* ATTENTION ESTATE: The Social Securi
being requested by this state agenc in order to
pursue its statutory responsibility.
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volumary and thaze wnll be no penalty for refusal.
Local No. %L O, CERTIFICATE OF DEATH State NO. ..evvevnrrernrerenncrnneenns
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PRINT 1 OECEASED-—NAME (Frat Meddie. 2 SEX 3a TIME OF DEATH | 30 DATE OF DEATH (Ao Oey. ¥7)
IN FLORENCE MARIE WALLACE Female 10:56 PM , March 31, 2003
4 *SOCIAL SECURITY NUMBER Se AGE—Lset Brindey | Sb UNDER 1 YEAR | _5c_UNDER | DAY | 6 DATE OF BIATH (Mo. Dey. Y2 | 7. BIRTHPLACE (Cay and State or Foreegn Country)
e [ PR S e 1 | (o
8a. WAS DECEDENT 8b YEAR LAST SERVED N 9¢. PLACE OF DEATH (Check only one S.' ntructions )
A US. VETERAN? US. ARMED FORCES? HOSPITAL Q — B oTHER D Nursing Homa D Other (Spoctys
No N/A 0 er/0upeten ] DOA I = Residence
80 FACRITY NAME (¥ not instsution. give street and number) 9¢c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT St. Mary Medical Center Hobart Lake
10. MARITAL STATUS 1t suavwwc SPOUSE 120. DECEDENT'S USUAL OCCUPATION (Give kind of work 120. KIND OF BUSINESS/INDUSTRY
( . wifs. prve manden name) done durng most of working e Do not use retired) r\)
Married Fred Wallace Homemaker Home iy
130. RESIDENCE—STATE 13. COUNTY t3c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER b
IN Lake Hobart 1612 E. 34th Place b
13 2P COOE | 13 INSIDE CITY UMITS | 14 CITIZEN OF 1S WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Americen Indisn. 17. DECEDENT'S EDUCATION
Ono X ves WHAT COUNTRY? WMo O Yes  (fyes specty Cuban Black. Whee. et (Specily only nghest grade compietedh
46342 [ ovarame  JUSA. | emmAemAe (Soecty) BamerirySecondsry BTD | Cotege 14005 73
No O Yes White 12 <o
PARENTS 18 FATHER'S NAME (First Middie. Las0 19. MOTHER'S NAME {First Middle. Marden Surneme) WA
Lee VanGilder Letha Findley O
INFORMANT 200, INFORMANT'S NAME (Type/Prind 200 MAIUNG ADDRESS (Street and Number or Rursl Route Number. City or Town. Stase. Zip Code) ..WM
_/’7 Fred C. Wallace "-'7 1612 E. 34th Place, Hobart, IN 46342 Musband
21 METHOD OF ousvosmoufa Ertombment 21b. OATE ANO PLACE OF DISPOSITION (Neme of cemetery, cremetory. or 21c. LOCATION—City or Town. State
X sure O Cremawon [0 Removel trom State other place} Apr 3, 2003 I
0 conaton T Oweer (Sp0ci) Calumet Park Cemetery Merrillville IN
DISPOSITION 220 EMBALMER'S NAME. 22b. EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
James J. Krause FD01006463 Bre  Ove =3
24 mﬂ&,w FWERAL DIRECTOR 24b  LICENSE NUMBER 25, NAME ADDRESS. ANO LICENSE NUMBE! rum HOME *
; : (ol Liconaee) Rees Funeral Home, Inc, @03&&9” -
AT .| FD01006463 600 W. Old Ridge Roa;gg@bart, IN'4634‘§40488
"‘ jfr:'ig“‘“' Do not enter nonsoecihc terms. Such 88 CArdiec or respTetory ) 5 : : Apg
MAEDIATE CAUSE (Frial , Cardig:Réppimatory ArrestP‘_L_E D et
Gmeess §r condeion STy g :
causE OF rossmrg n bt ! Z @@n;’égﬁ‘vrecmgmﬁlac Failur rr
Rl i g S A LA
g e unautyng DUE TO (OR AS A CONSEQUENCE OF) HEN R StiG \JCH‘—'
¢ Hypertension STEP UD\TOR
PART H Other exget °C 0 0 deeth but not oreviously ststed n Part ! 27 WAS DECEDENT 28a WAS AN AUTOPSY | 280 WERE AUTOPSY FINOINGS
PREGNANT OR 3G DAYS PERFOPMEDT AVARABLE PRIOR TO
POSTPARTUM? {Yes or nol COMPLETION OF CAUSE
Pericarditis w/ Effusion “No ™ No o
o
29¢. CERTFIER N CERTIFYING PHYSICIAN  To the beet of my knowiedge. deeth occurred at the bme. date. and place. and due 10 the causel(s) ss siated.
:,,c_,h'"w’ [J HEALTH OFFICER On the basss of ondjor & in my opumon. death occurred et the tme, date. and Diece. and due to the cauesls) a8 siated
0 CORONER _Qn the bes of and/or 10 My 0P, desth Occurred Bt the bme. dets. snd place. and due 10 the cause(s) end manner se seted.
29 SIGNATURE AND TITLE OF ER —_ 29¢. MEDICAL LICENSE NO 29d DATE SIGNED (Month. Dey. Yeer)
CERTIFIER @123:« 01031797 April 3, 2003
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Prind
Shashikant R Rane MD 10 N. Michigan Avenue, Hobart, IN 46342
HEALTH 31. HEALYH OFFICER'S SIGNATURE T OATE FILED (Month. Dey. Yesr)
OFFICER &;‘:A@,,, I ‘R'LF;L w3 20673
7
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%&(DESCRIBE HOW INJURY OCCU

33 MANNER OF DEATH 348 DATE OF INJURY 34b TIME OF 3Mc INJURY AT WORK?
{Month. Dey. Year) INJURY {Yes or no}
m Netursl a Panding
Investigaian
O accen

34a PLACE OF INJURY — At home. farm_ street. factory. office
dudding. etc {Specdy)

38 LOCATION (&.UWGB&. Numbar. Cty or Town Stake)

34g DATE PRONOUNCED DEAD (Monch. Dey. Yeer)

340 MOTOA VEHICLE ACCIOENT? (Yes or no) N yes specdy driver. pessenger. pedesiren. ec.

o
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