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) THIS CERTIFIES THE FOLLOWING IS A TRUE AN
COMPLETE COPY OF DEATH ON FILE WITH T

P
—./

. 7ce
* ATTENT!CN ESTATE: The Social Security # is » ‘ HAMNOND HEALTH DEPARTMENT.
pursca 1 satory responsiiy. Dedosrs o INDIANA STATE DEPARTMENT OF HEALTH L
volintary and there will be no penalty for refusal. APARY 2 —f},»m&ﬂ». -9@/1,(,‘Mv Lo ¥
Local No....... 3 Ll CERTIFICATE OF DEATH S,Q;?e lssued  Hammond Health Commissionsg

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

2. SEX 3a. TIME QF DEATH | 3b. DATE PF DEATH tonn, Dcy,zw.)

TYPEI/r\TRlNT 1 DECOE.,E’:}E-DS~NAME (First, Middle, Lﬁg_niel Thaddies Sr . Male 5 : 25 P § Aprll 8 )

Sa. AGE—Last Birthday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Yr 7. BIRTHPLACE (City and State or Foreign Country)

PERMANENT 4 "SOCIAL SECURITY NUMBER (Years) Mi
BLACK INK | 312-42-6296 Monbs  Oays | Hours "“August 8, 1941 Memphis, Tennessee

8a. WAS DECEDENT 8b. YEAR LAST SEAVED IN 9a. PLACE OF DEATH (Check only one. See instructions.)
A US. VETERAN? U.S. ARMED FORCES? -
NO n / A HOSPITAL:. B patient OTHER: [0 Nursing Home [ Other (Specify)
D ER/Outpatient O poa D Residence
Sb. FACILITY NAME (f not institution, give strest and number) gc. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH

St. Margaret Hospital Hammond Lake o
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSII 5% INDUSTRY

. it & ol t of king life. D it tired) . .
(m:i()r ie d "Iﬁ’fﬁ’[‘l’ﬁdé" nTisby eﬁeurgkmeosro working life. Do not use retir Wlll iam orer
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER

Indiana Lake Gary 1045 Burr Street

13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? . 16. RACE—American Indian. 17. DECEDm EDUCATION
Q0 No )& Yeos WHAT COUNTRY? Q(QQX O Yes (f yes. specify Cuban, Black, White. etc. (Specify only highest.grade compisted)

13g. ON A FARM? Mexican, Puerto Rican. etc.} (Specify) E|em¢ly‘fy/Sgcondary (()‘,J“?.)J Coilege (1-4 or 5 +)
46406 US A
X No O Yes Black 12th . .

18 FATHER'S NAME (First, Middle, Last 19. MOTHER'S NAME (First Middie. Maiden Surname) i

Dan Thaddies Oma Lee Mitchell s

20a. INFORMANT'S NAME (Type/Print} 20b. ING ADORESS (Streer and Number ar Aural Route Number. City or, Town. Stay . Zip Code) 20c Reiatanship
INFORMANT Dianne Thaddies Pol5 Hurr Street Gary,indiana “4640% e

DECEDENT

PARENTS

—
212 METHOD OF DISPOSITION [ Entombment 2tb. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or 2tc. LOCATION-—City or Town. State

@XXM 0 Cremation ] Removal from State other P"’CBApr il 1 5 s 2 0 02
3 oonaton [0 other (Specify) _____ Evergreen Cemetery Hobart , Indiana

PN

DISPOSITION 22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?

Roosevelt Allen Jr. #01051701 Ko [ ves

247§?NA\TU?E OF FUNERA Fay | 24, ;.:;E:Ls: :l;l:ABEﬂ zt{%}% AP, AN ﬁ'}fé%ﬁf%‘
/(/L 2959 West 1lthAvenpd
L,,., A #29700070 Gary,Indiana 464048

l§
26. PART | Enter the diseases,_ injuries. or compiications that ca/used the death. Do riot enter nonspacific tarms. such'as cardiac or respiratory
arrest. shock. or-heart failure. List only one causeen each ling i

: & < /
IMMEDIATE CAUSE (Final . Ca—‘\/a (e A Vel !
disease or condition DUE TO (OR AS A CONSEQUENCE OF)
resulting in death) ) r X -
CAUSE OF N Sehftve Shoale

DEATH
Conditians, i any, which gave DUE TO (QR AS|A CONSEQUENCE OF)
rise 1o the immediate cause. [ L L 0 o3 QQ Ml @ QLo (7 e g
ne undert
S o underlying DUE TO (DA AS A CONSEQUENCE OF)

d

PART Il. Other significant conditions - Conditions contributing to death but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS

/ ; PREGNANT OR 90 DAYS|  PERFORMED? AVAILABLE PRIOR TO
M O’VL) { (} Ohesy lz/ c A‘(’J,J({ ﬂ\U«\Q( —;—7\[ / Wig | posTRaRTUM? (Yes or no) COMPLETION OF CAUSE

{Yes or no) OF DEATH? (Yes or na}

NO NO o —

29a. CERTIFIER mERTOFVING PHYSICIAN  To the best of my knowledge. death occurred at the tme, date, and piace, and due to tha cause(s) as stated
(Check only
one}

[ HeaLTH OFFICER On the basis of and/or . in my opinion, death occurred at the time, date, and place. and dus to the cause(s) as stated

O CORONER.  On the basis of and/or n my opinion, death occurred at the time. date. and piace. and due to the cause(s) and manner as siated.

29b. SIGNATURE AND TITLE OF CERTIFIER (‘)47 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
CERTIFIER N . :
‘:\/Zu Oiok3 ¥2Y - 2%-6)
f

i
30. NAME AND ADDRESS OF PERSON WHO coJPLETED CAUSE OF DEATH a1l (Type/Print) QPQ f [

Dr. K. Patel 529 West Chicago AVénue East Chicago, Indiana 46312

HEALTH 31 HEALTH OFFICER'S SIGNATURE é 32. DATE FILED (Month, Day. Year)
OFFICER A \ /LZ/I/}\,(}_ M > Qo) 29 AD0A

33 MANNER OF DEATH 348 DﬁE OF INJURY 34b. TIME 0{ 34c. INJURY AT WORK? f34d bescriae HOW INJURY OCCURR‘ED

(Mon$ vear) INJURY (Yes or no)
}& Natural D Pending & 2

lnvestgation

] Accident < 2
34e. PLACE OF INJUR
O suiciae O could not be bu»ldw (Specify}

Determinad

D Homicide 8 ﬁ 7
/ 7}_? 2
34g DATE PRONOQUNCED DEAD (Month, s} 8&0 TOR VE%IDENT7 (Yes or no) If yes. specify driver. passenger. pedestrian, etc 1 ﬂ 3 8
R 0014

SDH06-004 State Form 10110 (R6/1-99) Un,JCH oY . 7 ed P
o AP s05903 4

g ﬁ_ factory, office 34f LOCATION (Street and Number or Rural Route Number. City or Town. State)




: pet

%5

e

U23932463-011N82
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