ENTION ESTATE: The Social Security # is

requested by

LKy,
this state agency inorderto  [NDIANA STATE DEPARTMENT OF HEALTH A . =

e its statutory responsibility. Disclosure is 27 . E ( S[ /E

ary and there wg“_—"%;f’f’fg.";""””' CERTIFICATE OF DEATH StateNo. \.... 2.~/ = 47!

al No. .. 2.3

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

6945~

E /PR ' NT 1. DECEASED-NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month, Day, Year)
IN Linda J. Bieker Female 432 A, October 26, 2007
M AN ENT 4. fSOGAL SECURITY NUMBER Sa. A{YG'E';)LM Birthday Sb;‘l:nNDER 1YEAR Sc. UNDER 1 DAY 6. DATE OF BIRTH (Mo, Day, Yr) 7. BIRTHPLACE (City and State or Foreign Country)
ths Days Hours Minutes .
\CK INK 354-52-7316 47 September 4, 1960 Chicago, IL
8a. WAS DECEDENT 8b.YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions.)
A U.S.YETERAN? U.S. ARMED FORCES? HOSPITAL: m‘ patient OTHER; D Nursing Home D Other (Specify)
No N/A [] eROutpatient ] DOA [ Residence NN
_ 9b. FACILITY NAME (¥ not institution. give strept and number) 9c. CITY, TOWN, OR LOCATION OF DEATH 9d COU@)F DEATH
*DENT Community Hospital Munster Lakg=
10. w’% STATUS 1. SURVIVING SPOUSE 12a. %ﬁsgﬁsgm%Am (Gove ind of work | 425, KIND oﬁ‘ﬂfmsssmousm
Married Robert A. Bieker Accounting Accounting
13a. RESIDENCE — STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER ‘:::
IN Lake Highland 9528 Farmer Py
13e. ZIP CODE | 13f. INSIDE CI IMITS | 14. CITIZEN OF 15.WAS EDENT OF HISPANIC ORIGIN? 16. RACE—American indian, SPZZ;ESEDENTS EDUCATION
I No es WHAT COUNTRY? o [ Yes (fyes, spectty Cuban, Bisck, White, etc. ( My highest grade completed)
13g.ON A FARM? Mexican, Puerto Rican, etc.) (Specty Elementary/Seconddry (6-12) | Coflege (14 0rS +)
46322 Ono [ ves USA White 123
INTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Middle, Maiden Surname)
Raymond Martin Patsy Miller
RMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, ZIP Code)} | 20c. Relationship
7—, Robert A. Bieker 9528 Farmer, Highland, IN 46322 Husband
/ 21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LOCATIO jty.or Town, State
Kavrial O cremastion [} pemovat trom state other pizce) October 29, 2007 —
Oo 00 other (speciry) Calumet Park Cemetery Merrillyill¢, 1
OSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTEDTO CéﬂONER‘t
Sally Runyon 20700071 Ow By 30 0
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 258, NAME, ADDRESS, AND LICENSE IGUIIBER OF FUNﬁRAL HOME T
(of Licensee) Burns-Kish Funeral Home . Lic #3004968
(ﬂ W LA 1045184 8415 Calumet Ave, Mﬁnster lN -4632]: _2521
26. PART L. Enter the diseases, or complications that caused the deeth. Do notenter nonspecific terms; such as cardiac or respiratory w7 ‘1 Appmxlmate
arrest, shock, or heart Muflure. List only one cause on each line. L 7 i interval Between

SE OF
H

TIFIER

CER

W - [ " Onset and Death
IMMEDIATE CAUSE (Final

disesse or condition o*m(on AS A CONSEQUENCE OF):

reesting in desth) v q

Conditions, if sivy, which gave Y

rise to the immediate cause. e

stating the underlying

cause last DUETO (ORAS A coussousm:s OF):

« Sevese chxma\

PART Il Other -C g to desth but not previously stated in Part L. 27.WAS DECEDENT AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR D? AVAILABLE PRIOR TO
POSTPARTUM? ( COMPLETION OF CAUSE
(Yes or No) OF DEATH? (Yes or No)

_ PEGG"FHm N
29e. CERTIFIER AX cermevive pysician Tommumm,MwwmnnumM s
Lﬁa""‘""'"" [ HEALTH OFFICER  On the bass of and/or o n my opinion, duﬂ\oocumdnmoﬂm m@ﬂmumquw
A ] CORONER  On the basis of andfor in my opinlon , death occurred at the time, date, and place, and due to the cause(s) and manner as stated.

29b. SIGNATRRE ERYFIER 29c. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day, Year)
y :\W%ﬂ/y\ ¥ OLDG29TA [0G Jo  ApoT

7 v M
30."NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) { Type/Print)

Dr. Waheed 7400 Columbia ave. Hammond,IN 46323

31. HEALTH OFFICER’S SIGNATURE Da A 32. DATE FILED (Month, Day, Year)
&‘a’“ : 77 DO Oc~ber3i 2oo} i
1 A

33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
{Month, Day, Year) INJURY {Yes or No)
D Natural D Pending
Investigation r
a Accident v
34¢. PLACE OF INJURY—At home, farm, street, factory, office 341. LOCATION (Street and Number or Rural Route Number, City or Town, State)
] Suicide O Could Not Be building, etc. (Specify) o
Determined
O Homicide ( !
RUWZ)

349. DATE PRONOUNCED DEAD (Month, Day, Year)  |34h. MOTOR VEHICLE ‘Accloﬂosz qepeclfy driver, passenger, pedestrian, etc.

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



