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THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1, 19-3

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

1. DECEASED - NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATHMonth, Day, vr.)
DONALD W SANDQUIST Male 7:15 PM August 27, 1999
4. *SOCIAL SECURITY NUMBER Sa. AGE - Last Bithday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY 6. DATE OF BIRTH(Mo., Day, vr.) 7. CE (L or Foreign Country)
(Years) Months Days | Haurs Wnuies | %Wﬁ fg m
355-14-4673 73 September 16,1925 ILLINOIS PN
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN PLACE OF DEATH _ (CHeck only 6né See INSHUCTions) J
A US. VETERAN? U.S. ARMED FORCES? HOSPITAL: 2 (npatient OTHER (7] Nursing Home [JCther (Specify) o
Yes /(J//} 0J_ErOupatient (] poa
9. FACILTTY NAME {If not institution, give street and number) 3 ‘ﬁmp\
Methodist Hospital - South Lake Campus Merrillville Lake O
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INGWSTRY
(Specify) (If wite, give maiden name) done during most of working life, Do not use retired.}
Married BEVERLY M PAYNE CARPENTER CARPENTRY O
13a. RESIDENCE - STATE 13b. COUNTY 13c. CITY. TOWN OR LOCATION 13d. STREET AND NUMBER B |
Indiana LAKE CROWN POINT 3570 W. LAKESHORE DRIUR
136 2IP CODE | 13(. INSIDE CITY LIMITS | 14, GITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE_. American Ingian, 17. DECEDENT'S EBQuORTION
& No 0 Yes WHAT COUNTRY? # No (7 Yes (ifyes. specity Cuban, Black. White, etc. (Specify only highest grade completed)
{ ify)
13g. ON A FARM? Mexican, Puerto Rican, efc.) Soecty Elementary/Secondary (0-12)  [Caliege (1-4 of 5+)
46307 B No g ves USA White 12 | N/A
. HER" (First, Midcbe, Last) 3. NAM| irst, Middle, Maiden Surname)
THOR AXEL SANDQUIST ALBERTINA L CARLSON

20a. INFORMANT'S NAME (Type/Print}

BEVERLY M SANDQUIST

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, Zip Code)

3570 W. LAKESHORE DRIVE, CROWN POINT, I

20c. Ref\_gnsmp

Wi f8

21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LOCATION - City or Town. Slalejl
other place) : o
O surial @Cremation ] Removat from State Augus t 31, 1999 L
0 o - T . '
[Jenation [ other (specsy N.W. Ind. Cremation Services Crown Point,, :Indiana
223. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NC. 23. WAS DEATH REPORTED TO CORONER? .
No Yes o T
Gordon L. Jones 01610711 & O n -

243, SIGNATURE OF FUNERAL DIRECTOR

Y ol orppn s »/&;/’//‘

24b. LICENSE NUMBER 25" NAME. ADORESS, AND LICEN

Burns Funeral

SE NUMBER OF FUNERAL HOME~

.~FH8%002445

26 PART Lov.o

+- Enterihe diseasesromes- or COMBTEAIONE iat ca

)each line.

(of Licensee) Home <
10101 Broadway, Crown Point,Endiana
FD1013890 4630928801
fed the death. Do not enter nanspecific terms, such as cardiac or respiratory Approximate

Interval Between
Onset and Death

e ) ) .
EANT CAILURE el
digease ornditian ... DUE TO (PR AS A CONSEQUENCE OF)-
regulting in death) - . - ]
; b_ SEL T =m A R el
C‘I‘d“bns' fany, which gave . ., -y DUE TO (@R AS A CONSEQUENCE OF)
ns4 to the immediate dabgé i, ” ) Z (l { i
staing the underying c.
caigse \ast DUE TO (@R AS A CONSEQUENCE OF)-
S e g s b ad
PART Il Other significant -C ing to death but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
' - Ve POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
- — el H M - A 2 e B - - 7
/Xr( ViE l/‘la,’P(’c,ni(A _ - K2 'ﬁ!\du‘()(‘/ (Y, Noru) OF DEATH? (Yes or no)
No No —

29a. CERTIFIER

(Check only B CERTIFYING PHYSICIAN Tg the best of my knowledge, death occurred at the tim
one)
[0 HeatTH oFFicer On the basis of and/or
—_—
0 CORONER,D«-&F bgéa of and/or i i

€, date, and place, and due to the cause(s) as stated
. in My opinion, death occured at the time. date. and place, and due to the cause(s) as stated.

. in my opinion, death occiirred at the time, date, and place. and due to the cause(s) and manner as stateq.

28b. SIGNATURE AND TITLE

OF CERTIFIE
Ol

28¢. MEDICAL LICENSE NO.

Vo ol T

29d. DATE SIGNED (Month, Day. Year)

S 35 -9

@l

DR DR. B BARAT

30. NAME AND ADDRESS OF PERSON WHO COMPLETED.CAG F DEATH (ITEM 26]Type/Print)

125E."89TH, MERRILLVILLE, IN 46410

£
31 O PHBFFICER's sigliaTu ', Wb( i, 7%
‘ 2 o )
33. MANNER®DF DEATH 34a. DATE IF INJUR 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED 7
(Month, Day, Year) INJURY {Yes or noj
[ Naturar {3 Pending
Investigation )

0O Acciden 34e. PLACE OF INJURY — At home, farm, streat, factory, office 341. LOCATION (Street and Number or Rural Route Number, City or Town, State;

O sucde [ Could not be building, etc. (Specify)

El Homicide Determined

34g. DATE PRONOUNCED DEAD {Month. Day, Year)

August 27, 1999

34h. MOTOR VEHICLE ACCIDENT?(Yes or Noj if yes, specify driver, passenger, pedestrian, elc.

N

R e e ATy sy

Nt L AL T
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S



