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

THIS CERTIFIES THE FOLLOWING 1S A TRUE .
COMPLETE COPY OF DEATH ON FILE WITH

2 HAMMOND HEALTH DEPARTMENT,
INDIANA STATE DEFARTMENT OF HEALTH Db B pi

isclosure is

Local No. ... CERTIFICATE OF DEATH ST, 51997
TrrTTeTrmrTR s fs sy Date issued Hammond Health Commission:
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
TYPE/PR'NT 1. DECEASED—NAME (First, Middle. Last) 2. SEx 3a. TIME OF DEATH | 3b DATE OF DEATH (Mo, Day. 7r
IN Roy A. McKown Male |7:35A » |June 4, 1997
PERMANENT &. ¥SOCIAL SECURITY NUMBER 5a (A;’GE—;LIM Birthday 5b. UNDER 1 YEAN 5¢. IUNDEA 1 DAY [ 6. DATE OF BIRTH (Mo. Day, Yr) 7. BIRTHPLACE (City and Stste or Foreign Country)
oars. Months  Days Hours  Minutes
BLACKINK |314-20-1108A February 25 1927| Hammond, IN
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9s. PLACE OF DEATH (Check only one. See instructions)
A U.S. VETERAN? U.S. ARMED FORCES?
Y 194 HOSPITAL. A inpuiient OTHER. [T Nursing Home [ Other (Spacity)
es 6 ] er/Outpatiert [] DOA {J Residence -
9b. FACILITY NAME (X not institution, give street and number) 9c¢. CiTY. TOWN. OR LOCATION OF DEATH Ef COUNTY OF DEATH
DECEDENT ' ’
St. Margaret Mercy North Hospital Hammond Lake
10. MARITAL STATUS 11. SURVIVING SPQUSE 12s. DECEDENT'S USUAL OCCUPATION (Give kind of work &..KIND OF BUSINESS/INDUSTRY
(Specify) (X wife, give maiden nsme) done during most of working life. Do not use retired)
. .
Married Joanna Barber Nowak Color Mixer Wall Paper
130. RESIDENCE—STATE 13b. COUNTY 13¢. CITY, TOWN. ORLOCATION 13d. STREET AND NUMBEL}
IN Lake Hammond 4413 Torrence Ave
13s. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGINT 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
O No Yes WHAT COUNTRY? No (I ves (if yes. specdy Cuban, Btack, White, stc. W od {Specify only highest grade complated)
46327 13g. ON A FARM? USA Mexican, Puerto Rican, etc) (Specity) Elr@\rgry/Socondnry ©0-12) College (-4 0or 5 +)
.
Hno O Yes White Ay 12| mm————
PARENTS 18. FATHER'S NAME (First Middle, Last) 19. MOTHER'S NAME (First Middle. Maiden Surname)
. .
Roy Melvin McKown Anna Wilk
208. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town. State. Zip Coda) 20¢. Rdistionship
INFORMA .
Joanna McKown 4413 Torrence Ave Hammond, IN 46327 Wife
218, METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemstery. crematory. or 2tc. LOCATION—City or Town, State
RK¥Buriat [3 cremstion [0 Removal from State other place) June 6 I3 1997
[J oonstion [ Other (Spacitys Concordia Cemete ry
DISPOSITION 22s. EMBALMER'S NAME: 22b. EMBALMEF'S LICENSE NO.
James Porras 1045%64 ! T
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, AD) HESS:'E - LIGENSELNUMBER fOME
(of Licansee) Burns— lsh; L 5 : n ) Ave
i y P~ =
1 ;A—W“"\— g\jW\) 1045184 #3002819. . - 3 21#& 46320
P, s it
26. PAAT I Enter the di injuries, or i that caused the death. Do ric.. «nisr nonspecif:c erms, such as cardiac or resniratory l:_:"v Pl —E:f Agpproximate
arrest. shock. or heart failure. List only one cause on each line. = Intervai Betwsen
L x ¢ Onset and Death
IMMEDIATE CAUSE (Final . W 4 MW
d‘";" or Z""":“;"" DUE TO (OR AS A CONSEQUENCE OF).  » ; | B
CAUSE OF resulting in deat q yIPV . a
DEATH b Tt (oot Le
Conditions, if any, which gave DWE TQ (OR AS A chsso@ﬁcs oF) — \ .
112 tn the immediate cause. . sl . et e LU“M? 004
t : by *
#iating the underlying DUE TO (OR AS 4 CONSEQUENCE DF) d 7 7
cause last UGH
a- STEPHEN R. STIG
PART il Other signifs -C contributing to death but not praviously states! in Part | 27. WAS DECEDENT LA . \QQUMP!Y 28b. WERE ALTOPSY 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 N/A
29a CERTIFIER @ CERTIFYING PHYSICIAN  To the best of my knowledgs, duath occurred at the time. date. and place. and due to the cause(s} as stated.
{Check oni) .
ona)'c o 3. HeaLTH OFFICER On the basis of and/or inv# i my opinion. desth occurred at the time, date, and place, and dus to the cause(s) as stated.
] CORONER  On the basis of and/or i . 10 My opinion, death occurred at the time. date, and place. and due to the cause(s) and manner as stated.
29b. SIGNAJURE ANI LE OF CJ IER 29¢c. MEDICAL LICENSE NO. 29d. DATE SIGNED {(Month. Day. Year)
CERTIFIER
~ (Fi=3 b/ /27
30 NAME/AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Print) Hﬂ M)
.
Dr. Lanman, M.D., 716 Seberger Drive Munster, IN 46321
31 HEALTH OFFICER'S SIGNATURE 32. DATE FILED (Month. Day. Yesr)
HEALTH Q R 2t :
OFFICER éa M‘Mﬂ{% 2, Juhe 5, 1997

34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED

{Yes or no)

34b. TIME OF
INJURY

34s. DATE OF INJURT
(Month. Day, Year)

33 MANNER OF DEATH

0 Naturat ] Parding
0 Investigation £35S &i £, »
Accident 340. PLACE OF INJURY—At home, farn. strset, factory. office 341 LOCATION (Street and Number 7 el wilekiftipe Bty or Town. State)
O suicis D Could not be building. ete. (Specify)
Determined
0 Homerde

34h. MOTOR VEHICLE ACCIDEMT? (Yes or no} If yes spectly driver. passenger. pedestrian, etc.

P

349 DATE PRONQUNCED DEAD (Month. Day. Year)

S
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