()/AT‘I'EN'HON ESTATE: Disclosure of the

.?-.:‘é.‘u":m’}?;‘n? “‘m..be":e:tl,'“f lNDIANA STATE DEPARTMENT OF HEALTH
refusal. * {0
ol 2- O CERTIFICATE OF DEATH State N, e

THE REGORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-18-3

TYPEfPRlNT 1. DECEASED-MAME (First Middle Last} 2 SEX 3. TIME OF DEATH . DATE OF DEATH (Mormh Day Yr)
IN DONNA S. HOPPER Female 2:00AM March 12, 2006
4 SOCIAL SECURITY NUMBER 50 AGE - Last Bithday | Sb. UNDER 1 YEAR o, UNDER 1 DAY | & DATE OF BIRTH (Mo Day Yr} 7. BIRTHPLACE {City and State or Foreign Cauntry}
PERMANENT (roan) “Morte  Days | Hows  Minute ,
BLACK INK 311-58-0862 61 June7,1944 Savannah, Georgia
$a WAS DECEDENT 8. YEAR LAST SERVED N 9a PLACE OF DEATH {Check only one. See ir
A US. VETERAN? U5 ARMED TORGEs p— 5] -
HOSPITAL Inpetient OTHER [ HNusingHome X1 Other (Specity)
No [0 Eepoupatent [1 DoA O nesicence  Hospice
Sb. FACILITY NAME  (If not institution, give sirest and reumber) 9. CITY TOWN OR LOCATION OF DEATH sd COUNTY OF DEATH
DECEDENT Riley Hospice Center Munster Lake
10, MARITAL STATUS 11, SURMIVING SPOUSE 12a DECEDENT'S USUAL OCCUPATION (Give Kind of work 1. KIND OF BUSINESS INDUSTRY
{Specity) {if wite, give maiden name} done during most of working fe. Do not Lse retired)
Married Lecil Hopper Crossing Guard Schoo! System
13a RESIDENCE - STATE 13, COUNTY 13¢. CITY TOWN OR LOCATION 13d STREET AND NUMBER
Indiana Lake Lake Station 2321 Vanderburg
13s. ZP CODE | 1. INSIDE OITY Lmrts | 14 CITIZEN OF 15, WAS DECEDENT OF HISPANIC ORIGIN? 18 RACE - Amedcan Indian 7. DECEDENT'S EDUCATION
O ne X ves WHAT COUNTRY? X Mo [ Yes (if yes specity Guban, Black, Whils, #tc. ‘6“““""“"“""
46405 130 ON A FAAN? USA Muicen, Puerts fican, ot} fSpecity) Bemerfaapllocondary (0121 Colege (1-4 of 54}
B v [J ve White v
PARENTS 18 FATHER'S NAME (Firat, Middie, Lasth 19, MOTHER'S NAME (Fint, Midcle, Maiden Sumama) 7 ¥
Stanley Laskowski Marjorie Bollmon
INFORMANT 200 INFORMANT'S NAME (Typa/Print 20b. MAILING ADDPESS (Street and Bumber or Rursl Route Number, Clty or Town, suh"an) 200. Relationship
» 1
Lecil Hopper 2321 Vanderburg St., Lake Station, IN 46405 e n Husband
21a. METHOD OF DISPOSMON [ Entombmant 2ib, mrep:n:mzormsmmonmm«m crematory or 21¢. Locm-cxga'rmsnm
[ suwia X Cremaion L1 Removal from stats March 16, 2006 o
O oonmton [ ot tepecity o Calvary Crematory Portagendiana
DISPOSITION 22a. EMBALMER'S NAME 27 (EMBALMER'S LICENSE NO. Z1 WAS DEATH REPOATED TO CORONER?
James J. Krause FDO1606463 B we [ ve
240 smmnuns or FUNERAL CiR 24b; ' LIGENSE NUMBER 26 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
{effficensy) EH18300009
¢4 Rees Funeral Home, Brady Chapel
FDO1006049 3781 Centrel Avenue, Lake Station, IN 46405
26. PART | Enter the d injuries of death, Do not snter nonspecific tems such as cardiac or respirmory = =
arest, shock, or heart failure. Uﬂotw:xucm —= ?
IMMEDIATE CAUSE (Fil . M‘:AI_ /ﬂ‘u‘,{- Q.‘,_____ e S
dissase or condiion DUE 7O (OR AS A CONSEQUENCE OF} T ro
CAUSE OF | resuting in deatn b - La3
DEATH ¥ any which gave DUE TO (OR AS A CONSEQUENCE OF} :
\'9_ rise o he immedate cause < = : :
__*l:) D1 | seotoa e unaerying DUE TO (OR AS A CONSEQUENGE OF) —- =
I ST Rt fat 4 e ™S
~ 0 i b,
U'] 75 O | PAAT I Othr significant conditions - Condiions comtrbuting 1o death bt not prviously stated in Part L 27 WAS DECEDENT 20a wasmj{uropsvr;:.,n 28, WERE AUTOPSY FINDINGS
2 X PREGNANT OR 50 DAYS PERFORMED? AVAILABLE PRIOR TO
d n W C@ PD POSTPARTUM? {¥es or i} COMPLETION OF CAUSE
o 0 a {Yos or no) OF DEATH? (Yss or no)
-7
& < Q No Mo No
e ]
< :‘.’] & 2 GERHHE'IL CERTIFYING PHYSICIAN  To the best of rry Knowvedge, death cccurmed at 11 time, date, and place and dus to the case(s) as stated.
(\\’) " _‘I‘_ orw) D HEALTH OFFICER On the basis of sxamination and/or investigation in my opinion death occurred at the fime, date, and place and dus 10 the cause(s) as stated
Ll_.l ;(J) - [0 CORONER On the basis of ination andfor ivestigaiion in my opinion death ccturred at the fime, date, and place and dus to the cause(s) and marner s stated,
20b. SIGNATURE AND TITLE OF CEATIFIER ﬂ / 20e. ujmc.u. LICENSE NO 20 DATE SIGNED (Month Day Year)
CERTIFIER [‘O O 0310@7

20, NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 28} (Type/Prind)

P.J. TaraMD, 8127 Menrillville Road, Mesrillville, IN 46410
HEALTH 1. HEALTH OFFICER G2 SHRTURE w; ; T Do F_It_E_D mcsnnnes THE ABOVE IS A VWL

OFFICER N COPY OF THE CERTIFIGATE OF
1 T
RReF23506

3 MANNER OF DEATH 342 DATE OF INJURY 24b. TIME OF 3, DESCRIEE HOW INJURY OCCURRED

(Month Dsy Year} INJURY

D v [ fendig ‘Mni’é

340, PLACE OF INJURY - At home, f and Number o Rural Routs Number City or Town
{1 Accident cyor T
[ sucide [ Coudnotbe buiking, etc. (Specify)
[J Horucide
g DATE PRONOUNCED DEAD (Month, Day, Yew) 3h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yas spocity driver, passenghaspilaasiannats. 0 U b
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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 I1C 36-2-7.5-5(a).

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

1. I'have reviewed the attached documentforthe purpose of identifying and, to the extent permitted by
law, redacting alt Social Security numbers;

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

|, the undersigned, affirm under the' penalties of perjury, that the forégoing declarations are true.

- ¢

Signature of Declarant

[ec / %/f’%/“

Printed Name of Declatahit

decl170 12/2005 pm






