* ATTENTION ESTATE:The Social Security #is
being requested by this state agency in order to

pursue its statutory responsibility. Disclosure is
voluntary and there will be no penalty for refusal.
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INDIANA STATE DEPARTMENT OF HEALTH

LocalNo. .. O < /= CERTIFICATE OF DEATH StateNo...........................
60y
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
1. DECEASED - NAME  (First, Middle, Lasi) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Morth, Day, Yr,)
TYPE/PRINT . .
1 Catherine M. Doolittle Female 5:41 pM Janua. 7, 2005
4
PERMANENT [4. *SOCIAL SECURITY NUMBER sa. {/;GE -)Last Birthday  |5b. UNDER 1 YEAR | 5c. UNDER 1 DAY 6. DATEOFBIRTH (Mo, Day, Yr) 7. BIRTHPLACE(Glty and State or Foreign Country)
ears, Months Days | Hours Minutes A . A
BLACK INK 303~24-6001 86 September 3,191 Chicago, Illinois
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN PLACE OF DEATH _ (Check only one_See instructions)
AU.S. VETERAN? U.S. ARMED FORCES? HOSPITAL: [ inpatient QTHER [[] Nursing Home [Jother (Speciry
No N/A L] _erroutpatient [J poa ____B%] Residence
9. FACILITY NAME (i nof institution, give stroet ard mmber) 8c. CITY, TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT 735 Scott Ct. Crown Point Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
] i luring mo: ife. use retired,
(Specity) (I wifs, give maiden name) done during most of working life. Do not ust tired.)
Widowed Homemaker Own Home
13a. RESIDENCE - STATE 13b. COUNTY 13c. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Crown Point 735 Scott Ct.
13e. ZIPCODE | 131, INSIDE CITY LIMITS | 14. CITIZEN OF 5.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE~ American Indian, 17. DECEDENT'S EDUCATION
O No [ Yes WHAT COUNTRY?) R No [J Yes (ifyes specity Cuban, Black, White, etc. (Specify only highest grade completed)
13. ON A FARM? Mexican, Puerto Rican, etc.) (Specty Etementafy)sedondary (012 [College (14 or 54
46307 No [ Yes USA White =D 12
18. FATHER'S NAME  (First, Middle, Last) ) 19. MOTHER'S NAME  (First, Middle, Maiden Sumame) et
PARENTS Frank Yahl o\ \ Katherine Fendler L
20a. INFORMANT'S NAME (Type/Printh g - MAILING ADDRESS (Stroet and Number or Rural Routa Number, Ciy or Towr, Stafe, ZipCode) | 20c. Relationship
INFORMANT | pale Bruce Doolittle 735 Scott Ct. Crown Point, IN 46307 Son
21a. METHOD OF DISPOSITION Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cometery, crematory, or 21e. LOCATI{QJ: 3cny or Town, State
other place)
DO suriar Ccremation I removal from state J anuary 11, 2005 <O
Ooonston  [Jother (speciry Entombment Calumet Park Ceme tery Merrillyille, Indiana
22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO, 23. WAS DEATH REPORTED TO CORONER?"
DISPOSITION . No [J ves
Kevin Knaga FD20400005
24a. SIGNATURE OF FUNERAL DIRECTOR 245\ LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
, (of Licenses) Geisen Funeral Home FH19900060
M FD20400005 109 N. E3st St.,Crown Point,Indiana 46307-
26."PART I Enter the di injuries, ik that caused the death. Do not enter nonspecific terms, such as cardiac or fespiratory Approximate
X amest, shock, or heart failure. List only one cause on each fine. Intervat Between
- .Onset and Death
- « e
IMMEDIATE CAUSE (Final a COﬂ&%S\'wb \-—\-60\(5(- E\i \ (@] &
disease or condition ’ DUE TO (OR AS A@S&QUENCE OF): .
resulting in death) .
CAUSE OF b \exo . oMb I¢
DEATH Conditions, if any, which gave DUE TO (OR AS A CONSEQUENCE OF): . —
fise o the immediate cause ( . () S o
'3 Stating the undedying c. 1\(()/\(/4‘\/ { O \
g cause last DUE TO (OR AS A CONSEQUENCE OFy”
g 8 A =
~ N T
1 3 < PART Il Other significant - Conditions ing to death but ot previously stated in Part { 27. WAS DECEDENT 28a. WAS AN AUTORSY 28b. WEREAUTOPSY FINDINGS
n PREGNANT OR 90 DAYS PERFORMED? AVNIEABLE PRIOR TO
Q | POSTPARTUM? (Yes orno) * COMPLETION OF GAUSE
}Q ‘g __g (Yes or noj OF DEATH?  (Yes or no)
,'.'2 o 2 M No No No
29a. CERTIFIER :
_:E B 5 i (Check only CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at the time, date, and place, and due to the cause(s) as stated.
E Q))\ E 'C‘ one) [J vearmn OFFICER  On the basis of and/or i ion, in my opinion, death occuired at the time, date, and place, and due to the cause(s) as stated.
dx¢ Q) o] [7] CORONER  on the basis of and/or i in my opinion, death occurred at the time, date, and piace, and due 1o the cause(s) and manner as stated.
Z;h. SIGNATURE AND TITLE OF CERTIFIER 29c. MEDICAL LICENSE NO. 28d. DATE SIGNED (Month, Day, Year)
CERTIFIER 01048142 1 1) 01 oS
33 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) !
Dr. At['%eogiore Brogan M.D. v
97 Fansiscan Dr. Suite 203, Crown Point, IN 46307 /o ;
31. HEALTH OFFICER'S SIGNATURE - : ~|32. DATE FILED (Month, Day, Y
HEALTH % . TN : 1= PATEFiLED ¢ v, Year) )
OFFICER < LSy, A Do R | [ 2008
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? " [ 344 DESCRIBE HOW INJURY OGQU
{Month, Day, Year) FQY {Yes or no)
~ ILED | =
Dvaurst  Dlpenaeg AN 112005
D Accident 34e. PLACE OF INJURY — At home, farm, street, factory, office 341. LOCATION (Street and Numnber or Rural Route Number, City or Town, State)
Osucde [ goug ot bo building, etc. (Specity) J A N " ‘, 2005 : Q
O Homicide Determined , (} (/
34g. DATE PRONOUNCED DEAD (Month, Day, Yoar) | 34h, MOTOR VEWW"GT’@L fver, passenger, pedestrian, efc. \ @
E COUNTY AUDITOR 000485
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