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* ATTENTION ESTATE: The Social Security # is

being requested by this state agency in order to
pursue its statutory responsibiiity. Disclosure, is

voluntary and th Ky Qn enalty kqeg
LocalNo”(;2“...£$“: ......

CERTIFICATE OF DEATH

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

INDIANA STATE DEPARTMENT OF HEALTH

State No.

St Erest et ractsesas et et an

o——

! DECEASED—NAME (First Middle. Last) 2. SEX 3a TIME OF DEATH | 3b. DATE OF DEATH Monen Day. ¥r)
TYPE/PRINT
IN WITTRUP MINNA FEMALE 12:25 PM NOVEMBER 1, 1995
PERMANENT | + *sociaL secunmy numsen Se. AGE—Last Birthday Sb_ UNDER 1 YEAR | Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, vr) 7. BIRTHPLACE (City and State or Forergn Country)
(Yogrs) " Minutes
BLACK INK | 304-58-9393 63 Months  Deys o Maiel AUG.15,1932 DENMARK
8. WAS DECEDENT 8b YEAR LAST SERVED IN 9a_PLACE OF DEATH (Check only one_See mstruchonsge =
A US. VETERAN? US. ARMED FORCES? L~
NO N/A HosPiTAL - Enpatent OTHER [ Nureing Home [ Other (Specgy-y
[0 eR/Quipsvert [ DOA ] Residence g
9. FACILITY NAME (f not insttution, grve street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9 COUN‘IYf'dF DEATH
DECEDENT o
ECE METHODIST SOUTHLAKE CAMPUS MERRILLVILLE
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND QEBYSINESS/INDUSTRY
(Specify) (K wite_grve marden name) done during most of womnkl‘h. Do not use retired)
1ED JAKGB WITTRUP ART TEACHE GARY SGHOOL SYSTEM
13a. RESIDENCE—STATE 13b. COUNTY t3c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER <o
INDIANA LAKE CROWN POINT 3464 HIGHLAND GQOURT
13e 2iP CODE | 13f INSIDE CITY LIMITS [ 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian. 11 RBCEDENT'S EDUCATION
Q Ne o8 WHAT COUNTRY? HXo (I ves  f yes. specify Cuban. Black, Whee. etc. (Spapfy-gniy highest grade completed)
Mexican. Puerto Aican. etc.) (Specify) Elem S ) Y
13g ON A FARM? entary/Secondary (0-12) Coliege (1-40r 5 *+)
46307 | ° WHITE 51/2
K No (] Yes J.S.A.
PARENTS 18 FATHER'S NAME (First Middle. Last 19. MOTHER'S NAME (First Middle. Maiden Surname)
KARB BROK METTE BUUS
INFORMAN 20a. INFOAMANT'S NAME (Type/Print 20b. MAILING ADDRESS (Street qnd Number or Aural Route Number. City or Town. State. Zip Code) 20¢ Relstionship
-—) JAKOB WITTRUP ) 3464 HIGHLAND CT.,CROWN POINT,IN 463032 HUSBAND
—— — < -y

2ta

@&mnl

a Donation

METHOD OF DISPOSITION

O cremation
D Orher (Spectfy)

O &ntombment

O Removal trom State

other pisce)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or

NOVEMBER 4,1995

CHAPEL LAWN MEMORIAI GARDENS

T

21c g??:AﬂON»:C:w or Tf‘;w_f State-.
,“SCHERERVILLE
~INDIANA -;

DISPOSITION 22

EMBALMER'S NAME

RUSSELL KRAFT

22b EMBALMER'S LICENSE NO

293100105

23 WAS DEATH REPORTED T

XXno 0O ves’

0 CORONER

1

24a

26

CAUSE OF
DEATH

IMMEDIATE CAUSE (Finai
disesse or condition
resulting \n death)

E OF FUNERAL DIRECTOR

Z QT

24b. LICENSE NUMBER
{of Licensee)

1010711

25. NAME, ADDRESS. AND LICENSE NUMBER'OF FUNERAT

Burns Funeral -Home ,10101C %j;qadway
Crown Point,In 46307 FDH83002445

PART |

hcations that caused the death Do nat enter nonspecific tarms sUch as cardiae or resgiratory

Enter the disesses injuries, or
srrest. shock. or heart failure. only one cause on each iine

. _CARCINGEA

s

COVL UK

T

l—l Vel

mE"W’WEL

Approximate
Intervai Between
Qnset and Death

L+ AAC

DUE TO (OR AS A CONSEQUENCE OF)

Conaitions. f any. which gave
rise to the immediste cause.
statung the underlying

cause last

DUE TO (OR AS A CONSEQUENCE OF)

DUE TO (OA A N|

QUENCE

PART Il Other signif s -

29a. CERTIFIER

(Cheack only
one)

O HEALTH OFFICER On the bams of

27 WAS DECEDENT.

POSTPARTUM?

PREGNANT OR 30 DAYS

28s. WAS AN AUTOPSY
'PERFOAMED?
(Yes or no)

NO

28b. WERE AUTOPSY FINDINGS

AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

N/A

and/or

0 coroner On theySasis oexay efion and/or

e. and piace and due to the cause(s) as stated

in my apinion. death occurred at the time. date. and piace. snd due to the cause(s) as stated

N my opinion. desth occurred at the ime. date. and place. and due to the cause(s) and manner as stated.

CERTIFIER

29 SIGNATURE AND TITLE OF CERTIFIER (
> ‘:
N !

29¢c. MEDICAL LICENSE NO

e300 o F

29d

DATE SIGNED (Month. Day. Year)

n-6-9

S -

HEALTH
OFFICER

‘1 30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH GTEM 263 (Type/Print)

Dr. B Baraj,
2 7 K

5>

o~

e

#B5% . 83th, Merrillvidle "IN 46410

a3

MANNER OF DEATH

0 Pending
investgaton

3 Naturat

34a DATE OF INJURY

{Month, Day. Year)

3J4b TIME OF
INJURY

34c INJURY AT WORK?
{Yes or no)

DATE FILED ( Dgy. Yeer)
L‘Pmm

34d. DESCRIBE HOW INJURY OCCUE’RED

O accigent

0 sucige 0 could rot be
Determined

0 Hommcide

building. etc. (Specify)

34a. PLACE OF INJURY —At home. farm. street. factory. ofhice

34f LOCATION (Street and Number or Rural Route Number. City or Town. State)

01uus35

34g. DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

If yss. specify driver. passenger. pedestrian, etc

&)
e

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1

(Tsh





