ATTENTION ESTATE: The Social Security # is
2ing requested by this state agency in order to
Jrsue its statutory responsibility. Disclosure is

sluntary and thergyill,b penalty {?r reff\al
ocal No. . g\ . ‘6 \
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INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

State No.

YP E/PRINT 1 DECEASED—NAME (First Middie Last) 2 SEX 3a TIME OF DEATH 3b. DATE OF DEATH (Month. Day. vr)

IN Blanche L. Mager female 2:58A , | May 10, 2004
ERMANENT 4. *SOCIAL SECURITY NUMBER Sa (A\V?S,—;)Las( Birthday 5b. UNDER 1 YEAR St; UNDER L::Y 6 DATE OF BIRTH (Mo, Day, ¥r} 7. BIRTHPLACE (City and State or Foreign Country}
JLACK INK | 308-28-8490 Morte G| e Mt quly 4, 1927 Schererville, Indiana

8s WAS DECEDENT 8b. YEAR LAST SERVED IN Sa PLACE OF DEATH (Check only one_See instructions )
g L;—lsov FTERAN vs A;%A aF oRces HosPiTaL - [0 npatient orver Knurang Home [ Other (Speciy)
a ER/Qutpatient D DOA D Residence
9b. FACILITY NAME (#f not institution, give street and number) 9c. CITY. TOWN. OR LOCATION OfF DEATH { HCOUNTY OF DEATH
ECEDENT Wittenberg Lutheran Village Crown Point C-X.ake
10 MARITAL STATUS 11 (%U:}/;\gxecﬂ?ﬁ;)’l;'lisme) 128 ‘I;LE"SE‘,DUE":;’iOLSI‘SLJ,A“Lmﬂ%CgllJ,;:Ag‘?nl:l"(s;:ar:lan:;)f work IH!ND OF BUSINESS/INDUSTRY
widowed none Home Maker Own_Home
13a. RESIDENCE--STATE 136 COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER,-—-H
Indiana Lake Gary 3340 W, 4 7th~Avenue
13e ZiP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian. \:" y 17. DECEDENT'S EDUCATION
No (O Yes WHAT COUNTRY? Q(No O Yes (if yes. specify Cuban. Black. White_ etc (Spec:fy only highest grade complated)
46408 13g. ON A FARM? Mexican. Puerto fican. etc) (Specity) Eleme‘ﬂfn‘?wSecondmy 0-12) | College (1-4 0r S +)
XNo O Yes usa White T-z;
ARENTS 18 FATHER'S NAME (First Middie. Last) 19. MOTHER'S NAME (First Middie. Maiden Surname‘)‘%
John Swets Katherine DeMick

FORMA{

208. INFORMANT'S NAME (Type/Print}

William J. Mager

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

832 W. 62nd Pl. Merrillville,IN 46410

20c. Relationship
son

-7

21a METHOD OF DISPOSITION

Q Burial

O cremation

O entombment

O Aemovai trom State

215 DATE AND PLACE OF DISPOSITION (Name of cemetary. crematory. or

other piace)

May 12, 2004 o

21c LOCATION—City or Town. State

O ponation T Other (Specity) Calumet Park Cemetery ‘Merrillvi¥le, Indiana
SPOSITION 22a EMBALMER'S NAME 22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
Leonard Gregorczyk FDO8800305 : Bnvo  Oves
24s SIGNATURE OF FUNERAL QIRECTOR 246 LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNEﬂAL HOME
(of Licenses) Kuiper Funeral Home 9039 Kleinman Roac
FDO1014511 Highland, Indiana 46322 FH10300021
" . Lo
/‘ 26 PART ! nter the diseases. injuries. or complications that caused the death. Do not enter nonspecific terms. such as cardiac or respiratory Approximate
arrest. shock. or heart failure List only ona cause on each line - intervat Between
Onset a
IMMEDIATE CAUSE (Final a (>ﬁ r G /k) 0 M @{ ﬂLQ— @/& /d M W
disease or condition DUE T@ (OR A9 A CONSEQUEN E OF) u&f S
AUSE OF resuiting m death) M /;y .
IATH e f 4 DAr
Condtions. if any. which gave DUE TO (OR AS A CONSEOUENCE 0OF)
138 to the immediate cause
stating the underiying ¢
cause last DUE TO (OR AS A CONSEQUENCE OF)
< F
PART I Other significant condrtions - Conditions contributing to death but not previously stated in Part | 27. WAS DECEENT 28a. WAS AN AUTOPSY 28b WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (m4) COMPLETION OF CAUSE
(Yes or no) H 'N d OF DEATH? (Yes or no)
¥ no n/a
N 298 CERTIFIER /E/CERTIFVING PHYSICIAN  To the best of my knowledge. death occurred at the time, dat®a
S D ot o AIITOR
ona) a HEALTH, HEALTH OFFICER On the basis of examination and/or Investigation. in my ‘opinion deLﬂAcKEdc!om Ju e cause(s) as stated
_ D CORONER On the basis of \ and/or ). In my opinion. death occurred at the time. date. and place. and due to the cause(s) and manner as stated
b v
/\< 2 OF CERTIFIER *29¢c. MEDICAL LICENSE NO )‘29d DATE SIGNED (Month. Day. Year)
‘RTIFIER 0 —
, N2 oL |5/ DY
7: RESS OF PERSON WHO COMPLETED CAdSE OF DEATH (ITEM 28) ( Type/Print)
- K /zaafi /410%§2z NP gyt s Qus AQnule tw
1. HEALTH OFF} IGNATUR o
ALTH 31 HEALTH OFFIG GNATURE ‘:5 7,4. D Mont{ Day. Year)
FICER vy
AT i
33 MANNERA OF DEATH 34a. DATE OF INJURY 3ab TIME OF 34c. INJURY AT WORK? 340’ DESORIBE HOW JURYBCCURR i
(Month. Day. Year) INJURY (Yes or no} ‘ g : "
O Naturai (] Pending 33
D Accdant Investigation AA NN 1o H["
34a PLACE OF INJURY —At home. farm. street. factory. office 34f. LOCATION (Street unc}wbér or.ﬁu l&oule Number, City or Town. &ate)
0 suicide O coutd not be building. etc. (Specify}
Determined iatsanca
O Homicide - 9

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

34h. MOTOR VEHICLE ACCIDENT? (Yes or no)

i yes. specify driver. passenger. pedestrian, etc

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1





