/ ey # Z0-39-20
+« ATTENTION ESTATE: The Social Security # is

being requested DY s State agen s o INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

voluntary and there will be no penaity for refusal.
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

Local No..0131=01....cccceinnnnnnn.
rYPE/PRINT 1 DECEASED-—~NAME {Firat. Middle. Last)

3a. TIME OF DEATH | 3b. DATE OF DEATH (Month Day. Yr)

- IMale. . |4:3%. Aw lJapuary 14, 2001

IN Lanny R. She R oW W S e U3 A
)ERM ANENT 4. ¥SOCIAL SECURITY NUMBER 4,&‘ ,,E(ACES “L?st Blr{h&u)i 1 $b: UNDER 1iYEAR S¢. UNDER t DAY F6..DATE OF BIRTH (o, Day¥n “ 7. BIRTHPLACE (City and State or-Foreign Country}
= Months Days Hours Minutes . .
BLACKINK [311-32-0828 66 December 28, (1934 Lake Station, 1
8a. WAS DECEDENT Bb. YEAR LAST SERVED IN 1 9- \PLﬁK':ﬁ QF DEATH.(Chirck anly oge_Ses instructions)
A US. VETERAN? U.S. ARMED FORCES? 1. -
us HosPiTaL [ inpatient f ot L ‘Wursing Home (] Owmer (Speciy)
Yes 1955 0 er/outpaten [ DOA 7]
9b. FACILITY NAME (¥ not institution. give street and number) 9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT .
2848 Spencer Streetb Lake Station Lake
10. MARITAL STATUS t1. SURVIVING SPOUSE 12a DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) Uf wife. give maiden name) done during most of working life. Do not use retired)
. . . N .
Married Deana T.ittle Operating Engineer Equipment
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
IN Lake Lake Station 2448 Spencer
13e. ZIP CODE | 13f. INSIDE CITY LIMTS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, 17. DECEDENT'S EDUCATION
G No Q‘ Yes WHAT COUNTRY? }@ No [ Yes (If yes. specify Cuban, Black. White, etc. {Specify only highest grade completed)
464089 139 ON A FARM? Mexican, Puerto Rican. etc) (Specify) Elementary/Secondary (0-12) | College (1-4 or 5 +)
USA .
O¥No [ Yes White )
PARENTS 18. FATHER'S NAME (First. Middie. Last} 19. MOTHER'S NAME (First Middle. Maiden Surname)
Ralph Shearer Nora _Shearer
INFORMANT 20a. INFORMANT'S NAME (Type/Print} 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State, Zip Code) 20c. Relationship
2448 Spencer lLakeStation. IN son
21 METHOD OF DISPOSITION 3 €entombment 21b AND PLACE OF DISPQSITION (Name of cemetery. crematory. or 21¢c. LOCATION-—City or Town, State
- Burist 4 Cromaton  [J Removat from State otprolsce  Tanuar Yy 19th 2001
Donation  [J Other(Specity) ¢ Portage, IN
Calvary Crematory ge:
JISPOSITION 22a. EMBALMER'S NAME 22b, EMBALMERS LICENSE NO 23. WAS DEATH REPORTED TO CORONER?
[WEYS Yes
Christopher Podqorskl FD29300030 ¥
24s. SIGNATURE OF p R 3 p 24b. \LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
4 7 (of Licensea) . 7
Chiristopher Funeral HomeFH1950002¢
FD29800030..1307 CentralAve LakeStation, IN
16 PA b AEOVE“S IERns thal caused the death.Do not enter nonspecific terms. such as cardiac or respiratory Approximate
;.‘,. B THE: IORER e caush on each line. ? interval Between
Fi W‘TH THE LA COU%TY . Onset and Death
|mmj§ w iftory Failure
djsesse ition DUE T (OR AS A CONSEQUENCE OF)
g@gﬁf OfF rqsulting in death) eve re COPD ) ‘ A M d 9
chnditions. if any. wdvﬂN % 2 ZDT] | DUE Tq (OR AS A CONSEQUENCE OF) B ‘OBU
rige to the immediate cause. Coron r Pulmonade ST
stiting the underlying e o —
cdise last (OR AS A CONSEQUENCE OF) LAKE C OU
d NTY AUDITOR
PART I Other signdicant 1 Conditions contributing to death but Rot previqusly 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? (Yes or no)
NO NO N/A
29s. CERTIFIER }gl CERTIFYING PHYSICIAN  To the best of my kaowiadge. death occurred at the time. date. and place. and due to the cause(s) as stated.
(Check anly -
one) [ HEALTH OFFICER On the basis of and/or . my opinion. death occurred at the time. date, and place, and dus to the cause(s) as stated
D GORONER  On the bas:s of and/or . in my opinion. death occurred at the time. date, and place. and due to the cause(s) and manner 8s stated.
29b. SIGNATU) 4 ERTIF A, 29c. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month. Day. Year)
SERTIFIER 7 /4 M_/ﬁ/ En_j?
01029166 01/19/01

30. NAME AND Saoness OF PERSON%COMPL;TED CAUSE OF DEATH (ITEM 26) (Type/Frint .

HAKAM SAFADI 8315/ VIRGINIA ST. MERRILLVILLE, IN 46410

IEALTH 31. HEALTH OFFICER'S SIGNATURE )5} ! ’ X/‘ m “p {g ATE FILED (Month. Day. Year)
IFFICER / : N 2300

33. MANNER OF DEATH 34e D{{ATE OF iNJURY 34b TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRI
{Month, Day. Year) INJURY (Yes of no)

3 Natural 0 Pending

Investgation
0 Accident
340 PLACE OF INJURY—At home. farm. street. factory. office 34f LOCATION (Street and Number or Rural Route Number. City or Town. State)
3 suicias 0 Couid not be budding, etc. (Specdy)
Destermined
D Homicide

349 DATE PRONOUNCED DEAD (Month. Day. Yesr) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) Iif yes. specify driver. passenger. pedesirian. etc O (} O GP 5 3

.24
|

SDH06-004 State Form 10110 (R5/1-99)





