ATTENTION ESTATE: The Social Security # is

ying requested by this state agency in order to
irsue its statutory responsibility. Disclosure is

sluntary and there will be no penalty for refusal.
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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

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

State No.

L+ 2

beu #(2D) 51K - 3L,

| DECEASED—NAME (Fiat Middie. Last) 2 SEX 3a TIME OF DEATH | 3b DATE OF DEATH (Month Day. vr)
Cecil Saddler Male 5:15p, | April 2, 2007
4. ¥SOCIAL SECURITY NUMBER Se AGE—Last Birthday Sb. UNDER 1 YEAR Sc UNDER 1 DAY | 6 DATE OF BIRTH (Mo Day. Y1) 7 BIRTHPLACE (City and State or Foreign Country)
(Years) i
499-44-9520 " 65 Morths Hows  Mone) gopt. 23,1941 McComas, WV

8a WAS DECEDENT
A US VETERAN?

Yes

8b YEAR LAST SERVED IN
U.S. ARMED FORCES?

1962

9¢ PLACE OF DEATH (Chack only one See mstructions)

HOSPITAL K’ Inpatient
O er/Outpstent [J DOA

OTHER
] Residence

a Nursing Home O other {Specify)

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

gc. CITY. TOWN. OR LOCATION Of DEATH

P
9d COUNYY OF DEATH

St. Anthony Medical Center Crown Point ake
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b KIND USINESS/INDUSTRY
(Specify) . (# wie give maden name) done during most of working ife Do not use retired)
Married Sandra Tribulak Driver Trucklng
13a. RESIDENCE—STATE 13b. COUNTY 13¢ CITY. TOWN. OR LOCATION 13d STREET AND NUMBER C”
IN Lake Lowell 231 W. Lakeview Dr
13e. 2IP CODE [ 13f. INSIDE CITY LIMITS { 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—American Indian, 1mCEDENTS EDUCATION
XNo O ves WHAT COUNTRY? GXNo O ves (If yes. specify Cuban Black. White. etc (Spefn{»?ﬂly highest grade compieted)
4635 6 13g ON A FARM? USA Mexican, Puerto Ricen. etc) (S‘p'ec:ff/) Elemenhry/Sn&Jﬁuy ©-12) l College (1-4 or 5 +)
ENo O Yes e l whice I' g

18 FATHER'S NAME (First Middie. Last

Cloyd Henry Saddler

19 MOTHER'S NAME (First Middle. Marden Surname)

Gladys Leona Shue

200 INFORMANT'S NAME (Type/Print)

20b._MAILING ADDRESS {Street and Number or Rural Route Number. Cil

20¢ Relatonship

Dayid Gaidas

03412326

mNo

or Town. State. Zip Code)
Sandra Saddler W. Lakeview Dr Lowell,IN46 6356 Wife
218 METHOD OF DISPOSITION D Entombment 2tb DATE AND PLACE OF DISPQOSITION (Name of cemetery cremartory. or 21c LOCATION—City or Town. State
ﬁ Burial 0 Crematon [ Removat from State other place) Apr il 6 P) 2007 l‘j;? ‘
O Donaton [ Other (Speciiy) St. Casimir Cemetery Chicage, IL
220 EMBALMER'S NAME 22b EMBALMERS LICENSE NO 23-WAS DEATH REPORTED TO éoﬁor«sﬂ? ‘

D Yes

24a SIGNAtURE OF FUNERAL DIRECTOR

'

26. PAAT | Enter the diseas:

IMMEDIATE CAUSE (Final

245 LICENSE NUMBER
(of Licensee)

FDO1T007697

129501

25 "NAME. ADDRESS. AND LlCENS: NUMBER OF FUNERAL HOME
Burdan, Funeral Honie FTH83002461

wWicker: A e vedar

Lake,

. injuries. or comptications that caused the death Do not enter nonspecific terms. such as cardiac or respiratory
arrest. shock. or heart fallure List only one cause on each line

O‘ON kin o hotruc Rt Plvvhen (o

|
— ‘Approximate

Intervai Between
Onset and Death

b day s

disease or condition
resuiting in death)

i DUE TO (OR AS A CONSEQUENCE OF)
o Loy taner?

Nen ,,.'n :

A el

Conditions. f any. which gave
136 to the immediate cause.

DUE TO (OR AS A CONSEQUENCE OF)
—
. 1ovacca dhwae

SO qack-\eors

7«“" G/?()C»‘;

D ten (hn

50 el S

stating the underlying
cause last

DUE TO (OR AS A CONSEQUENCE OF)

AR o7 2008

PART Il Other sign

\\L{‘ ‘\“ \ o‘l‘tm' a

g to death but not previously etsted i Part |

H—x?p e/mv) =h

Luu; (ANnty wWiro 585Ans WY Woased af find un AP resi's -
QrAg (ool v won g dat & hed i icsd il 4]

27 WAS DECEDENT
PREGNANT OR
POSTPARTUM?
{Yes or no}

A Neéi e

9 pAYS
N 4 ,.".‘\“. . r"

28a WAS AN AUTOPSY. -,
L.y PERFQRMED? - wui™

(Vos o, nq) Js

‘&nopsv FINDINGS
A?\WLE PRIOR TO
. mmcm OF CAUSE
' OF DEATH? (Yes or no)

e

3\3_31

29a CERTIFIER
(Check only

one)
[0 CORONER  On the bass of

and/or

g CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the ime. date. and place and due to the cause(s) as stated
D HEALTH OFFICER On the basis of examination and/or mnvestigation 1n my opinion. death occurred at the time. date. and place and dus to the causa(s) as stated

n my opinton. desth occurred at the time date and place. and due to the cause(s) and manner as stated

RTIFIER

29b SIGNATURE Al LE QOF CERTIFIER /\/(
Y N S A 7))

29¢/MEDICAL LICENSE NO

OicYbq970 A

29d DATE SIGNED (Month. Day. Year)

04 fo5/cec T

Stewes >

30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH UTEM 26) (Type/Print)
MA.Z K ow \Tz D

b330 Cevaz ’DAIZK(/ALI

f)CHE'ﬂezwLu", VA HYu378

ALTH
‘FICER

31 HEALTH OFFICER'S SIGNATURE [
= s

PR 2 AP

«»);»

07L‘Ac7

32 DATE FILED (Month, Day. Year)

33 MANNER OF DEATH

348 DATE OF INJURY
(Month. Day. Yeasr)

34b TIME OF
INJURY

34c

INJURY AT WORK?
(Yes or no}

34d DESCRIBE HOW INJURY OCCURR&)

(pvd D 0o
E

C S

34a PLACE OF INJURY —At home farm. street. factory office

D Natural a Pending
investigation

O accdent

D Sucide (] Could not be budding. etc {Specify)
Determined

U Homicide

34t LOCATION (Street and Number or Rural Aoute Number City or Town Sme) /)

34g DATE PRONQUNCED DEAD (Month Day. Yaesr)

34h MOTOR VEHICLE ACCIDENT? (Yes or no)

if yes specify driver. passenger pedestrian. etc

<429

SDHO06-004 State Form 10110 (R5/1-99)




