* ATTENTION ESTATE: The Social Security # is
being requested by this state agemg in order to
pursue its statutory responsibility. Di

isclosure is

voluntary and there will be no penalty for refusal.
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[J Removal from State
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CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

s cermipies THE

FOLLOW!NG 15 A TRUE AND

. COMPLETE COPY OF DEATH ON FILE WiTH THE

 HAMMOND

State v

Data )ssued

ENT,

ﬂ1o

1. DECEASED—NAME (First Midds, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMonth, Day, ¥r)
Aline Oberc Female 3:30Awm | May 3, 2007
4. ®SOCIAL SECURITY NUMBER Sa. AGE—Lest Birthdsy | Sb. UNDER | YEAR | 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. Y7} 7. BIRTHPLACE fSeyend State or Foreign Country)
. (Yeers) Months  Days Hours  Minutes
306-34-6166 12 Sept.12,1934] N/A, €entucky
85. WAS DECEDENT 8b. YEAR LAST SERVED IN 98._PLACE OF DEATH (Check only one. See instructions (=
A US. VETERAN? US. ARMED FORCES? —
HOSPITAL: £ inpetient OTHER:  [J Nursing Home [ Other (Speciia,.. 3
No — == NORE 0 er/Outpatien 1 DOA [ Resid
8b. FACILITY NAME (K not institution, give street and number) 8¢. CITY, TOWN. OR LOCATION OF DEATH 9d. COUNFYOF DEATH
6269 Delaware St. Hammond Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 125, DECEDENTS USUAL OCCUPATION (Gve kind of work [ 126. KIND OEBDSINESS/INDUSTRY
{Specify} (if wife. give maiden during most of working life. Do not use retired)
Married Alfred Owner/ODerator Dd% Care
130, RESIDENCE--STATE 135, COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER LY
Indiana Lake Hammond 6269 Delawarg‘St.
13s. ZIP CODE | 13t INSIDE CITY LMITS | 14. CITIZEN OF 15, WAS DECEDENT OF HISPANIC ORIGIN? | 16. RACE—American indian, 17. DECEDENT'S EDUCATION
OnNo [J Yes WHAT COUNTRY? o [ Yes  (if yes. specify Cuben, Black, White, etc. (Specify only highest grade compieted)
13g. ON A FARM? Meéxicen. Puerto Rican. etc) (Specty) Elemergdry/Secondary (0-12) | College (14 or 5 +)
46323 Ove | U.S.A. White 12

18. FATHER'S NAME (First, Middie, Last

Virgil Geary

19. MOTHER'S NAME (First. Middle, Maiden Surname)

Lueticia Phelps

208. INFORMANT'S NAME (Type/Prin0

Alfred Oberc

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town:

O surim 3 cremation
3 Donstion [ Other (Specify)

other place} May 5 7

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or

2007

Regional Cremation Service

22s. EMBALMER'S NAME:

22b, EMBALMER'S LICENSE NO:

NORE

Condmonl if any. which gave
rise 10 the immediste cause.

IMMEDIATE CAUSE (Final .
disease or condition :
resulting in death)

b.

il N ~detedadadden
24b. LICENSE NUMBER 25, NAME. ADDRESS, AND LICEN:!
{of Licensee) Whlte Fun
1021590 921, W4 45

Enter the diseases, injuries. or complications that caused the death/Do not enter nonspecific terms, such as. cardiac or fespiratory
arrest. shock, or heart failure. List only one cause on each line.

Wrnsl 22l CAveswoms

DUE TO (OR AS A CONSEQUENCE OF):

MBEP Q; FUNEBAL HO

%1 H@me«EHlé0600026

Approximate
Intervai Between
Onset and Death

DUE TO (OR AS A CONSEQUENCE OF):

stating the underlyi
sl DUE TO (OR AS A CONSEQUENCE OF):
ITi
a OR
PART li. Other -C 9 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)
No No No
29a. CERTIFIER %RTIFVING PHYSICIAN  To the best of my knowledge. death occurred al.tho time. date, and place. and due to the cause(s) as stated.
(Check only
one) [J HEALTH OFFICER Onthe basis of and/or i in my apinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
[J CORONER  On the basis of and/or i 1n my opinion, death occurred at the time. date, and place, and due to the cause(s) and manner as stated.

29b. SIGNATURE AND TITLE OF W W\_/

29¢. MEDICAL LICENSE NO.

2/2F

29d. DATE SIGNED (Month, Day. Year)

5-3-23

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH:(ITEM 26)

qm—~ﬂ53236€fﬁ§ﬁla Ave. Munster, IN. 46321 a

(Yes or no}

006433

Dr. Howard Mishoul
31, HEALTH OFFICER'S SIGNATURE i b 32_DATE FILED (Month, Day, Year)
- oty M & (Now, 3 057
33. MANNER OF DEATH 34a. DATE OF INJURY Y4b. TIME OF 34c. INJURY ATANORK? 34d. DESCRIBE HOW INJURY OCCURRED [}
(Month. Day, Year) INJURY

g)%aﬂ

0 Naturai (] Pending
Investigation

[0 Accident

0 suicige O could not be
Determined

O Homieide

34e. PLACE OF INJURY—At home. farm, street, factory. office

building, etc. (Specify)

34f LOCATION (Street and Number or Rural Route Number, City or Town, State) L

P17

34g. DATE PRONOUNCED DEAD (Month. Day.

Yeer)

34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. passenger. pedestrian, etc.

SDHO06-004 State Form 10110 (R5/1-99)

P ——




