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DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

CORONER
USE ONLY

INDIANA STATE BOARD OF HEALTH

CERTIFICATE OF DEATH

State Mo. ...

1 DECEASED —NAME Fust Middle Lasu n 2 SEX, o | 3a TIME OF DEATH | 3b DATE OF DEATH (Monw Day )
MARY E. DUBICH - FEMALE “6:04P w FEBRUARY 12, 1992
4 SOCIAL SECURITY NUMBER Sa AGE—LastBithcay | 5b UNDER { YEAR] 5c UNDER 1 DAY |6 DATE OF BIRTH (Mo Day. Yr} 7 BIRTHPLACE (City and State or Foreign Country)
(Years) Months Oays Hours Minutes .

316-03-6044 A saay ofeRruary d3gFO16BEAVER DAM, KENTUCKY
82 WAS DECEDENT 2 0 GAgA s‘n@ 8 ¢ L0175 95 PLACE OF DEATH (Check oniy one. See nstructions)

A US VETERAN? MED F e

@‘A_L)@'“vaw" OTHER [ Nursing Home [0 Other (Specy)
NO N/A O er;Ouvtpavem [ DdlA B Résidence

9b FACILITY NAME (If not institution. grve street and number)

THE COMMUNITY HOSPITAL

MUNSTER

9¢ CITY, mwN ovk.Ucﬂson OF DEATH

9d COUNTY OF DEATH

LAKE

10. MARITAL STATUS
Specity)

11. SURVIVING SPOUSE
(if wite. grve maiden name)

done during most of working ife. Do not use retired)

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work

120 KIND OF BUSINESS/INDUSTRY

a

No

Yes

46394

139 ON A FARM?
X no O Yes

USA

WHAT COUNTRY?

No [ Yes (f yes. specity Cuban
Mexican. Puerto Rican. etc)

Black, White. etc

MARRIED PETER DURICH HOMEMAKER QWN_HOME

t3a RESIDENCE—STATE 13b. COUNTY 13¢ CITY. TOWN OR LOCATION 13d. STREET AND NUMBER

INDIANA LAKE HAMMOND (P.O.Whiting)l 728-118th Street

13e ZIP CODE | 13f iNSIDE CITY LIMITS | 14 CITIZEN OF 15, W, DECEDENT OF HISPANIC ORIGIN? 16 RACE—Amencan Indian, 17 DECEDENT'S EDUCATION

(Specify only highest grade completed)

{Specrfy)

WHITE

Elememary/Secondary (0-12)

12

College (1-4 or 5 +

18. FATHER'S NAME (First Middle, Last)

WESLEY STEVENS

195 MO THER'S NAME (First Middle. Maidan Surname)

LEGNA. REED

20a INFORMANT'S NAME (Type/Print)

JEANETTE SIEVERS

20b MAILING ADDRESS( Street and Number or

12301 So.East 219th P1l.,Kent WASH. 98031

Aural Route Number. City or Town, State Zip Code)

20¢. Relationship

DAUGHTER

m Bunal

3 oonation

21a. METHOD OF DISPOSITION

O cremavon
D Other (Specify)

a
O

Enmombment

RAemoval from State

INDI

215 "DATE AND PLACE OF DISPOSITION (Narme of cémetery. crématory. or 21c. LOCATION—City or Town. State
oberpiace) EFBRUAR Y. 15, 1992 SCHERERVILL
E
CHAPEL LAWN CEMETERY ’

22a EMBALMER'S NAME

THOS.

OWENS

225 EMBALMER'S LICENSE NO

EDE1001049

23 WAS DEATH REPORTED TO CORONER?

m No D Yes

24a TURE OF FUNERAL DIRECTOR
a - ‘ ! : (}L)'M\

24b LICENSE NUMBER
(of Licensee)

FDE1001049

25 NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

OWENS FUNERAL HOME FDH3007291
816-119th St.,Whiting,IN 46394

26. PART L

IMMEDIATE CAUSE (Final
disease or condtion
resultng n death)

nse to the immediate cause.
stating the underlying
cause last

Enter the
arrest. shock, or heart faiture. List oniy one cause on each hne

njuries. or

Certe

s that caused the death Do not enter nonspecific terms. such as car

Approximate

GO e vt L

1645 CERTFIES VE IS ATRUE AND
K COMPLERRC DY OF THE CERTIEICATE OF

Intervai Between
Onset and Death

DUE TQ

(OR AS A CONSEQUENCE OF})

‘TN“UNHF“"”WE AKE COUNTY

Conditions. if any, which gave

y OV A

o s&2e

DUE TO (OR AS A CéNSEOUENCE OF)

nﬂ/?é”/’w

DUE TO (ORAS A CONSEQUENCE OF)

d

PART it Other signiicant condttions - Condmions contributing to death but nai previously stated m Part |

27 WAS DECEDENT

NO

2&w§§&tm

28b WEF!E AUTOPSY FINDINGS

PREGNANT OR 90 DAYS SLE PRIOR TO
POSTPARTUM? (Yes or no) CAUSE
(Yes or/no) or no)

6‘3"?‘

N/A

29a CERTIFIER
(Check only

one)

@XERYIFYING PHYSICIAN  To the best of my knowledge. death occurred at the ume. date. and place. and due to e *E,a

ed.

D HEALTH OFFICER On the basis of examination and/or investigation. in my opirion. death occurred at the ume, date. and place. and due to the cause(s) as stated

(W] CORONER  On the basis of exammation and/or investigation m my opinion. death occurred at the bme. date. and place. and due to the cause(s) and manner as stated

29b SIGNATURE m}u«z OF CERTIFIER
g hff\/"‘-—u/

S P Al oy

35070

29¢ MEDICAL LICENSE NO.

29d. DATE SIGNED (Month, Day. Year:

FEBRUARY 13,19¢

7905, CALUMET AVE. MUNSTER,

30. NAME AND ADDRESS OF PEASON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print

THOMAS BACEVICH, M.D.

INDIANA 46321

31 HEALTH OFFICER'S SIGNATURE w[‘/‘ /$4{ "7@(’) ?“‘AD

2, DATE FILED (Month. Day. Yeer)
SN 199

33 MANNER OF DEATH

342 DATE OF INJURY
(Month. Day. Year)

34p. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes or no)

340 DESCRIBE HOW INJURY OCCURRED

V094 G

0 Natural 0 Pending
invesugation
O accigem
34e PLACE OF INJURY —At home farm street factory. office 34t { OCATION (Street and Number or Rural Route Number City or Tows ate)
O swede [ Could not be building. etc (Specify)
Determineo
O Homicide 7
st £
34g DATE PRONOQUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) i yes. specify driver. passenger. pedestrian. etc
v
SBHO6-004 State Form 10110 {R2/3-89) CEA CERT PO : ~





