INDIANA STATE DEPARTMENT OF HEALTH h(f_%_lf— _
CERTIFICATE OF DEATH C%() ) ]5~ b"}v’?__ 5
Local No.. é/géo% ..... State NO........cuieieieieiieeieee e

1. Decedent's Legal Name (First, Middle, Last) 1a. Maiden Last Name (if Female) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)
BETTY DELL SMITH STORM F 6:30 PM FEBRUARY 19, 2008

5. Social Security Number 6a._Age Yrs Bb. Under 1 Year 6c_Under 1 Month 6d_Under 1 Day 6e _Under 1 Hour 7. Date Of Birth (Month/Day/Year) 8. Birthplace (City And State Or Foreign Country)

351-16-4335 82 Months Days Hours Minutes August 16, 1925 WHEELING, IL

9. Everin U.S. Amed Forces? 10. If Death Occurred In A Hospital 10a. If Death Occurred Somewhere Other Than A Hospital: O Hospice Facility I Decedent's Home O Nursing HomelLong-

[JYes X No Unknown [J O Inpatient O Emergency Department OQutpatient [ Dead On Arrival Term Care Faciity £ Other (Specify)

11. Facility Name (If Not institution, Give Street And Number)

205 BARBARA JEAN DR.

12 City Or Town, State. And Zip Code 13. County Of Death 14. Marital Status At Time Of Death
SCHERERVILLE, IN 46375 LAKE B Married [ Married, But Separated [ Divorced
[ widowed [ Never Married [3 Unknown

15. Surviving Spouse’s Name 15a. (If Wife)Give Maiden Last Name 16. Decedent’s Usual Occupation 17. Kind Of Business/industry
JOHN SMITH NA HOMEMAKER WS HOME
18. Residence — State 18a. County 18b. City Or Town
INDIANA LAKE SCHERERVILLE -
18¢c. Street And Number 18d. Apt. No. 18e. Zip Code T8FTnside City Limits?
205 BARBARA JEAN DR. NA 46375 ®Yes ONo
19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent's Race —
High school graduate or GED completed No, not Spanish/Hispanic/Latino White W
22. Father's Name (First, Middie, Last) 23 Mother's Name (First, Middle, Last) Z3a. MotleY's " Maiden Last Name

LEmmE™N
PAUL STORM MABEL STORM

[ 2% Tnformant's Name 74a. Relationship To Decedent | aling ress (Sireel And Number, iy, Stale, Zip B
JOHN SMITH HUSBAND 205 BARBARA JEAN DR., SCHERERVILLE, IN 46375
25. Place Of Disposition

25a. Method Of Disposition 2 Burial [J Cremation 25b. Place Of Disposition (Name Of Cemétery, Crematory, Other Place} 25€ Location - City, Town, And State
0 Donation 3 Entombment [ Removal From State CHAPEL LAWN MEMORIAL'GARDENS SCHERERVILLE, INDIANA
[ Other (Specify):
26. Was Coroner Contacted? 27. Name And Complete Address Of Funeral Facility o ﬁgFuneral Home License Number:
OvYes ENo CHAPEL LAWN FUNERAL HOME 8178 S; CLINE AVE. SCHERERVILLE, INDIANA 46375 g 31‘11 9900Q51

o -
27b. Signature Of Indiana Funeral Service Licensee: 27¢. License Number (Of. Llcenseeizﬁ M

’liﬁuﬂﬂ%l 20Heats3

Cause Of Death (See Instructions And Examples)
28. Parti. Enter The Chain Of Events—Diseases, Injuries, Or Comphcatnons——That Directly Caused The Death, Do Not Enter Terminal Events

Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology. Do Not Abbreviate. Enter Only One Cause On
Aline. Add Additional Lines If Necassary

SN .
Immediate Cause (Finat Disease Or Condition Resulting In Death A I%M %w M"Z‘A" <<Z // Pl T

Due To (Or As A Consequence y/ il .
Sequentially List Conditions, If Any, Leading To The Cause Listed On B. ‘,",_“_'ﬁ ]
Line A Enter The Underlying Cause (Disease Or Injury That Initiated e Ry " G
The Events Resulting in Death) Last C k
Due To {Or As A Gonsequence Of):
D
Part il. Enter Other Significant Conditions Contributing To Death But Not Resuiting tn The Underlying Cause Given In Part |
OvYes RXNo
31. Did Tobacco Use Contribute To Death? 32 IfFemale: 3. Manner Of Deggh &A| UNP\
{n Yesﬁobab{y {1 No [JUnknown %0( Pregnant Within Past Year [ Pregnant At Time Of Death [ Not Pregnant, But Pregnant Within 42 D&‘@-Dﬂth . g Nalural ng Investigation
{0 ot Pregnant, But Pregnant 43 Days To 1 Year Before Death (L] Unknown If Pregnant Wiihin The Past Yea‘r Vi el g g ﬁ
34. Date Of Injury (Month/Day/Year) 35. Time Of Injury 36. Place Of Injury (€.G,. D 's. Homte, JoaAstibeti y Wooded Area) 37. Injury At Work?
— 3 o Moy go00 o
NA NA | NA : : o . CYes RNo
38 Tocation OF Tjury - State 355 iy Or Town 38D, SuEa ANGRT 38c. ApL No. 383 Zip Code
NA NA NA NA NA
40, If Transportation Injury, Specify: AN

39 Describe How injury Occurred NA -~
/' ) s i ’ U

O Oriver/Operagor O Passenger O Pedestrian O Other {Specify) \O/’)
= |

41. Signature, Of Person Certifyj g/¢au OLH i 42. Certifier (Check Only Ond)
/ // - B Certifying Physician [1 Coroner 1 Health Officer \\r;
43. Name, Address Ar@{ (f.odé fPerson Cefffying Cause Of Death: / 1 V] a4 L’?""‘?e Number 45. Date Certfied
CHERYL. more Av-TBR \q MDD~ 16 3 0- 4S % Munc+Er [104130] | 9-2108
46. Additional Funeral Servnce provider:  NA 47. *Akas: NA

48. Signature of Local Health Officer: ‘DZW 49. For Registrar Only - Date Filed (Month/Day/Year):
7‘/’ L.O. — . -
R ii‘m ) ll,elofﬁ,\a/\/ 499/ Poo }7

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security # is being requested by thrs state agency in order to pursue s statutory responsibiity. Disclosure 15 voluntary and there wil be mlpenany for refusal. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-3 7-1-10

VU3l




