\TTENTION ESTATE: The Social Security # is
‘ng requested by this state agency in order to
rsue its statutory responsibility. Disclosure is

INDIANA STATE DEPARTMENT OF HEALTH

untary and thereﬁlill be no penalty for refusal. u
/ SERR Y RTIFICATE OF DEATH Sta gL
ical No. . ”\N\’\i ....... @) M, CE C tek O+t
92280 THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
'PE/PR|NT 1 DECEASED-—NAME (First. Middie. Last) . SEX Ja. TIME ; iH &g ! H v )
IN MARY JO STINNETT (;LQ [)hﬁ mhle ctober 25, 2001
4. ®SOCIAL SECURITY NUMBER Sa. AGE—Last Binhday Sb hDHI E Sc. UNDER | DAY | 6. DATE OF BIATH (Mo. Day. Yr), - 7. ’Blﬂ !:iPLACE (CIPy TtForo:gn Country)
RMANENT (Years) Months Days Hours Minutes "}\ (SN { . Aﬂ%‘&
LACKINK | 406-56-3334 May 10, 194 £ (08 Kentucky
Ba. WAS DECEDENT 8b YEAR LAST SERVED iN 9a_PLACE OF DEATH (Check only one. See mnstructions.)
A US. VETERAN? U.S. ARMED FORCES?
v HOSPITAL & npatient OTHER  [] Nursing Home (3 Other (Specity)
No N/A 0 er/oupsvent 03 004 O Residence
8b. FACILITY NAME (¥ not institution, give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
CEDENT .
St. Mary Medical Center Hobart Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity) (If wife. give maiden name) done during most of working life. Do not use retired)
Married Charles Stinnett Housewife
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lake Station 2174 Vigo St.
t3e. ZIP CODE | 13t INSIOE CITY UMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
0O No 30Yes WHAT COUNTRY? RXe O Yes (if yes, specfy Cuban Bisck. Whrte. etc {Specify only highast grade completed)
4 6 4 O 5 13g. ON A FARM? Mexican. Puerto Rican. etc) (Specrty) Elementary/Secondary (0-12) College (1-4 0r S +)
B No O Yes USA White 12
RENTS 18. FATHER'S NAME (First Middie. Last) 19 MOTHER'S NAME (First Middle. Maiden Surname)
Early Gibson Edith Chambers
:ORMANT 208. INFORMANT'S NAME (Type/Print) ’3 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State, Zip Code) 20c. Reistionship
Charles Stinnett 2174 Vigo St. Lake Station,IN 4640% Husband
21a. METHOD OF DISPQOSITION D Entombment 2tb. DATE AND PLACE OF DISPQSITION (Name of cemetery. crematory. or 21c LOCATION—City or Town, State
[i Burial O crematon [ Aemaval irom State other place) 0 ct Ob er 2 9 ’ 2 O O 1 p £ I d .
rtage lana
DDonauon DOlhor(Spocrfy) CalVarY Cemetery o] g r n
SPOSITION 22a. EMBALMER'S NAME 22b.-EMBALMER S LICENSE NO. 23 WAS DEATH REPORTED TO CORONER?
Anthony S. Rendina Jr. FD01010402 Xve Oves
24a SIGNATURE OF FUNERAL DIRECTOR 1 24b LICENSE NUMBER 25 INAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
' 4 &L 4l (of Licensee) Rendina Funeral HOme FH83007819
7
SN P FD01010402 (5100 Cleveland St. GAry,In46408
bl o o
26 PART I Enter th . injudes. or thal ¢ sm/lhe death Do not enter nonspecific terms. such as cardiac or respiratory Approximate
arrest. shock. or-heart fyjlure List only one cagge An each line Interval Between
P ‘t F‘. N Onset and Death
IMMEDIATE CAUSE (Final . ‘\GS‘D AN COUAA L
disease or conditon DUE TO (OR AS A co}useouENce OF)
USE OF resuiting in death}
ATH e
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF)
rise to the smmediate cause, <
stating the underlying
cause last DUE TO (OR AS A CONSEQUENCE OF)
d
PART I Other signifs contributing to deeth but not previously stated in Part | 27 WAS Decsﬂk &b m AUTOPSY 28b WERE AUTOPSY FINDINGS
—‘t L— PREGNANT DA IMED? AVAILABLE PRIOR TO
< Gxi 0\_ C, LUAL ( ?( A . POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) \ N OF DEATH? (Yes or no)
29a. CERTIFIER g ERTIFYING PHYSICIAN  Ta the best of my knowledge, death occurred at the tim: h¥c
v o e LAKE COUNT
one) E] HEALTH OFFICER On the basis of examination and/cr investigation, in my opinion. death occurred at the time, date. and place. and due 1o the cause(s) as stated
D CORONER  On the basis of and/or 11N my opion. death occurred at the tme. date. and place. and due to the cause(s) and manner as stated
29b. SIGNATURE AND TITLE OF CERTIFI 29c¢ MEDICAL LICENSE NO. 29d. DATE SIGNED (Month. Day. Year)
ATIFIER ; - . 3 y
21653737 -A /C-dG9-0/
30 NAME AND ADDHESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
Somir _Savend | ) A0 Hamstieon: @d or 11&@( N3]
ALTH 31 HEALTH OFF'CEHwM D_@ £ h\one ED (Month-Day. Yaar)
SICER wA . lh Y C\ l

LR

\gﬁ\

33. MANNER OF DEATH

34a DATE OF INJURY
(Month. Day. Year)

34b. TIME OF

INJURY (Yes or no)

34c INJURY AT WORK?

34d. DESCRIBE HOW INJURY OCCURBER

HIZICERTIFIES THE ABOVE 18 ATRUE AND
1?)‘ ('LEFRTTE”:C%S@Y oEF THE CERTIFICATE OF

34a. PLACE OF INJURY —At home. farm. street. factory. office

G Natural a Pending
Investigation

0 accident

O suicide ] Couid not be building, etc. (Specify)
Determuned

{0 Homicide

HEALTH R

{

14 rx

34f DEEM&“(EL:L NG Rl é\ﬁuluome Number. Cif

-;.'

or Town, State)

1589

P

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

34h MOTOR

VEHICLE ACCIDENT? (Yes or no)

I yes. specify]

driver. passenger. bé&esthan [ "{, 7 [ l !

o

e A

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



