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THIS CERTIFIES THE
COMPLETE COPY OF DEATH ON FiiE WITH THE

HAMMOND HEALTW
o e
State \ A S~ W?
¢ Date tssved Hammond Health Commissioner

FOLLOWING 15 A TRUE AND

1. DECEASED—NAME  (First, Middle, Last}

WILLIAM

STEFFEL

3a. TIME OF DEATH

2:14 PMu

2. SEX

MALE

3b. DATE OF DEATH (Month. Day. Yr)

NOVEMBER 6, 1990

4. SOCIAL SECURITY NUMBER

335-10-4168

5a. AGE—Last Birthday

5b. UNDER 1 YEAR

5¢. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Y 7. BIRTHPLACE {(City and State or Foreign Country)

(Years)

79

Months*

Days Hours Minutes

FEB. 2, 1911 EAST CHICAGO, INDIANA

Ba. WAS DECEDENT
A US. VETERAN?

NO

8b. YEAR LAST SERVED IN
U.S. ARMED FORCES?

9a. PLACE OF DEATH {Check only one. See instructions.)

HOSPITAL:

0 inpatient a Nursing Home O other (Specify)

M ER/Cutpetient D DOA D Residence

OTHER.

8b. FACILITY NAME (¥ not institution, give street and number)

ST. MARGARET HOSPITAL

9¢. CITY, TOWN, OR LOCATION OF DEATH 9d. COUNTY OPBrATH

HAMMOND KRe

10. MARITAL STATUS
{Specify)

MARRIED

11. SURVIVING SPOUSE

125. DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSIKE

Uf wife, give maiden name)

VERONICA MINICH

done during most of working life. Do not use retired)

OPERATOR

S/INDUSTRY

OIL REFENERY

13a. RESIDENCE—STATE

INDIANA

13b, COUNTY

LAKE

13¢. CITY, TOWN, OR LOCATION

HAMMOND

13d. STREET AND NUMBER

o

3916 TOWLE AVENUER:

13e. ZIP CODE

13f. INSIDE CITY LIMITS

14. CITIZEN OF

16. BACE—American Indian,

3Lt G-rref3

0 No

X Yes

13g. ON A FARM?

46327 Fno 0 Yes

WHAT COUNTRY?

No 0 Yes
Mexican, Pusrto Ricen, etc)

USA

15. WAS DECEDENT OF HISPANIC ORIGIN?
g (f yes. specify Cuban,

Black, White, stc.

17. DEGEDRNT'S EDUCATION
(Spscify oglyﬂphsst grade compieted)

(Specify)

WHITE

Elementary, /Seconda"z (AT
11

Coliege (1-4or 5 +)

18. FATHER'S NAME (First, Midole, Last)

LAWRENCE STEFFEL

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

MARY WESSERLEY

20a. INFORMANT'S NAME (Type/Print)

VERONICA STEFFEL

20b. MAILING ADDRESS (Street and Number or Kural Route Number, City or Town. State, Zip Code)

3916 TOWLE AVENUE, HAMMOND, IN 46327

20c. Relationship

WIFE

21a. METHOD OF DISPOSITION [ Entombment

murial

3 ponation

3 cremation
3 other (Specity

[ Removal from State

NOVEMBER

other place)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or

ST. JOSEPH CEMETERY

10, 1990

21c. LOCAS on-cw"’ Town, s«EE}

22a. EMBALMER'S NAME:

KEITH D. ANTHONY

22b. EMBALMER'S LICENSE NO,

01011911

23. WAS DEATH REPOHTEI{T‘Q

O ne M Yes C"

248, SIGNATURE OF FUNERAL DIRECTOR

/{VJM/DM?#

24b. LICENSE NUMBER
{pf Licensee)

01011911

ANTHONY & DZI
4404 CAMERON,

25. NAME, ADDRESS, AND LICEN@UMBER OF FUNERAL HOME_ :

26. PART | Enter the d injuries’ or

arrest, shock, or heart failure.

IMMEDIATE CAUSE (Final

that caused the death. Do not enter nonspacific terms, such es cardiac or rélspiratory

List fly one cause on esch g

A pescToon

lme:val Between

disease or condition
resylting in death)

W«/
DUETO(ORAS A CONSEQUENCE A

Conditions, if any, which gave
rise to the immediate cause,

DUE TO (OR AS A CONSEQUENCE OF):

stating the underlying ™ .
cause last

DUE TO (OR AS A CONSEQUENCE OF):

PART Ii. Other signi jtions - Cond

P S P O S TPARTUM?
n iYas or no)

g to death but not previously stated in Paft L

27. WAS DECEDENT
PREGNANT OR 90 DAYS

28a. WAS AN AUTOPSY
PERFORMED?
(Yes or no)

28b. WERE AUTORSY FINDINGS
AVAILABLE PRIOA TO
COMPLETION OF CAUSE

NO

OF DEATH? (Yes or no)

NO L]

29a. CERTIFIER
{
HEALTH OFFICER

Onthe basii ’

On the basis of

and/for

and/or i

m}@EﬁTtFYING PHYSICIAN  To the best of my knowledge. death occurred at the time, date, end place. and due to the cause(s) as stated.
in my opinion, death occurred at the time, date, and place, and due to the cause(s) a6 stated.

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

AND TITLE OF CERTIFIER

r

PO e

29c. MEDICAL LICENSE NO.

00/ S 22| NOVEMBER 7,

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

1990

30. NAME AND ADDRESS OF PE|

LOWELL STEEN M.

641 R
et

N WHO COMPLETED CA;SE OF DEATH (TEM 26) (Typa/Print)

GE ROAD, HIGHLAND, INDIANA 46322

31. HEALTH OFFICER'S SIGNATURE

\.’9}' Fata

-5,
&

ALANA L d TS

* NOV=0"7 “1a84

33. MANNER OF DEATH 34a.

0 Pending
Investigation

3 Natural

DATE OF fJURY
{Month, Day, Year}

34b. TIME OF
INJURY

| Aac.

INJURY AT WORK?

(Yes or na)

34d. DESCRIBE HOW INJURY OCCURRED

O Accident

{3 suicice [3 couid not be
Determined

O Homicide

building. etc. {Specify)

34e. PLACE OF INJURY-—At home, farm, street, factory, office

ai Stad Number or Rural Route Number, City or Town, Stmv7

Y9

34g. DATE PRONOUNCED DEAD (Month, Day. Year)

ANQE
] W
34h. MOTOR VEHICLE ACCIDENT? {Yes or no)  If yes, specify driver, passehLer}lwslrim etc.

(18203 7‘2/ '

SBH06-004

State Form 10110 {R2/3-89)

DEA CERT/PD 1

AKECOTNTY AUDITOR TICOR TITLE INSURANCE

GA5-638S



