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

1 DECEASED—NAME (First. Middle. Last)

BARBARA J.

3b. DATE OF DEATH (Moneh. Day. Yr)

AUGUST 22, 2001

2. SEX 3a TIME OF DEATH

ELLIS FEMALE 10:45A ™

Ss. AGE—Last Birthday

Sb UNDER 1 YEAR Sc UNDER 1 DAY | 6 DATE OF BIRTH (Mo. Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)

4. *SOCIAL SECURITY NUMBER v
312-LXERA 65 | Y | "™ "™ iNov. 8, 1935 | East Chicago, Indiana
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 98 PLACE OF DEATH (Check only one See mstructions )
A US. VETERAN? US ARMED FORCES? ROSPITAL A — o1ren. 1 Norarg Home D Over Spocty

No N/A

o] ER/Qutpatient O poa [ Residence
9b. FACILITY NAME (¥ not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
THE COMMUNITY HOSPITAL MUNSTER LAKE
10. MARITAL STATUS 11 SURVIVING SPOUSE 12a8 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) N (¥ wife. give maiden name) done during most of working life. Do not use retired)
Married | yim Ellis Home Maker Own _Home
13a. RESIDENCE—STATE 136 COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Highland 9043 Hess Dr.
13e ZIP CODE ] 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indan, 17. DECEDENT'S EDUCATION
L O No (X Yes WHAT COUNTRY? @ No O vYes (if yes. specify Cuban. Black White_ etc (Bgessfy only highest grade completed)

139 ON A FARM?

46322
XNo O Yes

U.S.A.

Mexican, Puerto Rican. etc) (Specity) College (1-4 or 5 +)

. Elemery(ry condary (0-12)
White
o

18. FATHER'S NAME (first Middle. Last)

Barney Walczak

19. MOTHER'S NAME (First Middle. Maiden Surname)
Victoria Glowacki -

20a. INFORMANT'S NAME (Type/Print)
James Ellis

20b MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. qu_@ada) 20c. Relationship

9043 Hess Dr,.Highland, Indiana 463%F Husband

21a. METHOD OF DISPOSITION [ Entombment

ﬂ Bural

O oonation

O crematon O Removal from State

O other (Specity)

21b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c LOCAm—CRy or Town. State

August 25, 2001 ad
Chapel Lawn Cemetery Sche¥erville, Indiana

other place)

22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CGRNEFV

22a. EMBALMER'S NAME
Edgar C. Gleim FDQ 1016173 fgre  Uve
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
/ / e Kuiper Funeral Home, 9039 Kleinman Rd.
Zax ) —3] ALEIZ4X FDO~ 7010850 Highland, Tndiana 46322 FH 19900008

//47 .._02 7 )

26 PART L

IMMEDIATE CAUSE (Finet '

T
Enter the-diseyses |hTu'rTes or comphcanons that caused th death Do not enter nonspecfic terms. such as cardiac or respiratory
arrest. shock. or heagt fayre List.only' ot‘ilgnlu on each line

‘HM@

Approximate
Interval Between
Onset and Death

-

disease or.condttion
resuiting wi death)

Sbue‘r\) (©oR ASé_CONSEOUENCE of

Conditions. if any. which gave
riss to the wnmediate cause.

DUE 'h) (OR AS!A CONSEQUENCE OF)

stating the undertying
cause last

DUE TO (OR AS A CONSEQUENCE OF)

1 6.4\1/1

.

Ooons s

29a CERTIFIER

(Check only
on, [0 HEALTOFFICERN On the basis of
(3 CORGNER  On 'the $asis of exargfin

PAWWHI Condi

X N

W\/(TVV‘WM
itiof niribgting 1o death but not previously Mated in Part | WAS DECEDE!
Wu'aw @ Cod &""ﬂa’g"‘”ﬁ”‘”’ ol 343

POSTPARTUM?! A -
o, ool T LAKE

28b. WERE AUTOPSY FINDINGS
TO AILABLE PRIOR TO
PLETION OF CAUSE

Totﬁ DEATH? (Yes @

(Lonhrad]

e

s
CERTIFYING PHYSICTAN  To the best of my knowledqe desth occurred at the nme. date. and place sr% due to the cause(s) as stated

in my opinon. death occurred at the ime, date._and place. and due to the cause(s) as stated

ation and/or

10 my opinion, death occurred at the time. date and place. and due to the cause(s) and manner as stated

,nd/or

29 S URE TITLE OF CERT %%

29d DATE SIGNED (Month. Day. Year)

AUGUST.23 2001

29¢ MEDICAL LICENSE NO

01029185

30 NAME AND ADDRESS

ATH (ITEM 26) (Type/Print}

1650 45TH-STRERT 46321

cMUNSTER, INDIANA

31 HEALTH OFFICER'S SIGNATURE

%W* M_.,/I QM’ 7z . L.0. WATE FILED (Month. Day. Year)

ot 2 2ec

33 MANNER OF DEATH

34a DATE OF INJURY
(Month, Day. Year)

34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED /

(Yes or no)

34b TIME OF
INJURY

¥

O Naturai a Pending
Investigation

3 Accidan

0 sucide O could not be
Determined

O Homicide

34e PLACE OF INJURY —At home. farm street factory. ofhice
building. etc (Specify)

34f LOCATION (Street and Number or Rural Route Number City or Town S(%
c— Q

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

34h MOTOR VERICLE ACCIDENT? (Yes or no) If yes. specify driver. passanger. pedestrian. etc

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