INDIANA STATE DEPARTMENT OF HEALTH

L7

ocalNo. ...... CERTIFICATE OF DEATH State NO. ..oovvvvieiiniininn...,
TYPE/ PRI NT 1. DECEASED—NAME  (First, Migdle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH Month, Day. vr)
N Cruz T. Torres Male 3:05a September 18, 1992
PERMAN ENT 4 SOCIAL SECURITY NUMBER 5a AGE—Last Birthaay Sc ' NDER 1 YEAR Sc. UNDER t DAY j 6. DATE OF BIRTH (Mo. Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
3 l 3 - 3 O - 6 O 9 5 (Years) Months Davs Houre Minutes
BLACK INK 75 Oct.. 1, 1016iPuerto Rico
8a. WAS DECEDENT 8b. YEAR LAST SERVED IM 9a. PLACE OF DEATH (Check only one. See instructions )
A US. VETERAN? US ARMED FORCES? it A [l
RCS2iTAL B inpatent otHER [ Nursing Home O other (Specify)
No | —mememe- QTHER.
D £3/Qutpatient Z poa O Residence
gb FACILITY NAME Uf not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
JECEDENT ‘ .
St. CAtherine's Hospital Fast Chicago Lake
10 MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give king of work 126 KIND OF BUSINESS/INDUSTRY
(Soecifyl Uf wife. give maiden name) done during most of working life. Do not use retrea)
Married Herminia Munoz Retired Steelworker INland Steel Co
132 RESIDENCE—STATE 13b COUNTY 13c CTY TOWN OR LOCATICON 13d. STREET AND NUMBER
. . 1909 - 138th
INdiana Lake East Ch icago
13e Z!IP CODE | 13f INSIDE CITY LIMITS [ 14 CITIZEN OF 15 WAS DECEDERyT OF HISPANIC ORIGIN? 16. RACE—American Indian. 1MCEDENT'S EDUCATION
7 No x'—}((es WHAT COUNTRY? C No Erves (If yes. specify Cuban, Black White. etc (Soemwy highest grade completed)
46 3 l 2 133 ON A FARM? \ Mexican Puerto Aican. etc) (Specify) E!ememary/Sewry 0-12) College (14 or 5 = ;
P . .
Gono D ves Uusa Puerto Rican White 12
PARENTS 18. FATHER'S NAME (First. Middie. Last} 19 MOTHER'S NAME (First. Midale. Maiden Surname)
Santos Torres Amelia Irizarry <o
INEFORMANT 20a. INFORMANT'S NAME (Type, Print} 206 MAILING ADDRESS (Street and Number or Rural Route Number. City or Town, State, Zip M 20c. Reiationship
Herminia Torres 1909 - 138th East Chicago, In & Spouse
21a METHOD OF DISPOSITION [ Entombment 216”BATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LOCATION-Siehd or Town. State
ESunal O cremauon O removal from State otHer piace} S ep t . 2 l ’ l 9 9 2 N
O oonanon [ Other tSpeciry) Ridgelawn Cemetery Gary,\@ndiana
DISPOSITION 228. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED TO CORONER?
Anthony S. Rendina Jr. FD,.01010402 Givo  Dlves
24a SIGNATURE OF FUNERAL DIRECTOR 24b LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
h W Rendina F. Home FH 83007819
FD01010402 5100 Clevland St NGar_x, In 464
?
26 PARTI Enter ghe diseases imjures ar complicatons i sed the death! Do not enter nonspecific terms, such as cardiac or r@spitatory Apprcxnmare
arrest. shock, or heart faiiure List only on: an each line /-) InferVa! Betwesn
IMMEDIATE CAUSE (Final ) Z /1/5/ ,Z //¢ Q@M W </
disease or condition 3 (OR AS A CONSZG‘—JENCE OF) /
CAUSE OF resuiting in death) 2
DEATH J - =
Conaitions, # any. which gave (gr AS A CON CUENCE OF) ,é m/v_
rise to the immediate cause = ; ,L/// (__.7 = /Yr(-
| c
stanng the underlying “DUE TO (OR AS A CONSEQbENCE o
cause last
d 7
PART 11 ?lgnlflcam conditions ;\Condmons contributing o death but not Dreuaéy stated in Part { 27 WAS DECEDENT ERE AUTOPSY FINDINGS
: yg W PREGNANT OR 390 DAYS AVAILABLE PRIOR TO
" POSTPARTUM? COMPLETION OF CAUSE
(Yes or nol { 20 OF DEATH? (Yes or na)
No AIBR OH ________
2%a CERTIFIER ﬁ CERTIFYING PHYSICIAN  To the best of my knowieage death cccurred at the tme. date. and place. ana WN sﬁd
(Check oniv O moarrh . ; ST STIGL'CH
one) Vo I n the basis of examinauon ang. or Nvestigation in my epinion death occurred at tht AKE td‘t’
/" _CORONER  On the basis of examination and:or investigation. in my opinion. aeath occurred at the time, date. and place, and due to the cause(s) and manner as stated /
7 5% 7]
29b SIGNATURE A /L/( o= /: S : 29 M %CAL LICENSE NO\ 29q. NATE SIGNEC #Month. Day M ear)

CERTIFIER

/"/ /

(

30 NAMEAND A7Dﬁ as

d TROSTA ¢,

FTRSON WHO COMPLETED CAUSE CF CEATHUITEM 260 Tyoe, Print)

SAUHTE MD.

7:_32/0 W /C/#/C/J 5.0

4/’ «-D-J: 7 >

ERST eHiepco N HLBjal

HEALTH
OFFICER

S
31. HEALTH JFFICER'S SICNATU;‘\E
S -7

32. DATE FILED (Month, Day. Year)

CORONER
USE ONLY

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

3ah. MOTOR VEHICLE ACCICENT? (Yes or no)

If yes. specify driver. passenger. pedestrian, efc.

)
: L Z FR ; /” J - f 7
Sle M e 2yt AL N Lo N T D & =7 A=
33 MANNER OF DEATH 343, DATE OF INJURY 32b TiME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
(Monih. Day Year) INJURY {Yes or no) r R - e s
AP e | 'J
O Naturai [} Panding j oy Ub\)
Investiganon
O Accigent -
34e PLACE OF INJURY —At home farm. street. factory. effice 34f. LOCATION (Street and Number or Rurai Route Number, City or Town, State)
O sucide [T could not be building, etc (Specify) K
Determined ‘\
D Homicide ﬁ DL

P lowl \htiea
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