ATTENTION ESTATE: The Social Security # is
3ing requested by this state agency in order to
Jrsue its statutory responsibility. Disclosure is
sluntary and there will be no penalty for refusal.

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

ocal NO. c.veiiiiiiiiiiiiiia, ceeeeas
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
YPE/PR‘NT 1 DECEASED—NAME (First Middie. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH tMonch Oay. ¥r
IN Roy Shuck Male 02:15 AM | June 7, 2007
b —| Birthda 5b. UNDER 1 YEAR S5¢ UNDER 1t DAY | 6. DATE OF BIRTH (Mo, Day. Yr} RTHPLACE (City and State or Foreign Country}
RMANENT |+ *SOCIAL SECURITY NUMBER Sa AGE—Last y
SLACK INK 400-22-8643 “§ Veras  Owys [ Hows  Mewer| September 26,1922 | Ky
8a WAS DECEDENT 8b. YEAR LAST SERVED IN 9a._PLACE OF DEATH (Check only one See mstrucbons)
AUS VETERAN? US. ARMED FORCES? - B
YES HosPiTAL [T inpatient OTHER DY Nursing Homa [ Other (;& “;p
1 94 S O ER/Outpatient {J poa O Residence
96 FACILITY NAME (¥ not institution, give street and number) Sc. CITY. TOWN. OR LOCATION OF DEATH 9a. CBuMY OF DEATH
ECEDENT Lowell Healthcare Center Lowell La&®
10. MARITAL STATUS 11. SURVIVING SPOUSE 128 DECEDENT: S USUAL OCCUPATION (Give kind of work | 12b. Ki BUSINESS/INDUSTRY
Y, (K wife. grve maiden name) done during most of working Iife. Do not use retired) .
Married Jane Brown Welder Ste ill
13a, RESDENCE—-STATE 130, COUNTY 13c. CITY. TOWN, OR LOCATION 130 STREET ANDNUMBER gy
Indiana Lake Lowell 4208 W. 173rd St. !
13e. ZIP CODE | 13f. INSIDE CRp¥ LIMITS | 14, CITIZEN OF 15. WASYPECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, DECEDENT'S EDUCATION
a No Yes WHAT COUNTRY? o O Yes (if yes. specty Cuban, Black. White, etc. (Sﬁaly only highest grade completed)
46356/ 130 ON AFARM? USA Mexican. Puerto Rican. etc) “‘Isl‘l’f;"y’ Elementary/Satondary (0.12) | Collega (1-4 or 5 +)
ite
No O Yes 8
ARENTS 18. FATHER'S NAME (First Middle, Las® 19. MOTHER'S NAME (First, Middle. Marden Surname?
John Shuck Minnie Crossfield
IFORMANT 208. INFORMANT'S NAME (Type/Prind 20b. MAILING ADDRESS (Streer and Number or Rural Routa Number, City or Town. Stste. Zip Code) | 20c. Relationship
-, Jane Shuck 4208 W. 173rd St., Lowell, In 46356 Wife

N’l

g

i

21a. METHOD OF DISPOSITION [ Entombment

ISPOSITION

AUSE OF
EATH

ERTIFIER

ZALTH
FFICER

3 sBunat & Cramaton
D Doneton D Orher (Specify)

O Removal from State

other place)

21b. DATE AND PLACE OF DISPQOSITION (Name of cemetery. crematary. or

n 12,2007
Heritage Crematory

=

21 C%CATIWCM or Fown, Sikte

wromf

=

22a. EMBALMER'S NAME:

N/A

N/A

226. EMBALMER'S LICENSE'NO.

D*“:ﬂ

23 wg DEATH aspoh”é@ %) coff!ﬂ'&m

o

24b.- LICENSE-NUMBER

25.NAME. ADDRESS. AND LI#%&,@UMBERUF FUNEﬂl[,;:IOﬁﬂE—

disease or condtion
resulting n Geath)

Condtions. f any. which gave

24a. SIGNATURE OF FUNERAL CTOR
W (of Licensee) Sheets Funeral Homey FHS =
FD0§900045 604)E. Commercial &ve. I;%‘*welrmzmse
L 1

26. PART L Enter the di injuries,. or that calsed the desth Do not enter nongpecrthic tarms. SUCh as Cardisc or respirstory wtl £ i Approximate

arrest. shock. or heart failure. List only cause on each line. nterval Between

Onset and Desth

— Asprdlicis  Jdlmon g

VTGS ol e e

b.
DUE TO (OR AS A CONSEQUENCE OF ).

nse to the smmediste cause. .
stating the underlying -
cause last DUE TO (OR AS A CONSEQUENCE OF)
d
PART Il. Other signf -C @ to desth but not previously stated in Part I 27. WAS DECEDENT 28a WAS AN AUTOPSY | 286, WERE AUTOPSY FINDINGS
PREGNANT CR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(YoNaé no} NO OF DEATH? (Yes or no)
2%a. CERTIFIER ﬂ CERTIFYING PHYSICIAN  To the best of my knowledge. desth occurred atthe hme. date. and place. and dus to the cause(s) as stated.
{Check only
one) D HEALTH OFFICER On the bas:s of and/or- g . in my opirion. desth occurred at the time, date. snd place. and dus to the cause(s) g3 stated.
D CORONER  On'the basis of and/or . in my opuvon. death occurred ot the tme. date and piace. end dus to the cause(s) and manner as stated.

TR e D

29¢. MEDICA UQENSE NO
2PNy Y

29| ETTHE?

% NjyE ANpapeRess 05 perso i cRV T

CAUSE OF DEATHJITEM 26)
1ana KVC., rown

GInt, IN 46307

3t. HEALTH OFFICER'S SIGNATURE

.

33. MANNER OF DEATH

ému O pending
investigation

O Accwem

O swede O Coutd notbe
Datermuned

D Horrecide

34a DATE OF INJURY
(Month. Dsy. Yeer)

|
I

34a PLACE OF INJURY —AL homnmﬂd

building. etc (Specify)

PEGGY

. mﬁ

f‘lﬂ £ g : 14

w ' LocATION (Strm and Number of Rurﬂl Route Number. Cay or Town. StateY

L bi?

34g DATE PRONOUNCED DEAD (Month. Day. Yeer)

v—nnv\z

34h MOTO

KECONR TS [y g e e

TOR

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



