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

Local No,..,..e7 .25 ... c/ ?“ Sa’
SR&5S

CERTIFICATE OF DEATH

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

INDIANA STATE DEPARTMENT OF HEALTH

State No.

1 DECEASED—NAME (First Miadle. Last)

TYPE/PRINT
iN

ROBERT E. CARROLL

SEX

MALE

2

3a. TIME OF DEATH

1:00 AN,

NOVEMBER 11

3b. DATE OF DEATH (Moner. Oay, vr)

» 1998

4. SOCIAL SECURITY NUMBER

314~24-0547

PERMANENT
BLACK INK

Sa. AGE—Last Birthaay

Sb UNDER ! YEAR

Sc¢_UNDER t DAY

8 DATE OF

(Years)

Months Days Hours

Minutes

DEC.

BIRTH (Mo. Day. vr)

20, 1927

7 BIRTHPLACE (City ang State or Foreign Country)

CHICAGO, ILLINOIS

8s. WAS DECEDENT
A US VETERAN?

no

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

98 PLACE OF DEATH (Check only one.See instructions )

HOSPITAL [T tnpatient

no

OTHER D Nursing Home CXoum (SM)

O en/outpanent T DOA

Hospgpe

[} Residence

DECEDENT

9b. FACILITY NAME (i not institution. give street and number}

William J. Riley Memorial Hospice

9¢c. CITY. TOWN. OR LOCATION OF DEATH

Munster

9d C(w OF DEATH
£ Lake

10. N(A';RIT?L) STATUS
pecity]
Married

11. SURVIVING SPOUSE
(i wifs. give maiden name)

Diane R. Daperl

12s. DECEDENT'S USUAL OCCUPATION (Give kind of work
Jdone during most of working iife. Do not use retred)

Senior Claims Adjuster

12b KIND OF BUSINESS/INDUSTRY

Amefggan States Insr.

13s. RESIDENCESTATE
Indiana

13b. COUNTY

Lake

13c CITY. TOWN. OR LOCATION

Dyer

A"

L)
£

13d. STREET AND NUMBER

642-206th

13f INSIDE CITY LIMITS
O No [ Yes

13e
13g. ON A FARM?

46311
A No O Yes

Z!P CODE

14 CITIZEN OF
WHAT COUNTRY?

U.S.A.

X No O Yes

Mexican Puerto Rican. etc)

18. WAS DECEDENT QOF HISPANIC ORIGIN?
(If yes. specify Cuban

16. RACE—Americen Indian,
Black, Whrte. etc
(Specity)

white

EECEDEM'S EDUCATION
(S only highest grade compieted)

Elemenu@ry ©-12)

College (1-40r 5 +)

FATHER'S NAME (First. Middle. Last)
PARENTS 18 et Migdle. La

William Patrick Carroll

19 MOTHER'S NAME (Frrst. Middle. Maiden Surname)

Jenny Violet Handley

FORMANT'S NAME (T Print)
INFORMANT 208, INFO S E (Type/Print)

Mrs. Diane R. Carroll

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

642-206th

Dyer, I

N 46311

20c. Relatronship

Wife

2ta METHOD OF DISPOSITION

0 surai
0O oonation

= Cremation
D Other (Specify)

O Entombment

1 Remavai from State

other piace)

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

November 13, 1998
Calumet Park Crematory

O
zﬂ%&ri

£

i
FIville

Ca
21c QETATIONSS 1y or T Stete:
= i L

EMBALMER'S NAME
none

DISPOSITION 220

22b EMBALMER'S LICENSE NC
none

23 WAS DEATH REPORTED PO CORONER?

13

o

Xl Nno ~J :QQ

O veg -~

T
-

el

E OF FUNERAL DIRl

TOR

24a SIG

24b LICENSE NUMBER

{of Licensee)

FDO101@507

25 NAME. ADDAESS AND ucé’Nse NUMBER @fi £ UNERA)

Bo

cken Funeral Home&, In

D%g%§%3002801

7042 Kennedy Ave. Bammotdy,2 IN 46323

N
28 PART |

IMMEDIATE CAUSE (Final
diseass or condition
rasuiting in death)

O
>
Y
(@]
o

b

o
m

LE COMB

Condiions. if any. which gave
rise to the (mmeaiate causs.
stating the underiying

cause last

d

LAL

cause on each line

Enter the diseases injuries. or comphications that caused the death Do not enter nonspecific tarms. such
arrest. shock. or heart failure List orly'ene

Trieodale 0@/5 Ao e

as cardiac or respirafGry g

J " ()

DUEJO (DR AS A COlSEQUENGE OF) .
S, S v S e

i
Approximate
Intervai Between

DUE TO (OR AS A CONSEQUENCE OF)

A -
7

DUE TO (OR AS A CONSEQUENCE OF)

PART It Other signicant

4

conditions - Conditions contributing to death but not previously stated in Part |

POSTPARTUM?
(Yes or no}

no

oPSY

cX

A cowmsLeTion

)“ OF DEATH? ;’;

T28s was
PERF g
‘\( oMho)

28b WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO

OF CAUSE
3% or no)

o

XXe

29s CERTIFIER
(Check oniy
one)

COMMUNITY T
FILE NO L

ERTIFYING PHYSICIAN  To the best of my knowledge: death occurrec at the ime date. and place ang
elSatl NS HANVEIC AN,

8
ALTH OFFICER Opfhe basis of examination and/ogfMvestgation n opinon. desth occurrus‘gw EO@\)
asis of examination and jerTi stigatiop”in opinion, death occurred at IHQMQ and place_and due to the cause(s) and manner as stated

place. and dus 1o the cause(s) as stated

CERTIFIER

296 SIGNATURE AND%

g Gl

=] 3

28¢. MEDICAL LICENSE NO

ov/30/

299 DATE SJGNED (

jonth. Day. Yaar)

30 NAME AND Al

DORESS P
Chery

WL TER 6 AT TS (TyesPomn

AUSH

H TH OFFI IGNAT!
HEALTH 31 HEALTH OFFICER'S SIGNATURE

OFFICER

ALY/ 5
7 7

32 DATE FILED (Mopth Day Yesr)

O¢r¢4v7*€”/¥2/?2?

33 MANNER OF DEATH

D Naturai

D Penaing
Investgation

34a DATE OF INJURY 1

(Month. Day. Year)

34b TIME OF
INJURY

34c INJURY AT WORK?
(Yes or no)

34d DESCRIBE HOW INJURY OCCURRED

BOV 12 7

I

&

O Accident

O Suicide

O Could not be
Oestermines

D Homicide

J4e PLACE OF INJURY —At home farm street factory office
building. etc (Specify)

7
34t LOCATION (Street and Number or Rural Route Number City or Town State) \

A\

-

349 DATE PRONOUNCED DEAD (Month Oay. Yeer)

34h MOTOR VEMICLE ACCIDENT? (Yes or no)

if yes specify driver. passenger pedestrian. etc

a4 40
T 3=

\

{

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1

Fa
LS





