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*ATTENTION ESTATE: Disclosure of the

SS# we need to pursue our responsibilities
is voluntary and there will be no penalty for

THIS CERTIFIES THE FOLLOWING IS A TRUE Al

OF DEATH ON FILE WITH T

INDIANA STATE DEPARTMENT OF HEALTH O o DEPARTMENT.

refusal.*
S
Local No. ..... 3 3‘1 ........... .. CERTIFICATE OF DEATH fle. O artnia Lo £
. 53.“ . ml")‘ L -
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 Date lssued err\‘nlochjjg‘aml_qg@in&@nﬂ
TYPE/PR' NT 1. DECEASED—NAME (First. Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month Duy. ¥r)
IN THOMAS B. CONLEY MALE 2:55 PM, MAY 6, 1995
PERMANENT | 4 *SOCIAL SECURITY NUMBER Ss. (/;GE—Lm Birthday Sb. UNDER 1 YEAR Sc. UNDER t DAY | 6. DATE OF BIRTH (Mo, Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)
ears) Months Days Hours Minutes . . .
BLACK INK 311-12-3007 72 NOV. 7, 1922 Lynchburg, Virginia
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions.)
A US. VETERAN? U.S. ARMED FORCES? [u]
HOSPITAL: Inpatient otHER  [J Nursing Home [0 Other (Specity)
Yes US ARMY WWII 1 946 D ER/Quipatient [m] DOA melidmce
8b. FACILITY NAME Uf not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT s .
Residence: 6719 Madison Avenue Hammond Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
( Spaclf):) {if wife, give marden name.) done during most of working life. Do not use retired)
Married Hedrick Overhead Crane Operator L.T.V. Steel
13a. RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER /
Indiana Lake Hammond 6719 Madison Avenue
13e. Z!P CODE | 13t INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17 DECEDENf}S EDUCATION
ONe (XYes WHAT COUNTRY? No [J Yes (if yes. specify Cuban, Black. White, etc. (Specify only highest grade completed)
4 6 324 13g. ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elementary/Secondary (0-12) College (1-4 or § +)
Xine Ove | U-S.A. White 10
PARENTS 18. FATHER'S NAME (First. Middlje. Last) 19. MOTHER'S NAME (First. Middle. Maiden Surname)
Lewis Conley Nannie Moore
INFORMANT 20a. INFOAMANT'S NAME (Type/Prind) 20b. MAILING ADDRESS (Street and Number or Rura! Route Number. City or Town. State. Zip Code) 20c. Relationship
Mrs. 1 E. Conley 6719 Madison Ave. Hammond, IN 46324 Wife:
21a. METHOD OF DIPOSITION a Entombment 2tb. DATE AND PLACE OF DISPOSITION (Name of cemetery, cremstory, or 21c. LOCATION—City or Town, State
)(X Burial %rom&déﬁj O Removal from State other place) May 1 0 ’ 1 995
00 poration (] Otrer cstiseipp Chapel Lawn Memorial Gardens Schererville, Indiana
DISPOSITION 220 EMBALMERSNAME - - 22b EMBALMER'S LICENSE NO. 23, WAS DEATH REPORTED TO CORONER?
i ﬁ No D Yes
Rayid MCoy | FDO8700581
RE OF FUNB At HSAECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
e (of Li )
o / of ticonsee Bocken Funeral Home, Inc. FH83002801
& : 0 o FDO1013507/\ | 7042 Kennedy Ave. Hammond, IN 46323
= £ o LN )
Coger the i injuries, or. that caused the death. Do not enter nonspecific terms, such as cardiac or respiralosy Approximats
arfest. shock, or heart failure, List only one cause on each line, Interval Between
* Onset and Death
EDIATE CAUSE (Final .
diseass or condition DUE TO (OR AS A CONSEQUENCE OFY.
CAUSE OF resulting in death)
T b.
DEATH Conditions. if sny. which gave DUE T&tOR oS TONSEQUENCE OF),
tise to the immediate cause. e 1
slating the underiNT) DUE TOTORAS A conss@ﬁcs OFY
cause last
: : d.
r_ N .
A
PARTIL Other sfagfigant g buting to death but not previausly stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY | 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
L POSTPARTUM? no) COMPLETION OF CAUSE
o (Yes or no) Jm 1 Jl OF DEATH? (Yes or no)
J no no
29s. CEHTIFIERN M CERTIFYING PHYSICIAN  To the best of my knowledge, deeth occurred at the time. date, and place. and dus b *uu(:) 28 stated.
(Check onl, f 4
ek onX O HeaLt OFFICER On the basis of andfos i in'my opinion, death occurred at the 1 ch, NAMIN.. siated.
ons} —_— r
O a COAONER  On the basis of and/or i n my opinion, death occurred at the time, dats. ‘a 1.4 UNI;YOMD HDB stated.
29b. SIGNATUN TLE OF CERTIFIER 29¢c. MEDICAL LICENSE NO.  * 29d. DATE SIGNED (Month. Day. Yeer)
CeRTIFER s 023/ 5T May 9, 1995
30. NAME AND ADDRESS OF PEASON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Typs/Print}
Florino F. Pamintuan, M.D. 7905 Calumet Avenue Munster, IN 46321
HEALTH 31. HEALTH OFFICER'S SIGNATURE \ﬁ » 9 32. Dﬁif‘YLED (Abmﬁlﬁgw)
OFFICER /‘ad\m @ ALATAA g/-d L

33. MANNER OF DEATH J4s. DATE OF INJURY

34/ TIME OF

34c. INJURY AT WORK?

34d. DESCRIBE HOW INJURY OCCURRED

{Month, Day. Year) INJURY {Yes or no)

O Nawral () Pending

investigation
[J aAccident N "

34e. PLACE OF INJURY —At home, farm. street. factory, office 34f. LOCATION (Street and Number or Rural Boute Number, City or Town, State}

O suicide O Couid not be building. etc. (Specify} .

Determined
3 Homicide

349 DATE PRONOUNCED DEAD (Month, Day. Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes or no) i yes, specify drtver. passenger. pedestrian, mO 0 O 7 5 3

©
ag.
Ja 2y

SDHO06-004

State Form 10110 (R4/3-93) Deathcer/PD |





