« ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory respangibilj isclosurg is
voluntary and there will for rej .

Local No. ...

G,

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

INDIANA STATE DEPARTMENT OF HEALTH

State No.
A6 -32-)37-4

20¢

1 DECEASED—NAME (First. Middle. Last)

CYRIL L.

TYPE/PRINT
IN

2. SEX

FARN

MALE

3a. TIME OF DEATH

11:30 As

3b OATE OF DEATH (Month. Day. v

DECEMBER 22, 1998

4. ®*SOCIAL SECURITY NUMBER

309-24-9408

PERMANENT
BLACK INK

S8 AGE-—Last Birthday
(Years)

Sc. UNDER 1 DAY
Minutes

Sb. UNDER 1 YEAR
Months Days

Hours

69

6. DATE OF BIRTH (Mo, Day. Y1)

Feb.4,1929

7 BIRTHﬁDscl (City and State or Foreign Country)

Sudénér 1L

8a. WAS DECEDENT
A US VETERAN?

Yes

8b. YEAR LAST SERVED IN
US. ARMED FORCES?

1961

98 PLACE OF DEATH (Chack only one_See instr

& Inpatient

[J £A/Outpsvent ] DOA

HOSPlTAL

Frora

(] Nursing Home O other (Spbcify)
L[] Residence

OTHER:

DECEDENT

9b. FACILITY NAME (¥ not institution, give street and number)

THE COMMUNITY HOSPITAL

9¢. CITY. TOWN. OR LOCATION OF DEATH

MUNSTER

94 GQUATY OF DEATH

FAKE

10. MARITAL STATUS 11. SURVIVING SPOUSE

(Specity) , (¥ wife, grve maiden namp)
Married Stef1a Winter

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

Millwright

12b. KINEOF BUSINESS/INDUSTRY

E. DuPont

13d. STREET AND NUMBER

13a. RESIDENCE—STATE

IN

13¢. CITY. TOWN. OR LOCATION
Munster

13b. COUNTY

Lake

8617 Garflefg

13a. 2P CODE

13t INSIDE CITY LIMITS

t4 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN?

16 RACE—American indian, 17. DECEDENT'S EDUCATION

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

3 No WHAT COUNTRY?

X Yes

13g. ON A FARM?

46321
M No O Yes

U.S.A.

Mexican, Puerto Rican. etc)

Biack. Yhis. etc.
(Specify}

White

No O Yes f yes. specfy Cuban.

(Specrfy only highest grade compieted)

Efementdry/Secondary (0-12)

12

Coliega (1.4 0r 5 +)

18 FATHER'S NAME (First Middie. Las0)
Eustes Farn

19 MOTHER'S NAME (First Middle. Maiden

Celestine erght e

Surname)

o J“ .

208, INFORMANT'S NAME (Type/Print)

Stella Farn

20b. MAILING ADDRESS (Strest and Number or Rural Aoute Number. City or‘J'g}m Slara Z:p Code) !

8617 Garfield Munster, }N

«20§ Relsuonshio

Wlfe

46321 L

21s METHOD OF DISPOSITION £ Entombment

Hﬁunal

3 oonavon

O cremation [ Removal from State

D Other (Spacry)

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

other place)

December 28,1998
Concordia Cemetery

EMBALMERS NAME 225

James Porras

22e.

EMBALMER'S LICENSE NO

1045964 Bre

23 WAS DEATH AEPORTED TO CORONER?

O ves

24n SIGNATURE OF FUNERAL DIRECTOR

I B MNO

UMQ

24b LICENSE NUMBER
{of Licensee)

1045184

Birns-Kish
8415 Calum

25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

Funeral Home#3004968
et MUnster,IN 46321

Enter the disea:
arrest. shock. or

26. PAAT L

Si

art failure List only one causs on each line

IMMEDIATE CAUSE (Finai

CARPIS M

injuries. Or complications that caused the death- Do not'enter nonspecihic terms. such as cardiac or respiratory

YOPRTI & — [/

Approximate
Interval Between

/7.

disease or condition
resuiting in death)

i

DUE TO (OR AS CONSEOUEN

S o ARFE [7—

/, : Onset and Death

Conditions. # any. which qave
rise 10 the immaediate cause.

DUE TO {OR AS A CONSEQUENCE OF)

ststing the underlying
cause laat
d.

DUE TO (OR AS A CONSEQUENCE OF)

N 702004

PART (I Other significant congitions - Conditions contributing to death but not previously stated in Part |

27 WAS DECEDENT 28a. WAS A
PREGNANT OR 90 DAYS

POSTPARTUM?
{Yes or no)
No

{Yes or

No

PERFORMED?

JUN

STERY
KECSUNE%T OR

OF DEATH? (Yas or no)

no)

29a. CERTIFIER
(Check onty

ona) [J HEALTH OFFICER On the basis of

and/or

and/or

[0 CORONER  On the basis of

@CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at the ime, date. and place. and due to the cause(s) as stated
in my op:nion. death occurred at the tme. date. and place. and due to the cause(s) as stated

L n my opinion. death occurred at the tme date. and place. and due to the cause(s) and manner as ststed

0104270

29¢ MEDICAL LICENSE NO

29d. DATE SIGNED (Month. Day. Year)

3

30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH GTEM 26) (Type/Print)

RK M%ﬂq¢ M

7905 CALUMET AVENUE

MUNSTER, INDIANA

DECEMRBER &‘7) 1998
46321

s”( ////

./"

Hi

ety

vox2

A%, pate Fug (Manu\ Q%Yu\l) %\&O

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

33 MANNER OF DEATH

O Penaing
Investigation

O Natural

34c INJURY AT WORK?
{Yes ar na)

34p TIME OF
INJURY

34d DESCRIBE HOW INJURY OCCURRED (‘f

(‘A/'\i,"\f\mﬂ
[ D

D Accigent

O suicice O ©ould not be

Determined

building. etc (Specify)

D Homicige

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

34f LOCATION (Street ana Number or Rural Route Number City or Town State)

349 DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

iIf yes specify driver passenger. pedestrian. etc.

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

Deathcer/PD 1

RCORTHLEINSURANCE 3004330/





