ATTENTION ESTATE: The Social Security # is

3 :
ing requesteq by this state agency i order 1 INDIANA STATE DEPARTMENT OF HEALTH
luntary and there will be no penatty for refusal.

calNo.. Ab1° 1 CERTIFICATE OF DEATH State NO. .....oooorierrn s
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 dé / 3 0\) -O & é»(’ (i){

(PE/PR'NT 1. DECEASED—NAME (Firet. Middie. Last) 2. SEX 3a TIME OF DEATH | 3b. DATE OF DEATH (Month. Dey. Y}

IN ELLEN 1. KLYNMAN FEMALE [8:20 A wm JANUARY 31, 2007
RMANENT| ¢ *socuc securmy numeen Sa AGE—Lest Birthdsy | Sb. UNDER 1 YEAR | Sc. UNDER 1 DAY_| 6. DATE OF BIRTH (Mo. Day. Y1) 7. BIRTHPLACE (City and State or Foreign Country)
,- (Yeers) Months Days Hours Minutes
LACKINK { 338-22-6545 78 MAY 6, 1928 CHICAGO, ILLINOIS

8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 98 PLACE OF DEATH (Check only one_Ses mstructions)
A US. VETERAN? US. ARMED FORCES?
HOSPITAL [T inpatient OTHER Nursing Home (3 Other (Specify)
NO N / A O ER/Outpatient O ooa O Residence
9. FACILITY NAME (¥ not institution, give street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ZCEDENT
REGENCY PLACE DYER LAKE
10. MARITAL STATUS " smvwmc SPOUSE 128 DECEDENT S USUAL OCCUPATION (Gwve kind of work | 120, RINGYOF BUSINESS/INDUSTRY
(Specity) wife. grve maden name) during most of warking ife. Do not use retired) .
MARRIED ANTON H. KLYNMAN HOME MAKER CO0WN HOME
13s. RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN, OR LOCATION 13d. STREET AND NuMBER (D
INDIANA LAKE SCHERERVILLE 405 W. DEEMIH DRIVE
130 ZIP CODE | 13f INSIDE CITY LMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. 17. DECEDENT'S EDUCATION
ONo (Xves WHAT COUNTRY? B No (O vYes (f yes. specy Cuban. Black. White. etc. @#y only highest grade completed)
46375 |13 onararm Mexican. Puerto Ficen. etc) (Specdy) ElomercaJidyondary ©12) | Cotlege (1-4.0r 5 +)
Eno O Yes USA WHITE 1D
\RENTS 18. FATHER'S NAME (First Middée. Last) 19. MOTHER'S NAME (First Middie. Maiden Surnsme) (I
PETER SONDERGAARD MARIE BENSON ]
FORMANZ, 208. INFORMANT'S NAME (Type/Printd 206, MAILING ADDRESS (Street snd Number or Rural Route Number. City o Town. State. & Gode) | 20c. Relationship
A ANTON H. KLYNMAN \05 W. DEERPATH DR.,SCHERERVILLE,IN.46375 HUSBAND
N’-7 212 METHOD OF DISPOSITION [ Entombment 216 DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2tc. LOCATION—City or Town. State
O surial Cremation [0 Removal trom State other place} February 5 N 2007
O Oonevon  [J Other (Specty) SOLAN=PRUZIN GREMATORY SCHERERVILLE, INDIANA
SPOSITION 226, EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO. 23 WAS DEATH REPORTED TO CORONER?
.
DEAN G. WAGNER 8800057 @re Dves
24b. LICENSE NUMBER 25. NAME. ADDRESS; AND LICENSE NUMBER OF FUNERAL HOME
(o fiospepe) SOLAN-PRUZIN FUNERAL HOME FH10200037
1007231 14 KENNEDY AVE.,SCHERERVILLE,IN.46375
: E.‘:ed the desth. Do not enter nonspeciic terms, such as cardiac of respiratory Approximate
! ¢ e g interval Between
U . . ¢ Onset and Death
IMMEDIATE CAUSE (Fina Lol ot s Kt s
disesta or condition DUE TO (OR AS AEDNSEQUENCE OF)
\USE OF resng 1 doat) M
'ATH T <
Conditions. # any. which gave 7 DUE TO (OR AS A CONSEQUENCE OF)
rise to the immediste Cause. c
c":u'”“:: underlyrg /7 DUE T0 (OR AS A CONSEQUENCE OF
d MW
PART 1 Giher sgod - Copals wibuting to death but not previously stated in Part { 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
na no na
29a. CERTIFIER ﬁ CERTIFYING PHYSICIAN  To the best of my knowledge. desth occurred at the time. date. and piace. and due to the cause(s) as stated . X ('0
(Check oni —
one) i 0 HEALTH OFFICER On the basis of and/or in my opinion. death occurred at the time. date. and pilace. and due to the cause(s) as stated \ \
D CORONER On the bass of /l_\nd/or 9 |10 my opinion. desth occurred at the time. date. and place. and due to the cause(s) and manner as stated.

296 S| URE AND TITLE OF CERTIFIER /&, 29¢c MEDICAL LICENSE NO 29d. DATE SIGNED (Monm\.‘D‘/y' y’
RTIFIER O R ST h ‘
~ [T 002559 L-l-¢7 /K

30. NAME AND ADORESS OF PERSON WHO COMPLETED CAUSé OF DEATH (ITEM 26) (Type/Print)

ALEXANDER STEMEKR, Mp Do (- A4S Hh. ér./,

MY ISTER, TA. ¢éﬁl/

31 HEALTH OFFICER'S SIGNATURE ——\- DATE(FILED (Month, Dsy. Yo;r)
ALTH - ) 4. a/ ;
FICER e AT A AL s Do)
33 MANNER OF DEATH 34s. DATE OF INJURY 34b. TIME OF 34c INJURY AT WORK? 34¢. DESCRIBE HOW INJURY OCCURRED U {
(Month. Day. Yeear) INJURY (Yes or no) A F)R N
D Naturst D Pending o 2 5. } 2007 ’
D invesugation . J
Accident s
ccide 34s PLACE OF INJURY —At home. farm_ street. factory. office L o blﬁ *}qu 1 Boute Number. City State)
D Suicide O Coutd not be building. etc. (Specify) LAK: (‘ l ' - A"
Determined 9
D Homicide r\JT { AU ‘} rOR
34g OATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no} if yes. specdy driver passenger. pedestrian, etc

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





