INDIANA STATE DEPARTMENT OF HEALTH

DEATH e
Conditions. f any. which gave

rise to the immediate cause,
stating the undertying
cause last

Lo A ’ ) 1
e U e CERTIFICATE OF DEATH State NO. . ovveeeiaeeaiie
TYPE/ PR'NT 1. DECEASED—AME  (First. Middie. Last) 2 SEX 3s TIME OF DEATH | 5b UATE OF DEATH (Menm Osy vr)
IN Henderson Townsend Male 1:25 P, March 4, 1993
PERMAN ENT 4 SOCiAL SECURITY NUMBER S5a AGE—Last Birthasy S5c UNDEr { YEAR 5c UNDER ) DAY | 6 DATE OF BIRTH (Mo. Day. Y1) 7 BIRTHPLACE (Ciy and State or Foreign Country)
426-1 6-—288 1 (rears) Months Days Hours Minutes 1 . . - -
BLACK INK January 23,1917 Natchez,Mississippl
8s WAS DECEDENT 8b. YEAR LAST SERVED IN 9a PLACE OF DEATH (Check only anz. See instrStions.)
A US VETERAN? US ARMED FORCES? - -
Yes 1946 HOSPITAL B nosuem l OTHER [ Nursing Home L) Other (Specify)
D £R/Ourpatient D DOA D Residence
9b FACILITY NAME (If not instituhon, give street and number) 9c. CITY, &OWN OR LOCATION OF DEAT 8d. COUNTY aipféTH
DECEDENT Methodist Hospital Northlake ary ake
10 MARITAL STATUS 11 SURVIVING SPOQUSE l 128 DECEDENT'S USUAL OCCUPATION (Give kind of work {2b. KIND OF BUSINESS/INDUSTRY
frli_ ed i1t wite. give matden name) | done auring most of working ite. Do not use retired}
Mamie Jackson | Laborer USX Steel Corp.
13a. RESIDENCE—STATE 13b COUNTY 13¢ CITY TOWN. OR LOCATION 13¢ STREET AMND NUMBER
Indiana Lake Gary 1309 Van Buren Street
138 2P CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 168, RACT-~American Indian, 17 DECEDENTS EDUCATION
O Ne [XVYes WHLT COUNTRY? ¥ [ ves {f yes. specity Cuban, Bizck, White, etc (Specify only highest grade complated)
Mex:can Puerto Ricen. etc) (Soncify) ) - +
13g ON A FARM? US A - t:lementary /Sgcongary (0-12) Coliege (1.4 or 5 +)
46407 xx Black Leh
o _ (0 No L] Yes {
P‘APENTS 16 FATHER'S NANE (Fust Middie Last ' I 19 MOTHER'S NAML. (First. Middle Maiger Surname}
' Timothy Townsend .l Hattie Cumnings
208 INFORMANT'S NAME (Type/Print} 20t MAILING ADDRESS (Street and Number or Rural Route Number. City or Tawrl Ne 2ip Code) 20c, iationship
INFORMANT Mamie To send 130 Van Buren ST. Ga\'y ,lndlana 46&7 Wife
21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, of 21 maA?ION—Clly or Town. State
7 O suriat 3 cremavon memoval from State other place) March 9 > 1
1 o e . . .
O ponation  other (Specify} Loca 1 thez R D{l ssissi pp i
DISPOSITION 222 EMBALMER'S NAME 22b EMBALMERS LICENSE NO 23 WAS DEATH REPORTED (PO ORONER?
Roosevelt Allen Sr. #010 e Dve o 83007704
a SIGNATURE FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME. ADDRESS. AND LICENS] ER_OF FUNERAL HOME
(of Licensee) Cuy en Fum Directors, Inc.
(< )_Q 08700298 P959 W. 11th Aveﬂse Gary,Indiana 46404
26 PART | Enter the diseases, ihjuries. Or compiications thaticaused the desth Do rotenter nongpecitic terms; such as.cardiac or respirdtory Approximate
arrest. shock. or heart failure List only one cause on each line Interval Between
Oneset anct Deatn
IMMEDIATE CAUSE (Finel . A S0 ¢ ol O,mm a)S‘ YNiao)
auu:u or condn;on DUE {0 (OR AS?« CONSEOUENCE OF) P g /_,
resulting in death’ /
CAUSE OF ° Nt Sl > z} -

DUE TO (dﬁ AS A CONSEQUENCE OF)

DUE TO (OR AS A CONSEQUENCE OF)

d

PART li. Other signiicant conditions - Conditions contributing 1o Jeatt: dut ot pr evdusl, staies in Part | 27 WAS DECEDENT

e
" { 28 ‘WERE AUTOFSY FINDINGS
PREGNANT OR 90 DAYS | f

' 1™ AMAILABLE PRIOR TO

|
. p !

POSTPARTUM?T
(Yes or no)

BOMPLETION OF CAUSE

TEDEATH? L Yes or no)

A’, Y S ) . :/,7 RPN N P
f { Lopll /éf ZdeE
[t f 7(//0 i

no

298 CERTIFIER
{Check only
one)

F -
J8{(:5!-'(1’IF‘VIING PHYSICIAN  To the best of my knowisdge gaath occurred at the time. date, snd place. and due to the c-uogfo} as stated

et

[T HEALTH OFFICER On the basis of examingtion and/or investigation. 11 my opinion, death occurred at the time. date. and place. andgdyny to the cause(s) as stated

O COHONER On the bas:s of and/or y 1n my opnion. death occurred et the time, date. and pisce. and due to the cause(s) and manner as stated

290 SIGNATURE AN/(I LE OF CERTIFIER M 298¢ MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
CERTIFIER '-’Q G2 /'S 7
30 NAME AND ADD%SS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type /Print) & \ ’
Dr. Dalal 3229 Broad ,464
HEALTH 31 HEALTH OFFICER'S SIGNATURE ) 32. DATE FILED (Month, Day. Yeer)
OFFICER @z ’ MWAR 1 B 1983
33 MANNER OF DEATH= | - 34z DATE OF INJURY 34b TIME OF . 34c. INJURY AT WORK? 34d DESCRIBE HOV/ INJURY OCCURRED
(Nonth, Deay. Year) INJURY (Yes or no)
3 Natural D Pending
invasngmon
0 accrent
CORONER 34e PLACE OF INJURY—A1 home. farm. street. factory. oftrc: 34f. LOCATION (Street and Number or Rural Route Number. City or Town. Sme)
- seicide - [ Coulgnotve - buillding. etc (Specify)
USE ONLY N Determined Q
0 o 0CT 8 2003 X
34g DATE PﬁQNO\‘JNQED _'DEAb {Mpnth. Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no} I yes. specify driver, passe _rfcéad‘m O 0 0 '74 q]\m
STEPHEN R. S1l U
LAKE COUNTY AUDITOR
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