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*= ATTENTION ESTATE: Disclosure of the

isv";.n“ﬁt:,‘;ez‘nm';“:°m°"5'ﬁ""'67|ND|ANA STATE DEPARTMENT OF HEALTH

refusal. *
o Now MIA DL TR e CERTIFICATE OF DEATH O T,

ruz gEonRrDs N Tug QERIES ARE AONEINENTIAL OER I\~ o1e.a7. N

WPE/P RlNT . DECEASED-NAME (First Middie Last) 2 SEX 3a TIME OF DEATH 3b. DATE OF DEATH tMonth Day Y1)
IN BETTY L. GINTER Female 4:45PM January 26, 2005
4. SOCIAL SECURITY NUMBER sa. AGE - Last Birthday sb. UNDER 1 YEAR 5c. UNDER 1 DAY 6. DATE OF BIRTH (Mo Day Y1) 7. BIRTHPLACE (City and State or Foreign Country)
PERMANENT 457 446482 76 Mo Day | fows MM january 31,1928 Jasonville, IN
_44- al , S s
BLACK INK Y
ga WAS DECEDENT 8b. YEAR LAST SERVED IN ga PLACE OF DEATH (Check only one. See instructions)
A US. VETERAN? U.S. ABMED FORCES R
—H_Oﬂﬂ- a Inpatient oTHER [ Nursing Home [  oOther (Specity)
No N/A O EeR/Outpatient 0 poa {1 Residence -
gb. FACILITY NAME  (if not institution, give strest and number) g¢. CITY TOWN OR LOCATION OF DEATH sd.\eOUNTY OF DEATH
DECEDENT St. Mary Medical Center Hobart, IN e
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a DECEDENT'S USUAL OCCUPATION {Give kind of work 1%ND OF BUSINESS INDUSTRY
{Specify) (if wite, Give maiden name) done during most of working life. Do not use retired)
Widowed NONE Homemaker Home
43a RESIDENCE - STATE 13b, COUNTY 13c. GITY TOWN OR LOCATION Tad STREET AND NUMBER (D)
indiana Lake Lake Station 1901 Union N
13e. 2IP CODE | 13f. INSIDE CITY LIMITS 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE - American indian O 17. DECEDENT'S EDUCATION
[ ne [X Yeos WHAT COUNTRY? m No [1 Yes (f yes specify Cuban, Black, White, etc. _:-LS pecity only highest grade completed)
46405 135 ON A FARM? USA Mexican, Puerto Rican, etc.) (Specity) ElsmlSecondary 012 College {1-4 or 5+)
M No O Yes White ¢
PAHENTS 18. FATHER'S NAME (First, Middle, tast) 19, MOTHER'S NAME (First, Middle, Maiden Surname)
Harry Anderson Ruth White
20a. INFORMANT'S NAME {Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, Zip Code) 20c. Relationship
INFORMANT
Pat Szostek 415 W. 500 N., Valparaiso, IN 46385 Daughter
212 METHOD OF DISPOSITION [1 entombment 21b. E {\ND) PLACE OF DISPOSITION (Name of cemetery, crematory or 21c. LOCATION - City or Town State
offr place] ~3 L
1 Burial 4 Crematon [ Removal from State J ry 31, 2005 = o3 -
[1 ponaton L1 Otner (Specity) vary Crematory 3 PoHage, Indfana - -
. il e
DISPOSITION | 222 EMBALMER'S NAME 220, EMBALMER'S LICENSE NO. 23 WAS DEATEJF;P&RTED To76GRONER?T T T - -
James J. Krause FD01006463 ® D v T
24a SIGNATURE OF FUNERAL DIRECTOR 24by LICENSE NUMBER 25 NAME ADDRESSAND LICENSE NUWER OF WERAL ﬂQME
{of Licensee)} 8300561 3
( \ Rees FunerahHome Olson ChaP;Bl -
e IS FDQ1006463 5341 Central Avenue , Pgrtage; ﬁ%ﬁﬁ
26. ‘ or complications that causad the death. Do not enter nonspecific terms such as cardiac of respiratory \ e
arrest, shock, or heart failure. List onfy one cause on each line - o il interval Between

[ Onset and Death

IMMEDIATE CAUSE (Final A(/ W jé“/{"’/
disease or condition DUE TO (OR AS A GO szzﬁ)‘}
CAUSE OF resufling in death 5 /‘AC’/ ur€ ,

9

DEATH o ! DUE TO#FI A5 A CONSEQUENGE OF" A TRUE AND COMPLETE']
Conditions if any which gave COPY OF THE CERTIFICATE OF DEATH ON FILE WITH THE
rise to the immediate cause c LAKE WW NT.
stating the undertying DUE TO (OR AS A CONSEQUENCE OF)
cause last d
VY o nNR
. | " § .J O rJUJ
PART Il Other significant conditions - Conditions contributing to death but not previously stated in Part I 27. WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUBE
{Yes or no) OF DEATH? (Yes or rv
No No No
2%a ?g:‘“ ‘:‘E:Iy é CERTIFYING PHYSICIAN To the best of my Kknowledge, death occurTed at the time, date, and place and due to the cause(s) as stated.
eck O T
one} [l HEALTH OFFICER On the basis of examination and/or investigation in my opinion death occurred at the time, date, and place and due to the cause(s) as stated.
{1 cCcoORONER On the basis of examination and/or investigation in my opinicn death occurmed at the time, date, and place and due to the cause(s) and manner as stated
29b. SIGNATURE AND TITLE 29c. MEDICAL LICENSE NO 29d. DATE,SIGNED (Month Day Year)
CEATIFER — S (/02393 247 o5~

30. NAME AND ADD&ESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print) /

Ashwani Kumar,MD, 3156 Willowcreek Rd., Portage, IN 46368
WS
4 ;

HEALTH 31 HEALWURE—'\‘ f_

33. MANNER OF DEATH 34a. DATE OF INJURY 24b. TIME OF 34c. INJURY AT WORK?
(Month Day Year) INJURY (Yes or no)

34d. DESCRIBE [HOW INJURY oCCURRBR)

MARN1 7 2005

[1 Natural [J Pending

D Investigation
Accidy
cident 3ae. PLACE OF INJURY - At home, farm, strest, factory, office 34f. LOCATI or Town State) )‘
[ suicide [ Could not be building, etc. (Specily) & n( ‘TO
Determined l—AKE COUN AUD P
[ Homicide
3ag. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes of nc) If yes specify driver, passenger, pedestrian, etc 5 OS

o)
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