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e wii bo neponaty & INDIANA STATE DEPARTMENT OF HEALTH

refusal. *
Local No.......... 07 overseinery CERTIFICATE OF DEATHrATS (w B o ———

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 18:37-1-10 LAY v

TYPE/PRINT|
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DECEASED-NAME (st Midde Last)  © 2 sex 17000 [ sa TIMEOF DEATH | Sb.) DATE OF DEATH puown ey W

LOWELL S. JOHNSTON Y"NNNA OAL A Male 5:30PM June §, 1999

IN
PERMANENT

4 SOGIAL SECURITY NUMBER se eeMGaMEchdey W Guotd vedand [J5e unpensoay | § Batt ormimm P‘ﬂ""f" ‘n ... BIRTHPLACE (Oty and Bisle or Foreign Counwy)

306-10-1383 ™ o1 Morks  Dem | Mol | 411024, 1807 COLD SPRING, IL

BLACK INK

8a WAS DECEDENT . YEAR LAST SERVED IN Y OF DEATH only ineructions]
A US. VETERAN? L1 {Check only one. $ee )

US. ARMED FORCES —— =
HOBPTAL {3} inpatent OTHER' " [] ¢ Murang ome  T1: Oter (8pecity

No N/A 0 _eroupssen [ DoA 110 resdence

DECEDENT

6. FACILITY NAME  (If not inetuion, give street and number)

9¢. CITY TOWN OR LOCATION OF DEATH ol COUNTY OF DEATH

ST. CATHERINE HOSPITAL EAST CHICAGO LAKE .

10 MARITAL STATUS 11. SURVIVING SPOUSE 128 DECEDENT‘O USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS INODUSTRY
(Spectty) {tt wile, give maiden name done during most of ou

working ie. Do not use retired)

Widowed NONE MACHINIST BEATTY MACHINE & MFG, CO.
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136 RESIDENCE » STATE 13, COUNTY 13. CITY TOWN OR LOCATION 13d  STREET AND NUMBER

IN LAKE HAMMOND 6613 MARSHALL AVENUE

13, ZIP CODE | 13, INSIDE CITY LIMITS | 14 GITIZEN OF V5. WAS DECEOENT OF HIBPANIC ORIGINY 16 RACE - Amerioan Indan 17, DECEDENT'S EDUCATION
O we ™ ves WHAT COUNTAY? 1 No (T Yeu (fyse spacityGutian, Black, White, eto. {Spectly anly highest grade compietsd)
46323 139 ON A FARMY USA L0 (R 35 Y (Bpacty) EomentaryBecondary (120 | Colege (14 or 8+)

® no ] v WHITE 1

PARENTS

18 FATHER'S NAME (Firs, Wiocte, Last) 18 MOTHER''NAME (Frst, Mickse, Maiden Sumame)
JAMES H. JOHNSTON ALTA SWANDER

INFORMANT

—4

200 INFORMANT'S NAME (Type/Pring 20b. MAILING ADDRESS (Street and Number or Rural Routs Number, Ciy or Town, State, Zp Code) 20c. Relationship

J. EDWARD JOHNSTON =¥ 11070 N-WARRENSTREET: GARY, IN 46403 Son

218 METHOO OF DISPOSITION D Entombment mnw&ugmummmmmum.mu 21e. LOCATION - City or Town Btate
o)

(f sus [0 crematon [ Remove from Btate Jun 9, 1999
LI oneten [ Other Bpectty) — o o CHAPEL LAWN MEMORIAL GARDENS Schererville, IN

DISPOSITION

220 EMBALMER'S NAME 2. EMBALMER'S LICENSE NO. 23 WAS DEATH REPORTED TO CORONER?

C. W)I.L{AM N,|’CCOY FDO1013612 @ o I Y

CAUSE OF
DEATH

24b. UCENSE NUMBER 28 NAME ADORESS AND LIGENSE NUMBER OF FUNERAL HOME
ety FH83002801
BOCKEN FUNERAL HOME, INC.

FDO1013507 7042 KENNEDY AVENUE , Hammond, IN 46323

injuries or that caused the death. Do not enter nonepecific tenme such as Approximate
arest, shock, of heart fallure. List only one cause on sach line. ED Inderval Betweon
Oreet and Death
IMMEDIATE CAUSE (Final q Comneshavg, HM 1WM

eene or condition DUE FO (OA AS A CONSEQUENGE OF) 3
roning in dosth b o wi Y
DUE TO (OR A8 A CONSEGUENCE OF) R ﬁoeo AV

B
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PETER BENJAM N R

rise 10 the Immediate cause [ 8
28a. WAS AN AUTOPSY #b. WERE AUTOPSY FINDINGS

stating the underying DUE TO (OR AS A CONBEQUENCE OF)
PERFORMED? AVAILABLE PRIOR TO

cause last d
(Yes or no) COMPLETION OF CAUSE
OF DEATH? (Yes or no)

PART (1. Other significant condifons « Gondiions contrbuling 10 death butt not previously stated in Part 1. £7. WAS DECEDENT
PREGNANT OR 90 DAYS

POSTPARTUM?
{Yes or no)

No No No

20 ceATIRER P9 CERTIFYING PHYSICIAN To the best of my knowledge, death oocurred et the tima, dals, and place and due 1o the cause(s) 8¢ siated.
one) [0 HEALTH OFFICER On the basis of axamination and/or Investigation In my opinion death occurred at the e, dats, and place and dus 10 he causa(s) as stated.
[0 conroner mmhmuoummmwhmywmmnnm.mmummu»uuu«)mnmum

CERTIFIER

290. MEDICAL LICENSE NO 204 DATE SIGNED (Month Day Year)

2. SIGNATURE AND TITLE OF CERTIFIER 4&4@ M O\QAQ887 (() - \\ - qq

30. NAME AND ADDRESS OF PERSON WHO OOMPLITED ‘l < DEATH (ITEM 28) (Type/Prind

A. GANDHI,M.D., 8122 COLUMBIA UE, MUNSTER IN 46321
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OFFICER
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348, ,TIME OF B INJURY AT WORK? 344 DESCRIBE HOW INJURY OCCURRED

]
337 MANNER OF DEATH
w INJURY (Yos of o)

Owers O rm;" /

[ Accident " Faa. PLACE OF INJURY - Al home, fam, street, fackory, offce 34, LOCATION (Bireet and Number or Rural Rouse Number Gy of Town Stale)

[7 sucde [ Codnotbe | . * bubding oho (3pech) 10, ‘
Determined RSP A ’Qib‘js q‘og.ﬁ

] Homickse

349 DATE PRONOUNCED DEAD (Month, Day, Yea) 4 MOTOR VEHICLE ACCIDENT? (Yes of nc) If yes spechly criver, passenger, pedestian eto. QS
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