* ATTENTION ESTATE: The Social Security # i
being requested by this state agency in order to

HAMlLTON COUNTY HEALTH

/{3 9-218-%)
PARTMENR>

pursue its statutory responsibility. Disclosure is P
voluntary and there will be n refusal.
v g"*g’g CERTIFICATE OF DEATH State No. ... Zy............. e
Local No. ...........2. 0.2 L. .. Am o ] !
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 ‘] L3 L;» L ﬂ = a2
1_ DECEASED—NAME (First, Middle, Last) 7 SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH {Month, Dey, ¥7)
Lillian-Mildred Ryan Female | 5:30 P. ugust 13, 2003
4. *SOCIAL SECURITY NUMBER 5a. (QGEr.-Last Birthday 5b_UNDER 1 YEAR | 5c. UNDER 1 DAY | . DATE OF BIRTH {Wo, Day, Yt} 7_BIRT E (City and State or Foreign Country)
ears, Months Days Hours _ Minutes . X
309-42-6109 December 7, 1922 1@hltlng, Indiana
™ 8a. WAS DECEDENT7 8b. EESN}\;GSB gEs\(l:Eg,IN (Check only one. See insfructions)
? AU.S. VETERAN? .S. ARMED FO! ? HOSPITAL [] mpatient OTHER [ Nursing Home Other%ify)
a Yes 1945 [ erioutpatient [J DOA B Residence
o!) 9b. FACILITY NAME (If not institution, give street and number) 9. CITY, TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH

89 Hawthorne Drive

Carmel

Hamilton

10. MARITAL STATUS 11. SURVIVING SPQUSE 12a. DECEDENTS USUAL OCC PA lON (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY

iy) (If wife. give maiden n. } done durmb of wor“ 0 not use retired) .

idowed Y anager Machme Shop
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER

i
- Indiana Lake Crown Point 11:Walmlt Parkway
13¢. ZIP CODE | 13t INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. €. EDUCATION
ONo B ves WHAT COUNTRY? B No [0 Yes (if yes, specity Cuban, Black, White. etc - "O (G’p&ny o:@@cs completed!)
13g. ON A FARM? Mexican, Puerto Rican, etc.) Specify) K ;ﬁmentaryISeconua,Mo{jz; College (1-4 or 5 +)
4630/ B No [ ves USA Whlte ;: _: —42 C £ 2

18. FATHERS NAME (First, Middle, Last)

Marian Javorcic

19, MOTHER'S NAME (First Middie, Maldetrg;maqle)

Agatha Hé;acrﬁ

o)

20a. INFORMANT'S NAME (Type/Print)

Michael J. Ryan

Chlacts .

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City, or Tcrwrﬁstare @Code){l

2241 N. Coldspring Rd., Arlington Helghts,AL 60004

-24¢. Relationship

Son

21 a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LOCATYGRI City or Town, State
B surial ] cremation [ removat from State other place) August 1 6, 2003
O oonation L1 other (specity) SS John and Joseph Cemetery Hammond, Indiana
g 22a. EMBALMERS NAME: 22h. EMBALMERS LICENSE NO. 23. WAS DEATH REPORTED TO CORONER?
> [
=2 e =
TEEE Jason C. Stroup P ~'FD09200100 Mo [ ves
T oo E 243, SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME "ADDRESS, AND LICEN F, ERAL HOME
IOITGC L Smlth Y FHE560340Y
Flanner & Buchanan Funeral Center-Carmel
/e ED001019228 325 Fast Carmel Drive, Carmel, Indiana 46032
26. PART (. Enter the diseases, |n1unes or compm:ahons that caused the death. Do not enter nonspecific terms, such as cardiat or respiratory Approximate
arrest, shock, or heart failure. List only one-cause on-each line. interval Between
- Onset and Death
IMMEDIATE CAUSE (Final ) Cl,w,&,, W
disease or condition DUE TO (OR AS A CONSEQUENCE OF) %T%"
resulting in death) AT @
b. P ~ARAE N
™ . . \“\1 \V U=
Conditions, if any, which gave DUE TO (OR AS A CONSEQUENCE o ME
rise to the immediate cause. ! —F”—
stating the underlying Y N,
cause last DUE TO (OR AS A CONSERU! E OF)
d.
PART il. Other smnlﬁcan. canditions - ] Condmons contnbutmg 1o death but not previously stated in Part 1. 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
[ ( L..L‘-Q, A PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
= POSTPARTUM? (Yas or noy COMPLETION OF CAUSE
o) (Yes or no) OF DEATH? (Yes or no)
| No 0 N/A
ol 29a. CERTFIER E GERTIFYING PHYSICIAN To the best of my knowledge. death occurred at the time, date, and place, and due to the cause(s) as stated.
(Check anly
) one) D HEALTH OFFICER  On the basis of and/or i in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
-} D COIONER ©Cn the basis of and/or i in my opinion, death occurred at the time, date, and place, and due to the cause(s) and manner as stated.
29b. SIGNATYURE ANG TITL.E OF ZERTIFIER 2 29¢c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month, Day, Year)
/s 9 -
W (Gt MU Lo~ 40 010215504 Avaguet 21, 2003
';E 30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
o Robert D. Nation, M. D., 8450 Payne
31. HEALTH mu
= wuup
2S
Q r_: - 33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF
T O ca
» E T O (Month, Day, Year) INJURY
> O ﬁ &) D Natural D Pending
(ol o = igati
S :: £ = D Accident investigation
Qs e 8 34e. PLACE OF INJURY~At home, farm, street,
e =T [ suicie [ could not be building, etc. (Specify)
o A F Determined
£ o 2 D Homicide
Qo oE
» =
Z %’ “E 8 349. DATE PRONOUNCED DEAD (Month, Day,Year) | 34h. MOTOR VEMICLE ACCIDENT? (Yes or o) If yes, specify driver, passenger, padestrian, etc. ~
EEGO )@
- - b o S
SDH06-004 State Form 10110 (R6/1-9) TICOR TITLE PNSURANCE (o





