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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEAT

State No.

1 DECEASED—NAME
Miriam

(First. Middie. Last)

Dee Bogue

2 sex . _L,> Je.

Fémale

'12:10A,,

TIME QF DEATH

3b DATE OF DEATH tMoneh, Day. vr )

April 18, 2001

4. "SOCIAL SECURITY NUMBER

306-34-7487

5a. AGE—Last Birthday

Sb. UNDER 1 YEAR

Sc_UNDER 1 DAY

(00 2 64| 0 87 O

Hours

Minuf
-~

6. _DATI QFB}BT (Mapu Y .
”Hﬂz{ % 1936 1

IRTHPLACE (City and State or Foregn Country)

Whiting, IN

8a WAS DECEDENT
A US VETERAN? US. ARMED FORCES?

No None

8b. YEAR LAST SERVED IN

9a PLACE OF DEATH (

Check only ane See instructions )

HOSPITAL !X Inpatient

D ER/Qutpstient D

[

M

DOA

e Bt

AR

b Other (Specity)

9b. FACILITY NAME (¥ not institution, give streat and number)

Sc. CITY. TOWN. OR LOCATION OF DEATH

9d COUNTY OF DEATH

Community Hospital Munster Lake
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify), f mfaplve maiden name) done during most of working iife. Do not use retired) .
Married Fred Bogue Surgical Technician Medical
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMSER
IN Lake Griffith 929 W. Glen Park
13e ZIP CODE | 131 INSIDE CITY LIMITS | 14 CITIZEN OF 1S WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—American indian. 17 DECEDENT'S EDUCATION
Q Ne X Yes WHAT COUNTRY? RNO O Yes (If yes. spectfy Cuban, Black White. etc (Specify only highest grade completedd
463 19 13g. ON A FARM? oA Mexican. Puerto fican._etc) (S""‘"ﬂ Elementary/Secondary (0-12) Collqu(i»l ors5+)
K No O Yes U.S.As White

18. FATHER'S NAME (First Middle. Last

Sidney Weiner

1S MOTHER'S NAME (First Middle, Maiden Surname)

Tillie ‘Barton

NFORMA

&
&

208. INFORMANT'S NAME (Type/Print)
David Lipman

20b. MAILING ADDRESS (Street and Number or Aural Route Number, City or Town. State. Zip Coda)

235 'Tst'Ave." NW Carmel,IN 46032

20c Relationship

Son

N
J
RN

21a. METHOD OF DISPOSITION (] Entombmant

»
d\Burul

O oonetion

a Cremation O Removal from State

O Other (Specify)

21b. DATE AND PLACE OF DISPOSITION. (Name of cemetery. crematory. or

other place} Apr i l
Kneseth Isr

20, 2001
ael Cemetery

21c LOCATION—City or Town State

Hammond , IN

NSPOSITION

22s. EMBALMER'S NAME.

b 1

22b EMBALMER'S LICENSE NO

O Yes

23 WAS DEATH REPORTED TO CORONER?

ENO

N5
8

2481 SIGNATYRE OF FUNERAL DIl OR .

2

{of Licensee)

1021590

24b LICENSE NUMBER

25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME

Burns-Kish Funeral Home#3004968
8415 Calumet MUnster,IN 46321

A2

26. PART |

IMMEDIATE CAUSE (Final

Enter the diseases, njuries. or complicationa that caused the desth Do not enter nons
arrest. shock. or heart failure List only one cause on each tine

pecific tarms. such as cardiac or respiratory

Approximate
Interval Between
set and Death

wd

disease or condition

, ] 1.
K Wl prpan fiibir
DUE TO (QR A8’A CONSEQUENCE OF)

&

. resuiting in death) s k
JAUSE OF : . M1 [ R
Conditions. if any. which gave DUE TO (07 AS A CONSEQUENCE OF) m
L 2
Lo e e e o Bottds Tl toadl [tk .
cause last DUE TO (OR AS A CONSEQUENCE OFY
d
MO\ 2 B 9an9
NG LV LU0
PART Ik Other signif - Conditions contributing.to death but not previously stated i Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
rostrARTUMP ETER B@M@AM IN COMPLETION OF CAUSE
(Yes or Eno’g,.g . . . OF DEATH? (Yes or no)
LA O -
29s. CERTIFIER ﬁERTIFVING PHYSICIAN  To the best of my knowiedge. death occurred at the time. date. and place and due to the causel(s) as stated
{Check only
one) a HEALTH OFFICER On the basis of and/or in my opinion. death occurred at the time. date. and place and due to the cause(s) as stated
D CORONER  On the basis of and/or 9 1. 1N my opinion. death occurred at the ime. date. and place. and due to the cause(s) and manner as stated
29b SIGNATURE AND TITLE OF CERTIFIER 29c MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
‘ERTIFIER j/ . 3359 April 18, 2001
X K-‘b)/’w“ v 0043359 - | 4P d
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type,Print)
K. Kalluri, M.D. 800 MacArthur Blvd. Munster,IN 46321
i
EALTH 31 HEALTH QFFICER'S SIGNATURE Ioni ay Y ear)
IFFICER 2 O Egzﬁ /1@ s \

33 MANNER OF DEATH

34s DATE OF INJURY
(Month. Day. Yesr)

346 TIME OF
INJURY

34c INJURY AT WORK?
(Yes or no)

HEALTH hEe™

ror
cAKE COUNTY

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

O Naturst g Pending
Investigation

] Accident

O suce [ Couid not be bulding. etc (Specify)
Determined

O Homcide

34t LOCATION (Street and Numbddriquraiffody Nybb{ Gty or T

34g DATE PRONOUNCED DEAD (Manth, Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

i yes. specify driver, passenger. pedestran, etc

UULldL.

SDH06-004 State Form 10110 (R5/1-99)





