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CERTIFICATE OF DEATH

INDIANA STATE DEPARTMENT OF HEALTH

State No. .......

dscalNo....%n won . A8, CERTIFICATEOFDEATH  stateNo. ........... . Trammreseeeen .
THE RECORDS IN THIS SERIES ARE-CONFIDENTIAL PER IC 16-37-1-10
{PE/PR'NT 1. DECEASED —NAME _ (Frst. Middle. Last) 2. SEX 3& TIME OF DEATH 3b. DATE O‘F DEATH (Moneh. Day. Yr.)
IN Bernard Brown Male 10:40 A, April 26, 2005
ER M AN ENT 4. *SOCIAL SECURITY NUMBER Sa. &G.f;;um Birthday 5b. UNDER 1 YEAR SCHO:UNDER :Ax:. 6. DATE OF BIRTH (Mo, Dey. Y1) ) 7. BIRTHPLACE (City and State or For:ign (.:oumy)
ILACK INK 433-22-4559 83 Months  Days s September 21,1921 Fondale, Louisianag
Ba. WAS DECEDENT 8b. YEAR LAST SERVED IN Sa. PLACE OF DEATH (Check only one. See instructions)
A US. VETERAN? U.S. ARMED FORCES? HOSPITAL ﬁ?ﬁnm OTHER. D Norsing Home D Other (Specity)
YES 1945 0O er/outpaties I DOA — 0 Residence
8b. FACILITY NAME (¥ not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT St. Mary Medical Center Hobart Lake
10. MARITAL STATUS 1. SURVIV!NE SPOUSE ) 12a. S.FHSEDENT S USLJIA‘L. OSSUF:A;;IOO"?‘:”(?‘,:O"'IU&M“O)I' work 12b. KIND OF BUSINESS/INDUSTRY
MPried S8 ¥aaTe, upervisor USX Steel Corp.
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 6600 Ash Place
13¢. ZIP CODE { 13 INSIDE CI LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? I 16. RACE—Amavican Indian, 17. DECEDENT'S EDUCATION
0O Ne es WHAT COUNTRY? No [ Yes (if yes. specify Cuban, Black. White, etc. (Specify only highest grade compieted)
46403 |1 onarasme USA xican, Puerta Flican. etc) (Specty) Elemenydry/Setohelry (0.12) | College (1.4 or 5 33
XENo O Yo Black O 1 Year
\RENTS 18. FATHER'S NAME (First Middle, Last) 19. MOTHER'S NAME (First Middie. Maiden Surname) fd
Will Brown Amy Edwards <
FORM, ANT 20a. INFORMANT'S NAME (Type/Prin 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip &ﬁ) 20c. Relationship
Janic& Armour 6600 Ash Place Gary, Indiana 46403 Daughter
21s. METHOD OF DISPOSITION D Entombment 2tb. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory. or 2lc. LOCATIO%)« or Town, State
X 0 cremation [ Removel from State other piace) AP ril 30 s 2005 e
O Oonetion  C1 Other (Specity Evergreen Cemetery Hobartg,yIndiana
SPOSITION 22a. EMBALMER'S NAME: 2257\ EMBALMER'S UICENSE NO! 23 WAS DEATH REPORTED TO CORONERT™

Roosevelt A

#01051701

m O ves

o

o

24b. LICENSE NUMBER
{of Licenses)

#29700070

ME&AOme AND LFENS: NUMBT
29 9 West 11th AVenue
Garyy Trdiana 46404 83007704

Oﬁlrec%ors, Inc

arrest. shock, oc heart faiture. List only one cause on sach lirie.

ed the death. D

0ot enter nonspecificitarms. such as cardiac or. Tespiratory

L CARUNMA of Cpype) Wi fl)g

265775

murﬂ

_‘N

a Accident
0 Suicide

D Homicide

{(Month. Day. Year)

I

€3 or no)

A IMMEDIATE CAUSE (Final
disesse or condition DUE TO (OR AS A CONSEQUENCE OF):
AUSE OF resuiting in death) .
ATH <8y 2
N Condhtions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF
% rise to the )iImmaediate cause. .
0y stating the underlying . §
\ cause fast DUE TO (OR AS A CONSEQUENCE OF)
r PART Il. Other signifi tions - Conditions contributing to death but not previously sthted in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY zao weaemurowsv FINDINGS
b PREGNANT OR 90 DAYS PERFORMED? BLE PRIOR TO
A POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
% {Yes or no) OF DEATH? (Yes or no)
§ 29a. CERTIFIER XX ﬂ)c!GTIFYING PHYSICIAN  To the best of my knowisdge. death occurred at the time. date. and piace. and due to the cause(s) as stated.
(Check only
\ one) D HEALTH OFFICER On the basis of and/or i g . i my opinion. death occurred at the time, date. and place. and due to the cause(s) as stated.
o O CORONER O@is @ and/or i . In my apinion. death occurred at the time. 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, Day. Yesr)
RTIFIER - —
] ON6 3ol o7 L-29-0 1
‘% 30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Print
é; Dr. Barai 200 East 89th ville, Indiana 46410
ALTH 31 HEALT@W&IU 32 DA LED (
FICER > @
33. MANNER OF DEATH 34a. DATE OF INJURY RY AT WORK? 34d. DESCRIBI ! Y
N iy DESCRIBE HOW muaY O

THIS ¢f 1% b
O onding CORY OF THE £R P BEATH ON FLE WTH THE
Investigation by s | v LAKE COUNT\' HE#\L(H {Ji‘ ARTRENT.
O Cou roroe 340 PLACE OF INJURY—3R fohate F%le‘l Thckder: of#c'eur“"’_ =~ | 34 LOCATION {Street and Number or Aural Route Namber. Gty or Town Sreve)
Determined hmm“wm@“(ECOJNTfnUg

MAY 12 2005
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349 DATE PRONOUNCED DEAD (Month. Day. Yesr)

34h. MOTOR VEHICLE ACCIDENT? (Yes or 1Eyests 3 fy Nldver. passenger )
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