: "ATTENTION E.ST;T_E: Th: So;;al Sé;:l;rity #‘ is | L/ cc

: \bemg requested Dy this state agency in order to IND'ANA STATE DEPARTMENT OF HEALTH
voluntary and there will be no penalty for refﬁsal

Local No. ......-.9 O CERTIFICATE OF DEATH

pursue its statutory responsibility. Disclosure is
State No.
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

TY | DECEASED—NAME (Firat Middle. Last) 2 SEX 3a_TIME OF DEATH | 3b_DATE OF DEATH (M Dey, v7
PEI/SRINT Odessa Peterson Female 6:33 P February 1699
M
PERMANENT | « *sociad secuarry nuseen Se. AGE—Last Birthdsy 5b. UNDER 1| YEAR | Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. ¥n) 7. BIRTHPLACE (City and State or Forengn Country)
3 0 8_ 3 2_ 2 6 1 6 (Years) 6 8 Months Days Hours Minutes . . . .
BLACK INK May 15, 1930 Bruce,Mississippi
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 98. PLACE OF DEATH (Check only one. See mnstructions.)
A US. VETERAN? USS. ARMED FORCES?
X N/A HospitaL  (npatien OTHER [0 Nuraing Home [ Other (Speciy)
° O er/Oupsvent 0 DOA 0 s
9b. FACILITY NAME (¥ not institution. give street snd number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT Methodist Hospital Northlake Gary ke
10 MARITAL STATUS 11 SURVIVING SPOUSE 128, DECEDENT'S USUAL OCCUPATION (Give kind of wark 126ZKIDO OF BUSINESS/INDUSTRY
wife_give ma g Mosl working life. not use retire
Ma%rfed arnes"t "P"e"f'@rson omemaker CHome
13s. RESIDENCE—STATE 136, COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER “wed
Indiana Lake Gary 1424 Marylapd Street
13e. ZIP CODE | 13¢ INSIDE ngklrs 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indisn. =" 17. DECEDENT'S EDUCATION
0 No WHAT COUNTRY? HNo O Yes (If yes, specty Cuban. Bisck. White. stc. =%+ (Specify only highest grade completed)
46407 |13 onarame Mexican. Puerto Rican. etc.) (Specity) Elm@f{conduy ©0-12) | College (1-40r 5 +)
X§%o O Yes US A BlaCk e
DARENTE 18. FATHER'S NAME (First Midclia. Last) .3, MOTHER 5 NAME (First Middle. Maiden Surneme) 3
- Jack Rucker Marion (Unknown) 5y

20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town, State. Zip Code) 20c. Reiationship

1424 Maryland Street Gary,Indiana 46407 Husband

21c. LOCATION—City or Town. State

208. INFORMANT'S NAME (Type,/Pring)
Earnest Peterson

INFORMAg
—

—
21a METHOD OF DISPOSITION (] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetesry. crematory. or

R6%a {3 Grematon  {J Removai trom State otmer piace) Feb ruary 10, 1999
O onston I Other (Specity) Evergreen Cemetery Hogrt » Indiana
DISPOSITION 22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23 WAS DEATH REPOFTED TOTORONERLy .
Roosevelt Allen Sr. #01051696 v O = = .20
24s. Sl A{URE OF F 24b. LICENSE NUMBER 25 . NAME. ADD! AND LIGENS NUMBE OF RAL
_ 1oL Gy X AL TeRn éﬁ"ﬁ‘ a1 ﬂ‘i‘e “{Q_ Srs,Inc
/ Mmool 2959 West 1lth Avenue
il #08700646 Gary, AIndiana 46404 83007704
28. P}HT ! Emev the NpIres. or that caused the death Do not enter nonspecific terms. such as cardiac or respiratory - T . Approximate
arrest. shock or heart failure. List only one: cause on each line s Intervai Between
- o Onset and Death
IMMEDIATE CAUSE (Final . RESPIRATORY ARREST L T
°'”;" or :°"‘::;°" DUE TO (OR AS A CONSEQUENCE OF) 7] PR
CAUSE OF resulting in den - . :
DEATH 4 ISEASE
Conditions. i any. which gave T AS A CONSEQUENCE OF}
rse 1o the immediate cause. L DVACTANNIIC OREFSTTY.
stating the underlying po=rgmwa =y
cause last DUE TO (OR AS A CONSEQUENCE OF)
° POOR DECURITUS WOUND HEALING
PART Il. Other signi -C contributing 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? (Yas or no)
NO J\\(© N m i —
29s. CERTIFIER - B3 CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at the ume. date. and place. and dus to the cause(s) as stated
(Check onl,
one} o D HEALTH OFFICER On the of snd/or in my opinion, death occurred at the tmae, date, and piace. and due to the cause(s) as stated
D CORONER %mn ba: nrﬁzr g . 1N my opinion, death occurred at the time, date. and pisce. and due to the cause(s) and manner as stated.
29b. SIGNATURE A / 29¢c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
CERTIFIER
01036654 02 17 99
30. NAME AND AbDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)
ADOLPHUS A~ ANEKWE, M.D. 3195 Broadway Gaxrv, IN 46409
HEALTH 31. HEALTH OFFICERS SIGN. ‘? o ‘ 32. DATE FILED (Month. Osy. Year)
OFFICER EER 92 g 1939

33 MANNER OF DEATH 34d. DESCRIBE HOW INJURY OCCURRED

(Month. Dsy. Year)

1%

8 Naturai D ;:':::':-non " KY 2 /}r 2007 (/7
= s::m:ﬂ o gould oo 340 ::GI(':‘: c.>:=c l:%SJ;J.F::’V';Al home. farm. street. factory. office éﬂG Léc\?nﬂw CSE_T;\IGW"K Kmmmmic og Town. State)
O remces AKE COUNTY AUDITOR 1787

34g DATE PRONQUNCED DEAD (Month Day. Yeaer) 34h MOTOR VEHICLE ACCIDENT? (Yes or no} If yas specify driver. passenger. pedestrian. etc

SDHO06-004 State Form 10110 (R4/3-93) Deathce:/PD 1




