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* ATTENTION ESTATE: The Social Security # is

being requested by this state agency in order to
pursue jts statutory responsibility. Disclosure is

voluntary and there will be no penalty for refusal.
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THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

Ses P e s et et et s et e enana

1. DECEASED—NAME (Fuat, Middie, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Monsh Day, 117

SUZANNE M. LARRANCE FEMALE 4:15 am | OCTOBER 28, 2001
4. ¥SOCIAL SECURITY NUMBER Sa. AGE—LastBinhdsy | Sb UNDER1YEAR| Sc UNDER Y DAY | 6. DATE OF BIATH (Mo Day. ¥ | 7. BIRTHPLAGE (Gity and Siste or Forargn Cauriry)

(Yesrs) Months Days Hours Minutes
313-64-1420 JULY 16, 1955 GARY, INDIANA
8a WAS DECEDENT 8b. YEAR LAST SERVED IN 9a_PLACE OF DEATH (Check only one. See instructions)
A US. VETERAN? US. ARMED FORCES?
HOSPITAL. [ inpatient OTHER:  [J Nursing Home  [J Other (Spociy)
NO - 3 eRr/Outpatient [J DOA XX Resivence .

9b. FACILITY NAME Uf not institution, give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d COUNTY'OMBEATH

304 E. NORTH STREET CROWN POINT L

10. MARITAL STATUS

11. SURVIVING SPOUSE

RTCHARD “H~™"LARRANCE

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

12b. KIND OF BUGINESS/INDUSTRY

(Specify)
MARRTED RD REGISTERED NURSE ST. ANTHONY HOSPITAL

13e. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER c:)

INDIANA LAKE CROWN POINT 304 E. NORTH STREET
13e. ZIP CODE | 13f. INSIDE Y LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. BACE—American indian. 17. DWNT'S EDUCATION

O No Yes WHAT COUNTRY? X No (O ves (if yes, specify Cuban. Black. White, etc. (Specify omhssl grade completed)
4 6 307 13g. ON A FARM? Mexican, Puerto Rican, etc) (Specify) EIemenmry/Sacondn{QS!Z) College (1-4 or 5 + )
UsA WHITE 4
XRo O ves i

18. FATHER'S NAME (First Middle, Last)

HENRY P. MARSZALEK

MARY C. MARIO

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

20a. INFORMANT'S NAME (Type/Print)

RICHARD L. LARRANCE

20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code)

304 E. NORTH ST., CROWN POINT, IN 46307

20c. Relationship

HUSBAND

21a. METHOD OF DISPOSITION [ Entombment

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

OCTOBER 31, 2001

21c. LOCATION—City or Town, State

3 surim KXcremation [J Removal from State other place) — et - .
] ——
O conston O3 Otmer (Specity CALVARY CEMETERY PORTAGE, INDIANA. -
22s. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO__C;QR.HFNER'? :L_h i
A i
THOMAS G. PRUZIN 1009893 e  Ove  Fre < T
248, SIGNATURE OF FUNERAL DIRECT, g 24b. LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NQMJBEE OF FUNQﬁﬁ HOME=S ] ‘:T"' .
- ; 2 (of Licensee) PRUZIN & LITTLE FUNERAL SERV 6 &(C;E 183001
fa . ] s
7 A ) . o 1009893 8114 E. FRANCISCAN DR%j POINT 21N 46307
i o Pt R
26. PART I Enter the di . injurias, or that caused the death (Do not enter nonspecific terms. such as cardiac or respiratory kf’:} gpbﬁ’xfﬁ;{e
arrest. shock. or heart failure. List only one cause on each line, o . {»j-g}ervnl jl@,;twsen
F ] 9 . = Inset and Death
L i b 4 e e
IMMEDIATE CAUSE (Final . @ | CGgnce s

disease or condition
resuiting in death)

DUE TO (OR AS A CONSEQUENCE OF):

29a. CERTIFIER
(Check only
one)

[} HEALTH OFFICER On the basis of

D CORONER  On the basis of examination and/or investigation. :n my M’A‘Y’“z o;‘unngme, date. and piace. and due to the cause(s) and manner as stated.

X CERTIFYING PHYSICIAN  To the best of my knowledge, deathle

tion and/or

b.
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF)
rise 10 the immediate cause. c
stating the underlying . -
cause last DUE TO (OR AS A CONSEQUENCE OF)
d
PART §i. Other significant conditions - Conditions contributing to death !:‘1 not previously stated in Part | 27. WAS DECEDENT 28a WAS AN AUTOPSY 28b. 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 —=

»and due to the cause(s) as stated

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

2%. SIGNATURE AND TITLE OF CERTIFIER

A Dm«ﬁgTEPHEN R. ST

v
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (lTM 2

CANCER HEALTH ASSOC

29¢. MEDICALLICENSE NO

29d DATE SIGNED (Month, Day. Year)

OCTOBER

8127 Merrill¥ille Road, Merrillville, IN 46410

31. HEALTH OFFICER'S SIGNATURE

0 44

DATE FILED (Month. Day. Year)

33 MANNER OF DEATH 348

DATE OF INJURY
{(Month. Day. Year)

34b TIME OF
INJURY

34¢ INJURY AT WORK?

34d..DESCRIBE HOW INJURY OCCURRED

(Yes or no)

THIS CERTIFIES THE ABOV
CQMELETE sl BOVE IS A TRUE AND

Int [T I P

OF THE CERTIFICATE OF

J Natural 0 Pending
Investgation

D Accident

O suice 3 coun not be
Determmed

O Homicide

building, etc. {Specify)

34a. PLACE OF INJURY— Al home. farm. street. tactory. office

A 8&8

34t LACATIONE S rrps endbumber o Fu o ROV NI Cly o Town
Rirer e

State)

) @

34g DATE PRONOUNCED DEAD (Month Day. Year)

34h MOTOR VEHIG“CLENT’ (Yes or no) If yes specify driver. p

TN
KWRY

1
ssenger. pedestrian, eic.

7017 N

_ )
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1, 200:






