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NO. ettty

1 DECEASED—NAME (Frst. Middle. Last)

Juanita L.

YPE/PRINT
iN

White

2 SEX
Female

3a TiME OF DEATH

7:25 py

3b. DATE OF DEATH (Month. Dsy. Yr)

November 18, 2001

4. *SOCIAL SECURITY NUMBER Se

311-62-4086

ZRMANENT
JLACK INK

AGE—Last Birthday Sb. UNDER 1 YEAR

Sc UNDER | DAY

6 DATE OF BIRTH (Mo, Day. Y1)

(Yesrs) Months Days Hours

Minutes

January 20,1936

7. BIRTHPLACE (City and State or Foreign Country)

McComb, Mississippi

8a. WAS DECEDENT
A US. VETERAN?

No

8b YEARLAST SERVED IN
US. ARMED FORCES?

N/A

98 PLACE OF DEATH (Check only one_See mstructions)

HOSPITAL 2@ Inpatient

O ER/Qutpstient O ooa

OTHER D Nursing Home
[J Residence

[3 other (Specity)

|

ECEDENT

9b FACILITY NAME (¥ not mstitution. give street and number}

Methodist Hospital Southlake

gc CITY. TOWN. OR LOCATION OF DEATH

Merrillville

9d COUNTY OF DEATH

Lake

10. MARITAL STATUS
(Specify) .
Married

(i wife.

11 SURVIVING SPOUSE
James

give maiden r_\ame)

White

128 OECEDENT'S USUAL OCCUPATION (Give kind of work
ne during most of working ife Do not use retired)

omemaker

12b. KIND OF BUSINESS/INDUSTRY
Home

13s. RESIDENCE—STATE

Indiana

L

136 COUNTY

13¢c CITY. TOWN. OR LOCATION

Gary

ake

13d. STREET AND NUMBER

1759 Garfield Street

13t INSIDE LIMITS
a No es

13e. ZIP CODE

46404

13g ON A FARM?

)8<No O Yes

14 CITIZEN OF

WHAT COUNTRY? X no O Yes

Mexican. Puerto Rican. efc}

USA

15 WAS DECEDENT OF HISPANIC ORIGIN?
(If yes. specify Cuban

16 RACE—American Indwan,
Black. White. etc

(Specity)

Black

17. DECEDENT'S EDUCATION
(Specify only highest grade completed)

Elementary/Secondary (0-12) College (1-4 or 5 +)

8th

ARENTS 18. FATHER'S NAME (First Middle. Last)

Paul Leonard

19 MOTHER'S NAME (Frst. Middle. Maiden

Juanita Walker

Surname)

INFORMANT'S NAME (T} Print}
IFORMANT 200 yoe/Pr

Tames White

20b MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zig,Cqde}

1759 Garfield Street Gary, Indiana 46

20c. Reiationship

Husband

21s. METHOD OF DISPOSITION

H Buriat

O oonation

O cremation
O other (Specify}

O entombment

3 Removal from State

215 DATE AND PLACE OF DISP
ovem

other place}

SITION (Name of cematecy, crematory. o
5, 2001

Evergreen Cemetery

2c LOCATIOﬁny or Town. State

Hotakt, Indiana

ISPOSITION 228 EMBALMER'S NAME

Ropenwald D. AllenJx.

22b EMBAUMER S LICENSE NO

#29400047

)gNo

23 WAS DEATH REPORTED TO COR(@

D Yes

=

(of Licensee)

24b  LICENSE NUMBER

#08700646

2959 West

B e 20oU55F 15 NS
11th Aveplie
GdryYtIndiana 46405

NERAL HOME
irector,

83007704

Inc.

PART |

26
srrest, shock. of

IMMEDIATE CAUSE (Final
cisesse or condition
resuiting n death}

Condttions. if any. which gave
nse to the immediats cause
stating the underlying
cause last
d

I
Enter the dnuascs.‘éﬂnes. or com
rt faiture List only one causs on each line

ﬂa,lc, Mg conede' L

plicstions.that caused the.death Do not enter nonspecific terms, such as cardiac or respiratory

imﬁﬁvpg{knx

T e
Approximate

Interval Between
Onget and Death
Al (% Fg

DUE TO (OR AS A/GONSEQUENCE OF) d,/
1 ﬁkxmz‘ Foline

Cer~sn he

~ Oul TO(ORAS A copﬁouwgg 0F)
Moo, [T

h-‘%fv,,:z

DUE TO (OR A9 A CONSEQUENCE OF)

oy e

§itA

1
I3
£

T
-

PART Il Other significant conditions - Condition:

Todee g

&Y
s con(nbulmyg death but not previously stated i Part |

MLl

27 WAS DECEDENT

PREGINANT OR 890 DAYS
POSTPARTUM?
(Yes or no) N J

oy
28a WAS AN AUTOPSY 4
PERFORMEDY i

(Yes or nof”

,ggb WEH;E}“UY{Z‘!E‘SY FINDINGS
AVALABLE BROR TO

COMPLETION'GF CAUSE

OF DE

i

Lt
ot

.55

ATHE &¥es or no)

i

29a. CERTIFIER
(Check only
one)

25-42-0059~ Oo34

O coroner

¢ 9158+ hot 31 0 Block &

Central Pack Add

N 1T f4 ot 3l

[0 HEALTH OFFICER On the basis of

\ and/or

On the basts of and/or gi
n

g CERTIFYING PHYSICIAN  To the best of my knowledge. desth occurred at the ime date. and place and due to the cause(s) asgt;(qﬁ-';

in my opwnion. death occurred at the time. date. and place. and dweito the c;u;g(s) as stated

<N

s v -
- in my opnion. death occurred at the time date and place. and dus to the cause(sAaf3 manner as stated

CERTIFIER

L~

29b SIGNATURE AND/NTLE Of

w
=
il
m
0

Viﬂﬁw%b

29¢” MEDICAL LICENSE NO

vICYYyLE G

29d DATE SIGNED (Month. Day. Year)

/UC"V, 2¢ , 2e0)

30 NAME AND ADDRESS OF PERSON WHO

SiDoRA L.

COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)

NANPES 1D 2

ol w EFTO D e - g bl lly 106 V7 o

. 1 H TH OFF N
ALTH 3 EALTH OFFICER'S SIGNATURE

:FICER

33 MANNER OF DEATH

dx"uui

D Pending
Investigation

S D L P 00

32 /PATE FILESQ;MM. Day. Yaar}

TIME OF
INJURY

34c INJURY AT WORK?
(Yes or no)

343 DESCRIBE HOW INJURY OCCURRED

006759 /17

D Accident

O suicige O Couid not be
Determined

D Homicide

w Sl a Ve

34t LOCATION (Street and Number or Rural Route Number. City or Town State)

#3508

[}

T

KE

i
LA

£ <
349 OATE PRONOUNCED DEAD (MGSASDR Vod ™

COUNTY AUDITOR

M
LIW&MTON*NT" (Yes or no) If yes. specily driver. passenger. pedestrian. etc

h
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