TENTION ESTATE: The Social Security # is €T‘j

aJﬁ?:";;%&:!,‘t‘;i:o‘?,‘;bﬁ?s"%.;z.:s'ss; ' INDIANA STATE DEPARTMENT OF HEALTH

- dg[&y N X CERTIFICATE OF DEATH sutoro. ... 45281 } k{ O

:al No. A\ T D). .
E RECORDS IN THIS\SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
SE/PRINT | DECEASED—NAME (F"L Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tionth Day, 1)
IN Edward Francis Male 12:34 A, | September 12, 2004
IMANENT 4 *SOCIAL SECURITY NUMBER Ss. AGE—Last Birthdey Sb. UNDER 1 YEAR |  5¢. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Dsy. Y0 7. BIRTHPLACE (Cky and State or Foreign Country)
{Yeers) Month: Minute:
ACK INK 417-28-1748 80 s Om Hours * July 12, 1924 Alabama
8a. WAS DECEDENT . YEAR LAST SERVED IN Ss. PLACE OF DEATH (Check only one. Ses instructions)
7 % S. ARMED F )
A US. VETERAN? B us 1947 ORCES HOSPITAL: X§T) Inpatient OTHER [ Nursing Home [ Other (Speciy)
YES O en/Oupsties 1 D0A 0 Resid
8b. FACILITY NAME (¥ not institution, give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
‘EDENT Methodist Hospital Southlake Merrillville Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12s. DECEDENT'S USUAL ocm%uPA&o’waw kind of work | 12b. KIND OF BUSINESS/INDUSTRY
Spec life. use retired)
MFEPied At " ¥mith m’.‘ffmrlght U S Steel Corp.
132 RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 345 Calhoun Street
13e. 2P CODE | 13t INSIDE WITS | 14 CITIZEN OF 1S. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. S EDUCATION
Q No o8 WHAT COUNTRY?| iXo O Yes (If yes. specify Cuban, Black White, etc. (Specify st grade completed)
Me¥itan. Puerto Ricen. etc) (Specify} Blementary/Secondaryk@ull) | College (14 or 5 +)
46404 |1 NAFARE USA Black th
Bo O Yes
ENTS 18. FATHER'S NAME (First Middle, Last - 19. MOTHER'S NAME (First. Middle, Meiden Surname) e
Willie Francis Cora Waxton
JRMANT 208. INFORMANTS NAME (Type,Print) . 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) . Relationship
Annie L. Francis 345 Calhoun Street Gary, Indiana 46404 L Wife
21s. METHOD OF DISPOSITION ] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2ic. LOCATION—City TRy S
E(Bufinl O cremstion 3 Removal from State other place) September 18 s 2004 WO
O Ooneson ] Other cSpocit) Evergreen Cemetery Hobart, Inddana
S0SITION 22a. EMBALMER'S NAME. 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO CORONER?
Rosenwald D. Allen Jr. #29400047 e O ves
C 24b. LICENSE NUMBER . NAME_AD: . AND SE NUMBER QF FIINERAL HO
I Guy s Alien Funera cﬁlrectors Inc
- 2959 West 11th Avenue
#08700646 Gary,Indiana 46404 83007704
28. PART L. injuries. or fications that caused the deeth. Do not enter nonspecific terms, such as cardiac or respirstory. g =
mmnhogofhomhdununonlymcaqn ‘each line. Q U,
3
IMMEDIATE AUSE (Finaf . ' /d—' T
diseass or ¢ ndition 4 [
ISE OF resulting i Gouth) DUE TO (onASAcouseoueﬁce Qf 5
b. A
Conditions if sny. which gave DUE TO (OR AS A CONSEQUENCE OF):
rise to th .mmediate cause. e
Siateg the underbyng DUE TO (OR AS A CONSEQUENCE OF): : 7
d. ; i ’5;:3 -l =
PART A Other signicant coghitions - Conditions contrijiting o deeth b“‘ not praviously stated in Pert | 21. was oecepent! Y|/ Feea utoesy ™ | 280, wiee AUTQPSY FINOINGS
PREGNANT OR 90 DAYS'} ? AVAILABLE PRIOR TO
Pdsrsm. EN (Yes or no) COMPLETION OF CAUSE
(Yes ST@ LlCH OF DEATH? (Yes or nod
l AKENRA] Ny A NO-W T
29 ERTIFIER a M ING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place. and due to the ceuse(s) os
.Check
one) o 0O HeaLtH oFFRICER On the basis of instion end/or i ion. i My opinion, desth occurred at the time. date. and place. and due to the cause(s) as stated.
a CORONER-. On tha basis of ination and/or i igation, 1n My opinion, desth occurred at the time. date. and place. and due to the cause(s) and manner as stated.
£9b. SIGNATURE AND TITLE OF CERTIFIER 29¢. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month. Dey. Yesr)
TIFIER 4”2/—" /A ﬂ J
L -4/ S\3359% ({2 ¢
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) ( Type,Prind !
Dr. Ajam 8668 Broadway Merrillville, Indiana 46410 . —
. " | 31. HEALTH OFFICER'S SIGNATIURE S f 4 22 \DATE I OayfPyon
s e D s T b0 | TN
) . X" 2 l TIFIES THE ABOV
CER L THSCERITES TENE ‘ (g
33. MANNER OF DEATH 34a. DATE OF INJURY ° 34b. TIME OF 34c. INJURY AT WORK? i\ gfg_\pgspamgdw A s é i )
(Month. Day. Yeer) INJURY (Yes or no) HEAL T DERT
R D S Pending ‘
O accdent v : anT o » 004
34e. PLACE OF INJURY -~ At home. farm. street_ factory. office 34f. LOCATION (S&Mln& Numbu or i‘urd Rmns Number. City or Town, State)
0 svicde 3 Could not be building, etc. (Specify)
D Homcwde ; i S T TR
345 DATE PRONOUNCED DEAD (Month, Day. Yeer) | 34n MOTOR VEHICLE ACCIDENT? (Yes or no) K yes. speciy driver. passenger. pedestren, etc. 0 O 03 3'? U ‘ ﬁ
é;:

SDH06-004 State Form 10110 (RS/1-99) 15%}” MQ‘/W?.@





