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* ATTENTION ESTATE: The Social Security # is

being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is

voluntary and there will be no penalty for refusal.

#06-0084

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

A

7372,

State No.

Local No........o... IR
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
D—NAME (First Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH tMonth. Day. ¥r2
TYPE/PRINT |' DECEASEMarshalnl H. Tousant Jr. Male 1:079 " ruary 10, 2006
PERhﬂlle ENT 4. *SOCIAL SECURITY NUMBER Sa. (Avce]fr-;-)ust Birthday Sb.MUN:EH 1 T)EAR S;OK::DER :‘i[’)‘:l:s 6. DATE OF BIRTH (Mo. Day. Yr} 7. Blﬂgﬂﬂc{i (City an.d State or Foreign Country)
BLACK INK 431—56—6468 68 lonths ays July ].O, 1937 F mSt Clty, Arkansas
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions)
A US. VETERAN? US. ARMED FORCES? HOSPITAL m)@paﬁent oTHER O Nursing Home O Omgris;gc,fy)
NO N/A 0 ER/Outpatient O boa O Residence L Y
9b. FACILITY NAME (¥ not institution. give street and number} 9c. CiTY. TOWN. OR LOCATION OF DEATH 9d i OVNTY Of DEATH
DECEDENT Methodist Hospital Northlake Gary whake
10. MARITAL STATUS 11. SURVIVING SPQUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. K F BUSINESS/INDUSTRY
Frfed CEYEIETHE " Bowe Crane dpeTator ™ o UsX Steel Corp.
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 1311 Clinton Street’
13e. ZIP CODE | 13f. gs:?ﬁ C%%IMITS 14. CITIZEN OF 15. WA EDENT OF HISPANIC Oqu|N7 {16 RACE—ArT\erican indian, !7.. DECEDENT'S EDUCATION
o WHAT COUNTRY? 3 Yes (If yes, specify Cuban, Black, White, etc. (Spucrfy only highest grade completed)
46406 13g. ON A FARM? Us A - Mexican. Puerto Rican. etc) (Specify) Elementdry/Secondary (0-12) | Coltege (1-4 or § +)
Fho O ves Black 10t]@.,_g
PARENTS 18. FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middle. Maiden Sumd;ﬁfe?
Mar sh&l Tousant
INFORMANT 20a. INFORMANT'S NAME (Type/Print)
7 Geraldine B. Tousant
2ta. METHOD OF DISPOSITION ﬁ;tombmem 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or
Kkstral O cremation [ Removel from State other place) February 18, 2006
D Donation a Other (Specify) EVe rgreen Ceme te ry
DISPOSITION 22s. EMBALMER'S NAME: 22b. EMBALMERS/LICENSE NO. 23, WAS DEATH REPORTED T

Rosenwald D.

Allen Jr.

4

24s. SIGNATLIRE OF FUNERAL DIRECTOR

#29400047 By Hve
24b. LICENSE NUMBER ﬁ NAME&\DD&fiAND L!%EN%gUng if\igﬁéklé Oggrs INC
#20“;’;:"5’399 2059 West 11th Avenue ’
pcum Gary, ‘Indiana 46404 83007704

arrest, shock. or heart failure. List only one cause on ea

Azt nﬁma /CLW/U?

DUE TO (OR AS A CONSE

IMMEDIATE CAUSE (Final
disease or condition

Enter the diseases, injuries, or complications that caused the déath, Donotlenter ﬂOnSpelelC terms. such as cardiac or.respiratory

fine.

Approximate
interval Between
Onset and Death

E OF)

4

)

CAUSE OF resuiting in death) D ’g )j
DEATH . ~7
Conditions, if any. which gave DUE TO (OR S A CONSEOUENCE
rise to the immediate cause. ] YA ‘}M/V A &'V’\A'Q
stating the underlying €
cause last DUETO (dR AS A CONSEOUENCE OF}) ,
d.
PAAT 1. Other fi - Ci contributing to death but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TG
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
NO NO~ | mmmmmmeeo
29a. CERTIFIER B >XCERTIFYING PHYSICIAN To the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) ss stated
{Check only
one) a HEALTH OFFICER On the basis of and/or . in my opimian. death occurred at the time, date. and place. and dus to the cause(s) as stated
D CORONER On the b}?s of ¢ ion and/or .in my opinion, death occurred at the time. date, and place. and due to the cause(s) and manner as statad.
29b. SIGNATURE AND TITLE OF CERTIFIER /._ﬁ {6(/(_, 29c. MEDICAL LICENSE NO 29d_DATE SIGNED (Month. Day. Year)
CERTIFIER AN / / o YWY,
Ord3R 57 A LZ~0l
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Prml) X -
)() ,} B ,‘ / ?l .
MEQieal Clinirs of Hmerica— 7550 Hobman Ove Ste 30 o ypstee, 11 7632,
31. HEALTH OFFICER'S SIGNATURE
HEALTH ICER'S SIGNATU| 32. DATE FILED (Month. Day- ﬁUO
OFFICER A\ m £EB 2 7

33. MANNER OF DEATH

o
348 DATE OF INJURY ™™
(Month, Day. Year}

34b. TIME OF
INJURY

34c’ INJURY AT WORK?

(Yes or no)

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

BXrural D Pending
Investigation

O accident

D Suicide a Could not be building. stc. (Spacify}
Determined

D Homicide

349 DATE PRONOUNCED DEAD (Month, Day. Yaar)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) ff yes. speclf

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



