TTENTION ESTATE: The Social Security # is
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THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No. ....... N
Lo |

1. DECEASED-NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF {Month, Day, Year)
‘PE/PRINT bl
IN Lorraine Agnus Schrum Female 3:0l am m April 15, 2007
RMAN ENT 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 mnd State or Foreign Country)
: (Years) Months  Days Hours Minutes}
LACK INK 351-14-9752 80 August 21, 1926 Chica % 0. JL
8a. WAS DECEDENT 8b.YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions
AUS.VETERAN? U.S. ARMED FORCES? HOSPITAL: Q inpatient OTHER: [ Nursing Home [[] Other (Specifpy=e
No N/A [] EROutpatient [] DOA ] Residence N
9b. FACILITY NAME (/f not institution. give street and number) 9c. CITY, TOWN, OR LOCATION OF DEATH ad COUNCYF DEATH
CEDENT
St. Margaret Mercy Healthcare South Dyer Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity) {If wife, give maiden name) done during most of working life. Do not use retired)
Widowed Housekeeper Medical
13a. RESIDENCE — STATE 13b. COUNTY 13c. CITY,TOWN, OR LOCATION 13d. STREET AND NUMBER
IN Lake Dyer 543 Belden Drive
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, a7 EDENES EDUCATION
O Ne Q Yes WHAT COUNTRY? No [ Yes (If yes, specify Cuban, Black, White, etc. ~w{ Speci ly hi t gra&&mpleted)
i (Specify) ~ Foy b o]
46311 13g. ON A FARM? Mexican, Puerto Rican, etc.) ElemevpnrvISeﬁa“ ry (0323 ::“Qﬂ;‘hge (14ors+)
. 123 poss
CLNo [ Yes USA White 5. -
18. FATHER'S NAME (Fira1, Middle, Last 19. MOTHER'S NAME (First, Middle, Maiden Suby —-
RENTS (FIrSL, Miadle, Last S o
11 H H I3 o
William Komrofske Hattie Tutleski o
“ORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Tm@mte, ZIP:dee) :Bglaﬂoashm
Linda Fontanyi 12914 County Line Road, Crown Point, IN 46%22\ < > ’Dﬂmhter
21a. METHOD OF DISPOSITION  [] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21e. L%TION—CIW or ﬁ‘ln 'S‘tq]g
Q D D ather place) . e e
Burial Cremation Removal from State
B oosion O om April 20, 2007 BrlstolvﬂE OH"
natio
onation o (Specity) Sager Cemetery
SPOSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO CORONER?
D No D Yes
Marc Mosqueda FDOKROO240 X
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
(of Licensee)
/% % LAs sk Fagen-Miller Funeral Home Lic. # FH83001504
1920 Han.SImcg.D;ﬂ,Jndsam 46311
26. PART |, Enter the diseases, injuries, or complications that caused the death. Do not enter nonspeclllc terms, such as cardia 3 respiratn " 4 -Approximato
arrest, shock, or heart failure. List onl cause on each line. \Atecva] Bibwere i
Onset afid beath’
IMMEDIATE CAUSE (Finat a AN AAL
disease or condition DUE TO (OK AS A CONSEQUENCE OF):
\USE OF resulting in death) . , /
ATH < -
Conditions, it any, which gave DUE TO (OR AS A CON!
rise to the immediate cause.
stating the underlying = p
cause last DUE TO (OR AS A CONSEQUE 7
d. '
PART Il. Other si -C contributing to death but not previous| n Zrﬂ A 27.WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY HINDiNGS °*
0 Z” EGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIORTO
PEG STPARTUM? (Yes or No) COMPLETION OF CAUSE
K L l N (Yes or No) OF DEATH? (Yes or No)
A ECr)/ i VGA Ka Fora NQ NO
29a. CERTIFIER O CERTIFYING PHYSICIAN o the best of my knowledge, dgal( ¥C , and place, and due to the cause(s) as stated.
(Check only | TQ
one) [] HEALTH OFFICER On the basis of and/or , In my opi Rth occurred at the time, date, and place, and due to the cause(s) as stated.
E] CORONER On the b;&ji\'at ion and/of if 3y ’? in my opinion , death occurred at the time, date, and place, and due to the cause(s) and manner as stated.
29b. SIGNATURE AND TITLE ERTIFIER // \ 7 29¢/ MEDICAL LICENSE NO. 29d D E SIGNED (Monrh Day, Year)
‘RTIFIER %
) i Oz.06CcO45 (o]0
30. NAME AND ADD(ESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Prinf) u
B0 Rinpes Wy Dice L ougsu DR. GIERARD DRO‘ DSO
. 31. HEALTH OFFICER'S SIGNATURE .
ALTH ..5 b \ \TE FILKD (Mont ay, Year)
‘FICER - e )
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOWNJUHY QCCURRED
{Month, Day, Year) INJURY (Yes or No}
D Natural D Pending '
Investigation -
O accident :
34e. PLACE OF INJURY—At home, farm, street, factory, office 34f. LOCATION (Street and Number or Rural Route Num City or Town, State)
0O suicide  [J could Not Be building, etc. (Specify) 2 C
Determined
0 Homicide
34g. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or No) If yes, specify driver, passenger, pedestrian, etc. %
#
No

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




