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it .. 0.7 7. CERTIFICATE OF DEA];I‘{EQ FGR Ri&%{% NO. e, e
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-18-3 lﬂ' ‘.1 {‘
TYPE/PRiNT 1. DECEASED—N‘AME (Fiest, Middle. Last) g% ‘\ E OF CEATH | 3b. DATE OF DEATTH (monen, Dry, ¥r)
N Aline Sgwar E a g ; 6 00 A May 16, 1995
PERMANENT | 4 *SOCIAL SECURITY NuMBER Bﬁ SBIUNDER 1 YEAR [ 5c. UNDER 1 DAY ] 5. DATE‘ ,Wa @P@W M. BIRTHPLACE (City and State o¢ Forwgn Country)
: 345-34-2233 57 Ooysy  Hours 5 937 11
BLACK ‘INK o B Halls, Temnnessee
! Ba. wssé DEEC‘:TEE%EANT &b, ng LAST SEAVED IN *:-Ia nl.Acé élfﬁt-fATH (Check nty one. et )
A US. VETERANT ARMED FORCES? XXX —
No N/A nospra O ingasent orHeR I Nursing Home L Otter (Specy)
d ER/Qutoatent £ ooa [m] Reaidence _
9b. FAGILITY NAME (F not nsttution. grve stres and nmber) e, CITY. TOWN. OR LOCATION OF DEATH 9. COUNTY OF DEATH
DECEDENT St. Catherine Hospital East Chicage Lake
10, MARITAL STATUS 11, SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give Jind of wark | 125, KIND CF BUSINESSANDUISTRY
1 - [ 3 e ral
ied HEBssRd 17 Soward HEmemaker Home
130, AESIDENCE—STATE 13, COUNTY 13c. CITY, TOWN. OF LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 6508 East 3rd Place
13s. ZIP CODE | 134 INSICE Gl TS | 14 CITIZEN OF 15, WAS DECEDENT OF HISPANIC ORIGINT 16. RACE~-American Indian, 17. DECEDENT'S EDUCATION
C No =1 WHAT COUNTRYT! C Yes {if yes. specify Cuban, Black, Whits, ate. (Spacify only highest grade compisted)
HB403 | 128 onaranme U3 A Maxican. Puer Rican. ) Boeei s Seoermary Sgcoudary (0-12) | Caliga 1-40r5 )
X O vee
18. FATHER'S NAME (First, Middia, Last 19. MOTHER'S NAME (First. Middla, Maiden Surnsme)

PARENTS

Erskine McKinney

Bessie Mae Gardner

Raymond T. So

208, INFORMANTS NAME ( Type/Printh

ward

20b. MAILING ADDRESS {Straer and Numbar of Aual Route Number, City or Town, State. Zip Code)

6508 East 3trd Place Gary, Indiana 46403

20, Aesisponship

Husband

INFORMANT;

Mz METHOD QF DISPOSITION
X it

3 oonation

0O cremagon

[ ewomoment

[ memoval irom State
& otner {Specify)

2th. DATE AND PLACE OF DISPOSITION (Name of cameiery, cremalory. or 2le

ather place} May 20, 1995
Evergreen Cemetery

LOCATION==Clty or Tawn. Stata

Hobart, Indiana

DISPOSITION

223 EMBALMERS NAME

Roosevelt Allen Sr.

23. WAS DEATH REPORTED

wage U ves

22h EMBALMER'S LICENSE NO.

#01051696

TO CORCNER?

yxemwag OF FUNERAL D
‘M b \

IRECTCA

-~

.';

24b. LICENSE NUMBER

#o8 700298

25. NAME ADCRESS, AND LICENSE NUMBER OF FUNERAL HOME
Guy & Allen Funeral Directors, Inc
2959 W.1ith Avenue Gary,Indiana4d6404
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27, WA QECEDENT

AAAT I Qther monficant - Car 210 dasth bt not v simtad in Part i 3z WAS 2N AUTORSY | 28n WERE AUTOPSY FINDINGS |
FREGNANT OR 0 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no} COMPLETION OF CAUSE
{Yes or no) OF DEATH? {Yes or na)
No No e o
X
28s. CERTIFIER ﬁgaﬁm SHYSICIAN  To the bast of my knowisdge, dean octurfed at the ime. date. and place. and due (o the causa{a) as sisied,
{Check onl
i O HEALTH GFRCER. On the ass of an/or i in my opeon. death oocurTed st the Yme, date. and place, and due 10 the cause(s) ax staed.
D_GOHQNER O the nams of and/or g 10 Ty DpINCA, deeth ocourTed at the bme, date, and place, and dus 10 the causa(s) and mannar ay staied.

2ab. SIGNATURE AND, TITLE OF cmnﬂa:/,/ M %

2 77

28c. MEDICAL LICENSE NO.

- 547

29d. DATE SIGNEL (Month. Day. Year)
] —

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 28) {Type/Frint}
Dr. Hohammed Ali 9116 Columbia Avenue Munster, Indiana 46321
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34d. DESCRIBE HOW INJURY QCCURRED

33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF Jac. INJURY AT WORK?
(Morth, Day. Yeer) NJURY Xﬁ or éau
O nowrsi [ penaing M 1 2006
Ivanegation
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building, ote. {Specdy}
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(2005)

County form 170

Declaration

This form is to be signed by.the preparer of & document and récorded with each document
in accordance with IC 36-2-75-5(a).

1, the undersigned preparer of the attached 'document, in accordance with IC 36-2-7.5, do
berby affirm under the penaltiés of petjury:

1. Ihave reviewed the attached document for the puipose of identifying and, to the
oxtent permitted by law, redacting all Social Security number in attached document.

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

L undersigned, affirm under the penalties of petjury, that the foregoing declarations are

U?WZJMM
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Signature of Declarant
I{a ‘mare) T Seaqacf

Printed Name of Declarant






