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INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH State No.

-

ORIGINAL

A R I I I I S A T A S

LocalNo. ...........
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PRINT 1 DECEASED—NAME (Frrst Miuddie. Last) 2. SEX 3a TIME OF DEATH | 3b. DATE OF DEATH (Mo Owy. vr) |
IN Berneice Jones Female 11:58 pu |November 25, 2001
, 58. AGE—Lsm Birthda Sb. UNDER 1 YEAR Sc_ UNDER | DAY | 6. DATE OF BIRTH (Mo, Day, ¥r) 7. BIRTHPLACE (City and State or Forewn C )
pERM AN ENT | 4 *SOCIAL SECURITY NUMBER reem y —— o Y ountry|
BLACK INK 308-32-2932 January 6,1912 Shaw, Mississippi
8s WAS DECEDENT 8b. YEAR LAST SERVED IN S8 PLACE OF DEATH (Check only one.See mstructons )
A US. VETERAN? U.S. ARMED FORCES?
HOSPITAL | 00 inpatrent otHer [ Nursing Home  [J Other (Specity)
No N/A O er/Outparert ] DOA XA &
9b. FACILITY NAME (¥ not mstituton. give street snd number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d COUNTY OF DEATH
DECEDENT
2101 Taft Street Gary Lake
10. MAHITAL STATUS 11. SURVIVING SPOUSE 128 DECEDENT'S USUAL QOCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity] {¥ wife. grve manden name) done durmg most of working ife. Do not use retired)
Wldowed N/A Housekeeper Hospital
13a. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 2101 TafsdStreet
13e. ZIP CODE | 13t INSIDE CITY LIMITS | 14 CITIZEN OF 15. W, CEDENT OF HISPANIC ORIGIN? 16. RACE—American indisn. CD 17. DECEDENT'S EDUCATION
46404 O ne XXven WHAT COUNTRY? =Ne O Ves f yae, specity Cuban, Bisck. White, etc P {Spocdy only highast grade complesech
139 ON A FARM? Mexican. Puerto Rican. etc) (Specity) ¢ 5mmy/$ocononry (0-12) | Cobege (1-40r5 +)
¥EXno O ves USA Black ilth
PARENTS 18. FATHER'S NAME (First Middie, Lasd 19. MOTHER'S NAME (First Middie. Madont’wnpmq)
Shep Byrd III Alberta Dunn  ..:
INFORMANT '20l INFORMANT'S NAME ( Type/Prvi) 20b. MAILING ADDRESS (Street and Number or Aursl Route Number. City or{@- State. Zip Code) 20¢. Relstionship
Jacquline D. Jones 2101 Taft Street Gary, Indian@>46404 Daughter
21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or ‘MOCATION—Cny or Town, State
AX Burai 0 cremation [0 Removai from State other place) NOVembe r 2 9 > 2 0 O ]' S
O conaton [T Other (Specrtyr Fern Oak Cemetery Griffith, Indiana
DISPOSITION 22s. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23 WAS DEATH REPQRTED TO CORONER?
Pafrician Owens #08700298 Bfe  Ove
Ol 24b. LICENSE NUMBER 25. NAME ADDRESS AND LICENSE NUMBER QF FUNERAL HOME
; (of Licansee) % Allen Funeral Director, Inc.
\ 2959 West 11EH Avenue
#08700646 Gary, Irrglana 46404 83007704
28 PARTI Enter the 2, njuresior that caused the desth Do not enter nonspecific terms. such as cardiac or respiratory : o Approximate
arrest. shock. eart failure. List only, one cause on sach ling N ) Interval Between
L Onset and Death
IMMEDIATE CAUSE (Final . (‘ NN AN AL m O&Mex{ S
disease or condition " DUE TO (OR AS A CONSEOUE K
CAUSE OF resulting in deeth) \/\k ey LT
b
DEATH Conditions. # any. which gave DUE rcﬁoa AS A CONSEOUENCE OF}
— rige to the immadiate cause. .
L NG he underlying DUE TO (OR AS A CONSEQUENCE OF)
(‘( use last
T d
l'\ PART 1 Ot signt E gonmbuting to death but not previously stated m Part | 27 WAS DECEDENT 2Ba WAS AN AUTOPSY | 28b WERE AUTOPSY FINDINGS
—~ PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
T POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
qt (Yes or no) OF DEATH? (Yes or no)
“3\ ya NO N
' 29e. CERTIFIER %ERTIFVING PHYSICIAN  To the best of my knowiedge. desth occurred at the ime. date. and place. and due to the cause(s) as stated
{Check ont -
C_,: one) o O reaLth QOFFICER  On the basis of and/or i My opinion. death occurred at the time. date. and place. and due 1o the causels) as stated
X O coroner on the bams of 74}‘01 . In My DPInion. death occurred at the ime. date and place. and due 13 the cause(s) and manner as stated
290 SIGNATURE AN TLE OF CERTIFIER 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month Day. Yeer)
YN /2 0630 %f 2o
30 NAME AND ADDRESS OF PEASON WHO COMPLETED CAUSE OF DEATH (’TEM 26) (rypc/Pnnl) .
Y ) 60./\4, 4@4
i %omm | oq
HEALTH 31 HEALTH QFFICER'S SIGNATURE lﬁ I 32 DATE FILED (Month. Day. Yeer)
OFFICER 1 DEC 17 100
33 MANNER OF DEATH B J4c INJURY AT WORK RY OCCURRED
INJURY (Yes or no)
Natursi D Pendng
N Investgaton J L 2 8 2005
O ceident a 34n ALACE OF INJURY 2. &t home, farm street. tactory. othice J4t LOCATION (Street and Number or Rursi Route Number. City or Town State)
Suicide Could not be buding. stc. (Specy)
o ““ . Determmeda STEPH EN R STlG LlCH
larmcide
1A NTY AUDITOR - \)
J4g VATE PRONQUNCED DEAD (Month. Day. Yeer) 34h MOTOR VEHICLE ACCIDENT? (Yes or noi i yes. specy drver. passenger. pedestrien. etc 0 O 1 96 '? .<
o \%‘/\
///V[/r a > vc
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