« "ENTION 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 Eenalty for refusal.

}tawan i1'e Services
of Nerthwest Indiaaa
Tiie Pointa

INDIANA STATE DEPARTMENT OF HEALTH

Local No CERTIFICATE OF DEATH State No. ... ggo O FSIME
¢ T R T T I TW Uf'(’fﬂ!ﬂ Hwy
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 crown Pomt. In 46307
TYP :/PRINT 1 DECEASED~-NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Monen, Day. vr)
IN Donald H. Mills Male 8:36Aw | January 16,2003
PERI“AN ENT 4. ¥SOCIAL SECURITY NUMBER 58. AGE—Last Birthday Sb. UNDER t YEAR Sc. UNDER 1 DAY [ 6. DATE OF BIRTH (Mo. Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
(Yoars) Months  Days Hours  Minutes . .
BLACKINK | 160-32-5839 May 22,1941 |Philadephia,PA
8s. WAS DECEDENT 8b. YEAR LAST SEAVED IN Ss._PLACE OF DEATH (Check only one. See instructions.)
A US VETERAN? US. ARMED FORCES?
HOSPITAL. m Inpatient otHer [ Nursing Home (0 Other (Specity)
Yes O er/Oupatiems 3 00A [J Residence )
8b. FACILITY NAME (i not institution. give street and number) 9¢c. CITY. TOWN. OR LOCATION OF DEATH Sd:,’!BJNTV OF DEATH
DECEDENT . . . 3
cE St. Catherine Hospital East Chicago bake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work t2b. WOF BUSINESS/INDUSTRY
{Specity) | (i wife, glve done during most of working life Do not use retired)
Married Dorot Sealy Manager Gary School System
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER ""J
Indiana Lake Gary 540 Taft Stg
13e ZIP CODE | 131 INSIDE CITY LIMITS }| 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian. _q‘._l 7. DECEDENT'S EDUCATION
O No Yes WHAT COUNTRY? {No 3 Yes (it yes. specity Cuban. Black. White. etc “¥Specify only highest grade compieted)
13g. ON A FARM? Mexican, Puerto Fican. etc) (Specify) Elementasy/Secondsry (0-12) | College (14 or 5 +)
1416404 Mo O ves USA Black GJE.D.
PARENTS 18 FATHER'S NAME (First Midole. Last) 19. MOTHER'S NAME (First Middie. Maiden Surname)
Aubrey Mills Dordthea McCray
INFORMANT 208 INFORMANT'S NAME ( Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Routs Number. City or Tawn. State, Zip Code) 20c. Relationship
Dorothy M. Mills 540 Taft St. Gary, IN 46404 Wife
21a. METHOD OF DISPOSITION D Entombment 2tb. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21e LOCAL!QN—CI(y or Town, State
m Burial O cremation (] Removai from State other place) January 25 ’ 200 3 K ! -“3 .
3 ponation DOthof(Spoc:ly) Fern Oaks Cemetery Griff‘i_th’» IN
DISPOSITION 220. EMBALMER'S NAME 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER? ~~ v -
Samuel Smith, Jr. FD01019692 Bwe O ves : (e
24 SIGNATURE OF FUNERAL DIRECTOR 24b LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBER OF FUNWAL’HdME
fof Licansee) Divinity Funeral Home' =83001570
;HW%¢ugJ'$w£%&H 4. FDO1079692 13820 Pulaski St. E.C3,IN 46312
26. PART | Enter the di . injuries. or that caused the desth. Do not enter nonspacific terms. such as cardiac'or respiratory
arrest. shock. or heert failure. List only one cause on each line
"Onset nnd Death
IMMEDIATE CAUSE (Final . _Vascular collapse _Unkno
disease or °°"°";°" DUE TO (OR AS A CONSEQUENCE OF) f\“ &Y 4 [H( 14
CAUSE OF resuling n dosth » _Due to arteriosclerotic heart and vascular disease
Condtions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF) ol EP
rise to the immediate csuse. . i1 A HEN R' ST‘GLICH
stating the underlying *‘KEGGHN:’Y AUBH:GR“
cause last DUE TO (OR AS A CONSEQUENCE OF)
d
PART Il Other sig -C contributing to desth but not previously stated in Part | 21. WAS DECEDENT 28a. WAS AN AUTOPSY | 286 WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
No No
29a. CERTIFIER {3 cerriFving PHYSICIAN  Ta the best of my knowledge desth occurred at the time. date. and place. and duse to the cause(s) as stated.
(Check oni)
one) e ] ﬂw On the besis of ation andfor in my. opinion, death occurred at the time. date. and place. and dus to the cause(s) s stated
Depu ty & coroner On the bagis of in and/or g - in My opinion, death occurred at the time. date. and place. and due to the cause(s) and manner as stated
R IGNATURg AND TITLE BF CEF/I FIE / 29¢. MEDICAL LICENSE NO. 29¢. DATE SIGNED (Month. Day. Year)
CERTIFIER ,(Q/\ N/A January 22, 2003
30 NAME AND ADDRESS bF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)
Paul . R. Cagtro, Deputy Cpyorer,, 2900 West 93rd Avenue, Crown Point, Indiana 46307
HEALTH
OFFICER
33 MANNER OF DEATH 34b TIME OF 34c INJURY AT WORK?
Year) INJURY (Yes or no)
Natural W] Pending
tnvestigation
[} Accident
0O Sucide 3 Couid not be J4n :\hl‘:g: 0:: l:dSJ:JR\;TA! home. farm. street. factory, office 34t LOCATION (Street and Number or Rural Route Number, City or Tc;:v‘n’ State) |,
I i L ocily) !
Determined 4
a Homrcide 0001 / G Q/
349 DATE PRONOUNCED DEAD (Month Day. Yeasr) 34k MOTOR VEHICLE ACCIDENT? (Yes or na) If yas. spacify driver. passenger. pedestrian. etc u} "
January 16, 2003 ’(\
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