. oo sec Ke /-
ATTENTION ESTATE: The Social Security # is .

being requested by this state agency in order 1o

pursue its statutory responsibility. Disclosure is INDliANA STATE DEPARTMENT OF HEALTH

voluntary and ther:

e will bf,”° enaity for refusal.
39-0193 CERTIFICATE OF DEATH State No. ........... SUSUTRRRS

LocalNo....x2J Yl Jo
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
TYPE/PRINT ! DECEASED—NAME (First Middle Last) 2 SEX 3a TIME OF DEATH | 3n DATE OF DEATH (horen Cay. vr)
. = N
IN Pauline Armmer Female 11:05 P l March 10, 1999
)ERMANENT 4. "SOCIAL SECURITY NUMBER Sa AGE—Last Birthoay Sb_UNDER t YEAR Sc_UNDER | DAY |6 DATE OF BIRTH (Mo, Day. v 7 BIRTHPLACE (City ard Stats or Foregn Country)
(Years) 1 C
Monhs  Days Hours  Minutes o ovington,Tennesse
BLACK INK | 311-26-0943 70 September 2, 1978 Covington, see
8s WAS DECEDENT 86 YEAR LAST SERVED IN 9a_PLACE OF DEATH (Chiack only one See mstrucnions )
AUS VETERAN? US ARMED FORCES?
NO N/A nosPiTac ¥ T inpeuent OTHER  {J Nuraing Home [T Other (Specty)
D ER/Outpatent  [J DOA ] Residence )
9b FACILITY NAME (# not instrtution. grve street snd number) 9c CITY TOWN OR LOCATION OF DEATH 94 COUNTY OF DEATH
DECEDENT . . )
¢ Methodist Hospital Northlake Gary Lake
10 MSANTAL STATUS 1 (%ua}/lvwo SPOUSE 12a DECEDENTS usuaL OCCL;J;A;)'ION (Give kind of work {126 KIND oF BUSINESS/INDUSTRY
(Specify) . wrfe. give maden name) e duri orking ife Do not use retired.
Married Dougfas “Rrmmer HEMERERE Home
13a RESIDENCE—STATE 13 COUNTY 3¢ CITY. TOWN. OR LOCATION 13d. STREET ANO NUMBER
Indiana Lake Gary 2312 Jennings Street
3e Z1P CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 1S WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE —American Indian 1% DELEDENT'S EDUCA TTON
O No (KK WHAT COUNTRY? ERE O ves (1 yes specty Cuban Black Whre etc (Soeckyeny highest grade completed)
13 ON A FARM? Mexican Puerto Rican etc) (Specify) E"'T?’yﬁuﬁy 012 Collegs (1 4 0r 5 73
46404 USsS A Black t
K O ves ac [ al
SARENTS 18 FATHER'S NAME (First Middle, ast) 19 MOTHER'S NAME (First Middle, Maiden Surname)
Joseph Young Nellie Mae Rodes o
20m INFORMANT'S NAME (Type/Printd 20b MAILING ADDRE§S {Strear and Number or Rurai Aoute Number. C:ry or Town. S z/p ) 20¢ isnonship
NFORMANT Douglas Armmer !2 Jennings Street Gary,lndiana 4640 and
7/ 21s METHOD OF DISPOSITION [ Entomoment 215 DATE AND PLACE OF DISPOSITION (Name of camatary, crematory. or 21c LocaTion-LelyYor Town State
e O cremavon 3 Removai trom State other place) Mar Ch ]‘ 5 ’ 1 9 9 9 N
O corston T Other (Spacry) Evergreen Cemetery HobargsIndiana
NSPOSITION 220 EMBALMER'S NAME 226/ EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
Rosenwald D. Allen Jr. #29400047 O By
248 ATURE OF FUNERAL DIREC TOA 24b LICENSE NUMBER 25 NAME ADDRESS ANO LICENSE NUMBER OF FUNERAL HOME
b ! b
. (of Licansee) Gug & Allen Funeral Directors, Inc
' 4\,._7 199760076 2959 West 1lth Avenue
Gary,Indiana 46404 %3007 704
T .
26 PART! Emer the a mjuries. or N8t caused the daath Do/Aot enter nonsgecific terms such-as cardisc or respuratory :’ﬂ o Ak’)prox:mau
arrest shock. o heart falure List only one cause on each hne : {, "intqrvai Between
IMMEDIATE CAUSE (Finat . Vascular collapse
disease or condmion DUE TO (OR AS A CONSEQUENCE OF) B e
iy th) . 4 A -
AUSE OF resuling in des Due to arteriosclerotic heart and v @s #lisease
ZATH ° ' & e
- Condtians ¢ any which gave DUE TO (OR AS A CONSEQUENCE OF) 8 o . ]
r1se 1o the immediste cause . s nf\(\‘\ o
stating the underiying ¥ \’V
OUE TO (OR AS A CONSEQUENCE OF) L\) .
Ccause iast “ \ “
d i -
& »
PART Il Other signicant condmons | Conditions contributing to desth but not previous!y stated in Part 27 WAS DECEDENT 28a m 0 5" WERE AUTOPS Y FINDINGS
PREGNANT OR 90 DAYS, \,\ R pﬁ\ AVAILABLE PRIOR TO
POSTPARTUM? 1 ( COMPLETION OF CAUSE
(Yas or no} s 066 OF DEATH? (Yas or no)
No N No
298 CERTIFIER O CERTIFYING PHYSICIAN  To the best of My knowiedge. death occurred at ths ime date and plsce and duse to the cause(s) as stated
{(Check oni
o,,‘,x e D HEALTH OFFICER On the basis of and/or N My opINIOn desth occurred at the time date and olace and due (o the cause(s) as stated
u ty . q CORONER  On the baws of and/or '0 My ooINIoN desth occurred 8t the time date and place and due to the cause(s) ang manner as stated
o0 SIGNATUT /AND TITLE DF GERIIFIER 29¢ MEDICAL LICENSE NO 29d DATE SIGNED (Month. Day Year)
RTIFIER ’
< bl | ARG (), N/A March 17, 1999
bV iy
30 NAME ANO ?@RESS OF PERSDN WHO COMPLETED CAUSE.OF DEATH (TEM 26) ( Type, Pring)
Donna Melyon, Depiity, Goponen, 2293 North Main Street, Crown Point, Indiana 46307
ALTH 31 MEALTH OFFICERS SIGNATURE  ° . > /) 32 DATE FILED (Month Day Yaar)
SICER - m D 1 ')6 AR 24 030
33 MANNER OF DEATH s DATE OF iNJuRY, L 3e0 TiME OF J4c INJURY AT WORK? 340 DESCRIBE HOW INJURY OCCURRED
TRV (Monm Day 424""“‘“ INJURY (Yes or noy
. m . a |
QI Naturar a Pending % ."f?‘:-& ':‘_) m (’ 8 ’h & 06 . (?
D invesugation - ‘- f.‘ D
Aceident Ha Rl Phome farm streer factary oHice 34 LOCATION (Street and Numbar or Rural Routs Number City or Town Stater 7 7
O suce O Couid not be buiding wtc (Specify) N '>
Determined (4>
D Homicide
349 OATE PRONOUNCED DEAD (Month Oay Yaar) 34n MOTOR VEHICLE ACCIDENT? (Vas or nos i yes speciy driver passenger pedesmian etc
March 10, 1999






