\TTENTION ESTATE: The Socia! Security # is
ing requested by this state agency in order to
rsue its statutory responsibility. Disclosure is
luntary and there will be no penalty for refusal.

CERTIFICATE OF DEATH

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

INDIANA STATE DEPARTMENT OF HEALTH

State No.

IPE/PRINT i DECEASED—NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month Oay. ¥r)
IN ROBERT C. SANDERS SR. Male 8:40 P, | October 02, 2002
RMAN ENT 4. *SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday S5b. UNDER 1 YEAR Sc. UNOER 1 DAY | 6. DATE OF BIRTH (Mo, Dsy. Y 7. BIRTHPLACE (City and State or Foreign Country)
(Years) Months Days Hours Minutes i
LACK INK | 359-01-3247 January 22, 1914[St. Louis, Missouri
8s WAS DECEDENT 8b YEAR LAST SERVED IN 9a_PLAGE OF DEATH (Check only one See msouclied
AUS VETERAN? US. ARMED FORCES?
N/A m)@ Inpatient OTHER [ Nursing Home [ Other (Qz)
NO / 0 ER/Outpsvert (J DOA [m] Residence o
9b FACILITY NAME (f not institution, give streat and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d CNY OF DEATH
CEDENT .
Methodist Hospital - Southlake Campus Merrillville Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND*P™BUSINESS/INDUSTRY
(Specify) (if wite. give maiden name) done during most of working life. Do not use retired}
Married Pauleene Cavitt Millwright U.$£ISteel
13a RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Merrillville 1110 West 56th ﬂ‘ venue
13e ZIP CODE | 13f INSIDE CITY LIMITS ] 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, "MECEDENT'S EDUCATION
4 64 1 0 an Yes WHAT COUNTRY? No [ Yes (f yes. specify Cuben Black. White. etc (Smonly highest grade compieted)
13g. ON A FARM? U .S . A Mexican Puerto Rican. etc) (Speciy) Elementary/Secondary (0-12) College (t-4or 5 +)
XH White
No [J Yes
18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middie, Maiden Surname)
RENTS .
James Sanders Leona Singleton .
:ORMANT 208. INFORMANT'S NAME (Type/Print) 20b MAILING ADDRESS (Streer and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Relationship
Pauleene Sanders 1110 W. 56th Ave. Merrillville, IN 4831
« - —
/ 2ta. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. cremstory. or 21c. LQTATION_City or Fown-Statg
s . i s
3 sunal X)@Crammlon [ Aemoval from State other piace) Oc t Ob er 4 b4 2 00 2 - :, . [ e
A 5T
O oonetion O other (Specity) Calvary Cemetery gg}: tag]E ’ In%‘:‘?‘na
(s [
3POSITION 228 EMBALMER'S NAME 22b- EMBALMER 'S LICENSE NO z;( WAS DEATH REPORT%QK‘;@RON&! I
N Y — -
N/A N/A XX o a eSgey (. P S
LR WD B T
24s SIGNATURE OF FUNERAL DIR T 24b. LICENSE NUMBER 25 NAME ADDRESS. AND LICENSg MBER INERAL HOME
. {of Licensee) PRUZIN BROS - F ] LéERV—‘ECE. : #83002453
] . qe . Y e 3 .
N, FDP01009893 6360 Broadway, Me;grl%}‘vﬂ%e, ‘Indiana 46411
v \‘; ~7 = —d
26. PART | Enter the di _IN|uries that caused the desth Do not enter nonspecific-terms. such as cardiac or respiratory Approximate
srrest. shock. or heart faiure List only one c.mn each hne ( i | Interval Between
o ,"'_7 - s Onset and Death
IMMEDIATE CAUSE (Final . \)ﬁ,?] HE Neri” ‘Q
disease or condition DUE.TO Ok AS A CONSEQUENCE OF)
USE OF resulting in death) .
aTH £ -
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF) e 0
rise to the immediate cause. §\ \&
stating the underlying C # - ~ Q
cause last DUE'TO (OR AS A CONSEQUENCE OF ) \ 5 0
d \\ [# Y ?
v
PART Ii. Other significant condions - Conditiof contributing to death-put not Previously stated in Part | 27 WAS DECED WA @ PSY 28b WERE AUTOPSY FINDINGS
o Ag’7‘7 v/ I e "// les 1 'C PREGNANT OR 90 DA Pl AVAILABLE PRIOR TO
C‘ - POSTPARTUM? COMPLETION OF CAUSE
[ }’I/\-A/‘) /’\,‘-) 5124"’\/ (Yes or no) QQ/ 0 OF DEATH? (Yes or no)
| NQ &xo N/A
29a. CERTIFIER XXM CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred st the ime. cate. and place. and dus to the ! (3) 25 stated
{Check only
one) O HeaLth OFFICER On the basis of 4 and/or ' my opinion. death occurred at the time. date. and place. and due to the cause(s) as stated
a CORONER . On the basis of ,‘ g{d/ur 9 v 0 my optnion, death occurred at the ime. date. and place. and due to the cause(s) and manner as stated.
29b. SIGNATURE AND TiTIf OF C IFFER - 29¢c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
. Dl ; —
ATIFIER U 01035793 (O--030__
30. NAME AND ADD%@{RSS O COMPLETED CAUSE DF DEATH (ITEM/A (ry#APnnﬂ ~ n N ﬁg / ] . ey Y
. ) i J / ; iy
n s J g@ g S04 dood Dedy /,
oo _fuonicy )/ Dltudvicn /€y,
\LTH 31 HEALTH OFFICEB%* A L (c, /
FICER ‘\
33 MANNER OF DEATH 348 DATE OF INJURY 346 TIME OF e INJURY ATWORK? | | Jegpd
(Month. Day. Year) INJURY (Yes or no) *s
0 Naturat a Pending 2 ‘
o Investigation 3 /s
Accid .»
ccident 34n. PLACE OF INJURY —At home. farm. street factory. office 346 LOCATION (Street ufc\ Nhﬁ?)er ﬁﬁlﬁrl R&\“N‘:nber City or Town§ State)
a Suicide D Couid not be buiiding. etc. (Specfy) A !
Determined D
] Homicide

ise

349 DATE PRONOUNCED DEAD (Month, Day. Year)

34h. MOTOR VEMICLE ACCIDENT? (Yes or no) I yes. specify driver. pasi

! . . ?, 0—‘

Catthy

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



