* ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is
voluntary and there will be no pena? for refusal.

Local No. Z(g 4

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

State No. ....

2EED

Fl E/PRINT 1 DECEASED-—NAME (Fyst Middie. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Monen. Dey. Yr)
IN MABEL. FRANCES HARTFIELD FEMAIE 9:25 A , JJULY 17,1998
PERMANENT |+ *sociL secunrr numsea S0 AGE—LamBinhdey | Sb UNDER | YEAR | Sc_UNDER 1 DAY |6. DATE OF BIRTH (Mo, Day. ¥ | 7. BIRTHPLAGE (Ciy snd Siare o Forengn Country)
(Years) Momhs Days Hours Minutes
BLACK INK | 316-54-6374 0 JULY 16,1908 HAMMOND, IN.
8a WAS DECEDENT 8b. YEAR LAST SERAVED IN 98. PLACE OF DEATH (Check only onm. See mstructions )
.S. S. ARMED FORCES?
AuS VETEMNI,\]O v HosPTAL (T inpasem OTHER  KJ Nursing Home [ Other (Specify)
0O _er/Oupasem 3 DOA O resic
9b. FACILITY NAME {# not institution. give street snd number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY QF DEATH
DECEDENT
WILLIAM J.RIIEY MEMORIAI. RESIDENCE MUNSTER LAKE
10. MARITAL STATUS t1. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Sp.cﬁ) (¥ wite, give marden name) done most of working iife. Do not use retired)
TDOWED HOMEMAKER OWN HOME
13a RESIDENCE--STATE 13b. COUNTY 13¢. CiTY. TOWN. OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE HIGHIAND 3111 FRANKLIN ST.
13e. ZIP CODE { 13f INSIOE C! LIMITS {14 CITIZEN OF 15. WASPECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
Q Ne Yes WHAT COUNTRY? No (O Yes {If yes. specity Cuban. Biack. White. stc. (Specify anly tighest grade completed)
13g. ON A FARM? Mexican. Puerto Ricen. etc.) (Soecity} Elementsry/Secondary (0-12) Coflege (14 or 5 + )
46322 v_Ove | U.S.A. WHITE 1204
pARENTS 18. FATHER'S NAME (First Middle, Last) 19. MOTHER'S NAME (First Middie. Maden Surname) Q
FRANK L. JOHNSON CHRISTINE M.PETERSON )
INFORMANT 208. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Cﬂ} 20c. Relatonship
JUDY H. BARRICK 8000 HICKORY LN. LINCOLN,NE. 63510 DAUGHTER
21a. METHOD OF DISPOSITION (] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of Cometery. crematory, or 2le LOCATION—WM Town. State
& Bursal 3 cremauon I Removai from State other place) JULY 21 ’ 1998 i
O Consoon T Oter (5pocty FIMWOOD CEMETERY HAMMONB; IN.
y - " Y
DISPOSITION 228 EMBALMER'S NAME: 22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO conowfivn

HENRY ELARE

EDO1019406

No [ ves -

24a. SIGNATURE OF FUNERAL DIRECTOR

=IO 4

24b. LICENSE NUMBER
(of Licensee)

FDO1006015

25. NAME. ADDRESS. AND LICENSE NUMBER .O'\F‘;%JNERAL HOME
FAGEN-MILLER FUNERAL HOMES FH83003035
2828 HIGHWAY AVE. HIGHLAND, IN. 46322

28. PART ! Enter the diseases. injuries. Or compheations that caused the death Do notenter nonspacific terms. such s cardisc or raspiratory Approximate
arrest shock. or heert failure. List only one csuse on sach line. imerval Between
NS . ° ] Z P Onset and Death
IMMEDIATE CAUSE, (Fingl o Ml A o
cisensie or condition: - L DUE TO (OR AS A c&hseou@acs OF)
CAUSE OF resulting in desth):
DEATH e
Conditions. f any. which gave OUE TO (OR AS A CONSEQUENCE OF)
rise to the unm.dmp;c’lra. | % e
statng the underiwba f; ' ft} G &
cause lest & ] DUE TO (OR AS A CONSEQUENCE OF)
d. - ) -
PART il:Othar igned ondition - C rdihans Gontrpuing to death but not previously stated in Part | 27. WAS DECEDENT 26 WasiN BbTorsiiam | 2| RE AUTOPSY FINDINGS
T . o PREGNANT OR 90 DAYS PERFURMI AILABLE PRIOR TO
POSTPARTUM? (Yas or nod . ; . OMPLETION OF CAUSE
(Yes or no) - L) OF DEATH? (Yes or no)
No | OCT 3 NO
29a. CERTIFIER )@ CERTIFYING PHYSICIAN  Ta the best of my knowledgs, desth occurred at the ime. date. and place. and e'r sa{s) as siated
G O oo o ENR
one) 0 HeaLTH oFFIcER On the bawis of and/or 1N my opinion. death occurred at (MKE and A v RGW‘M
O coroner On the bas:s of and/or \. 10 My opimon. desth occurred at the time. date. and p cQQ UNT.Y stated.
29b. SIGNATURE AND TITLE OF CERTIK[ER ¥ 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Yaer)
CERTIFIER @ ‘ 7
— L (¢ 27) 970 -2~/
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
.
VR. §. GAjLAuY e Galu fOASREe T
HEALTH 31 HEALTH OFFICER'S SIGNATURE " g 32_ D (Month. Dy, Yesr)
OFFICER Y ?’l / 21,1995
33, MANNER OF DEATH 340. DATE OF INJURY 346 TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRELY/ O /
(Month. Day. Yeer) INJURY (Yes or no)
D Netursl D Pending
Invesngation
D Accident
340 PLACE OF INJURY At home. farm. street. factory. othce 34t LOCATION (Street and Number or Rural Route Number. City or Town. State)
D Suicide D Couid not be building. etc. (Specry)
Determined
a Homicide
'aValo . lasy ol
A\ ALY "3 O 4

349 DATE PRONOUNCED DEAD (Month, Oay. Yoer)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) I yes. specify driver. passenger. pedestrian, etc.

45"

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1

o





