ATTENTION ESTATE: The Social Security # is
ting requested by this state agency in order to

INDIANA STATE DEPARTMENT OF HEALTH

Irsue its statutory responsibility.
duntary and there will be

Jcal No.

isclosure is
n‘?e ?yfor refusal

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

State No. ..

%cj#

47-427- 1)

L R I O N IR P

(PE/PRINT ["
IN

DECEASED—NAME  (First. Middle. Last)

WILLIE

WILLIAMS

2. SEX 3a. TIME OF DEATH

MALE 8:20 A.,

3b. DATE OF DEATH tMonth Oay. vr)

MAY 26, 2005

4

:RMANENT
LACK INK

346-30-1399

*SOCIAL SECURITY NUMBER
{Years)

" | Se. AGE—Last Birthday

73

Sb. UNDER 1 YEAR

Sc. UNDER 1 DAY

6. DATE OF BIATH (Mo. Day. Yr)

Months Days

Hours

Minutes

June 2,1931 |Mar

7. BIRTHPLACE (City and State or Foreign Country)

ianna, Arkansas

8a.

WAS DECEDENT
A US VETERAN? US. ARMED FORCES?

No N/A

Bb. YEAR LAST SERVED IN

9a_PLACE OF DEATH (Check only one_See mstructiard.Y

K inpatient
[ er/Outpatien

HOSPITAL

OTHER:

O ooa O] Resi

a Nursing Home [J Other (Sm

L]

9b.
ICEDENT

FACILITY NAME (¥ not institution. give street and number)

THE COMMUNITY HOSPITAL

9c. CITY. TOWN, OR LOCATION OF DEATH

MUNSTER

9d. cow OFf DEATH

LAKE

10.

Married

MARITAL STATUS 11. SURVIVING SPOUSE
(Specify)

(i wife. give maiden name)

Ella Gilvyard

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done Do

during most of working life. Do not use retired?

Truck driver

12b. KIND'@F-BUSINESS/INDUSTRY

stéel

13a. RESIDENCE—STATE
Indiana

13b. COUNTY

Lake

Gary

13c. CITY. TOWN. OR LOCATION

134 STREET AND NUMBER

2286 McKinl

e§ﬂ§t.

4

13e. ZIP CODE

13f. INSIDE QJTY LIMITS

a No

13g. OM A FARM?
B No O Yes

6404 USA

14. CITIZEN OF
WHAT COUNTRY?

No (] Yes
Mexican, Puerto Rican. etc)

15. WAS DECEDENT OF HISPANIC ORIGIN?
{if ves. specifv Cuban

16. RACE—Amaerican indian.
Black White atc.

17. DECEDENT'S EDUCATION
(Spety ifnghest graae completedt

(Specify)
Black

Elemerydry/Secondary (0-12)

College (i-40r§ +)

N.A

8

\RENTS 18

FATHER'S NAME (Firsi, Middile. Las
Jessie Williams

19. MOTHER'S NAME (First Middle. Maiden Surname)

Willie Motley

FORMANT

208. INFORMANT'S NAME (Type/Print}

Ella Williams

20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip C )

2286 McKinley St. Gary,In 4§40

20c. Relationship

7

21a. METHOD OF DISPOSITION [ Entombment

)p Burial

O poration £ Other (Specify

O Cremstion {0 Remavat from State

other place)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory. or
June 3,
Concordia Cemetery

2005

SPOSITION

22a. EMBALMER'S NAME:

Avis Robinson

22b. EMBALMER'S LICENSE NO:

FD29700012

23 WAS DEAT!

24s. SIGNATURE OF FUNERAL DIRECTOR

Qv B gia

24b. LICENSE NUMBER
Lof Licensee)

FD29700012

25. NAME.

Alph

26.

WSE OF
ATH

IMMEDIATE CAUSE (Final
disease or condition
resulting in death)

Conditions. if any. which gave
rise to the immediste cause,
stating the underlying

cause last

PART |

Enter the diseases. injuries. or complications that caused the death Do not enter nonspecific-terms. such as cardiac or respiratory

arrest. shock. or heart failure. List only one cause on each line.

CAL DIy - JJN/;%MW&\ lﬂ/

DRESS. AND LICENSE NUMBER OF FUNERAL @yE— =

a Mo SA H199000-3.,”
421 Vhﬁ!i.u_@;_z,tnﬁ%‘lm

A, STIGLICH
TY AUDITOR

Approximate
intervai Between
Onset and Death

DUl

C o4

E TO (OR AS A CON

Sl D el

g};EPHES\N

WZ}WW

DU

ETO(ORAS A CO*JSEOUENCE OF

PA

AT i, Other Condit

contribyting to

G/

ﬁdmonl

I ha |
e

dest but not previously stated in Part |

A

27. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)

NO

2Bs. WAS AN AUTOPSY
PERFORMED?
(Yes or no)

NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

N/A

29a. CERTIFIER

(Check only
one}

[J CORONER " On the basis of

[J HEALTH OFFICER On the basis of

and/ar

and/or

U E:ERTIFYING PHVSICIAN To the best of my knowledge, death occurred at the time. date. and place. and due to the cause(s) as stated.

.10 my opinion, death occurred at the time, date. and place. and due to the cause(s) as stated.

. N my opinion. death occurred at the time. date. and place, and due to the cause(s) and manner as stated.

RTIFIER

29(/& TU D TITLE OF csnrlfﬁm

29¢. MEDICAL LICENSE NO.

01021655A

29d. DATE SIGNED (Month. Day. Year)

30

</

Nny AND ADDRESS OF PERSON WHO CAMPLET
FELICIANQ F. JIMENEY, M

FQEATH (TEM 26) (Type/Pnnt)

800 MACARTHUR BLVD.

_MUNSTER, INDI

MAY A" 2005
[

ANA 46321

NaLTH a

| =icen

HEALTH OFFICER'S SIGNATURE

Da%’ D.o. /COPYGFrHESTHEAaﬁVE 15 A

3

MANNER OF DEATH 34a. DATE OF

a Naturs! a Pending

{Month. Day. Year)

INJURY 34b. TIME OF

INJURY

34c INJURY AT WORK?

34d. DESCRIE
{Yes or no}

32. DATE FILED (Month, Day. Yeasr)
2005

LE Wy T

Investgation

=] Accident
[ suicide

[J coutd riot be

Determined

a Homicide

MAY 29 a0

34e. PLACE OF INJURY—At home. farm street. factory. office 34f EOCATION (Street and Numbe;'m ﬁhul

building. etc. (Specify)

g

'ﬁw@:mb«. City or Town. St&
- —

Az

of T- 4

349 DATE PRONOUNCED DEAD (Month, Day. Year)

34h. MOTOR VEHICLE ACCIDENT? (Y, s or no)  If yes. specify driver. passe N, etc.

T4 5 53

€5

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





