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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

Lt

152995

Ciy Of East Chicago
East Chicago, Tn 48312

jé}
‘6)'

1 DECEASED—NAME (First Migdle Last) 2. SEX Ja TIME OF DEATH 3b. CATE OF DEATH tMonth Dsy. ¥r)
Robert L. Carter, Sr. Male 4:43P. » |October &, 2006
4. ®SOCIAL SEGUAITY NUMBER S8 AGE_Lust Birthday | Sb UNDER | YEAR | 6c. UNDER | DAY | 6. DATE OF BIRTH (Mo, Day, ¥ | 7. BIRTHPLACE {Gily and Stete or Fereign Country)

) (Years) Months Daya Hours Minutes = =
303-46-6600 63 August 22, 1943 fast Chicago, Indiana
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN Sa. PLACE OF DEATH (Check only one. See instructions.} )

A US VETERAN? U.5. ARMED FORCES?
HOSPITAL é’ Inpaten otHER. O Nursing Home (O Other tSpacify
No N/A [ e/Oupavert ] DOA {7 Residence

9b. FACILITY NAME UF o instieution, give strest and number)

Regency Hospital of Northwest Indiana

9c. CITY. TOWN. OR LOCATION OF DEATH

East Chicago

COQUNTY QF DEATH

l:
ake

10. MARITAL STATUS

11. SURVIVING SPOUSE

{2a. DECECENT'S USUAL OCCUPATION (Give kind of work

12b. KIND OF BUSINESS/INDUSTAY

8 No

Yes WHAT COUNTRY?

O Yes

{IF yes. specity Cuban,

Black, White, etc.

(Specify) UF wite. give maiden name] done during most of working iife. Do not use retired)
Married Jeanette Jones Brick Mason (retired) Intand Steel
13a, RESIDENCE-—STATE 130, COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER N
Indiana Lake Gary %695 Washington $eteet
13e ZIP CODE | $3f INSIDE CITY LIMITS | 14 CITIZEN OF 15 WA ECEDENT OF HISPANIC ORIGINT 16. AACE—Amerrcan indan. I7.mEDENT'S EDUCATION

(Spucmy highest grade completed)

13g. ON A FARM? Mexrcan. Puun'o Rican. etc.) {Specity) Eiementary/Secandary (0-12) Collage (-4 or 5+
46408 Ko O ves UsA Black 19th
18. FATHER'S NAME (First Middle Last) 12, MOTHER'S NAME (First Midale Maiden Surnamed "
William Carter Grace #llison

208, INFORMANT'S NAME (Type/Printl
Jeanette Carter

4695 Washington St.

20b. MAILING ADDRESS {Streat and Number or Rural Boute Number. City or Town, State. Zip COTar™

Gary, Indiana 46408

Z0c. Raleticnship

Wife

21a. METHOD OF RISPOSITION

g Burial O cremation

O Donation

D Other (Specify)

[J Emombment

[ Remaval from State

ather place)

21b. DATE AND PLACE OF DISPOSITION (Name of cemasry, cramatory, or

October 11, 2006

Fern_Oaks_Cemeiery

21e. LOCATION—Eity

r Tawn. State

Griffith, Indiana

SPOSITION

(- SO |

22a EMBALMER'S NAME

Tracy Cheri Williams

225 EMBALMER'S |ICENSE NO-

FDC8600238

No O ves

23. WAS DEATH REPORTED TG CORONER?

\USE CF
ATH

Cee | _)‘:\" A

jy )
>26. PARAT L Enter the di

24n. SIGNATURE OF FUNERAL DIRECTOR

24b/ LICENSE NUMBER
(of Licanaea)

FD08600238

PR 1 (i
4859 Alexander Avenpue =
East Chicago, Ind:ggna

R OF FEINER,
nexa

L%e ,C,Inc .

-«.

ﬁ631@m§3001520

IMMEDIATE CALUSE {Final
disease or condition
resuiting in death)

Conditions. if any. which gave
riga to tha immediate cauae.
siating the undarlying

cause last

, INjuriag, or

arrest. shack, or heart fallure. List anly ona ceuee on & F\'Ima

13 that caused Iha’danth Da not %mer nonspecific lerms, such ag cardiac.or resdiratory

C,é,%{m

DUE TO (OR AS / GONSEQUENCE OFX:

-t Pppmmmu!e
{,. i Intun(gl Botween
G 'Q_nsetand Death

DUE TO (OR AS A CONSEQUENCE OF):

DUE 7O (OA AS A CONSEQUENCE OF)

d

HBE

2

-l
PART IIl. Qiher sigrificant conditions - Conditions contribuzing to death but not previoualy atated in Part |

27. WAS DEEE&KE

PREGNANT OR 90 DA
POSTPAATUM?
(¥Yes or no)

No

(Yas or

Mﬁé&:‘o

No

b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? [ Yas or no)

No

2%a. CERTIFIER
{Check only
one)

& CERTIFYING PHYSICIAN  To the best of my knowiadge. daath occurred at the time, date. and place. and due to the caugels) as staled.

L_.I HEALTH QFFICER s of ian and/or 1
A Onihe bams‘PF andfor i Iy J

1n my opinion. death cecurrad at the time, date. and place. and due ta the cause(s) as stated.

opinion, ceath eccurred at the :ime. date, and place. and due fo the csuse(s} and manner 45 stated.

‘RTIFIER

295, SIGNATURE AND J3TCE OF Gk rﬂé’//_ﬁ\ W

289c. WEDICAL LICENSE NO.

(P¥LT7 S 6

29d. DATE S|GNED (Month, Day,
/0/¢ / A

Dr. Y. Brignol

30. NAME AND ADDRESS OF PERSON WH%OMPLETED CAUﬁé{{F DEATH (ITEMHQG) (Fype/Frint)

4321 Fir Street East Chicago, IN-46312- . , ..+

Vg’&‘ -

vs:ﬁ .

ALTH
FICER

31. HEALTH OFFICER'S SIGNATURE

3z [ATE 7D (Month. /v Yeaar)

33 MANNEA OF DEATH

D Matural 0 Pending
Investigation

[ Accident

O suicide [ could not be
Determinad

O Homicide

34a. DATE OF INJURY
(Month. Day. Year}

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes ar na)

34d. DESCRIBE HOW INJURY QCCURRED

[

\
Vo

building, etz (Spacify)

34n. PLACE OF INJURY = At home, farm, street. factery, office

34t LOCATION {Strast and Number or Rurai Route Number, City or Town. Stale)

34g DATE PRONGUNCED DEAD (Month. Day. Year)

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

0ID IF ALTERED OR ERASED

34h MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes. spacify driver. passenger. pedestrur, ete 02,70 "?6

N T ‘U’ALID UNLESS ERTIFIED BY HEALTH DEPARTMENT




