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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State

No.

..........................

1 DECEASED-—NAME (First. Muddie. Lam) 2. SEX 3s. TIME OF DEATH | 3b. DATE OF DEATH (Aowr Ovy. ¥7}
RUSSELL L. LANCASTER Male 3:36 AM | Uune 28, 2006
4 *SOCIAL SECURITY NUMBER Sa AGE—LsstBethdey | Sb UNDER Y YEAR | Sc UNDER 1 DAY | 8 DATE OF BIRTH (Mo Day. Y5 | 7 BIRTHPLACE (Coy and Stewe o Foremm Coutry)

(Yeours) D Minutes
351-26‘-61 98 o) Morcha e Fows September 28, 1933 E%‘g‘ggnd
s WAS DECEDENT 8 YEARLAST SERVED N 9. PLACE OF DEATH (Check only one. Ses matructons)
A US. VETERAN? US. ARMED FORCES? g
YES 961 HoSPITAL (8] mpetent OTHER [0 Nursing Home [T Other (Speciys
196 £ er/oupeve O 00A O Resigence
9. FACRITY NAME (¥ not inettution. grve street end number) 9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
St. Mary Medical Center Hobart ake
10. MARITAL STATUS 11. SURVIVING SPOUSE 120. DECEDENT'S USUAL OCCUPATION (Gwve kind of work | 12b. KIND OF BUSINESS,INDUSTRY
M (¥ wifa. give mesden name) mmi-vmdmwmoommw
Widowed N/A Custodian School
138, RESIDENCE~-STATE 136 COUNTY t3c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lake Station 418 E. 28th Ave.
130. ZIP CODE | 13t INSIDE CITY LMITS | 14 CITIZEN OF 1S WAS DECEDENT OF HISPANIC ORIGINT 18. RACE—Americen Indisn, 11. DECEDENT'S EDUCATION
0O Ne X Yo WHAT COUNTRY? X No O Yes {M yes. specdy Cuban, Black. Wiwe. etc {Specily anly ghest grade completed)
46405 |13 oNAFamn U.S.A. ' Mencen Auarto Rcan. exc) W ‘f"‘"’) Elementary/Secondary (0-12) | College (1-4 or § +
e O ves hite 6
18 FATHER'S NAME (Frat Midde Las0 19. MOTHER'S NAME (First Middle, Maiden SurnempiND)
Reobert Lancaster Vera Pfeil oo
200, INFOPMANT'S NAME ( Type,Pring 200. MAILING ADDRESS (Street s0d Number or Rural Routs Number, Ciy or Town, SuseZip Code) | 20c. Peleionshe
Charlene Szparaga 1678 E. 32nd Ave, Hobart, In 46342 ~I Daughter

21s. METHOD OF DISPOSITION  {J Enombonenst
E Buriel D Cremetion a Removal from State
0 ooneton T Omer (s,

Py

other place)

215 DATE AND PLACE OF DISPOSITION (Neme of cemetery, crematory. or

Calvary Cemetery

Jun 30, 2006

2ic. LO@ON—CW or Town. State

Portdge IN

™2

220. EMBALMER'S NAME:
James J. Krause

22b EMBALMER'S LICENSE NO

EFD01006463

K~ Ov

23 WAS DEATH REPORTED YWR"

£

;ﬂ. SIGNATURE OF FUNERAL

24b. LICENSE NUMBER

(of Licenase)

FD01006463

25. NAME. ADDRESS. AND LICENSE Nmﬂ OF FUNERAL HOME
Rees Funeral Home, Inc.

600 W. Old Ridge Road, Hobart, IN 46342-0488

FH83003069

106, Or comphcations that caused the death Do not enter nonapeckic terme. such a8 Cardisc o respratory Approximate
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27 WAS DECEDENT

28a. WAS ANAUFOPSX
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(3 HEALTH OFFICER On the bas of
O coroner Onlh.buudomw/umw.mmyop-mdod\ocaxywm.mmuua.mmmmcmnmmumd

end/or

ﬂCERTIFVNGPHVStCIAN Ta the best of my knowledge. desth occurred ot the time. date. and plscs. and dua to the cause(a) ss stated
.y opeion, desth occurred et the time. date. and plece. and due to the Couse(s) as stated.

29 SIGNATURE AND TITLE OF CERTIFIER

Cond o B M

01026118

29c MEDICAL LICENSE NO

29d. DATE SIGNED (Month. Day. Yeer)

6.32¢~0 6

30. NAME AND ADORESS OF PERSON WHO COMPLETED CAUSE OF || THUTEM 26) (T
Rodolfo L. Jao MD 1400 S. Lake Park Ave, Ste.300 %bbﬁrt IN 46342

31 HEALTH OFFICER'S SIGNATURE

349 DATE PRONOUNCED DEAD (Moneh. Dey. Yeer)

E7TS mrmﬁ@gzﬂ\‘uy M KA'mly driver. paseenger. pedessren. et

ITQQ
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