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= ATTENTION ESTATE: The Social Secunty #is
being requested by this state agency in order to
pursue its statutory responsibiiity. Disclosure is

voluntary and there w% pegny/ qeva

AL C
INDIANA STATE DEPARTMENT OF HEALTH

Local No. CERTIFICATE OF DEATH State No. ......... e
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER iC 16-1-19-3
TYPE}PRINT 1. DECEASED--NAME (First, Middle, Last) 1 2. SEX ¢ 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month, Day, r.)
IN Lucille Anderson ! Female i 1:00 A s | March 10, 1998
. 4. "SOCIAL SECURITY NUMBER T5a. AGE-Last Bithday ' 5b, UNDER 1 YEAR | 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day, Y7} [ 7. BIRTHPLACE (City and State or Forsign Country)
PERMANENT {Years) 4 jonths ays fours fres 1
| | NP
BLACK INK 316-50-8488 , June 27, 1930 (Itta Benkl\_/hssnssxppx
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions.) = =
AU.S. VETERAN? U.S. ARMED FORCES?
‘ HOSPITAL: ] Inpatient OTHER: 7 Nursing Hcme ’:] Other(Sp%
No ; X) EROupatent [ DOA ™ Residence
DECEDENT 9. FACILITY NAME (if nof institution, give sireef and number) T9¢. CITY, TOWN, OR LOCATION OF DEATH ['sd. cg%ﬁ'l‘/ OF DEATH
Gary Methedist Northlake i Gary 5 Lakm
10. MARITAL STATUS 11. SURVIVING SPOUSE " 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b KIND B BJISINESS/INDUSTRY
{Specity} (If wife, grve maiden name) done duning most of working life. Do not use retired) f
Married James Anderson Stamper USX Stegeh
13a. RESIDENCE-STATE I 13b. COUNTY 13¢. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER [
Indiana Lake ' Gary 405 Connecticut Street {0
13e. ZIP CODE 131, INSIDE CITY LIMITS , 14. CITIZEN OF | 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE~-American indian, .57, DECEDENT'S EDUCATION
{TGNe Xives | WHAT COUNTRY? \ X] No __ Yes (if yes, specity Cuban, Black, White, elc. (Specify only highest grade completed)
i Mexican, Puerto Rican. etc.) (Specify)
- 13g. ON A FARM? ! Elementary/Secondary (0-12) | College (1-4 or 5+)
| 46402 Xn —ves USA. ! Afro-American 9
PARENTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Middle, Maiden Sumame)
LeAnder Grace “Lizzie Walker ~o
INFORMAN 20a. INFORMANT'S NAME(Type/Print) | 20b. MAILING ADDRESS (Street and Number or Rural Rowte Number, City or Town, State; Zip CodeY = f»zo; Reiationship
) Walter Anderson 1 6531 East 3rd Ave. Gary, Indiana 46403 - ' Son
_| 21a. METHOD OF DISPOSITION ' Entombment i 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or I 21e. LOCATION—Ciy or Town, State
T—{ X Burial — Cremation ~ — Removal from State : otherpiacey  March 16, 1998 | - e
—/\i  Donation ] Other (Specify) | Evergreen Memorial Park | Ho_ba.rt, Indiama
|

DISPOSITION )

22a. EMBALMER'S NAME

Sherman Banks III

23. WAS DEATH REPORTED TO CORONER?-- .-

[ Ne [Elves

| 22b. EMBALMER'S LICENSE NO.

| FDO 1016254

| 24b. LICENSE NUMBER
, (of Licenses)

S the¥ike C

24a. SIGNATURE OF EUNERAL DIRECTOR 25. NAME, ADDRESS, AND LICENSE NUMBER ofF FUNERAL HOME

Smith.Bizzell & Warner Funetal Hume FH19600034

FRO1016254 4209-Grant St, Gary, IN, 46408

28. PART (. Enter the di injuries, or that caused the death. Do not enter nonspecific terms, such as cardiac or respiatory Approximate
amest, shock, or heart fallure. List only one causa on each line. interval Between
Onset and Death
IMMEDIATE CAUSE (Final Unknown

& Vascular collapse
EOF):

disease ar condition

resulting in death)

]
!
|
CAUSE O g ®  Due t to arterloscerotlc hea disease
DEATH | Conditions, it any, which gave {ORA! NSEQUEN
/1 rise to the immediate cause, @
| stating the underlying i :
N couscot DUE TO {OR AS A CONSEQUENCE OFY. M
o . AR 19 20pg
kﬂ‘ PART Il. Other -c 1o death but not praviousty stated in Part I. i 27. WAS DECEDENT IAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS

NT OR 90 DAYS PERFORMED? i AVAILABLE PRIOR TO
HOLINGA ‘K ‘roﬁ‘"é | T
! i
. COUNH'Y AUDIT | N/
t

29a. CERTIFIER " CERTIFYING PHYSICIAN To the best of my Knawledge, death occurred 3t the. time, date, and place, and due to the cause(sy¢ stated.

{Check only
one) = HEALTH OFFICER  On the basis of and/or i in my opinion, death occurred at the time, date, and piace, and due o the cause(s) as stated.
‘ On the basis of and/of m oy opinion, death occurred at the time, date, and place, and due to the cause(s) and manner as stated.

| 29¢c MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day, Year)

CERTIFIER < - : N/A { March 17, 1998
—NAKIE AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Typa/Priot
Donna Melyon, Deputy Coronen’,//>.:=22_"9\-3\ North Main,nS tregt, Crow’g Point, Indiana 46307
HEALTH 31. HEALTH OFFICER'S SIGNATURE ; )\’A 7 : j w j 'ﬁ i 32 DATE FILE { Day, Yoa)
5 - /1 : !
OFFICER ! V LA ¢ Z e . /" 178 s
33. MANNER OF DEATH  34a. DATE OF INJURY | 34b. TIME OF Me. INJURY AT WORK | 34d. DESCRIBE HOW INJURY OCCURRED
- (Month, Day, Year) INJURY (Yes or no) I -
XX Mawra { | Pending } -
- Investigation ! -
[ Accdent ; C /C)
— . : v ﬁHE
;. Suicide 1 - Could not be 34e. PLACE OF INJURY--At home, farm, street, factory, offica 341. LOCATION (Strwet and Number or Rural Rowte Number, Ctyﬂo‘
M: T Determined building, elc (Specify) /
|, Homcide /‘) m

349. DATE PRONOUNCED DEAQMonth, Day, Year) 34h. MOTOR VEHICLE ACCIDENT (Yes or no}

March 10, 1998 No

if yes specify driver, passenger, pedestrian, efc.

SDH06-004 State Form 10110-06 (R4/3-93) Deathcer/PD 1




