Local No. .7..

TYPE/PRINT

PERMANENT
BLACK INK

¥28 -92

CERTIFICATE OF DEATH

INDIANA STATE DEPARTMENT OF HEALTH
State No. ..

Sl - 55

| DECEASED—NAME (First Middle. Last) 2. SEX Ja. TIME OF DEATH | 3n. DATE OF OEATH (Month. Day, vru

ROY H. A .2 SCHQON, |, . MALE | 7:15A, | AUGUST 30, 1992
4. SOCIAL SECURITY NUMBER alACEL st Birnlal U \EEAR] —sc UNDER 1 ORI 6 {DATE OF BIRTH (Mo, Day,['}':) I BIRTHPLACE (City and State or Forergn Counry)

(Years) Months Days Hours Minutes ! P . .

309-30-6907 Jul. 17, 1931 Highland, Indiana

8a WAS DECEDENT 8b. YEAR LAST SEAVED IN 92 _PLACE OF DEATH (Chack only one. Ses instractions)
AUS VETERAN? US. ARMED FORCES? g RN
YES 1955 HOSPITAL: [ inpationt OTHER L] Nurding Home [ Otner (Spacify)
O ER/Outpatient [J poA m] Residence

THE COMMUNITY

Sb. FACILITY NAME (f not institution, give street and number)

HOSPITAL

MUNSTER

9c. CITY TOWN. OR LOCATION OF DEATH

8d

COUNTY OF DEATH

LAKE

10. MARITAL STATUS

ted

11. SURVIVING SPOUSE

Rt TS S 1son

12a.

DECEDENT'S USUAL OCCUPATION (Give kind of work
working ife Do not use retired)

done durn,
Hean v\fare ouseman

most

12b. KINO OF BUSINESS/INDUSTRY

Truck Terminal

13a. RESIDENCE—STATE
Indiana

13b. COUNTY

Lake

13c. CITY. TOWN. OR LOCA

Gary (Calumet Township)

TION

13d. STREET AND NUMBER

4413 Tompkins

13e. ZIP CODE

46408

13t INSIDE CITY LIMITS

o O Ves

13g. ON A FARM?

No (I Yes

t4. CITIZEN OF
WHAT COUNTRY?

U.S.A.

No [ Yes

15. WAS DECEDENT OF HISPANIC ORIGIN?

Mexican. Puerto Ricen, etc)

(f yes. specifty Cuban,
(Specify)

16. RACE—American ingian,
Black. White, etc

White

17. DECEDENT'S EDUCATION
(Specify only highast grade compieted)

Elementary/Secondary (0-12)

Coliege (1-4 or 5 +)

18. FATHER'S NAME (First. Midale, Last)
Peter Schoon

19. MOTHER'S NAME (First Middie. Maiden Surname)

Lillie Smith

20a. INFORMANT'S NAME (Type/Printy

=

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

20c. Relationstp

oA

S

FDO

1014511“ " 'Highla

26. PART |

arrest, shoc or heart failure. List only one cause on each line.

o of
Enter the diseagls. Injuries. or complications that caused the death Do not enter nonspecific terms. 'such as-cardiachor =5
LAKE 04

PBH §00-7500

T4
LT ALl T
MR L=

Betty Schoon 4413 Tompkins Gary, Indiana Wife
21a. METHOD OF DISPOSITION a Entombment 21b. bATE AND PLACE OF DISPOSITION (Name of Gemetery. crematory. or 21c LOCATION—City or Town. State -
Xauriai O crematon O Removal #fom State °.'h” place) Septanber 2 ’ 1992 .
O Donation ] Other (Specify) Rldgel awn Cefnetery Indi ana N
22a2. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO . w E. ONER? S
A . *
Edgar Gleim FDO 1016173 a Hne DOves .3
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25! NAME, HESS. ANQ LICENSE NUMBER OF FUNERAL HOME .
’ (o Licansee Kuipig# e ifman Rd.

Approximate
Interval Betwesn
Onset and Desth

27 WAS DECEDENT

IMMEDIATE CAUSE (Finaj a [ A A o M
disease or condition [9)
DUE 70 (OR AS CON&OUENCE OF}
resulting in death) i A U G \7_) 1 }9 9 2
b. _
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF)
fise to the immediate cause, { i P
g & : e
SI8INg the underlying DUE TO (OR AS A CONSEQUENCE OF) r A 7 ‘
cause last ’ Qg’ 9/\} ¥ f/ -u‘,a%«y‘év'\" 7&
d § A0 AL [0 T
| N
PART it. Other - C '8 contributing to death but not previousiy stated in Part |,

288 IMMEEARGUNPVHE Al WKIIRSIANER o

PREGNANT OR 90 DAYS RMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or/no) NO OF DEATH? (Yesé)

29a. CERTIFIER
(Check only
one)

[ CERTIFYING PHYSICIAN

[0 HEALTH OFFICER On the basis of
LI CORONER. On the basis of

To the best of my knowiedge,

and/of i

and/or

death occurred at the ime date, and place. and due to the cause(s) as stated.

iN-My 0pPINION. death occurred at the time date and place and due to the cau

. i My Opiian death occurred at the tme. date. and place. and due to the cause(s) as stated.

5e{s) and manner as stated

295 SIGNATURE AND TITLE OF CEREIFIER i 2

-

—_—

Ce ol

27970

29¢ MEDICAL LICENSE NO

-

29d DATE SIGNED (Month, Day, Yeerd

AUGUST \#D, 1992

SALMAN D GAILANT,

MD

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH. UTEM 28) (Type,Priny

9].164 COLUMBIA AAVENUE MUNSTER, IN 46321

31 HEALTH OFFICER'S SIGNATURE

P

32. DATE FILED (Month, Day. Year)

33 MANNER OF DEATH

D Naturai D Pending
Investgaton

D Accident

0O sucige O could not be
Determined

D Homicide

A
pe o
e, IO
34a. DATE OF INJURY 34b TIME OF
(Month-Oay—Y¥eary- = ~rmwav. = INJAY. - -

J4c. INJURY AT WORK?
wne-{Yes or o) ..

34d DESCAIBE HOW INJURY OCCURRED S

GOG-196

34e PLACE OF INJURY—At home. farm. street. factory. office
buiding. etc. (Specify)

34t LOCATION (Street and Number or Rural Route Number. City or Town. State)

b

34g DATE PRONOUNCED DEAD (Monih. Day. Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes

or ng)

If yes. specify driver passenger. pedestrian, etc.






