THIS CERTIFIES THE FOLLOWING IS A TRUE AND
O oyt stata acancy h order o COMPLETE COPY OF DEATH ON FILE WITH THE

e et oy rezseacioity. Dissowre & INDIANA STATE DEPARTMENT OF HEALTH HAVMOND HEALTH DEPARTMENT.

voluntary and there will be no penalty for refusal.

Local No. ....... ; L" 3 .................. CERT|FICATE OF DEATH S&LI_S_L’}_O_’-“ &[ .‘9@/%“ it

Date issued Hammond Health Commissioner
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 e
- DECEASED—NAME - (First Middle. Last) 2 SEX 3s TIME OF DEATH | 3b DATE OF DEATH taonen Oy el
TYPE/P,H T ! EA s ! adie- = Y M l 5;.50 P
IN William D. ates ale N w [ March 11, 2001
SERMANENT [« *sociau securrry numeen S AGE—Lum Burthdsy | Sb. UNDER 1 YEAR ] Sc UNDER | DAY | 6. DATE OF BIRTH (Mo. Day. Y1) 7. BIRTHPLACE (City and State or Forengn Country!
BLACK INK | 587-01-9708 54 Morhs Daya | Hows  Mmaslpy oyt 29,1946 |Grenada,Mississippi
8s. WAS DECEDENT 8b YEARALAST SEAVED N 8. PLACE OF DEATH (Check only one. Ses nsuuctons}
RAN US ARMED FORCES?
~ L;Evgre ’ 1973 HosPiTAL XX Npston OTHER.  [J Nuraing Home [ Other (Speciy)
1 env0 O ooa L) Residence
9b. FACILITY NAME U not institution, give street snd number) gc. CITY. TOWN. OR LOCATION OF DEATH 9d CQUNTY OF DEATH
DECEDENT St. Margaret's Hospital Hammond Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 28 DECEDENTS USUAL OCCUPATION (Gve kind of work | 120 KIND OF BUSINESS/INDUSTRY
¢4 . den ) ing ife. use ral
Di%¥8¥ced R mecen e AP Bman E J & E Railroad
13a. RESIDENCE—STATE 135 COUNTY 13¢ CITY. TOWN. OR LOCATION 13d STREET AND NUMBER
Indiana Lake Gary | 4925 West 9th Mnue
13 ZIP CODE | 13t INSIDE GFRFUMITS | 14 CITIZEN OF 15 WA QEGEDENT GF HISPANIC ORIGINY 16. RACE—Amaerican indian, 17 DECFDENT'S EDUCATION
' @x‘ WHAT COUNTRY? 0 Yes f yos. spacrfy Cuban. Bisck. White. etc “ (Spec; ghest grade completed)
L6406 {130 onaramw Us A Mexican. Puerto fican. etc) (Spacity} Elomenary/Secondid(0-12) | Cotege (1-4 o1 § +)
K% O ves Black - 12th
PARENTS 18 FATHER'S NAME (First Middie. Last e ; 19 MOTHER'S NAME (First Middie. Maiden Surname) e ]
John D.  Yates . - Jessle Kincade , wn
INFORMANT 208, INFORMANT'S NAME (Type/Print oh MATLING ADDRESS (Sreet end Number or Aural Route Number, City or Tawn. State. Zip COf8Y® | 20c Reisponstp
T(\ Sharon R. Yates : 4401 East 6th Avenue Gary, Indiana 464(& Daughter
[ |2t Memoo oF DISPOSITION ] Entombment 216 DATE AND PLACE OF DISPOSITION (Name of cematery. cremstory. o 21c LOCATION—Cay or Tawn_ State
Y(-) XQXWM O cremation {1 Removal trom State other plece) March 1 6 » 200 1
O onston ~ [J Other (Specty) Evergreen Cemetery Hobart,Indiana
DISPOSITIO 220, EMBALMER'S NAME. 22b EMBALMER'S LICENSE NO 23 W TH REPORTED TO CORONER?
)S )| Roosevelt Allen Jr. #01051701 e Uves
24a. SIGNATURE OF FUNEFAL I 24b_ LICENSE NUMBER és NAME(ADKT S. AND LICENSE NUM FUNERAL HOME
tof Licensee) en runera ectors, InC
@/ g #08700646 2959 cWest 11th Aved
Lo ’ Gary, Indiana 46
26 PART! Enter the . imjuried of { that clusoé the deeth Do not enter nonspecdic terms, such ascarduc or respiratory m :: c: m } oxumete i
arrest, shock, or heart fyifure List only one cayse.on eachline m =g = f:}’jgrﬂwd Between

. ; - - ™ 77 _Onset snd Desn
{MMEDIATE CAUSE (Final Cﬁf( //7«/"’/)//’/6L OF L oV & OQ%"“ Nﬂ A g!%;;: N

£

disease or condition DUE ro (oa as A NSEQUEN EOF) - - /(i 5= G
fing in eath) 2 K A . P & an
resulting in de: , /j /i)) /I/ /)/4 /:}f% h Wl&-é{/{)
Conditibns. if any. which gave DUE TO (ORAS A CONSEQUENC% OF) v e - F«‘?}
rise to the immediste cause. e 3 ;

stating the underlying
cause last

CAUSE O
DEATH

© R S S PRRL
DUE TO (OR AS A CONSEQUENCE OF}

it

a_ccel 4 AS-Heo-

PART #. Other signdi - C contributing to death but not previously stated in Pn{: i 21. WAS DE@# AS AN AUIOPsv 28b WEF& AUTQPSY FINDINGS
. ’ . PREGNANT-OR' Aw's RFORMED? AVAILABLE PRIOR TO
W frrT I P POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
) ) OF DEATH? (Yes or no)
Lt Ba@YHOLINGA K@TONA
_ wD LAKE A8 INT e e [a)
p—— - e B~ I\Vl_ll!
29a.” CERTIFIER XMTIFWNG PHYSICIAN  To the best of my knowledge, death occurred &1 the ime, date. and place. and due 1o the ceuse(s) as lmed
{Check only AR ‘
oné) [J HEALTH OFFICER On the basia of exsminstion sndfor mveni‘qbﬁor’\ 1 my opinion, desth occurred st the time, date. and place. snd due 10 the cause(s) as stited |
[m] CORONER On |?& bufof and/of g 18 my opimon, death occurred st the ime date. end place. and due to the ceuseln) snd manner es aisted

28b. SIGNATURE AND TITLE OF CERTIFIER X (M/ ¢ = 29¢ MEDICAL LICENSE NO 29d DATE SIGNED (Month. Dey. Yeer)
CERTIFIER ] /7 — ) — f f"
0LO3[445

30. NAME AND ADDRESS OF PEASON WHO COMPLETED CAUSE QF DEATH UTEM 261 € Type,

A M“HLLSSCLL o, 3032 Kon /X;;QNLLQ, ‘H%UU@@ZTQ 46391
M da_ M

31. HEALTH OFFICER'S SIGNATURE 32 DATE FILED (Momn Oay. Year)
HEALTH
OFFICER . . (v ool
33 MANNER OF DEATH 34s. DATE OF INJURY 34b TIME OF 34c INJURY AT WORK? 34d DESCRIBE HOW INJURY OCCURRED
{Month. Day. Yeesr) INJURY (Yes or no} l
{0 Netural 0 Pending
investigation
J Accigent 4
34a PLACE OF INJURY —At home. farm street. factory. office 34F LOCATION (Street and Number or Rural Route Numbser, C: State} O )
D Suicide D Could not be building. etc (Specify) 3 B -
Determined <
3 Homwcide ALM
34g DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) i yes specdy driver. passenger. pedestrian. etc u

SDH06-004 State Form 10110 (R5/1-99)




