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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

StateNO. ..ot

04 -0405-0009

1. DECEASED-NAME  (First, Middle, Last)

PE/PRINT VINCENT MORGAVAN

IN

2. SEX

Male

3a. TIME OF DEATH

9:35 A.M,,

3b. DATE OF DEATH (Month, Day, Year)

September 28, 2007

4. ¥S0CIAL SECURITY NUMBER

317-20-7629

ZRMANENT
JLACK INK

(Years)

83

5a. AGE - Last Birthday

5b. UNDER 1 YEAR

5c. UNDER 1 DAY

6. DATE OF

Months Days

Hours

Minutes:

January 24, 1924

BIRTH (Mo, Day, Yr} 7. BIRTHPLACE (City and State or Foreign Country)

East Gary, Indiana

8a. WAS DECEDENT

A U.S.VETERAN? U.S. ARMED FORCES?

Yes 1947

8b.YEAR LAST SERVED IN

9a. PLACE OF DEATH (Check only one. See instructions.)

HOSPITAL: %] inpatient

O EROutpatient

] ooa

OTHER:

v
D Nursing Home [ ] Other (Specity)

N

[ Residence

9b. FACILITY NAME (If not institution. give street and number)

ECEDENT St. Anthony Medical Center

9c. CITY, TOWN, OR

Crown Point

LOCATION OF DEATH

ad COUm)F DEATH
Lakg™y

10. MARITAL STATUS 11. SURVIVING SPOUSE
(Specity)

Married

{If wife, give maiden name)

Elizabeth Chelich

12a. DECEDENT’S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired)

Inspector

12b. KIND WINESSIINDUSTRY

Inland Steel Company

13a. RESIDENCE — STATE

Indiana

13b. COUNTY

Lake

Crown Point

13c. CITY, TOWN, OR LOCATION

v
(o)

13d. STREET AND NUMBER

419 Las Olas Drive

13f. INSIDE CITY LIMITS
O No ¥ ves

13e.ZIP CODE

13g. ON A FARM?
Kino [1Yes

46307 USA

14. CITIZEN OF
WHAT COUNTRY?

& No Yes

15.WAS DECEDENT OF HISPANIC ORIGIN?

Mexican, Puerto Rican, etc.}

(If yes, specify Cuban,

16. RACE—American Indian,
Black, White, etc.
(Specify)

White

CEDENT'S EDUCATION
(Sp@’nly highest grade completed))

Elementarylsw‘f,ary 0-12)

12 o

College (1-4o0r5+)

18. FATHER'S NAME (First, Middle, Last)

George Morgavan

ARENTS

19. MOTHER'S NAME (First, Middle, Maiden Surname)

Katie Grozov -

20a. INFORMANT’S NAME (Type/Print)

JFORMANT, .
Elizabeth Morgavan

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

419 Las Olas Drive, Crown Point, Indiana 46307 "

20c. Relationship

“Wife

____>

21a. METHOD OF DISPOSITION  [T] Entombment

& Burial

] Donation

O Cremation [} Removal from State

|| Qther (Specify}

other place)

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

October 2, 2007
Calumet Park Cemetery

21c. LOCATION-—City or Town, State
B

Meﬁllvi@ Indigna ¢6410
Fg

ISPOSITION 22a. EMBALMER'S NAME:

Jonathon R. Christiansm

FD20200095

22b. EMBALMER’S LICENSE NO.

=
ey 2"
e ¢ P {'?"‘
iEL TN

23. WAS DEATH REPORTE@'

noN@ﬁ?
D Yes? Tiy -~

Ne m :

24a. SIGNATURE OF FUNERAL DIREELTgRNS /

Dt

24b: LICENSE NUMBER
(of Licensee)

1009893

25. NAME, ADDRESS, AND Llce@ﬂumsen WNERMW%;
PRUZIN BROTHERS

6360 Broadway, Memlhgf"*%ndxa"ag 46416

RJ}%&LSERM&E Lic, £P:83002453

™

26. PART L Enter the di

injuries, or

IMMEDIATE CAUSE {Final a.

s ———y
ygsed the death. Do not enter nonspecific terms, such-as cardiae or respiratory

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

Comgeshue Neant Foulue

[
o

A

]
S,

~Approximate

“" Onset and Death

Zy

€51

disease or condition

resultin§ T dea a:‘ Taue £
RTIFIES THE ABOVE 1S A
| T O THE CERTIFICATE OF HEAFH-BRRLE

Conditia ‘ﬁ@f 9\ T+ DEPARTMENT.
rise to th iaté cause.

AUSE OF
EATH

AS A CONSEQUENCE OF)
Duitx bleed

a:-tweeﬁb

'DUETO (OR

AS A CONSEQUENCE OF):

stating the underlying e

cause laft OCT 0 Z;dzﬁ(]?

DUETO (OR

AS A CONSEQUENCE OF):

PART Il. ®ther si;

to death but

ot previously stated in Part |.

27.WAS DECEDENT

POSTPARTUM?
(Yes or No}

PREGNANT OR 90 DAYS

28a. WAS AN AUTOPSY
PERFORMED?
{Yes or No)

NO

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIORTO
COMPLETION OF CAUSE
OF DEATH? (Yes or No)

29a. CERTIFIER
{Check only
ane)

g CERTIFYING PHYSICIAN

] coRONER  ©n the basis of

] HEALTH OFFICER On the basis of

andfor i

and/or |

To the best of my knowledge, death occurred at the time, date, and place, and due to the cause(s) as stated.

in my opinion, death occurred at tiwe time, date, and place, and due to the cause(s) as stated.

in.my apinion , death occurred at the time, date, and place, and due to the cause(s) and manner as stated.

29b. SIGNATURE AND TITLE OF c TIEJER
ERTIFIER

29d. DATE SIGNED (Month, Day, Year)

01049249 | 103 /200%

30. NAME AND ADDRESS O SON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)
Dr. Eduardo 297 W. Franciscan Drive, suite 203 Crown Point, Indiana 46307

31. HEALTH OFFICER’S| Sl ATURE

EALTH
FFICER

ey et 2 1 1

AIjLED {Month, Day, Year)
(z‘j /3€D7

33. MANNER OF DEATH

D Pending
investigation

]:] Natural

34a. DATE OF INJURY
{Month, Day, Year)

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes or No)

0CQT 09 2007

34d. DESCRIBE HOW INJURY OCCURRED

] Accident

O suicide O coutd Not Be
Determined

[ Homicide

34e. PLACE OF INJURY—At home, farm, street, factory, office
building, etc. (Specify)

LA ‘(:

PEGGYHELS

\JJ' M\'TY ;\U!“\'?np

treet and Number or Rural Route Numbeljy or Town, State)

NGA KATONA

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

34h. MOTOR VEHICLE ACCIDENT? (Yes or No) If yes, specify driver, passenger, pedestrian, etc. \

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




