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CERTIFICATE OF DEATH

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

INDIANA STATE DEPARTMENT OF HEALTH

.............................

YPE/PR'NT 1. DECEASED-~NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMoneh. Dey. Yr}

IN CARL .ESKRIDGE MALE 4:15 Pu | OCTOBER 11, 2004
:RMANENT 4. *SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday Sb. UNDER t YEAR Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. Yr} 7. BIRTHPLACE (City and State or Foreign Country)
- (Yoars) Months Days Hours Minutes .

ILACK INK 352-07-6832 MARCH 1, 1920 EVANSVILLE, INDIANA
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 9s. PLACE OF DEATH (Check only one_See instructions.)
A US. VETERAN? US. ARMED FORCES? HOSPITAL & inpatient omer O Norsing Home O oer (Specy)
YES 1955 ] en/0 O poa O Residence
9b. FACILITY NAME (# not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d WTY OF DEATH
ECEDENT .
METHODIST HOSPITAL SOUTHLAKE MERRILLVILLE TeAKE
10. MARITAL STATUS 11. SURVIVING SPOUSE 12s. DGCEDENT S USUAL OCCUPATION (Give kind of work 12b. w BUSINESS/INDUSTRY
(Speciy) (¥ wife. give maden name) during most of working iife. Do not use retired)
WIDOWED NONE CLERK STEEL
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE GARY 684 NEW JERSEY STREET
13e. ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE~—American incian. up? DECEDENT'S EDUCATION
0 No Yes WHAT COUNTRY? No 0O Yes (i yes. specify Cuban, Black White, etc JP8city only highest grade compieted)
13g. ON A FARM? Mexican. Puerto Fican. etc) (Speciy) ElemenagfGecondary (0-1) | College (1-4 or § +)
46403 KNO O Yes USA WHITE 1m
\RENTS 18 FATHER'S NAME (First Middle. Lasd 19. MOTHER'S NAME (First Middie. Maiden Surnsme) w
HERBERT ESKRIDGE MARGARET RICHARDS
FORMANT 20e. INFORMANT'S NAME (Type/Prind 20b. MAILING ADDRESS (Street and Number or Rursl Route Number. City or Town. State. Zip Code) 20c. Relationship
ROBERT ESKRIDGE 3441 E. 95TH ST, CHICAGO, IL 60617 BROTHER
21a. METHOD OF DISPOSITION O entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetary. crematory. or 21¢. LOCATION—City or Town. State
msurl O cremation KDRemovs! from Stat other place)
N =i e OCT. 11,2004 OPYT FUNERAL HOME CHEGAGO, ILLINOIS
; OCT. 15,2004 CALUMET PARK CEMETER MEKE LLmLLE » INDIANA
SPOSITIONQ 22s. EMBALMER'S NAME. 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REP! €0 TO Qg?ONEFl"m i
S Na NA e G 3 v:;;
§ 24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME. ADDRESS. A@'@éééNS: Nurfsen OF F HOME
Cofticersee ANTHONY & DZIADOWECZ BJH,#B3002916
4’47% 01001447 9445 CALUI{ET. AVE,.jMUN:‘.‘,S[\ER, IN 46321
. 26. PART 1 mlum! or caused the death. Do not enter nonspecific terms. such as cardiac Or respiratory - - ,(‘ji Z c Approximate
arrest, shock. or heart failure. List only 0ne csuse on each line b I\J O -t Interval Between
. 1 ? ; 128 “\ =
@ IMMEDIATE CAUSE (Final a M ( u(/e Al é r CDM
dlmfc or condition TO (OR INSEQUENCE OF)
\XTS,E OF Y resutting in death) . Mﬁ C(_,A 1< C [ (,QJZ‘UC
: \‘goodmoﬂ i which gav: . DUE TOi(OR AS A CO OUENCE OF) :l E
§ rise to m:um.:;mo r.lcau:: * . €) %? "LQ 4 / M eL
Q cause I:': enaeryed DUE TO (OR AS AG)NSE ENCE OFY 27-‘
Y . DO Moy REZUSe TATE REQVE
N
PART It Other signficant conditions - Conditions contributing to desth but not previously stated in Part | 27. WAS DECEDENT 28s. 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? (Yas or no)
5 NO NO NO
‘ 208 CERTIFIER KICERTIFVING PHYSICIAN T the best of my knowledge, desth occurred al the time, date. and pisce. and du o the cause(s) ss stated
. :‘h,xk only D HEALTH OFFICER On the basis of end/or . in My _opinion, death occurred at the time. date. and place. and due to the cause(s) as stated
D CORONER . On the basis of Y and/or 10 my opmnion, death occurred at the time. date, and place, and due to the causel(s) and manner as stated.
] Q 29 SIGNATT7‘AND TITLE OF (}s’l’lﬂﬁﬂ bm/ék 28c¢. MEDlCAL LICE E NO 29d. DATE SIGNED (Month. Day. Yser)
RUFER 010y OCTOBER 13, 2004
% 30. NAME AND AQ‘ESS OF PERSON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Type/Print
<) VIJAY SHAH, M.D. 80 RT , STE 5, MUNSTER, IN 46321/[Q\
ALTH % 31. HEALTH OFFICER'S SIGNATURE e e S Day. Yoar)
FICER "\ i i:.‘a“ D e A 146 CERTIFES ™ AB K
33. MANNER OF DEATH 34a. DATE Vil OF 34c. INJURY AT WORK? Wl RN
§‘ (ang?\? )4 URY (Yes or no) %ﬁw ALY
g O Poarg STEPHEN R.|STIGLICH , ;
\ Accident VAN T ¥
A O suece O gould ot be i o tfo ry. office 34f. LOCATION (Street a4 {iumber of Ayl Figikg Npoer. Cty or Town: State) $
Q D Homicide etermined 1 O\J
\ ‘ L B PRSI =4 AJ N

[a4g. DATE PRONOUNCED DEAD (Month Dsy. Year)

L= 9 re

34h MOTOR VEHICLE ACCIDENT? (Yes of no) If yes specy driver. passenger. pedestrian, etc.

U

(15

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

Deathcer/PD 1

A4





