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CERTIFICATE OF DEATH

INDIANA STATE DEPARTMENT OF HEALTH

State No.

A A T

405-50-3940

(Yoars)

64

Months

Days Hours Minutes

January 12,1940

1. DECEASED—NAME (Frst Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Moneh, Day. vr)
Joel H. Harris Male 5:32 A,, | December 29, 2004
4. *SOCIAL SECURITY NUMBER Ss. AGE—LastBinthday | Sb UNDER 1 YEAR| Sc. UNDER | DAY | 6. DATE OF BIRTH (Mo, Day. ¥1) 7. BIRTHPLACE (City and State or Foreign Country)

adisonville.Kentycky

8s. WAS DECEDENT 8b. YEA

A US. VETERAN?

No

US. ARMED FORCES?

N/A

R LAST SERVED IN

9s. PLACE

OF DEATH (Check only one.See instructions)

HOSPITAL 20X Koatient

O er/outpatienn [ DOA

OTHER: [0 Nursing Home [T Other (Speciyy TS

o=

m] Residence

9b. FACILITY NAME (¥ not instintion. give street and number)

Methodist Hogpital

Southlake

9c. CITY. TOWN. OR LOCATION OF DEATH
Merrillville

9d. COUNTY @ATH
LAdd

10. MARITAL STATUS
(Specify) w

1. SURVIVING SPOUSE
(¥ wife. give maiden name)

during most of working

12s. DECEDENT'S USUAL OCCUPATION (Give kind of work
done duril ing life. Do not use retired))

12b. KIND OF BUSINESS/INDUSTRY

Married Delores Scisney Director of General City of Gary
13s. RESIDENCE—STATE 13b. COUNTY . 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER E:f
. S
Indiana Lake Gary 2737 Jefferson Street
t3e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DE ‘NT'S EDUCATION
0 No X% Yes WHAT COUNTARY? No [J Yes (If yes. specify Cuban, Black. White, etc. {Specify o%nhisghnl grade completed)
46407 |13 onaramw Mexican. Puerto Rican. etc) (Specity) Elementary/Secondiaai®-12) | College (1-4 or 5 +)
XHAKo O ves US A Black 12th
18. FATHER'S NAME (First Middie, Last) 19. MOTHER'S NAME (First Middie. Maiden Surname)
Doss Harris Josie Gant
20a. INFORMANT'S NAME (Type/Print} 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town. State. Zip Code) 20c. Relationship
Delores Harris ~::7 2737 Jefferson Street Gary,Indiana 46407 Wife

@}eu'iul D Cremation
O ponstion [T Other (Specify)

21a. METHOO OF DISPOSITION [ Entombment

a Removal from State

21b. DATE AND PLACE OF DISPOSITION (Name of cematery. crematory, or
ohervace) January 3, 2005

Oak Hill Cemeter

21c. LOGATION—Ciy 4

22a. EMBALMER'S NAME.

22b

EMBALMER'S LICENSE NO.

28. PART ¢}

IMMEDIATE CAUSE (Final
disease or condition
resulting in death)

Enter the diseases. injuries. or'complications that caused the d
arrest. shock. or heart failure List only one cause on eachlline.

CANI1AL

leath. Do not enter nonspecific terms, such as cardiac or fespiratory L

Roosevelt Allen Jr. #01051701 3
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 250'NAME. ADDRESS. AND LICENSE NUMBER OF FLNERAL HOME A
(of Licensee) Guy: & Allen Funeral DirectatigyInc
2959 West 11th Avenue —: - :
#08700298 aEyeladiana 46404 8300775 N

Ed

Approximate
Interval Between
Onset and Death

DUE TO (OR AS A CONSEQUENCE OF).

ARKEST

E 0

O coronen

On the basis of

and/or

. In My opinion, desth occurred at the

b.
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF) VK W 1 9 ?005
1i30 10 the immediste cause. . QT
stating the under : A .
o mdertying DUE TO (OR AS A CONSEQUENCE OF j KEEﬂHEN R ST’ G L
»
. ~4KE coypm,STIaLICH
PART Ni. Other f conditions - Conditions contributing to death but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY . WERE AUTOPSY FINDINGS
M PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
' POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or r0) iy NO OFDEATH (Yasorn _ _
29s. CERTIFIER V CERTIFYING PHYSICIAN To the best of my knowiedge, death occurred at the time. date. and place. and dus to the cause(s) as stated.
(Check onty
one) ] HEALTH OFFICER On the basis of and/or . i My opinion. desth occurred at the time, date. and place, and due to the cause(s) as stated.

time. date. and place. and due to the cause(s) and manner as stated.

29b. SIGNATURE AND TAALE OF CERTIFIER /
\ P}

mp

30. NAME AND ADDRESS OF

251 W ¢hil

P#SON WHO‘KOMPLE

&

DRI

AUSE OF DEATH (ITEM 26) (Type/Print}

29¢. MEDICAL LICEN§E-NO. 29d. DATE iGNED {Month . Year)
0104753 | {15755

31 HEALTH OFFICER'S SIGNATURE

o

33. MANNER OF DEATH

glel‘

D Pending
investigation
D Accident
0O swede O Coutd not be
Detormined
D Homicide

VL MBARVEVILE )/ OYT0) br, Ssefier

«33~UATE FILED (Month, Day. Yesr) ~

Aanddry 10 00

34a. DATE OF iNJURY
(Month. Day. Year)

W2 War
34b TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY. OCCURRED. v e L / g
INJURY (Yes or no) ;

i

34e PLACE OF INJURY — At h
building. etc. (Specify)

ome. farm_ street. factory. office

DGO

ok

345 LOS%ON (Street and Number or Rural Route Number. City or Town, State)

34g DATE PRONOUNCED DEAD (Month. Day. Year)

34h. MOTOR VEHICLE ACCIDENT? (Yes orno) If yes. specify driver. passenger. pedestrian, etc.
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