowdShe  paq T o0
XJ Buris! D Cramavon D Removst trom Sute FE Bnﬁ""“ pisce) 1 1 ‘ -; ; ng’ M
{3 ponmson [ Omer (Sowce Ag CE%ETE
[ Soeern , CALVARY RY PORTAGE - TNDTHRA m
SITION 228, EMBALMER'S NAME 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO conouem -
YOn DOve Y T mcz
JAMES W. GHOLSTON FDO1004194 ey MEC
243 BIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25 NAME ADDRESS. AND LICENSE NUMBER OF s»_?em. e & xg ’:Ez

(of Licenses) Oeéﬁgg rn :
REESCPIRERAL HovE < S ..
808 FYUNSE. OF COMDPICIDONE that Caused the aath. Do Not anter nONepecHit tarms. Such 88 CArgIac OF respratory
Srrems Bhock. 8f hesnt falure. Lint only one Couse on sech b

IMMEDIATE CAUSE (Firal .
Fnase br congum DUE TO (OR AS A CONSEQUENCE OF),
EOF tasulng in demh}

» Sl o a2l 0,
Contmons. § any. which gave DUE r? DR AS A CONSEQUENCE OF
08 10 the EVMadie Causs, . % 199"
TG e undariyn DUE 10 (OR A 4 CONSEQUENCE OF) wow U | L
¢ TR
kY el
5 PARY . Other sigahicans condnons - Condmons comnbubng 1 Serth but A0t previoutly suted o Pan | 27. WAS DECEDENT So‘"\!‘ 3.’.)};1 a}c&?tpsv 28b WERE AUTOPSY FINDINGS
PREGNANT, 4 T pPERF tc AT/ AVAILABLE PRIOR TO e e e
posrmmi.rﬁn {7 J»JU U NT COMPLETION OF CAUSE
iYes or no) OF DEATH? (Yes or no) v
N/A NO N/A
20e. CERTIFIER XD CERATIFYING PHYSICIAN  To the bem of my knowieoge. cesth occurred st the tme. cate. and pisce. and due 1o the cause(s) »s surted
‘M oy D HEALTH OFFICER On the bean & ond/or GatON, I My ODIVGN, Seth DCCUrTed Bt the tme. dete. and Plece, snd dus 10 the Cause(s) 88 Rated.
[0 coroner  Onthe baws of o In My DOWVON, desth DCCUPTed Bt the time. date, and plece. 8nd Gue 1 the causs(s) sng menner o8 stated.
296, SIGNATURE AND TITLE OF CERTIFIER 20¢c. MEDICAL LICENSE NO. 29, DATE SIGNED (Monh Dey. Yewr
o063 54| S/ 5 G/
30. NAME AND ADDRESS OF PERSON WH CAUSE OF DEATH (TEM 26) (Type/Prind ' '
229 £ 8% Cr.  MmMERRILVILE =/ /4‘//0 il . SHBAH -
31. HEALDNOFFIQER'S SIGNATURE, Eoé.n FILED (Month. Dey. Yeer)
Pl & S Ml r)m/l/aa, 20 1901

33. MANNER OF DEATH 344 DATE OF INJURY b, TIME O ‘ 34c. INJURY AT WORK? Md. DESCRIBE HOW INJURY OCCURRED
{Month Day. Year) INJURY (Yes or no)
0w O Pencing R .
o fvesvgenon Y {
Aceicen A [ e PACE OF NIURY—At horms, farm, sebt aciory. office 341, LOCATION (Strewt and Numer of Rurs! Routs Number, Gy or Town, Stere)
ONLY DO sucioe D&MMN buiing ate. (Speciy) 00,?*..-!.,
i ermened )
O Homiciae U \J

g DATE PRONOUNCED DEAD (Month Day. Yeer) | 34h. MOTOR VEHICLE ACCIDENT\‘_T (Yes or no) N yus. spectly Orivir, psssenper, pedestnen, eic.
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