* ATTENTlONegiTA;E The Social Secuntg # t|s

bei t t tat Cy in order to

pursde its statutory responsioiny. Bisciosure s INDIANA STATE DEPARTMENT OF HEALTH
voluntary and there w ‘\é be no penalty for refusal.

Y03 CERTIFICATE OF DEATH State NO. .....ouerrii )

26 PAH § Enter the diseases. injuries. or comphcations that caused the desth Do not enter nonspecificterms. such as cardiac or resp|
arrest. shock. or heart failure List only one.causs on.each line.

LocalNo.. /. .d. L. =C < ..........
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PRINT | OECEASED—NAME  (Fust Madie. Last 2. SEX 3a TIME OF DEATH | 3b DATE OF DEATH (Month. Day, Yr )
IN DOROTHY Lee GRESKO FEMALE 2:25 A, OCTOBER 5, 2002
JERMANENT | 4 *soCiAL SECURITY NUMBER Se. AGE—Last Birthdsy Sb_UNDER 1 YEAR | S5c_UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Y1) 7. BIRTHPLACE (City and State or Foreign Country)
(Yeors) Months Days Hours Minutes 4 AK
BLACKINK | 303-54-4759 53 June 15,1949 |McCrory,
8s WAS DECEDENT 8b. YEAR LAST SERVED IN 98 _PLACE OF DEATH (Check only one. See nsoructions )
?
A US. VETERAN? US. ARMED FORCES ST S omHen 0 Nurang Home 0] Or (Spocry
NO N/ A a eR/Outpavent (] DOA 3 Residence
9b. FACILITY NAME (F not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT
THE COMMUNITY HOSPITAL MUNSTER LAKE
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
¢ y) (¥ wite. gve maden name) done during most of working life. Do not use retired) .
Divorced 7 Homemaker Domestic
13, RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Hammond 421 McCook Avenue
13¢ ZIP CODE | 13f INSIDE CITY UMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—Americen Indian. ™% DeCeDenT's eDuCaTION
n 6 3 2 3 QN Kres WHAT COUNTRY? K No QO Yes {if yes. specify Cuban, Black. White. etc %fy only highest grade completed)
139 ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elemee,(rzf?ondmy 0-12) College (1-4 or 5 +)
X Ove | USA White 175
PARENTS 18 FATHER'S NAME (First Middle. Last 19, MOTHER'S NAME (First Middle. Maiden Surname)
John Richard Armstrong Eva Lee Ross ")
INFORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Streer snd Number or Rural Route Number. City or Town. State. Zpbde) | 20c Reiationship
Donna L. Blackwell 7421 McCook Av.,Hammond,IN 46323 Daughter
21s. METHOD OF DISPOSITION (I Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2ic LOCATIOMCity or Town State
3 sural O Crematon J Removal from State omerpiicd OCtOober 8 ’ 2002 l\a)
L B e R — St, John/St.Joseph Cemetery | Hammownd,IN
DISPOSITION 228, EMBALMER'S NAME 22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
Henry Allen Gray FD299800123 o O ves
24a. SIGNATURE OF FUNERAL DIRECTOR 246, LICENSE NUMBER 25. NAME. ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
/ (of Licensee) F H 1 9 9 O 0 9
Virgil Huber Funeral H
/%AZ@M /LZ% FD29900123 7057 kennedy A

IMMEDIATE CAUSE (Final R W\‘C) W{W@ j(/n/"u&’{('

°"’:" or °°“"$°" DUE TO (OR hS A SZNSEQUENCE on/
-~ n deatl .
Seary O . A . Bl A
wnweth &
SEATH [ WJ{I‘Q
Conditions. i any. which gave C»az\l)ue TO (OR AS A CONSEQUENCE OF)
c

rise to the immediate cause. AL 7 SNMAAY
stating the undert
g the undarlying DUE TO (OR AS A CONSEQUENCE OF)

cause last -
d
STEPHE R }\'4- .
FUSTY T O H
PART It. Other sig d - Conditions contributing to desth but not previously stated in Part | 27 WAS DECEDENT LA m AIJD TOPSY FINDINGS
PREGNANT OA 90 DAYS PERF € PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
No No No
29e. CERTIFIER o CERTIFYING PHYSICIAN  To the best of my koowledga. death occusred at the time. date. #nd place. and dus to the cause(s) as stated
(Chack only
one) O HeaLTH OFFICER On the basis of and/or ih 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. Inmy opmian. death occurred at the time. date. and place. and dus 1o the cause(s) and manner ss stated

29b SIGNATU ND TITLE OF CERTIFIER 29¢c MEDICAL LICENSE NO 29d DATE SIGNED (Month. Day. Yesr)
- - A
SERTIFIER . &30 GG A (m(g( 2

30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) {Type/Print)

UDAYAKUMAR KATHATIYAN. M.D. 110 RIDGE ROAD  MUNSTER, INDIANA 46321
{EALTH 31 MEALTH OFFICER'S SIGNATURE S{M - 47 /&{// 7é, Do DATE FIED (Mon 2 Day, Yeur
S o’ S A I o i - .
JFFICER /| 7 7 4t n 9 ;7 i ?
33. MANNER OF DEATH 34a DATE OF INJURY 34b TIME OF 34c INJURY AT WORK? 34d DESCRIBE HOW INJURY OCCUHRED
(Month. Day. Year) INJURY (Yes or no)
N, | D Pendin
g oo ll\vnthqauon O O 0436 9— Q c
Accident 346 PLACE OF INJURY —At home. farm_ street. factory. office 34f LOCATION (Street and Number or Rural Route Number. Ctty or Yown_ State}
O suicis 3 Could not be building. etc (Specify) C )
Determined
G Homicid: ’
lomicide (/Z oo
34g DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. passenger. pedestrian, etc J
Do io Weig , ¢ ’ '
SR SDHO6-004 State Form 10110 (R6/1-99) 5373 Hohman Auve ~Hammonp IN. v6320 T





