ATTENTION ESTATE: The Social Security # is

e oy rosponaity Bissionue 1o INDIANA STATE DEPARTMENT OF HEALTH

irsue its statutory responsnbulny
duntary and there will be no pepatty for refusal.

caNod 1a-071 CERTIFICATE OF DEATH State NO. ..eveeeeeeeesereaseenens

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

(PE/PRINT 1. DECEASED—NAME (First. Middie. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Moner. Dey. Y7}
IN Sheila M. Boston Female |3:50A ,, | Marclg, 2007
: 4. *SOCIAL SECURITY NUMBER Se. AGE—Last Birthday | _5b. UNDER 1 YEAR |  5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Yr) 7. BIRTHPLACE (Ci State or Foreign Country)
.RMANENT {Years} Months Days Hours Minutes : m
LACKINK | 304-42-2997 62 Jan. 28, 1945 Chicagp, IU
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN Sa. PLACE OF DEATH (Check only one. Sse instructions) .} .
'S. VETERAN? US. ARMED FORCES?
Aus Ve vospiraL 3 inpatient OTHER: + [0 Nursing Home & Other (Specify)
No NA O er/guipaier 0 DOA 0 Residence Hospie®
9b. FACILITY NAME ( not institution, give street and number) 9¢. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY ORL#ATH
:CEDENT . . . .
William J. Riley Hospice Munster Lalkey
10. MARITAL STATUS 11. SURVIVING SPOUSE : 12s. DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (i wife. give name} done during mast of working life. Do not use retired) . .
Married Gary Boston Homemaker Family*Residence
13s. RESIDENCE—STATE " 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER [ 4]
IN Lake Cedar Lake 10741 W. 141st Ave
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, 17. DECEDENT'S EDUCATION
ﬁ No [ Yes WHAT COUNTRY? No (O Yes (if yes. specify Cuban, Black. White, etc. (3pecify only highest grade completed)
46303 [135 onaraamr USA Mexican. Puerto Rican. etc) (Specily) ﬂemmry“Socondary ©12) | Gollege (1-4 or 5.4
' White 2 -—
K No [ Yes
\RENTS 18. FATHER'S NAME (First Middle, Las 19. MOTHER'S NAME (First Middle. Maiden Surnsme)
Frank Knighton Bettie Smotherman e
- 208. INFORMANT'S NAME (Type/Print) : 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town, State. le Eode)
“ORMANT
- L
Gary Boston 0741 W. 141st Ave Cedar Lake,
21a METHOD OF DISPOSITION  [J Entombment 21b. DATE AND PLACE OF DISPOSITION (Nsme of cemetery. cremastory. or - 21c. LOCATI
& surist O cremation {7 Removat from State - other pisce) March 5 r 2007
[J Doreton (] Other(Speciy) German Methodist Cemetery | Ced ""tha
3POSITION 226. EMBALMER'S NAME: - 22b EMBALMER'S LICENSE NO. 23, WAS DEATH REPORTED TO conerierﬁ
Tara Wright FD20400058 Brno  Oves =
248, SH 24b_ LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OWGNERALQBO -
tof Liconsée) Burdan Funeral Home FH83002461
B ) ¥DO01007697:4 412901 Wicker Ave Cedar lake, IN
(VAS
26. PART I Enter the di injuries. or icati that caused the desth. Do notenter nonspecific 1erms, such as cardiac.or r'ewxmory Approximate
arrest. shock. or heart failure. List'only one cause on each line. Intervel Between
° Onset and Death
IMMEDIATE CAUSE (Final . AYY pheemat
"i':'mf' or ;‘":ﬂ";"" DUE TO (OR AS A CONSEQUENCE OF):
in
USE OF resuing o _Toalwd o Hwrwe
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF):
rise to the immediate cause, c A“‘ sartq N
o | MAY-22-2007—
caues lost 7 DUE TO (OR AS A CONSEQUENCE OF ).
d PE
g 73 e
PART li. Other signifi it -C it contributing to death but not previously stated in Part |. 27. WAS DECEDEN u é@ M ‘vgx?ki ERE AUTOPSY FINDINGS
PREGNANT \¢ :f ; %&o VAILABLE PRIOR TO
POSTPARTUM? - % AUD | O OMPLETION OF CAUSE
(Yes or no} OF DgATH? (Yes or no)
29a. CERTIFIER z CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at tha time. date, and place. and dus to the cause(s) as stated.
{Check onij s
one) 4 CI HEALTH OFFICER On the basis of i and/or i in my opinion, death occurred at the time. date. and place. and due to the cause(s) as stated.
D CORONER On the bas:s of and/or i igation. in my opinion. death cccurred at the time. date. and place. and due to the cause(s) and manner as stated.
29b. SIGNATURE AND TITLE OF CERTIFIER 29¢c. MEOICAL LICENSE NO. 29d. DATE SIGNED (Month, Day. Yoar)
RTIFIER S G < , Q1002195 A g93-05-07
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26 (Type/Prmt) ML,LV\S‘\'QV (7 3 \
SorAT grorA D.O. A0S Bu\(\{ E
31. HEALTH OFFICER'S SIGNATURE COPY or ABGVE ;s I .
ALTH OF THE Cramrys A TRUE anp
“ICER % D‘Z// A peo. i LAKE Goungy SeiTTATE OF o S 40 col ok
Y \ L
33. MANNER OF DEATH 34s. DATE OF iNJURY _ 34b. TIME OF 34c. INJURY AT WORK? 349, DESCRIBE HOW INJURY OCCURRED .
(Month, Day. Year) © INJURY (Yes of no) ds a5 / a
3 Naturst a Pending ' A N 51? 1’:‘ 3 [j [j f:
O Acodent Investigation '
cetce! 34n. PLACE OF INJURY—At home, farm. street. factory. affice 34f LOCATION (Street and Number or Rural Route Number. City or Town, State). \
O suicde a DCould not be building. etc. (Specify) '
eterrmined i o
U Homicide ) O 0 6 7 7
34g. DATE PRONOUNCED DEAD (Month. Day. Yesr) | 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. ms«ﬂg«mwml ‘ ‘7 .
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