* ATTENTION ESTATE: The Social Security # is

s ety responaibify. Disclosura '.‘; INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH SHAte NO. . vevrerreerneeeneennenns

voluntary and there will be %Bnalt
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-18-3

Ryt /4P

LocalNo. ... e .

TYPE /PRINT {- DECEASED—NAME (First. Middle. Last) 2. SEX 3a. YIME OF DEATH | 3b. DATE OF DEATH (Month. Day. Yr)
IN LueDella Ferguson Female 5:50a, |October 24,2006
. e . X DAY | 6. DATE OF BIRTH (Mo_Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
PERMANENT | *socit secunrry numeen Sa (AVGE )Lnl Birthdsy | 5o UNDER ! YEAR | 5c. UNDER 1
BLACK INK 306-38-6 888 ‘ears) 69 Months  Days Hours  Minutes Al‘i'lglél% 2 Jackson , TN.
Ba. WAS DECEDENT 8b. YEAR LAES'; Egﬁ\clég N 9a. PLACE OF DEATH (Check only one_Ses instructions.)
.S. ARMI R
?\]US' VETERAN? USI\? RO 4 HosPTAL  (Xinpatient orHER. [ Nursing Home [ Other (Speciy)
O er/0 O poa ] Residence
8b. FACILITY NAME (i not institution, give street and number) gc¢. CITY,. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT Southlake Methodist Hospital Merrillville Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 128. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
{Specify) (If wife, give maiden name) done during most of working life. Do not use retired) T t t R
Divorced N/A Insurance Manager ransportation
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 448 Garfield Street
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS CEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, 17. DECERENT'S EDUCATION
ONo Ggves WHAT COUNTRY? o (O Yes (If yes, specify Cuban, Biack, White, stc. (Specify onl last grade completedd
46404 13g. ON A FARM? . Mexican. Puerto Fican. etc) _B(S]‘:“',y ) x Elemenydry/Secondarfd0ui2) | Coliege (1-4 0or 5 +)
] : ac
OFio QO Yes usa 12t h o
PARENTS 18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First. Middle, Maider: Surname) U\
W.C.Thomason Mary Dell May
INFORMANT 20a. INFORMANT'S NAME (Type/Print} 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town, State, Zip Code) 20c. Relationship
Reese L.Gault 448 Garfield Gary,In.46404 $2on
21a. METHOD OF DISPOSITION 3 entombment 21b. DATE AND PLACE QED! OSITION (:!34.69 of iemomry, cremstory, or 21¢c. LOCATION—City orﬂmvn‘ State
3 surial [ Cremation O Removat trom State other place) er ’
O conston 3 Other (Specity) Evergreen Memorial Park Hobart, Iﬁg
DISPOSITION 22s. EMBALMER'S NAME: 22b EMBALMER'S LICENSE NO- 23. WAS DEATH REPORTED TO CORONER?
" | Belicia P.Hicks FD0O29600125 RN Dves
24a. SIGNATURE FUNERAL DIRECTOR 24b. LICENSE NUMBER 25, NAME. ADDRESS. AND _LICENSE NUMBER OF FUNERAL HOME gsfay
(of Liconsea) Powell-Coleman Funeral Home

29600125 1901 Washington St. Gary,In.

26. PART 1. Enter the diseases. injuries, or complicstions that caused the death [Doinot enter nonspecific terms. such as cardiac or respiratory i\ppro_k:é?n
arrest, shock, or heart failure. List only one cause on sach fine: s S ﬁmﬂgtwem
v 3 b
IMMEDIATE CAUSE (Final . V) 1/ /7”// Wﬂ /S P - AT
dinesse or condiion DUE T8 (OR AS A CONSEGUENGE OF) W PR
CAUSEOF | emmance . Ouit Sfnt Zﬂ,u,/ =
Conditions, if any, which gave DUE TO (OR AS A c0Nsecéaﬁcvé oF) R

rise to the immediate cause,
stating the underlying

DUE TO (OR AS A CONSEQUENCE OF> -

cause last -
d. -
i ; Tt Lo o
PART II. Other signif contributing to death but not previously atated in Part 1. 27. WAS DECEDENT 28a. WAS AN AUTOPSY “ "28b. WERESAUTOPSY FINDINGS
- PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
/ M POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) ND ,VZ) OF DEATH? (Yas or no}
29a. CERTIFIER O CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) as stated.
(Chack only
one) D HEALTH OFFICER On the basis of ination and/or i 1 my opinion, death occurred st the time. date. and place. and due to the cause(s) as stated.
D CORONER 9n the basis of and/or i in my opinion, desth occurred at the time, date, and place. and due 1o the cause(s) and menner as stated.

RTIFIER 29b. SIGNATURE AND TITLE OF CERTIFIER /\W 29¢. EDICA'L LICENSE NO. 29d. DATE SIGNED (Month, Dsy, Yw)
- > N VoA |
/@Z// //////( ﬁl/ é 4/&

1. HEALTH OFFI IGN.
HEALTH 31. HE OFFICER'S SIGNATURE 32. DATE FILED (Monthiﬁ/ 6.!)
OFFICER _ OC]
33. MANNER OF DEATH “ 34s. DATE OF INJURY “34b. TIME OF - 34c. INJURY AT WORK? W INJURY OCCURRED
L (Month, Day. Year) INJURY (Yes or no)
—
O Naturst [ Pending DEC - ?1 ) \ \
Investigation ’
D Accident Li 3
34a. PLACE OF INJURY At home. farm. street. factory, office 34t LOCATION (Slreel and Number or Rurat Route Number, City or Town. State;
O suicde O Could not be building. etc. (Specify) P
Determined
D Homicide EGG Y HOL‘NGA K 2
AW ATQNA

=T
34g. DATE PRONOUNCED DEAD (Month. Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes. }pa ify MIHWIYPA&J@'TOP

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



