ATTENTION ESTATE: The Social Security # is

eing requested by this state agency in order to INDIANA STATE DEPARTMENT OF HEALTH

ursue its statutory responsibility. Disclosure is

sluntary and thefd will be ng genait forr fusal.
T CERTIFICATE OF DEATH State NO. . erereseerr

ocal No.. &N 0 T b .
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

YPE/PRINT 1 DECEASED—NAME (First Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month. Dey. Yr}
IN Marjorie R. Fedler l.. Female 05;3@3 September 10, 2001
~- T &  vEAR]  5c UNDER 1'DAY | 6 DATE OF BIRTH (Mo, Day. Y1} 7 BIRTHPLACE (City and State or Foreign Country)

ERMANENT 4. *SOCIAL SECURITY NUMBER b, et Art‘:-“.'-y,ﬂ — 35“‘_\;‘».1 L
3LACK lNK 316_22__8##1 1 JTS Months Days Hours inutes API‘ 20’ 1926 Lowel ,l, , IN

9a. PLACE OF DEATH (Check only one._See instructions)

8s WAS DECEDENT 8b. YEAR LAST SERVED IN
A US. VETERAN? US ARMED FORCES? .
N N / A HOSPITAL O inpatient ofHER [ Nursing Home D‘( Other (Specify)
o D ER/Outpatient D DOA D Residence
b FACILITY NAME (# not institution. give street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT .
Route 2 - 1/4 mile East of I-65 Lowell Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USU{AL Cr)kCClIJ;’ABON {(Give kmc:;)f work 12b. KIND OF BUSINESS/INDUSTRY
{ ify) . ( maiden uring most, of working life. Do not use retir
¥atried Wit iam Fedler "brarian School System
13a RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d STREET AND NUMBER
IN Lake Lowell 350 Eastland Circle
13e ZIP CODE | 13f INSIDE CITYLIMITS {14 CITIZEN OF 15. WAS QECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. 17 DECEBMS EDUCATION
0 No es WHAT COUNTRY? o O Yes (if yes. specify Cuban. Black. White. etc (Specify anly@n grade completedd
13g. ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elementary/Secondary (%) | Coliege (1-4.0r § +)
L6356 Xy aves USA White 12 o
18. FATHER'S NAME (First. Middle. Last) 19. MOTHER'S NAME (First Middle. Maiden Surname)
ARENTS
Murry Turner Mabel Craft o
208 INFORMANT'S NAME (Type/Print) 200 DA ABerest tspenele vy € P! Rovte Number. City or Tawn. State, Zip Code) =pe20c. Ralationship
IFORMANT . .
ﬁ William Fedler Lowell, IN 46356 Husband
. 21s. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City mn‘ State
O sunel d(()remnuon O Removal from State other place) Septanber 1 3 ’ 200 1 :
O Donaron [ other (Spocity) Heritage Crematory Portage ~4iN
ISPOSITION 228 EMBALMER'S NAME 220 EMBALMERS LICENSE NQ 23 WAS DEATH REPQRTED TO CORONER?
Not applicable N/A O N ves
24a SIGNATURE OF FUNERAL DIRECTOR 24b  LICENSE NUMBER 25 N SS. NSE NUM F FUNER,
o ST YURER e g 3004277
é L E, Commercial Ave.
FDO8900045 Lowel 1, IN ~
—y—— e
26. PART | Enter the diseases. njuries, of comphcauons that.caused the death. Do not enter nonspecific terms. such as cardiac or respiratory Q ~e2 o Approxuma(e
arrest. shock, or heart failure. List only one'cause oneach line ] = :": iintervel Between
g =T o " ! Dryetand Death
IMMEDIATE CAUSE (Final ‘Multlple blunt force trauma - -Unkﬁb§&hu
disease or condition DUE TO (OR AS A CONSEQUENCE OF) a—— ” 7T
AUSE OF resulting in desth) ¥
IATH 1 =
Condtions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF) P -0
rise to the immediate cause. . }3* e
stating the underlying ==
cause last OUE TO (OR AS A CONSEQUENCE OF) MAY 1 0 W oy '\')
»
d rm
- ) 0% ] :
PAAT It. Other significant conditions - Canditions contributing to death but not previously stated tn Part | 27 W, S D :N TOPSY 28b ?ERE AUTOPSY FINDINGS
6 1rY Jm AVAILABLE PRIOR TO
COMPLETION OF CAUSE
(Yes or no) AHD,TOR QF DEATH? (Yes or no)
Yes Yes
29s CERTIFIER ] CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) as stated
(Check only
one) 0 HEALTH OFFICER On the basis of examination and/or investigation in my opinion. death occurred at the time, date, and place. and due to the cause(s) as stated
DePUty d(\.ORON CR . On the basis of and/or g n my opinion. death occurred 8t the time. date. and place. and due to the cause(s) and manner as stated.

29b E AND TITL 29c. _MEDICAL LICENSE NO 29d DATE SIGNED (Month, Day. Yesr)
‘RTIFIER N/A September 12, 2001

30 NAME AND ADDRESS OF PERSON WH&COMPLETED CAUSE OF DEATH (TEM 26) (Type/Print)

Paul R. Castro, Deputy Coroner, 2900 West 93rd Avenue, Crown Pointg~Jpdiane 46307

. 3t HEALTH OFFICER'S SIGNATURE - FILED (Month. Day. Yq
e D_& T ‘ ISA ks 0N
FICER i 7 dbo. IS CERTIFIES THEAD ‘”»; T ACNY )

v ooy OF THE

33 MANNER OF DEATH 34a. DATE OF INJURY 34b TIME OF 34c INJURY AT WOT (J“ i
{(Month. Day. Year} INJURY (Yes or no) .
O towrst O Iaantion Sept.10,2001| Unknown No ! Vehic le agcident
g :::::m [T Coud not ve 34e ::@gg Cs):: I?s":f:};“ home. farm. street. factory. office I51'Lll.!.'éCeATIOZV‘J (S:;‘—fk; Z:v;lbnelﬁrfueul Flﬁu:ae;lutmbez)cfny or ongSmeJ
Determined
O Homicide Street deimw‘w

349 DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) I yes. specify driver. passenger. pedestrian. etc

> ‘1“{]4 2&{

September 10, 2001 Yes. Passenger. (3608
SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1






