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* ATTENTION ESTATE: The Social Security # is THIS

PUrSUs 5 Snoy e ageney in order o |NPY AN A STATE DEPARTMENT OF HEALTH **

voluntary and there will be no penalty for refusal.

'CERTIFIES THE FOLLOWING IS A TRUE
PLETE COPY OF DUAIH ON FILE WITH

HAMOND HLALTH DEPARTMENT.

LocalNo. 2.3 /... CERTIFICATE OF DEATH S o)~ RIED peme sy

52 P 7(/5' THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 Jste lssued  Harmmond Health Commission
TYPE/PRINT 1. DECEASED—~NAME (Frat Mrddle. Last) 2. SEX 3e TIME OF DEATH 3b DATE OF DEATH mioner Dey. vr)
IN Alban R. Dyrke Male 4:10p,, |July 10,2001
4. ®SOCIAL SECURITY NUMBER Se AGE—Lest Birthday Sb_UNDER 1 YEAR Sc_UNDER | DAY [ 8 DATE OF BIRTH (Mo, Dsy. Yr) 7. BIRTHPLACE (City and State or Forengrt Counery)
PERMANENI (Yeors) Monthe Days Howe Minutes .
BLACK INK {325-12-1387 81 Jan. 28,1920| Calumet City,IL.
80 WAS DECEDENT 8 YEAR LAST SERVED N 9a_PLACE OF DEATH (Check only one Ses miPbagbms)
A US. VETERAN? US ARMED FORCES?
v 1945 HosPraL - (X b6dere orHen O Mg Home 3 oniSbecwyr
es O en/oupaves 3 D0A 0 Resdence O
95, FACILITY NAME (¥ not insttution. give street and nomber) 9 CITY. TOWN. OR LOCATION OF DEATH 9IPGOINTY OF DEATH
T .
DECEDEN St. Margaret Mercy Hospial North Hammond Lake
10. MARITAL STATUS 1. SURVIVING SPOUSE . 124 DECEDENTS t:'sgA:&cc%A&owan knd of work [ 12 KGEDIOF BUSNESS NOUSTRY
. . prve neme| mo ng use retred) N
wigswed Painter Sé&p Manufacturin
138 RESIDENCE—STATE 135 COUNTY 13c CITY. TOWN OR LOCATION 13d STREET AND NUMBER  &J ¥
Indiana Lake Crown Point 8426 Cline ¥
13s ZIP CODE | 13t INSIDE CITY LMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGINT 18 RACE—American indien, Y9 DECEDENT'S EDUCA ToN
O No g)zu WHAT COUNTRY? X O ves (tf yes. specdy Cuban Bleck. White. etc only hohest grade completed)
13g ON A FARM? Mexicen Puerto Ricen. atc) (Speciy) Elomentary/Secondary (0.12) | Colege (1 4 or § ¢ 1
46307 XK O ves U.S.A. White 12
PARENTS 18 FATHER'S NAME (First Midcle, Lasn) 19 MOTHER'S NAME (Frst Aidche, Maiden Surneme)
Alexander Dyrke Amelia Church
INFORMANT 20n. INFORMANT'S NAME (Type/Prin 20b MAILING ADDRESS (Street snd Number or Rursl Route Number. City or Tm'la ?3 ) 20c Relationshyp
Janice Riordan 3461 HIghland Ct. Crown Point -~ Niece
’ g
2ta METHOD OF DISPOSITION  [J Emtombment 215 DATE AND PLACE OF DISPOSITION (Neme of cemetery. cromatory. or 2e f@éﬂl f___c“ o Town: Staee
)gé(-d [J Cremation J Removst from State other place) JU1Y 1 3 ’ 200 1 comr ?: . ‘
O Ooneton O omer (Spect Chapel Lawn Memorial Gardens| Scher&rvil Ye; IN.
DISPOSITION 220 EMBALMER'S NAME 220 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTEDITQ CORONGR T
Raymond E. white Jr. FD0O8700086 Jehevo Oveszs e
249 SIGNATURE OF FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME ADDRESS. AND LICENSE NUMBER NERAL HOME
N i W Chapel Lawn Fanexal . Home
FDO870008¢ | P:0.Box847 Scherexrville,IN.463
28 }(RT ( Enter the dissases. inuries oF c‘w»cmom that caused the desth ‘Do not emtér. nonspechic terms, such as c.ﬂ-;c or I;IWI!DVY d Approxwmete
srost shock or heurt failure List anly one cause on eech kne Intervel Between

CAUSE OF
DEATH

| Onest snd Deetr
DTE CAUSE o o __Peplitont O P pr A Fry
dhsesse or condtion ! 0% 0 (0R as a conseoutkghon
R . ML o 12 A
andtions, v OUE TO (OR 48 4 CONSEQUENCE OF)
oo o c % BIEERIN o/ S
T e undsclying TO (OR'AS A CONSEQUENCE O&) N

,, '7 200

Py,

&

-
PART li. Other signd! d: - Conditions comributing 1o desth but not oreviously stated i Part | 27 WAS DECEDENT 288 WAS mé E.C QR"BGW Y FINDINGS
PREGNANT OR 90 DAYS PERFORMED? ; 67

POSTPAATUM? (Yes or no} mf
(Yes or no) OF DEATH? Z’o
No NO N/AUR

29a CERTIFIER %:ERTIFVING PHYSICIAN  To the best of my knowiedge. desth occurred at the ime dste. end plece. and due 10 the cause(s} ap stoted
(Check only
one) ] HEALTH OFFICER On the bawis of »d/or " My opwxon. desth occurred st the time, date. end piace. snd dus 1o the cause(s) o9 stated

2% SIG‘;ATURE AND TITLE OF CER[FIER 29¢. MEDICAL LICENSE NO 29¢ DATE D Dey. Year)
CERTIFIER
Litr b Pt M 1059911 A o1/ [ol
30 NAME AND ADORESS OF PERAJN WHJCJN%ETED CAUSE OF #ATH Gfr 26) (Type/Prmty 5 (./d" ‘/ l/o ! a;y:yu{ L4
SY Mateagers flesed! B\ /N i 7 o 4 LA
3t HEALTH OFFICER'S SIGNATURE : 32 DATE FILED (Month Dey. Year)
HEALTH 9 - < M/u_
OFFICER A 1« " 2 July /3 2o/
33 MANNER OF DEATH J4s DA 7{65" INJURY J4d TIME OF 34c INJURY AT WORK? 344 DESCRIBE HOW INJURY OCCUmd 7
(Month. Day. vear) INJURY (Yes or no)
D Natursl D Pending
D Invesngation
Accidant 34a PLACE OF INJURY—At homs farm atreet factory offe 34t LOCATION (Street and or Burel Route Number. Cty or Town, State)
O sucwe O coua not be bulding. etc (Specry) ()i &5y
a Determmed s i‘(’ 174 QSD/‘_.
Homcide
T

A4 v
J4g DATE PRONOUNCED DEAD (Month Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes ov no) M yes spechy driver. pessenger pedestran, etc \ ¢
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