JTENTION ESTATE: The Social Security # is

,L‘
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515 oS CERTIFICATE OF DEATH State No.

cal No.
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PERIC 16-37-1-10
/PElPR!NT 1. DECEASED-NAME (First, Middie, Last) 2. SEX ‘ 3a. TIME OF DEATH 3b. DATE OF DEATH (Month. Day Yr )
N Ruth L. Fritz Female  |1:00 AM May 29, 2005
ERMANENT 4. SOCIAL SECURITY NUMBER 5a. AGE-Last Birthday 5b. UNDER 1 YEAR 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Yr.) 7. BIRTHPLACE (City and State or Foreign Country)
(Years} Months  Days Hours Minutes
LACK INK | 316-30-1688 72 June 15, 1932 Hammond, Indiana
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only or e. See instructions.)
A U.S. VETERAN? U.S. ARMED FORCES? @ )
HospiTAL B Inpatient OTHER [[] Nursing Home [ Other (Specify)
No N/A [ eroutpatient ] DOA ] Residence
9b. FACILITY NAME (/f not institution, give street and number) 8c. CITY, TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT . .
St. Anthony Medical Center Crown Point, IN Lake™J
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT $ USUAL OCCUPATION (Give kind of wok 12b. KIND m!NESSIINDUSTRY
{Specity) (i wife, give maiden name) done during most of working life. Do not use retired)
Widowed None Homemaker Home &D
13a. RESIDENCE-STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER m
Indiana Lake Hammond 3838 Robin Hood Lane ...,
13a, ZIP CODE | 131, INSIDE CITY LIMITS | 14. CITIZEN OF 15. AS DECEDENT OF HISPANIC ORIGIN? 16. RACE-American Indian, 17. DENT'S EDUCATION
Ono B vYes WHAT COUNTRY?| BNoe [Jves (If yes, specify Cuban, Black, White, etc. (Specil bighest grade completed)
13g. ON A FARM? Mexican, Puerto Rican, efc.) (Specify) Elementary/Secotgar) (0-12) | Coliege (14 o 5+)
46323 ®BNo O ves USA White 12C0
ARENTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Middle, Maiden Surname) CD
Irvin Doeing Mary Ward 0
IFORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, Zip Code) 20c. Relationship
Stella Lockhart 20010 Clay Street, Hebron, IN 46341 Daughter
7 21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LOCATION-City or Town, State
X Buriat O crematon  [J Removat from State other piace) June 1, 2005
O vonaton L1 orer (specity Chapel Lawn Memorial Gardens Schererville 3N
ISPOSITION |22e. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED TO CORGNER? = ]
. [~ Bd ves [ :‘ ;
TarAx) Wright ED20400058 =
24a. S| URE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE: NUMBER OF FUNERAL HOME
{of Licensee) Virgil Huber Funeral Home -
7051 Kennedy Avenus .
ED08800305 Hammond, IN 46323
o 2 =
28. PART L. Enter the diseases, injuries, or complicaﬁons/al caused the death. Do not enter nonspecific terms, such as cardiac of respnratory
arrest, shock, or heart faiture. Listonly one cause on eachline: (««L( 7‘ Cetis (/\jv) +f
£4 -
IMMEDIATE CAUSE (Final a2 v I\
disease or condition DUE TO (OR AS A CONSEQUENCE OF H H .
AUSE OF resulting in death) M
b.
EATH Conditions if any, which gave DUE TO (OR AS CONSEQUENQ#OF)
:ts:tit:q":e‘z‘r,:i:::i‘::ause. C A e drNA G JUN N npae
cause last. DUE TO (OR AS A C(#lgEQUENCE OFY); L :7 [UUO
d QTEDLIT A,
i S L[ TNToT
PART Il. Other sig contributing to death but not previcusty stated in Part | 27. W. Q 3 WA R% ¥ 28b. WERE AUTOPSY FINDINGS
L PR M@’TOR AVAILABLE PRIOR TO
‘ C ( (1 POSTPARTUM? {Yes or no, COMPLETION OF CAUSE
(Yes na} OF DEATH? (Yes or no)
No No
29a. CERTIFIER E CERTIEYING PHYSICIAN To the best of my knowledge, death occurred at the time, date, and place, and due 1o the cause(s) as stated.
heck on/,
f;,ejc omy D HEALTH QFFICER On the basis of ination and/or igation, in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
D CORONER On the basis‘of & ion and/of i igation, in my opinion, déath occurred at the time, date, and place, and due to the cause(s) and manner as stated.
29b. SIGNATURE AND TITLE OF CERTIFI ’ ‘/ 29c. MEDICAL LICENS 29d. DATE SIGNED (Month, Day, Year)
| OIOSEHT 7 T5%
A 0
30. NAME AND ADDRESS OF PERSON/ O COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
H. Shah M.D. 200 East 86th Place, Merrillville, IN 46410 219-756-1400
EALTH 31. HEALTH OFFICER'S SIGNATURE 32. DATE FILED (Month, Day, Year)
FFICER St 0@74’ Ao QFre 1 a0
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCOLHRED !
(Month, Day, Year) INJURY (Yes or na)
[ Natural [J Pending
D Investigation e
Accident T COMPLE
34a. PLACE OF INJURY-At home, farm, street, factory, office CBRARES e ldmdar %\gmm ity or Town, State)
O suicide [ could not be building, etc. (Specifyl : ?ﬁ)’g\/ r THE CERTIFICATE OF &’P‘;&%ﬂy =
Determined c f‘fHH\JHC’” T 0T DA TMENT S
D Homicide GAKE l
. D28 8 e~ ia
34g. DATE PRONOUNCED DEAD (Month, Day. Year) 34h. MOTOR v!!f&!ﬁfi&" ‘or naj If yes, specify crver passenger, pedqsmsn gtc . ,, «’\ 1[
Jui 305 <
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