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“ 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 penaity for refusal.

g iy i ARSI S T e

INDIANA STATE DEPARTMENT OF HEALTH

Local No.

TYPE/PRINT
IN

ERMANENT

BLACK INK

DECEDENT

JARENTS

NFORMANT

NSPOSITION

AUSE OF
EATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER iC 16-37-1-10

CERTIFICATE OF DEATH

State No.

1. DECEASED—NAME (First Middie. Last)

William T.

Gibson~

2. SEX

Male

3s. TIME OF DEATH

7:00 A,

3b. DATE OF DEATH (Month, Day. vrj

March 8, 2004

4. ¥SOCIAL SECURITY NUMBER Sa. AGE—Last Birthdsy

Sb. UNDER 1 YEAR

Sc_UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Y1)

Months

312-34=3440 e 68

Days

Hours Minutes

April 9, 1935

1. BIRTHPLACE (City and State or Foregn Country)

Tunigay Mississippi

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN

9a PLACE OF DEATH (Check only one. See mstructiffis Ty

A US VETERAN? US. ARMED FORCES?

NO N/A

HOSPITAL “F 1 dsnent
] er/Outpaties ) DOA

OTHER

O Nursing Home [ om«(s@

a Rasidence

9b. FACILITY NAME (ff not institution. give street and number)
Methodist Hospital Northlake

9c. CITY. TOWN. OR LOCATION OF DEATH

Gary

9d COUNTY OF DEATH

ke

10. MARITAL STATUS
{ dy)
arried

" SURVIVING SPOUSE
wife. give

Janefmgbperson

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
ing most of working life Do not use retired)

Fmilce Officer

12b KlNEﬁDF:BUSINESS/lNDUSTHY

Gary Police Departmen'

13e. RESIDENCE—STATE 13b. COUNTY

Indiana Lake

13c. CITY. TOWN. OR LOCATION

Gary

13d. STREET AND NUMBER d

B401 Hickory Avéfite

13t INSIDE CITY LIMITS
ONo BXes

13 ON A FARM?

46403
BRo O Yes

14 CITIZEN OF
WHAT COUNTRY?

USA

13e ZiP CODE 15 WA

EDENT OF HISPANIC ORIGIN?

Mexicen. Puerto Rican. etc)

16. RACE-—American Indisn,

3 Yes {If yes. specify Cuban, Black, White. etc

*17."DECEDENT'S EDUCATION
(Specity only highest grade completed)

(Specify)
Black

Elementary/Secondary (0-12)

Conege(l-lors’)
+

18 FATHER'S NAME (First Middie, Last)
George Gibson

19. MOTHER'S NAME (First Middie. Maiden Surname)
Eleanora Morgan

20e. INFORMANT'S NAME (Type/Print
Janet Gibson-

20b. MAILING ADDRESS (Street and Number or Rursl Route Number. City or Tonm,SlJu Zv Code)

8401 Hickory Avenue Gary, Indiana 46403

.20c Relationship

Wife

————
21e. METHOD OF DISPOSITION (] Entombment
O Buriet KB X remation C] Removai from State

D Donation a Other (Specify)

other place)

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

March 12, 2004
Oak Hill Cemetery

i 21c: LOCATION—City or Town State

Gary,Indlhna

22s. EMBALMER'S NAME.

Roosevelt Allen Jr.

22b. EMBALMER'S LICENSE NO

#01051701

23 WAS DEATH REPORTED TQ CORONER?

mo [ ves

TURE OF FUNERAL DIRE

R 24b LICENSE NUMBER

#29700070

len Funeral
29%9 West

(of Licensae)

11th  Avenue

25 NAME. ADDRESS AND LICENSE NUMBER OF FUNERA{, AOME
Directors, Inc

Gary,Indiana 46404 83607704

——
Enter the di I . injuries. or i
arrest. shock. or heart failure. List only one.cetse oneach line

Caalio

28 PARTI

WMMEDIATE CAUSE (Finet .

aused the death Do not enter nonspecdic tarms. such as cardiac or wespiratory

f/Y)@a’

Approximete
Interval Betwaen
Onset end Death

diseess or condition
resuling in deeth)

DUE TO (OR AS A CONSEQUENCE OF)

Conditions. if sny. which gave
fise to the immediste cause.

_ Cagis [y //\.A,, - .E’
DUE TO{OR AS A cousséumée OF) n 3

P o
J

stating the underlying
csuse last

d

DUE TO (OR AS A CONSEQUENCE OF)

PART Ii

%dm{m A

contributing to death but not previously ststed in Part |

8L VWAS.AN AUTOPSY

i
Jﬁ; S PERFORMED?

P M (res or .no¥

27. WA
P

NO NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE

{ OF DEATH? (Yes or no)

29a. CERTIFIER
(Check only

DVV%L& é%«e%LwCMVaF§?'

O HEALTH_ OFFICER On the bas:s of

QséERTIFYING PHYSICIAN  To phe best of my knowledge, death occurred ai the time. date, and place. and due to the cause(s) as stated.

one) and/or

O coroner 0n the basis of

1 in my opinion, death occurred at the time. date. and place and due to the cause(s) as stated

1 10.My opinion, death occurred at the time. date and place and due to the cause(s) and manner as stated

RTIFIER

29b SIGNATURE AND TITLE OF CERTIFIER W W

Di.

28c_MEDICAL LICENSE NO

3547/

H. Shah

29d DATE NED

th. Day. Year)
—

o</

30 WN(ZDRESS OF PE% JMPLET) CA OF DEATH (ITEV? (Type/Prmt) ; :

/ 7{ ) oA

ALTH
FICER

31 HEALTH OFFICER'S SIGNATURE

%

WNAVES ’.‘-_::”f:f

32 DATE FILﬁKﬁm Dayg ?DQA

33 MANNER OF DEATH 34a. DATE OF INJURY

{(Month. Day. Year)

D Pending
investigation

D(Nnturni

34b TIME OF
INJURY

34c INJURY AT WORK?
(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

0 Accden

3 sucide O Could not be

Determined

building. etc (Specify)

C] Hormicide

34a PLACE OF INJURY —A{ home. farm street. factory office

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

349 DATE PRONOUNCED DEAD (Month Day. Year)

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

A\
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