\TTEMTION ESTATE: The Social Security # is
ng requested by this state agency in order tg

INDIANA STATE DEPARTMENT OF HEALTH .

'sue its staty, respensibility, Disclosur
untary and t |ll aal.
cal No.. CERTIFICATE OF DEATH State NO. «e.cvreinreernieeannnennn
THE RECCRDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 . .
PE/PRINT |* DECEASED~NAME  (First. Middhe. Lest) 2. SEX 3s. TIME OF DEATH [ 3b. DATE OF DEATH tMoneh, Dey. ¥r)
IN CLARA MARJORIE ROBERTS EMALE 8:10 A |October 18, 2005
RMANENT |+ #*SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday 5b. UNDER 1 YEAR |  Sc. UNDER 1 DAY | 6 DATE OF BIRTH (Mo, Day. ¥r) 1. BIRTHPLACE (City and State or Foreign Couniry)
(Yoursh Months Days Hours Minutes
ACKINK | 305-30-7665 SEPTEMBFR 13, 19301 OIT. CITY, PA
Bs. WAS DECEDENT Bb. YEAR LAST SERVED IN 9. PLACE OF DEATH (Check oniy one. See insiructions)
5. VETERAN? US. ARMED FORCEST?
AuS v N HoSPITAL [ Inpatient orHER. O Nursing Home K Ottver Spacifyy
NO N/A O ex/oupmen 0 00 O OSPICE
9. FACILITY NAME Uf rot institution, give street snd number) 9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
CEDENT
ST. ANTHONY HOSPICE CROWN POINT LAKE
10. MARITAL STATUS n. SURVIVING SPOUSE 128, DECEDENT'S USUAL QCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
(Specifyt I wife, give maiden name) done during mast of working life. Do not use ratired}
WIDOWED N/A HOMEMAKFR QWN HQMF.
13 HESIDENCE--STATE 130, COUNTY T3¢ CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER '
INDIANA AKE, GRIFFITH 116 FAST COTIIMBIA
13a, 2IP CODE | 131, INSIDE CITY LIMITS | 14. CITIZEN OF 15 WAS, DECEDENT OF HISPANIC DRIGINT 16, RACE—American Indian, 12. DECEDENT'S EDUCATION
Ote (4 Yes WHAT COUNTRY? No 0O Yes  (f yas specify Cuban,’ Biack, White. etc. ¢ ySal, highest grade completed)
46319 t2g. ON A FARM? Mexican, Puerto flican, ete) (Specity) Elemenéey/Secladaly 0-120 [ College (14 0r 5+
Hre Ove | UOA WHITE 12 ©
[ RENTS 18. FATHER'S NAME (First, Middle. Last} 19. MOTHER'S NAME (First. Middie. Maiden Surname) (w23
NORMAN TERRILL NORA  YEAGER -
'ORMANT 204 INFORMANT'S NAME (Type/Print 20b. MAILING ADDRESS (Street and Numbar or Rural Route Number. City or Town. State. Zip CQM‘, 20c. Ralationship
= | MICHELLE HAIUSKA 12406 _PATNOE DRIVE, ST. JOHN, IN 46373 | DAUGHTFR
21a, METHOD OF DISPOSITION [ Eatombmem 2th. DATE AND PLACE OF DISPOSITION (Name of camatery. craematory, or 2ic. LOCATION— or Town, State
ﬁ Burial O crematon Tl Removal from Siste other pisce) OCTOBER 21 ’ 2005
il
03 ooraton LT Other (Spmct RIDGELAWN. CFMETERY, GARY ,, JNDIANA
POSITION 22s. EMBALMER'S NAME: 27b EMBALMER'S LICENSE NO. 23 'WAS DEATH REPORTED TQ CORQMNER?
MARC MOSQUEDA FDO88G0240 Rne O ves
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE SUMBER 25, NAME| ADDRESS, AND LICENSE NUMBER OF FUNERAL HQME
(of Licenges) FAGEN MII.LER FH83003035 -
120406030 2828 HIGHWAY AVENUE
) HIGHTAND, INDTANA 4&;322
26 PART Erter the di inurisd, of P th;t cauged the death, Do not ‘enter nonspeciic terme sush a3 carding gr respratory ;:“' g - Appmxlmlm
arrest. shock. or heart failura. List only one causa on each line. =a
IMMEDIATE CAUSE (Final . @u—ﬂc p\m&& M -
disessa or condition DUE TO (GR AS A CONSEQUENCE OF)-
USE OF resulting in death)

\TH s
Conditions. if any. which gave

rise to the immeadiate cause,
ating tha undarlying
cause laat

DUE TC (OR AS A CONSEQUENCE OF)

QUE TO {OR AS A CONSEQUENCE OF)

i PART Il. Other signi conditions - C "3 contributing to death but not previously stated in Part |

27. WAS DECEDENT
PREGNANT OR 90 DAYS

284

POSTRARTUMT {Yas or no) COMPLE“ON OF CAUSE
(Yes or a) OF DEATH? (Yes or no)
29a. CEATIFIER MEHTIFYING PHYSICIAN  To the best of my knowledge. death cccurred at the time: date. and piace. and due to tha cause(s) a5 stated.
{Chack only
ane) [3 HeaLth oFficeR On the basia of sxanunation and/or investigation. in my opinian, death occurred at tha time. date. and place. and dus 10 the cause(s) as stated

O CORONER  On the besis of examination and/or investigation. i my apinion, death o¢curred at the time. date. and place. and dus 1o the causale} and manner as stated.

28¢c. MEDICAL LICENSE NO.

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

2%b. SIGNATURE AND TITLE OF CERT] 4W‘
TIFIER e 81037 ,0/,37 Jos
30. NAME AND ADDRESS OF, SO?‘FWHD COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Printy
KaRchal [l 5. hask NE - Chus P, TeQaa 438)
LTH 1. HEALTH GF! K] SIGNATURE
ICER »ﬁw o iy 7

33. MANNER OF DEATH

340. DATE OF INJURY

MVJURY AT WORK?

Mg DESCHIBE HOW INJURY DCCURHED

DR TGRS
ST\

34g. DATE PRONOUNCED DEAD (Month. Day. Yesr)

(Month, Day, Year) {Yes or no)

D Naturat O Panding

Investgation B 40 !
3 Accident LB

34n. PLACE OF INJUHY—AI home._ farm, street. taclcry. office 34F LOCATION {Street and Mumber or Rura! Acute Number. City or Town, State}

D Suicide D Could not ba buildingzetc (Spor.‘nfy)

Determined !ﬁ e
D Homicide

e

SDH06-004 State Form 10110 (R5/1-99)



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

Declaration

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

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

1.. I have reviewed the attached document for the purposeof identifying and, to the
extent permitted by law, redacting all Social Security number in attached document.

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

L, undersigned, affirm under the penalties of péljury, that the foregoing declarations are
true.

Signature of Declarant

Wik otio A Mraisin

Prinfed Name of Declarant






