ATTENTION ESTATE: The Social Security # is

sing requested by this state agency in order to INDI AN A STATE DEP ARTMENT OF HE ALTH

Jrsue its statutory responsubmty Disclosure is

sluntary and there penalty for refusal . . ‘ o
ocalNo. ....... ‘7 (} ___________________ CERTIFICATE OF DEATH 0.

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

1 DECEASED—NAME (First. Middie. Last) 2. SEX e i
e mele . 20 QAy@99930 | Fenald

Tl DEATH (Monen. Day. Yr)
JFPA 5%23 2001

SRMANENT |+ *SOCIAL SECURITY NUMBER Se. AGE—Last Birthday Sb. UNDER | YEAR | Sc. UNDER 1 DAY | 6. DATE OF smm (Mo, Day. Y RE (City and State or Foraryn Country)
. (Years) 7 5 Months Days Hours Minutes LY
JLACK INK | M
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 5 only one. Seo ‘ns(rucnons)
A US. VETERAN? U.S. ARMED FORCES?
No f vosPraL Kl inpatient OTHER: [T Nursing Home [ Other (Specify)
0 er/o O ooa O Residence
gb. FACILITY NAME (¥ not institution. give street and number) g¢. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ECEDENT The Community Hospital Munster Lake
10. MARITAL STATUS 1. SURVNlNG SPOUSE 12a. DECEDENTS USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
Specify), jlf QIVPMCMQ" ngmel lk g most of working life. Do not use retired)
MitTied ohn Patrick Flynn Omemaker Own Home
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Highland 2905-38th St
13e. 2IP CODE | 13f. INSIDE CITY UMITS | 14 CITIZEN OF 1S. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. 17. DECEDENT'S EDUCATION
0 Ne ﬁ Yes WHAT COUNTRY? No (I Yes (if yes. specify Cuban,’ Black. White. etc. (Specify only highest grade completed
13g ON A FARM? Mexican. Puerto Rican. etc) (Specity) Elemengdry/Secondary (0-12) | College (1-4 or 5 +)
463221 Bwe O ves USA White 12
ARENTS 18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middle. Maiden Surname)
John Hanula Ann Kostra
IFORMANT 208._INFORMANT'S NAME (Type/Printt - 20b. MAILING ADDRESS (Street snd Number or Rural Route Number. City or Town. State. Zip Code) 20¢. Relationship
John Patrick  Flymn 2905-38th St Highland, Tndiana 46322 Husband
2ta. METHOD OF DISPOSITION O entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2ic. LOCATION—City or Town, State
K suew O crematon T Removal from State other place) June 26 ’ 2001
O oonstion 3 Other (Specit) Concordia Cemetery Hammond, Indiana
‘SPOSITION Ci%a Rs NAME 225_EMBAL Z cggfino. 23 WAS DEATH REPORTED TO CORONER?
ar . Wells FHO 1047 Broe O ves
24a. SIGNATURE OF FUNERAL DIRECTOR 240, LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HO H8 30030 35
=. (of Licensae) F _M ]_ l F l H kﬁ
1006015 agen-Mriier runera omes
v = FDO 2828 Highway Ave Highland, IN. 46322
26. PART I Enter the disesses. injuries. or complications that caused the death. Do not enter nonspeciic terms, Such as cardic or respiratory Approximate
arrest. shock. or heart failure. List only one cause on each line. _ ) interval Between
M MW ~ - 5 ; Onset and Death
IMMEDIATE CAUSE (Finel . M M.{/V\.W/‘-n / R -
disease or condition DUE TO (OR AS A couseouence OF).
AUSE OF resulting in desth)
ZATH &
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF):
rise to the immediate cause. . DEC 2 ] 200?
stating the underlying
DUE TO (OR AS A CONSEQUENCE OF)
last
= @E@m ¥ HOLINGA K
‘ ATONA
LT
: - _ HARE SOUNTY ADTTOR.
PART Il. Other sig conributing to death but not previously stated in Part . 27. WAS DECEDENT 28a. WAS AN AUTOPSY 286, A FINDINGS
WA %‘ 1 z PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PAIOR TO
POSTPARTUM? {Yes or no) COMPLETION OF CAUSE
éMlb\ N2 (Yes or no} . OF DEATH? (Yes or no)
W&'—- n~v ~NO -
29e. CERTIFIER ﬁ CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at the time, date. and place. and due to the cause(s) as stated.
(Check only
one) D HEALTH OFFICER On the basis of i and/or i .10 my opwion, death occurred at the time, date. and piace. and due to the cause(s) as stated.
O conronNerR  On the basis of ion and/or i ion. i my openion, death occurred st the time. date. and place. and due to the cause(s) and menner as siated.

. 29b. SIGNATURE AND TITLE OF CﬁTiFIER 29¢: MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day. Year)
IRTIFIER =AU A 01927 4G 7 /

TAUE AND COMPLETE
‘FSDAEATH ON FILE WITH THE

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

;72,”?"- ﬁ w& Af ' /LVJ S’:J‘vp /M} FALoniemming o507 D) A FT £,

:_ABOVE

ALTH 31. HEALTH OFFICER'S SIGNATURE ’ . 32. DATE FILED (Month. Da}. Year)
——— ~ A
FICER vt D A A 4
. FaWas) Sl g b, 0
33 MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE Hé&ltﬂh.x}ﬁ 0 /
(Month. Day. Year) INJURY {Yes or no)
O Neturat D Pending
Investigation
O accident
34e. PLACE OF INJURY —At home. farm. street. factory. office 34f LOCATION (Street snd Number or Rural Route Number.
D Suicide D Could not be building, etc. (Specry) e A SER A
Determined L
Cl Homicide
34g DATE PRONOUNCED DEAD (Month. Day. Yesr) 34h. MOTOR VEHICLE ACCIOENT? (Yes or no) If yes. specify driver. passenger. pedestran, etc. O 2 5 4 3 3

Qana.nnae.fafn Form 10110 (R&/1-a0y 5 ASg LK 07) H@LD FOR &“\f ﬁ'_“j‘i? AN ﬁvﬂﬁ“ﬂLE *Z}




