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INDIANA STATE DEPARTMENT OF HEALTH

ocal N6 CERTIFICATE OF DEATH State NO. ..o
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 bt
(PE/PRINT 1 DECEASED--NAME (First Migdie. Last) 2. SEX .- 3s TIMEOF OEATH | 3b. DATE OF DEATH (Moneh. Day vr)
[ L
IN Ruth L. Guerdon Female :00°" "pv [ December 17, 2001
:RMANENT 4. ®SOCIAL SECURITY NUMBER Sa AGE—Last Birthday 5b. UNDER 1 YEAR Sc_UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)
= (Years) Months Days Hours Minutes
SLACK INK 305-50-4279 Nl A adfebeberq21; 1915 (i Yemphis, Tennesse
8s WAS DECEDENT b ve &Jﬂ Egg N Il JJU L i9b' PLWGE OF DEATH (Check oniy one’ See mstructions.)
A US VETERAN? O v
HOSPITAL Inpatient OTHER XX Nursing Home [ Other (Specity)
NO N/ A ] ER/Outpatient O ooa 3 Residence
9b FACILITY NAME (# not institution. give street and number) 9c CITY. TOWN. OELQCkTION QFDEJATH 9d COUNTY OF DEATH
ECEDENT A
Southlake Nursing & Rehabilitation Center Merr111v1lle Lake
10. MARITAL STATUS 11 SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
{Specity) (i wifs. grve maiden name) done during most of working life. Do not use retired)
Widowed N/A Beautician Self Employed
13a. RESIDENCE—STATE 136 COUNTY 13¢. CITY TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Merrillville 8800 Virginia Place
13¢ ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE-—~American indian. 17. DECEDENT'S EDUCATION
a Ne es WHAT COUNTRY? XB No O ves (If yes. specify Cuban Black. White. etc (Specify only highest grade completed)
4 6 4 1 0 13g ON A FARM? Mexican. Puerto Fican etc) (Specity? Elementary/Secondary (0-12) College (1-40r 5 +)
Lo O Yes USA Black 12th
\RENTS 18 FATHER'S NAME (First Middie Last) 19 MOTHER'S NAME (First. Middle. Maiden Surname)
King Chavers Evie Elder
FORMANT 20a. INFORMANT'S NAME {Type/Print) 20b. MAILING ADDRESS (Street and Number or Rurai Route Number, City or Town. State. Zip Code) 20¢ Relationship
Pamela Powers 9151 Wright Street, Merrillville,Indiana 46410 Daughter
21a METHOD OF DISPOSITION O entombment 216 DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City or Town. State
KXsunal O crematon J Removai from State omer pacet  December 21 > 2001
O3 oonaton [ Other (Specry) Fern Oak Cemetery Griffith, Indiana
SPOSITION 22e. EMBALMER'S NAME 22b EMBALMERS LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
Roosevelt Allen Jr. #01051701 XXK¥% O ves
RE OF YUNERAL DIRECTOR 24b LICENSENUMBER 25 NAME ADDHESi iND LlCEﬁSc NUMBER fF F]ijNﬁRAL HOME
(of Licensee) u unera irector, Inc
: 2959 West 11th Avenue
D - s
S #08700298 Gary, cndiana 46404 83007704
26 PART Enter the injuries. or that caused the death Do not enter nonspecific tarms. such as cardiac or respiratory Approximate
arrest. shock. or heart failure List only 606 caugh on sach line B Interval Between
! = Onset and Death
IMMEDIATE CAUSE (Final N @/ \/ Ve Q/\AJL}/\ - ( ¢ \-()K;W\/r
disease or condition .
resulting in death) /(jég 7
O . A Mt AT
) Condtions. #f any. which gave " - g
rige 10 the /mmediate cause. \w
stating the underlying <
cause last {‘_ 5\‘
« A % Na S AL =
O \'Y4 =
PART 1l O‘h? -C contrutmg to death but rggv-ously stated in Part | 27 WAS DECEDENT (:‘)E 28a WAS WERE AUTOPSY FINDINGS
- - PREGNANT OR 90 DAYS ﬂo& AVAILABLE PRIOR TO
ZaVaara | L/“'\O ’»4 >t POSTPARTUM? ‘\E@ ) h“o COMPLETION OF CAUSE
W - V\W‘ \'é’l,ﬂ (Yes or no) o~ —p y “mo | OF DEATH? (Yes or no}
.y . \ a1 AL AW NI ] e
C }\,ﬂ‘ S NA (_ C AKX ol ] A }\: a N Qﬁ
A ¢ VT
29a CERTIFIER (8 CERTIFYING PHYSICIAN  To the best of my knojvledge. death occurred at the time’ date. and pifCe. and due to the cause(s) as stated
(Check oniy
one) D HEALTH OFFICER On the basis of examination r investigation 0 my opinign. death occurred at the ime. date. snd place and due to the cause(s) as stated
\ D CORONER 071(19 basgis of and/or g .10 my opigion. dedth occurred at the time. date. snd place. and due to the cause(s} and manner as stated
29b SIGNA RE,A"D TITLE OF CEHTIFIE/ / & 29¢ MEDICAL LICENSE NO 29d DATE SIGNED (Month. Day. Year}
‘RTIFIER m i D§ ~y L , .
| N 5 ¢ Y )) i A 3 i)2eipr
ME D Al S OF PERSON WHO COMPLETED \)SE OF DEATH (TEM 26) (Type/ AN
lA{l Rj\«i/r\/!?m YT IME 307 AV A MAW%U (
[ N *-f (1 ()
ALTH 31 HEALTH OFFICERS SiGNAT RE «ﬁa /
‘FICER 5:;44%& . 7‘5“_ Do
33 MANNER OF DEATH 34a DATE OF INJURY 34b TIME OF 34c INJURY AT WORK? 34d DESCRlBﬁﬂOWIMlJ‘ﬂ’Y-O
(Month. Day. Year) INJURY (Yes or no) PR
W Netural [ Pending
Investigation A
O acodent 34s PLACE OF INJURY —At home. f P # 34t LOCATION (S d Numbar oft Ruriff } &be a( Tgwh. State)
i —_— ome. farm street factory office treet ant umber of ur; NU i or Wi tate
O suce O Could not be building. etc (Specify) R q -’I‘Fh ’N\ L }‘
Determined -
D Homicide b
+ — o -
349 OATE PRONOUNCED DEAD (Month. Day. Year) | 34h MOTOR VEHICLE ACCIDENT? (Yes or no) if yes speciy driver. passengér. pedestrian. etc o )
o W -
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