* ATTENTION ESTATE: The Social Security # is
being requested by this state ageacy in order to
pursue its statutory respensibility. Disclosure is

volumary and therewill bﬁ\p}penw dor reﬁisal

INDIANA STATE DEPARTMENT OF HEALTH K\Q(j 7 (é __5{;2.__/

CERTIFICATE OF DEATH StateNo. ................ e
LocalNo. ...l
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PR’NT 1 DECEASED—NAME (Frst Middie. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMonth Day, vr}
IN Fred Boose  Sr. Male 2:26 P, | March 31, 2005
)ERMAN ENT 4 *SOCIAL SECURITY NUMBER Se. (Ayfif:)Lasl Birthday S5b. UNDER ! YEAR 5c_UNDER t DAY {6 DATE OF BIRTH (Mo. Day. Yr) 7 (E;IRT?PI:ACE (Cnty;;nd i&m or Foreign Country)
v Months Days Hours Minutesd riaer rkansas
BLACK INK | 310-36-5532 72 beptarber 27, 1932 >
8a WAS DECEDENT 8b. YEAR LAST SERVED IN Sa. PLACE OF DEATH (Check only one See msVucmqsL
A US. VETERAN? U.S. ARMED FORCES?
HOSPITAL X KX npatent otHER [0 Nursing Home  [J Other (.w)
NO N/ A D ER/Outpatient D DOA dJ Residence
Bb. FACILITY NAME (¥ not institution. give street and number) gc. CITY. TOWN. OR LOCATION OF DEATH 9d c&?ﬁh OF DEATH
DECEDENT . .
Methodist Hospital Northlake Gary
10. MAR!TAL STATUS 11. SURVIVING SPOUSE 128, DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. K BUSINESS/INDUSTRY
Specify) (i wife. giv, Kn name) done duyring most of working life Do not use retired)
Divorced 7. urnace Uperator Steel Corp.
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, ORLOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 679 Ohio Streia‘h
13e. ZIP CODE | 13f INSIDE CITY LIMITS | 14, CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indan, m DECEDENT'S EDUCATION
O No es WHAT COUNTRY? O RKXXT ves (if yes. specify Cuban. Black. White. etc. m/fy only highest grade complated)
135 ON A FARM? Mexican. Puerto Rican. etc) (SP“"Y’k Elemengdry/Secondery (0-12) | College (1-4 or 5 + )
46402 USA lac 6th
KXo (O Yes t
PARENTS 18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middle, Maiden Surneme)
Buck Boose Adell Darlon
20e. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Stroer 8nd Number or Rural Route Number City or Town. State. Zip Code) 20c Relationship
INFORMANT D h
Leola Jackson Terrace Gary, Indiana 46403 2 aughter
212, METHOD OF DISPOSITION [ Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or F2 LOCAHON—Citfor Town{Stse
KKK ol 3 cremation O Removal from State other piace) Aprl]- 7 ’ 2005 3 ﬁ}' -
O Doneton [ Other (Specity) Fern Oaks Cemetery ALY, ‘Grlf ith ﬁid :ana
DISPOSITION 22s. EMBALMER'S NAME 225 EMBALMER'S LICENSE NO 23 WAS DEATH bQRTED 10 c;u_gorqsm {,} (‘n -
E)
Roosevelt Allen Jr. #01051701 Bax ,—53 ves
o a3 ] e
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25 NAME. ADDRESS. AND LlCENSr_ NU&&ER OF Fﬂ'g‘
(of Licensee) Guy & Allen Fireral B ‘é&r: 83007704
) . 2995 West 11th Aven <} % 4404
26. PART Enter the dnseases injuries. of complications that caused tha death Do not enter nonspecific terms, such as cardiac or respirataLy el Approximate
arrest. shock. or heart failurel List-ontycone cause on each line: Interval Between
Onset and Death
IMMEDIATE CAUSE (Final . Acinze vic b fignac CQmafitive A NS AR oY lﬂ/
disease or condition DUE TO (OR AS A CONSEQUENCE OF) ‘J
SAUSE OF resulting tn death)
JEATH b
Conditions. i any. which gave DUE 7O (OR AS A CONSEQUENCE OF}
rise 1o the immediate cause.
stating the underlying ¢
cause last DUE TO (OR AS A CONSEQUENCE OF) @S
d. " cL
PART Hl. Other significant condmons Conditions contributing 1o death but not previously stated in Part | 27. W &EDENT ,&\ 'AUTOPSY 28b. WERE AUTOPSY FINDINGS
GNANT 0 ORMED? AVAILABLE PRIOR TO
’\1 e{ A f * t ? < /)/\75 tk 7,"6 CA 1¢Ct / POSTPA (Yes or no} COMPLETION OF CAUSE
(Ye: 0@ e 5 OF DEATH? (Yes or no)
ST Y Yes
g
29a. CERTIFIER ﬁ CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred st tf . and place. and due to the cause(s) as stated
(Check only
one) D HEALTH OFFICER On the basis of and/or % 10 my opinion. death occurred at the time. date. and place. and due to the cause(s) as stated
(W] CORONER  On the bawms of and/or. . in my opinton, death occurred at the time. date. and place. and due to the causel(s) and manner as stated.
ERTIFIE 29b SIGNATURE AND TITLE OF CERTIFIER 29c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month, Day. Yesr)
; IFIER
, L -~
“D o pr M Otod 2274 A |H-2 05
30 /NAME AND ADDRESS OF PERSON ‘HO COMPLETED CAUSE OF DEATH (ITEM 26} ( Type/Print) '
S
Somes bryan? ma 1o Wl dam Chiicany, 1)) LOLD3
L]
IEALTH 3t. HEALTH OFFICER'S SIGNATURE J 32 DATE FILED (Month. Day. Year)
FFICER
: APR x
33 MANNER OF DEATH 348. DATE OF INJURY 340 TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURF’?E’D‘ v
(Month. Day. Yesr) INJURY (Yes or no)
&X&luul 0 Pending o R 0
Investgation . K ;
D Accident £ @"
34n. PLACE OF INJURY —At home. farm. street, factory. office 34f. LOCATION (Street and Number Mural Route Number. City or Town. State)
a Suicide ] Couki not be building. etc (Specify)
Determinad
D Homicide
349 DATE PRONOUNCED DEAD (Month, Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no} If yes. specify driver. passenger. pedestrian, etc %

SDHO06-004 State Form 10110 (R5/1-99)






