ATTENTION ESTATE: The Social Security # is

eing requested by this state agency in order to
ursue its statutory responsmmty

cluntary and there w|l| Qy for 255
ocaiNo..... q ........

isclosure is

<

IHE RECURUS IN 1S SERIES ARE CONFIDENTIAL PER U 10-3/~i-1u

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

COMMUNITY TITLE COMPANY

FLENO — 217207

State No.

YPE/P/F“N? 1 DECEASED--NAME {(First. Middle. Last) 2. SEX 3a TIME OF DEATH | 3b DATE OF DEATH (Moneh. Oey. Yr)
IN bBorothy  Brown Female 1:40P v | January 12, 2005
- 4. ®SOCIAL SECURITY NUMBER Se AGE-—Last Birthday 5b UNDER 1 YEAR 5S¢ UNDER | DAY | 6. DATE OF BIRTH (Mo. Day. ¥r) 7 BIRTHPLACE (City and State or Foreign Country)
_RMANENT - (vears) Months Oays Hours Minutes i
3LACK INK - - 88 Oct. 20, 1916 | Damascugpn Arkansas
8a WAS DECEDENT 8b YEAR LAST SERVED IN Se PLACE OF DEATH (Check only one See nStructions} usea
A US. VETERAN? US. ARMED FORCES? o
Y MA_L_ n Inpatient OTHER D Nursing Home D Other (Specrfy) U;
No None D ER/Qutpatient D DOA [ Residence
9b. FACILITY NAME (¥ not institution. give street and number) 9c CITY. TOWN OR LOCATION OF DEATH 9d COUNTY EﬁpﬂTH
ECEDENT .
St. Mary Medical Center Hobart Laker—
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b KIND OF BmSS/INDUSTRY
(Specity) (If wite. give maiden name) done during most of working life Do not usa retred)} -
Widowed === Homemak: Home
13a. RESIDENCE--STATE 130 COUNTY 13¢ CITY. TOWN. ORLOCATION 133 STREET AND NUMBER L
IN Lake Hobart 6140 Avocet Cirrie
13e ZIP CODE | 13t INSIDE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIiN7 16 RACE—American indian. 17. OECEDENT S EDUCATION
0 No g{(u WHAT COUNTRY? No (O Yes (If yes specity Cuban Black. White_ etc (Specify only highest grade completech
13g ON A FARM? Mexican Puerto Rican. etc) (Specity) Elemenary/Secondary (0-12) Cotiege (1 40r 5 +)
46342 OfNe O Yes J.S.A. White 12
ARENTS 18 FATHER'S NAME (First. Middie. Last 19 MOTHER'S NAME (First Middle. Maiden Surname)
Irvin Hutto Annie Cook -3
e b -
IFORMANT 208 INFORMANT'S NAME (Type/Print) 20b MAILING ADDRESS (Street and Number or Rural Route Number City or Town Sl’_u}'lng Code) " | 20c 'Rcanon:mp
. [ Lo
Elizabeth Evans 6138 Avocet Circle Hobart,IN 46342 - | Ddughter
21a METHOD OF DISPOSITION 3 entombment 215 DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 216 LOCATION—City.or Town. Sme
m Bunal 3 cremstion M Removal from State other place) January l 7 ’ 200 5 (,
D Donation D Qther (Specity) .
Lloyd Cemetery Damascus, szk.an sas
ISPOSITION 22a EMBALMERS NAME 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?

John T. Noble

9000031

D Yes

X_]No

24a SIGNATURE OF FUNERAL DIRECTOR

(:Lﬂud\\/

INOT

24b- LICENSE NUMBER
(of Licensee)

1045184

25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME N

Burns-Kish Funeral Home#30ﬂ)4968
8415 Calumet Ave. Munster,IN 46321

J19¢T

26 PARTI
arreat. shock,

IMMEDIATE CAUSE (Final
diseass or condrtion
resuluing in death)

Enter the disesses. |

o X

;3“ or complicstions that caused the death Do not enter nonspecific'terms. such as cardiactor respiratory
or heartTailure List only-one cluso ongeach

FILED

Approximate
Interval Between
Onset and Death

: i

(O£ AS A—CWZOUENCE OF}

sysgor JUN-=2 2005
Conditions. # any. which gave DUETO (OR AS A CONSEQUENCE OF) A\ LAY
rise to the immediate cause. a
stating the underlying
cause o DUE TO (OR AS 4 CONSEQUENCE OF? STEPHEN R. STIGLICH
: LAKE COUNTY AUDITOR
PART It Other significant conditions - Conditions contributing to death but not previously stated i Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no} OF DEATH? (Yes or no)
No No -
29s. CERTIFIER lX CERTIFYING PHYSICIAN  To the best of my knowiadge. death occurfed st the time. date. and place and due to the cause(s) as stated
(Check only
one) D HEALTH OFFICER On the basis of examination snd/or in my opinon. death occurred at the tme. date. and place. and due to the cause(s) as stated
D CORONER.  On the basis of exm}mn Ang/orinvestgaton. n my opiman, death occurred at the tme. date. and place. and due to the cause(s) and manner as stated
29b. SIGNATURE AND TiTLE OF CERTIFIER 29¢ MEDICAL LICENSE NO 29d DATE SIGNED (Month. Dsy. Yesr)
ZRTIFIER ) 4 :
Y n xD2002/0 Jan. /iy ,2005 '«
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Pring !' ]
R. Shah, M.D. 202 E. 86th Place Merrillville,IN 46410
- 31 HEALTH OFFICER'S SIGN
ALTH ﬁ f o 1D L=, T T CERTIFES THE ARCVE 1SR TR (o). Day. Vear
*FICER " Do COMBLETE £OP OF THE CFRDKOAEOEN { [( <
Y, L
Y asa
33 MANNER OF DEATH 34s DATE OF INJURY 340 TIME OF 34c INJURY AT WORK? 3%%‘&%%%?5\”“&@‘0 CUR VV
(Month. Day. Year) INJURY (Yes or no) SO
O Natursl D Pending .
Investigation A1 2
O aAccident ab J EX_JJJ 1 i 005
348 PLACE OF INJURY —At home farm street tactory office J4f LQCATION (Street and Number or Rural Route Number. City or Towng§State
0 suicide 3 Could not be bulding. stc (Specify}
Determined
O Homcide ! \

f"\

34g DATE PRONOQUNCED DEAD (Month. Day.

Year)

~

34h MOTOR VEHICLE ACCIDENT? (Yes or no) if yes specify driver passénger pedestrian. etc - EOOZS

Z &

SDHO06-004 State Form 10110

(R5/1-99)
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