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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State

# o) =286~ Z

No.

1 DECEASED—NAME
Emma

(Firat Miodie Last)

Jean Di

lworth

2 SEX
Female

3& TIME OF DEATH

6:45 A,

3b DATE OF DEATH tMomh Day vr)

June 1, 2003

4. *SOCIAL SECURITY NUMBER

310-44-3688

Sa AGE—Last Birthday

Se UNDER 1 YEAR

5¢ UNDER t DAY | 6 DATE OF BIRTH (Mo. Day. ¥r)

(Years)
61

Months Days

Hours Minutes

January 22, 1947

7 BIRTHPLACE (City and ;9r5tu or Foreign Country)
Okolona, Mississippi

8a WAS DECEDENT

8b YEAR LAST SERVED IN

9a PLACE OF DEATH (Check only orm See mstuctions)

U.S. ARMED FORCES?

A US VETERAN?
NO N/A noseiaL KB inpaner: otHER_ [ Nurang Home 1 Oter (Spaciin
D ER/Qutpatient 3 poa D Residence
9¢ CITY TOWN ORLOCATION OF DEATH 9d COUNTY OF DEATH

9b. FACILITY NAME (¥ not instritution. pive street and number)

Methodist

Hospital Northlake

Gary

Laﬂ?’

10. MARITAL STATUS

11 SURVIVING SPOUSE

12a DECEDENT'S USUAL OCCUPATION (Give kind of work

12b KIND OF BUSNESS/INDUSTRY

w i M@ d (f wrfe. give Nafﬁ name) dﬂtﬂﬁ:@]ﬂgwlévyfkmg ite. Do not use rebred) H o
—~—d
13s. RESIDENCE—STATE 13b COUNTY 13¢c CITY. TOWN OR LOCATION 13d STREET AND NUMBER o
Indiana Lake Gary 1305 Maryland Stdget
13e Z!P CODE | 13f INSIDE CIRYSLIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—American indisn 17 @ENT S EDUCATION
O No [ Yes WHAT COUNTRY? o [ Yes (if yes. specity Cuban Black. White. etc (Specify Mlghasr grade completad)
L6407 13g ON A FARM? U s A Mexican Puerto Ricen etc) (Specity) Elementary/Secondary {0-12) | College (14 or 5 +)
XEKo O ves Black 10th on
18 FATHER'S NAME (First Middie. Last) 19 MOTHER'S NAME (First Middle. Maiden Surname)
John J. Cox Isebellia SmitH®

‘203 INFORMANT'S NAME (Type/Prind)
Terry Dilworth

20b. MAILING ADDRESS (Street angd Number or Rursi Route Number. City or Town State. Zip Code)

2223 Garnett Street Gary,

Indiana 46407

20c Relatonship

Daughter

21a. METHOD OF DISPOSITION

O entombment

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or
June, b4

2003

21c LOCATION—Ciy or Town. State

{jé)&l O cremsuon 3 Removal from State othe’ place)

O Doneton L3 Other (Specify) Oak Hill Cemetery Gary, ﬁodlana
. .

22s. EMBALMER'S NAME 22b EMBALMERSLICENSE NO 23] WAS DEATH REPORTED TO COR‘@;EFW “—J

Rosenwald D.

Allen Jr.

#29400047

o

3 ves

24a. S} F FUNERAL DIRECTOR 24b| LICENSE NUMBER ,.25 NAME. A S ANDJICENSE NUJ £ FUNERAL HOME iy
it ’ﬁ ATTen “Huner Dires ors””l
e DL 58 b959- West 11th Ave:nue
Cary, Indiana 464&ﬁ
26 PARTI Enter the Injunes, or that caused the death Do not enter nonspecific terms such as cardiac or respratory

arrest. shock. or heart failure List only one cause on each line

. Conyaahve

DUE TO (OR AS A CONSEQUENCE OF)

IMMEDIATE CAUSE (Final
disesse or condition
resulting in death}

Condttiona. it any. which gave
rise 10 the )ymmediate cause.
stating the underlying

cause last

e e+ @W{

C oo Yo

DUE TO (OR'AS A CONSEQUENCE OF)

% A€ Dy

DUE TO (OR AS A CONSEQUENCE OF)

PART II. Other signtticant conditions - Condiiens contributing to death but not previously statsd in Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no)
NO NO | XRRRAEAT
29e CERTIFIER B{ERTIFYING PHYSICIAN  To the best of my knawledge. death occurred at the time. date. and place. and due to the cause(s) as stated
(Chack only
one) [J HEALTH OFFICER On the basis of ahion and/or in my opinion. desth occurred at the date. and place. and due 1o the cause{s) as stated
D CORONER  On the basis of and/or g ) 1p My, opimon. desth occ place. and due to the cause(s) end manner as stated
29b SIGNATURE AND TIT CERTIFIER % 9c. MEDICAL LICENSE NO 29d. DATE SIGNED (Month Day. Yaasr)
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OFW (Type/Print)

Q. -Shdh g

31 HEALTH OFFICER'S SIGNATURE

& A i 1. [l 0 L

32 DATE FILED( oni Dplvvl) m‘]

33 MANNKER OF DEATH

0 Pending
Inv estigation

D Accident

O sucige [J could not be
© Determined

D Homlcnda

348 DATE OF INJURY
(Month. Day. Year)

34b TIME OF
INJURY

PPN ~7 N
SAKARLUGRY AT WORKE ;373

{'p¥ew

340 DESCRIBE HOW INJURY OCCURRED

/1= L

34e PLACE OF INAURY —At home farm street factory office
building. etc {Specify)

34t LOCATION (Street ano NumM %Q”QQCM or Town State)

S
)

H

34g DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

If yes specify driver. passenger pedestrian. etc

L4




