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

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

@

NO N/A

0] er/oupatert [ DOA

0 Residence

1 DECEASED—NAME (Firat. Middie. Last) 2. SEX 3a TIME OF DEATH Jv. DATE DF CEATH Mown Cay. vr)
Nathaniel F. Coleman Male 10:00p,, October 29, 7904
4. *SOCIAL SECURITY NUMBER Se. AGE—LastBinhday | Sb. UNDER I YEAR] Sc UNDER 1 DAY | 6. DATE OF BIRTH (hig, Day. Yo | 7. BRTHPLACE (City and State or Foreign Countrg)
304-34-3760 e 68 o Por| o M gentember 19, 1936]-G 4 ry, Indiana
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See nstructions)
A US. VETERAN? US. ARMED FOACES? HOSPITAL. L] mpatiort otrer R pursing Home: [ gh?(s”wfy)

9b. FACILITY NAME (¥ not institution, @ive street and number)

9c. CITY. TOWN. OR LOCATION OF DEATH mmw OF BEATH

Clark Nursing & Rehabilitation Gary &1 Lake
10. MARITAL STATUS 1" SURV!V'NG SPOUSE 12a. DECEDENT S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESSﬂNDUS7HY
‘fi)' - H wife, ) durmg mast of working life. Do not use retired)
rried hena ﬂorgan Bricklayer SX Steel Corp.
13s. RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER‘W
Indiana Lake Gary 2200 Wrighp Street
13a. ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Americen Indian, 17. DECEDENT'S EDUCATION
0 Ne Yes WHAT COUNTRY? XREX [ ves Uf yes. specify Cuban, Black. White. etc QSpeclfy only ighast grade completed)
L6404 13g. ON A FARM? Us A Mexican. Puerto Rican. etc) (Specity) Elembetlrl /Socondary (0.12) College (14 or 5+
KR O ves Black 12th
18. FATHER'S NAME (First Middle, Last 19 MOTHER'S NAME (First Middle, Maiden Surnsme)
Houston Coleman Sr. Sarah Dailey
20a. INFORMANT'S NAME {Type/Prin® 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town State. Zip Code) 20c. Reiationship
Berthena Coleman 2200 Wright Street Gary,Indlana 46404 Wife
o

21a. METHOD OF DISPOSITION [ Entombment

D¢ A ] Cremation
W] Donation 8] Other (Specify)

m} Removal from State

21b.
other place}

DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or

November 63 <2004
Oak Hill Cemetery

\: ON—Cmr Towi Stmc ‘

228. EMBALMER'S NAME. 22b. EMBALMER'S LICENSE NO.
Roosevelt Allen Jr. #01051701
APURE OF FUNERAL DIREC 9 24b. LICENSE NUMBER
(of Licensee)
M ,00&4// #08700646

Enter the di
arrest. shock. or h

26 PART 1 nas or

imlure List only

IMMEDIATE CAUSE (Final

©ne cause on each line

that causod the death. Do not enter nonspecific terms. such 23 cardiac or respiratory

oo N e A cck Lomts

Approximate
Interval Between
Onsget and Death

disesse or condition
resylting in death)

DUE TO (OR AS A CONSEQUENCE OF)

PN AN WA o

Condaiona. if any. which gave
rise 1o the smmediate causs.

DUE TO (R AS A CONSEQUENCE OF)

stating the underlying
cause lost

d

DUE TO (OR AS A CONSEOUENCE OFr

PART li. Other significant condrtions - Conditions contributing to desth but not previously stated in Part |

~

WAS DECEDENT 28a. WAS AN AUTOPSY

PREGNANT OR 90 DAYS PERFORMED?
POSTPARTUM? {Yes or no)
(Yes or no)

NO NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

2%a. CERTIFIER
(Check only

oned O HeaLtr orficer on

03 cORONER  On the basis of

the basis of

on and/or

and/or i

mERTIFYlNG PHYSICIAN Yo the best of my knowladge. death occurred at the time. date. and place, and dus to the cause(s) as stated
L T I THRRILIAN

. it my opinion. death occurred at the time, date. and place. and due ta the cause(s) as stated

). 10 my opmien, death occurred at the time date, 2nd place. and due 1o the cause(s) 8nd manner as stated

RTIFIER

29b. SIGNATUAE AND TITLE QF CERTIFIER

\

7 /,L,,./ /&\/X\-)\M"&?‘A‘/YA Cl/kK, .

29¢/MEDICAL LICENSE NO

Do A

294 DATE SIGNED (Month, Day. Yesr)

L (g DY

30. NA AND ARI;IEIS)SaOtF ﬁERSOzga)fO%PLETED &%}gEyOF

TH (l T Type/Print)

1ana 46408

ALTH
FICER

31. HEALTH OFFICER'S SIGNATURE

32. DATE FILED (Month. Day. Year)

NOV 1 72004

R

33. MANNER OF DEATH

- 348 DATE OF INJURY
~ HMonth. Day. Year)

3% TIME OF
INJURY

34c INJURY AT WORK?

(Yes or no) JUN —

2 2009

34d. DESCF(.!BE HOW INJURY OCCURRED

GOOGREE

mxg!wal D Pending
Investigation

D Accident

g Suicide =] Could not be
Determined

D Hormicide

34a PLACE OF INJURY—
building. etc. (Specify)

At home. farm. sireet. factory. office gTE

or Rurat

HENF STIGTICE
SOUNTY AUDITO!

Route Number. Cty or Town State)

Q.

349 DATE PRONOQUNGED DEAD (Month. Day. Year)

348 MOTOR VEHICLE ACCIDENT? (Yes or noj

If yes. specify driver. passenger. pedestrian etc

-






