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Local No. qca

..........

INDIANA STATE BOARD OF HEALTH

CERTIFICATE OF DEATH

----------------------------

2 fo Ol LIR 65

. WPE/PR!NT 1. DECEASED—NAME  (First, Middie, Last) - 2 SEX 3a TIME OF DEATH | 3. DATE OF DEATH (Monih Cwy, ¥rt
IN MARY MILDRED FISHER Female 10:20 aw | November 23, 1989
PERMANENT 4 SQCIAL SECURITY NUMBER Ss. &E—mm 5b, UNDER 1 YEAR Sc. UNDER 1 DAY | 8. DATE OF BIRTH (Mo, Dey. Y1) 7. BIRTHPLACE (Caty and Stete or Forsign Country)
Montha Days Houra Minutss
BLACK INK | HEE-2275 ) October 14, 1899 Bellair Township, Iowa

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9u. PLACE OF DEATH (Check only one. Sea instrucsione)

A US. VETERAN? 11.5. ARMED FORCES? HOSPITAL: ﬁ_ orven O vome 1 Other
no O er/0upeser I DOA O n
DECEDENT b, FACILITY NAME (¥ not institution. pive street snd number) e CITY, TOWN, OR LOCATION OF DEATH 9 COUNTY OF DEATH
_ St. Mary Medical Center Hobart Lake
10. MARITAL STATUS 1. SURVNING SPQUSE 12a. DECEDENTS USUAL QCCUPATION (Ghve kind of work 125, KIND OF BUSINESS/INDUSTRY
4 ] (¥ wife, piva maicien name) done during most of working iife. Do not use retired)
idowed none Homemaker Own Home

13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Hobart 1335 South Illinois Street

13¢. 2P CODE | 131 INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGINT 18. RACE—Amernican indian, 17. DECEDENT'S EDUCATION

ONo X Yee WHAT COUNTAY?| XDNo [ Yes  Of yeu specify Cuben, Biack, Whits, etc. {Specify only highest grade compieted)
Maexican Puerta Focan, stc) {Specity)
46342, {135 onararme USA hite auniuznfs-mm 01D | Colege (14 es 5 +1
e O Yor
PARENTS 18. FATHER'S NAME (First; Middle, Lasd 18. MOTHER'S NAME (First. Middle, Maiden Surname)
. \§ John Cowles Sylvenia Philby
'EINFORMANT 200 INFORMANT™S NAME ( Type/Print 20b. MAILING ADDRESS (Street s Numbar or Bursl Route Number, Oty or Town, Staee. Zip Code) 20¢. Relstiorship
‘ § Rezella L. Lemon 1335 8, Illinois St., Hobart, IN 46342 Daughter

M

21a METHOD OF DISPOSITION [ Entombment
[ Cremmson O Ramaval trom Stats

KX Burial

O Donstion [ Other (Spee

21b. DATE AND PLACE OF DISPOSITION (Name of cametery. trametory. o

oterpec  November 25, 1989

Calumet

2te. LOCATION—Clty or Town, State

Park Cemetery Merrillville, Indiana

UG MR

DISPOSITIO

D/

222 EMBALMER'S NAME:

220 EMBALMER'S LICENSE NO.

23, WAS DEATH REPORTED TO CORDNER?

j’.—.

RS-

CAUSE OF
f DEATH

TR b

Charles W. Wells 1042372 WMre Ove
Z24a. SIGNATURE OF FUNERAL CTOR 24b. LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
r—z‘)« ‘ (of Licansee) PRUZIN BROS. FUNERAL SERVICE#83002453
/ _‘ 01009893 6360~ Broadway, Merrillville,IN 46410

’$ “--‘ “" such a8 CArdinG or respirstory Approximete
DEATH OI! FILE ¢ WITH THE um-: W o Pkghoysont
on E=)
i Vi et S
mnhh':m'r.) E ’{CO oy
luhqm'mﬂdylng
cause lsst c:}
-
27. WAS DECEDENT 260 WAS AN AUTOPSY 280 WHRE AUTOPSY FINDINGS
PREGNANT OH 80 DAYS PERFORMELY ARABLE PRIOR TO
POSTPAATUM? {Yes or no) OF CAUSE
(Yos or nod \THT (Yo or no}
no no ﬁu

20s. CERTIFIER
{Check only
one)

O HEALTH OFFICER  On the basts of
O coroner Onmﬂuuf

&d CERT‘P(lNGPHYSICIAN T the bast of my knowisdge, deeth occurred gt the time, dets, and plce. and due to the cause(s) 38 sisted.

In my opinwon, desth cocurred st the time, date. and plecs, and dus 10 the cause(s) as sied.

o i

. CERTIFIER

or invesjiggtion.in my opioion, death accurred st the time, dete, snd place. snd dus o the causdis) and manner as sated
29c. MEDICAL LICENSE NO. 29d. DATE SIGNED {Month. Dey, Yew)
O/0 79/ 23 Nov. 24, 1989

2986, SIGNATURE AND TITLE OF CERTIFIER /Z

kg?—/i—géos/;go Zm/ 34 SP'

L30. WAPDADDRESSOFPERSONWHDCOWLETEDCAUSEOFDEATHGTE“N(TW

Richard D. Stookeg M.D.

295 South Wisconsin St., Hobart, Indiana ’ﬁj634“2

= o o»

r'";—--.\_

HEALTH

ey

31. HEALTH OFFICER'S SIGNATURE * s
OFFICER
33. MANNER OF DEATH 3a DATE OPFINJURY b, TIME OF
(Mondt, Day, Year) WNJURY
O Novrst [ Pending
0 Accaen e
Me. PLACE OF INJURY—A farm, ]
CORONER 0] Sweds [ Cowdnotbe buiding, etc. (Speciy) thome. farm. e facory. ofice
USE ONLY Determined

@7}‘/”&9

3c, INJURY AT N-.IJRY OOCLHED”"‘
B E'ﬂ

. ﬁmmw«mmm cmarmaﬁm P[\\

g DATE PRONOUNGCED DEAD (Month, Day, Year)

34h. MOTOR VERICLE ACCIDENT? (Yes or no)

SBHOE-004

State Form 10110 (R2/3-89)

DEA CERT/PD 1




Prescribed by the County form 170
State Board of Accounts
(2005)

Declaration

This form is to be signed by the preparer of a document and recorded with each document
in accordance with IC 36-2-7.5-5(a).

I, the undersigned preparer of the attached document, in accordance with IC 36-2-7.5, do
herby affirm under the penalties of perjury:

1. Thave reviewed the attached document for the purpose of identifying and, to the
extent permitted by law, redacting all Social Security number in attached document.

2. Ihaveredacted, to the extent permitted by law, each Social Security number in the
attached document.

L, undersigned, affirm underthe penalties of perjury, that the foregoing declarations are

true.
AA/M f\\h—#ZL)

"YERIFIED FOR RECORDING BY MERIDIAN TITLE"

e of Declarant

Qﬁﬂnm@

Printed Name of Declarant




