* ATTENTION ESTATE: The Social Security # is

eing requested by this state agency inorcer o INDIANA STATL: DEFARTMENT OF HEALTH
CERTIFICATE OF DEATH State NO. «voovnoeoe

voluntary and there /ﬂ” be_go penalty for refusal.

LacalNo. ... L.t
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
TYPE/PRINT {1 OECEASED—NAME (First Middle. Last) 2. SEX 3a TIME OF DEATH 3b. DATE OF DEATH tMonth Day. vr)
IN Hershel D. Yeager - Male 9:20 Py | April 28, 2007
2 4. ®SOCIAL SECURITY NUMBER 58. AGE—Last Birthday 5b. UNDER 1 YEAR S5c UNDER t DAY | 6. DATE OF BIRTH (Mo. Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
E RMAN ENT . (Years) Months Days Hours Minutes 2 t Ch . IN
BLACK INK 305-20-3130 81 Sep. 4, 1925 Eas icago,
8a. WAS DECEDENT 8b YEARLAST SERVED IN 9a PLACE OF DEATH (Check only one. See instructions.)
S. ARMED FORCES? .
A LS VETERAN? v HOSPITAL O npatient otHeR  [J Nursing Home [0 Other (Specify)
Yes ’1 950 [ eR/Outpatient O ooa m Residence

8b. FACILITY NAME (i not institution, give street and number} 9c. CITY. TOWN. OR LOCATION OF DEATH 9d COUNTY OF DEATH

DECEDENT 3505 Lincoln St. East Chicago Lake

t2a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BNSS/!NDUSTRY

10. MARITAL STATUS 11. SURVIVING SPOUSE

(Specify) K wife. give maiden name) done guring most of working bfe. Do not use retired) .
Nevermarried I\f/ A MaT I EaTTier U.S. Pgghal Service
13a. RESIDENCE—STATE 136. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER <D

Indiana Lake East Chicago 3505 Lincoln St. ~d
13e. ZIP CODE | 13f INSIOE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—American Indian, 17. DECEDENT'S EDUCATION

3 Neo ‘ﬂ_Yes WHAT COUNTRY? ﬂ No O Yes (If yes. specity Cuban, Black. White. etc (Specify oﬂmhasl grade completad)
46 13g. ON A FARM? Mexican, Puerto Rican, etc) (S:‘]"-“’fy) Elemenmry/Socondu,\:,J 2) College (1-4d or 5 +)

312 fine O ves UsA Black 12¢n

SPARENTS 18. FATHER'S NAME (First. Middle. Last) 19. MOTHER'S NAME (First. Middle. Maiden Surname) \_::)

Herbert er, Sr. __Tricia Harrison -

! 2
NFORMANT 20a. INFORMANT'S NAME (Type/Print} 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Cud&j«j 20c. Relationship

Rebecca Tucker 7009 E. 1st. Ave. Gary, IN 46403 Friend
21a. METHQOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 23c. LOCATION—City or Town, State
m Buriat O cremation [ Removai from State other piace) May 4 7 2007

O oonstion [ Other (Specrtyy Fern Oaks Cemetery Griffith , IN
JSPOSITION 22a. EMBALMER'S NAME: . 22b EMBALMER'S LICENSE NO. 23 WWAS DEATH REPORTED TO COHONEH"N
Samuel Smith, Jr. FDE01019692 One  Bves &
24a. SIGNATURE OF FUNERAL DIRECTOR 24b, LICENSE NUMBER 25 NAME ADDRESS. AND LICENSE NUMBEH OF WRAL HOME™
(of Licensee) Divinity Funera}: Home™ FH83001570
MKL) 4 \H Q’] FDEO 1019692 013820 Pufiaski St E.C.,IN 46312
- ™
26. PAAT I Enter !he disesses. un;urles r complications that caused the death. Dolnot enter nonspecthc terms, such as cardiac or respiratory :». N " Approximate
arrest, shock, or heart failure List only one causa on each line » " — Interval Between
0 ) . ~ . o L - ) Onset and Death
IMMEDIATE CAUSE (Final . 07igm bive bt ar //C‘«) (U~ < = ~
disesse or condition DUE TO (OR AS A CONSEQUENCE OF) v
‘AUSE OF resulting in death)
EATH .
; DUE TO (OR AS A CONSEQUENCE OF)

Conditions. if any. which gave
rsa to the immediate cause.

stabng the underlying =
cause last OUE TO (OR AS A CONSEQUENCE OF) ? e

d
PART Il. Other significant conditions - Conditions contributing to death but not previously stated in Part | 27 WAS DECEDENT 282 WAS AN AUTOPSY 285 WERE AUTOPSY FINDINGS

PREGNANT OR 90 DAYS ED? AVAILABLE PRIOR TO
POSTPARTUM? e, 2 / COMPLETION OF CAUSE
OF DEATH? (Yes or no)

(Yes or no)

NQ
29a. CERTIFIER Z CERTIFYING PHYSICIAN  To tha best of my knowiedge. dsath occurred at the time. date. and p'ace und"Gue“to mmmmas stated, ‘,‘Q’« ﬁ
(Check oniy A o ¥
one) D HEALTH OFFICER O tipa basis of examination and/or investigation. in my oginion, death occurred af t the hm date Aghd, plfa; an? duﬂlo m?“‘”’k) u‘sta(ed
D CORONER On th;fha is of examination and/or Investigatian. in my op:nion, death occurred at the time. date. and place. and due to the cause(s) ﬂnd‘ry\‘nnnqr 8s stated

28¢c. MEDICAL LICENSE NO 29d DATE SIGNED (Month. Day. Year)

_ 29b SIGNATURE AND TITLE OF CERTIFIER N
ZRTIFIER DZZWL,J/ Q105295 K |May 4, 2007

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)

Ravi Bhagwat, M.D. 10010 Don Powers Dr. Munster, TN 46321

ALTH 31 HEALTH OFFICER'S SIGNATURE WM f*@__, 32 DAT7LED (Mon:fy Year)

‘FICER
33 MANNER OF DEATH 34s DATE OF INJURY - 34b TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY QCCIIRRED L§
Brorin s o 3t <[5 g Day e INJURY (Yes or no)
D Nl’(tll‘\ Q.Panqu T e g ftf tA ‘t‘f‘l o r
o L Invosﬂgaﬂan e ) - i /
Accident , E 5 T g
‘ H 34e" PLACE OF IEJURY-——AI home farm. street factory. office 34t LOCATION (Street and Number or Aural Route Number, City or Town. State} /
O Suicide O Coulfﬂr‘h? Y. x . “bwmi? ot {Specify)
Deter S I W - | X
O Homicide ! { \1 3

v
34g DATE PRONOUNCED DEAD (Month Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. passenger. pedestrian. etc UdQSZ(. Is
)

1/IgDH06-004 State Form 10110 (R5/1-99)
{7/05)

NOT VALID UNLESS CERTIFIED BY HEALTH DEPARTMENT

ED OR ERASED -




