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ATTENTION ESTATE: The Social Security # is
»ing requested by this state agency in order to
irsue its statutory responsibility. Disclosure is

luntary and the[eow(llbbfg) pen?ljl jev’refusal

ocal No

KeyH=
INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

YPE/PRINT 1. DECEASED-NAME  (First, Middle, Last) 2, SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month, Day, Year)
IN MILTON H. SCHLUETER Male 10:59 PM,, August 11,2007
- 4. ®*SOCIAL SECURITY NUMBER 5a. AGE - Last Birthday 5b. UNDER 1 YEAR 5c. UNDER 1 DAY 6. DATE OF BIRTH (Mo, Day, Yr) 7. BIRTHPLACE (City and State or Foreign Country)
:RMAN ENT (Years) Months  Days Hours  Minutes|
LACK INK | 303-32-1878 74 November 10, 1932 |  Crown Point, Indiana
8a. WAS DECEDENT 8b.YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions.)
A U.S.VETERAN? v U.S. ARMED FORCES? HosPITAL: [ Inpatient OTHER: [ NursingHome [] Otner (Specify)
€s 1 9 62 Q ER/Outpatient [] DOA ] Residence
gb. FACILITY NAME (¥f not institution. give street and number) 9¢. CITY, TOWN, OR LOCATION OF DEATH 9d COUNTY OF DEATH
ECEDENT . . (ba
St. Anthony Medical Center Crown Point ' Ddke
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT’S USUAL OCCUPATION (Give kind of work 12b. YeMIB OF BUSINESSANDUSTRY
{Specity) {If wife, give ma/del"l name) done during most of working life. Do not use retired}
Married Judith E. Kosac Carpenter 1 Construction
13a. RESIDENCE — STATE 13b. COUNTY 13¢. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lowell 13210 W. 173rd Avatie
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, DECEDENT'S EDUCATION
)@ No [0 Yes WHAT COUNTRY? M No Yes (I yes, specify Cuban, Black, White, etc. { ify only highest grade completed)
. (Specity) — ;g&
4 6 3 S 5 12g ON A FARM? Mexican, Puerto Rican, etc.) Eiene:ta ; ‘ondary (U-i2) Coilege (1-40rb+)
i No [ ves USA White 12 P
ARENTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Mid:ﬂe, Maiden Surname) ZZ‘
Henry Schlueter Erna Homeier
IFORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, ZIF Code) | 20c. Reiationship
Judith E. Schlueter 13210 W. 173rd Avenue, Lowell, Indiana 46356 Wife
'2‘3. METHOD OF DISPOSITION  [] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c¢. LOCATION—City or Town, State
other place)
g Burial. S Cremation ' a Removal from State August 1‘5, 2007 Crown POint, Indiana’ 46307
Donation Other (Specify) Maplewood Memorial Cemetery =,
ISPOSITION 22a. EMBALMER’S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO CQFONERI'::
Henry Blake P FD01019406 e ,
24a. SIGNATURE OF FUNERAL DIREfﬁ 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE WMBER OF FUNERAL HOME "
{of Licensae) PRUZIN & LITTLE FUNERAl SERVICE Tic. # FH 83001261
1009893 811 East Franciscan Drive, Erown Pomt Indiana, 46307
26. PART {. Enter the diseases, injuries, or Wused the death. Do not enter nonspecific terms, such as cardiac or respiratory ~ b ) Appmnmate
arrest, shock, or heart failure. List only one cause on each line. o . Injefval Between
LY ', Onsetand Peath
IMMEDIATE CAUSE (Final a ( LA~ L - _
disease or condition DUETO (OR AS A CONSEQUENCE OF). P o .
resulting in death) &M .ﬁ !/’ ( .
Eams O b. At e s da.e | e e o M“L\?
Conditions, if any, which gave DUETO (aa AS A CQ@EQUENCE or) L. [ v
rise to the immediate cause. %Ct/—‘ /'1 ’D > 'C _W
stating the underlying ¢ LD 3 (‘ L) { C\& T 5
cause last DUE TO (OR AS A CONSEQUENCE OF):
d.
PART H. Other -C to death but not previously stated in Part I 27.WAS W PWAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
C ) PREGMREINT OR" 90 DAYS PERFORMED? AVAILABLE PRIORTO
o P ( e TE POSTPARTUM? (Yes or No) COMPLETION OF CAUSE
% b4 (Ves or No) OF DEATH? (Yes or No)
feos <, = N 18 Who NO
¥
29a. CERTIFIER g CERTIFYING PHYSICIAN  To the best of my knowiedge, death occurred 4t the time, date, and place, and due to the c-use(s) as state \
Check onl)
( onty D HEALTH OFFICER On the basis of and/or in my opinion, death occurr i i;dvv-hdﬂ ané duw the cause(s) as stated.
(che HEALTH OFFicER - Loy
D CORONER On the basis of andfor i in my opinion , deam?ceuﬁd tr% the, hw,udawm a&;hﬂidﬁé lza cause(s) and manner as stated.
29b. SIG TITLE ERTIFIER . “ "“ iz 290. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day, Year)
ERTIFIER h - J’ (
co W olor70 5y ({4 {(oF
30. NAME IND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print)
Dr. Joseph Kacmar 123 North Court Street Crown Point, Indiana 46307 . - (219) 663-0815
- RN S L
EALTH 31. HEALTH OFFICER'S SIGNATURE s - “ o ,  Lo y “ MEFMP (Month, Day, Year)
FFIC % > 7 bo. : ey q
ER S - | Cuak 3,00
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK$ 34d. DESCRIBE HOW INJURY OCCURRED '
(Month, Day, Year} INJURY {Yes or No) !
{7 Natural O Pending ‘
Investigation H
a Accident
34e. PLACE OF INJURY—At home, farm, street, factory, office 54'. LOCATION (Street and Number or Rural Route Number, City or Town, State)
O suicide  [J coutd NotBe building, etc. (Specify) j
Determined P
O Homicide e I ’ -
34g. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? {Yes or No) If yes, specify driver, passenger, pedestrian, efc. C g

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



