* ATTENTION ESTATE: The Social Security # is

being requested by

e siee agency nce 2 INDIANA STATE DEPARTMENT OF HEALTH

pursue its statutory responsibility. Disclosure is
voluntary and there will be no penalty for refusal.

Local No. .....

#06-199 CERTIFICATE OF DEATH StateNo. ............ e

h THE RECORDS IN THIS 'S-E-I;I;E.S.;RE CONFIDENTIAL PER IC 16-1-19-3 A(‘f 0 i{“ L‘[S‘D? 07 ‘—’ 7[_0 -Ol 7~ ocy, 19 O(_/

TYPE/PRINT
IN

1t DECEASED—NAME (Firet Middle. Last) 2. SEX 3a TIME OF DEATH | 3b F DEATH (Month. Day. Yr)

Wallace Lowery Male 1:36 p,, AEFI 7, 2006

PERMANENT
BLACK INK

4. ®SOCIAL SECURITY NUMBER Sa AGE—Last Birthday 5b. UNDER 1 YEAR 5¢c. {UNDER t DAY | 6. DATE OF BIRTH (Mo. Day. Yr) 7 BIRTHwE {City and State or Foreign Country)
(Years) Month: O MHours Minutes
308 —34~5285 67 onths  Oays April 16,1938 CNississippl

8a. WAS DECEDENT 8b YEARLAST SERVED IN 9a PLACE OF DEATH (Chack only one. See instructions.)

A US. VETERAN? US. ARMED FORCES?
HOSPITAL 0 Inpatient otver 3 Nursing Home 3 other mrfy)

NO N7A XKe¥oupaver: [ DOA O r oy

DECEDENT

9b. FACILITY NAME (¥ not institution, give street and number) gc. CITY. TOWN. OR LOCATION OF DEATH 9d QUNTV OF DEATH

Methodist Hospital Northlake Gary NLake

10. MARITAL STATUS 11. SURVIVING SPOUSE : 128 DECEDENT'S USUAL OCCUPATION (Gwve kind of work | 12b k{EJF"DF BUSINESS/INDUSTRY
(Specify) (i wife, give maiden name) done during most of working ife. Do not use retired)

Married Shirley Danzy Shot Blaster CBATX
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Gary 3145 West 19th Avenue

13e. ZIP CODE | 13t INSIDE CITY UMITS |14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16 AACE—Americen Indian. 17 DECEDENT'S EDUCATION
O No X & e WHAT COUNTRY? XEXNE X O ves  (f yes. speey Cuban Black. White. etc (Specify anly highest grade completed)

13g. ON A FARM? Mexicen. Puerto Ricen. etc) - (Specify) Elemendry/Secondary (0-12) | College (1-4 or § +)

46404 e O ves U S A Black 121'51\,

PARENTS

18 FATHER'S NAME (First Middle. LasD 19. MOTHER'S NAME (First Middle. Maiden Surhisme) ,"

Wallace Lowery Mattie Grissom g
i

INFORMANT

200, MAILING ADDRESS (Streat and Number or Rural Route Number. City ?r-Johm State.”Zif# Codel— ¢ Retationship

208, INFORMANT'S NAME (Type,/Print)
Shirley Lowery yd ""‘> 3145 West 19th Avenue Gary, Indtana 464047 N‘Ife

Lol

21s. METHOD OF DISPOSITION 3 Entombment 2tb. DATE AND PLx OF DISPOSITION (N, f cemetery. crematory, or
Ti1 1Y) 3666

0 Buriat 3 ¥rdhavon [ Removal trom State other plac.
O ponsvon DOthor(Spocrfy)—_ Oak Hiltl Ceme‘l’er’y

Ll“i."!k‘

DISPOSITION

22s. EMBALMER'S NAME: 226 EMBALMER'S LICENSE NO'

Rosenwald D. Allen Jr., ) #29400047 o

DI XX X O vessT™

CAUSE OF
DEATH

24s SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
. (of Licensee) Guy-& Allen Funeral Directors, lnc 83007704

#20500009 2959 West 11th Avenue Gary,indiana 46404

injuries, or that caused the death. Do not enter nonspecific terms. such as cardiac or respratory Approximste
interval Between

arrest, shock. or heart failure List only one cayse on each fine
, f = ~ Onset and Desth
IMMEDIATE CAUSE (Finel P VOVIA QX\?—WL{ FD{%’C(/Z H.,

chsase o condton DUE TO (OR AS A CONSEUENCE orz-/’/\%\ ﬁ W
resuiting in deatl
QAL A0 D tto ccfe

E TO (OR AB A CONSROUE E OF)

Conditions. if any. which gave

rise 10 the immediate cause. A / Y ( J 0 /

stating the underlying /)/V‘/(/a—/
cause last D oﬁnmé A% ONSEQYENCE OF) N

PART it W""'b'"'" to el"' ﬂolﬂfev'w"y stated in Part 27 WAS DECEDENT 28s. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
M Pl PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no} COMPLETION OF GAUSE

(Yes or no} o3 DEATH‘I ves ¢ no)

Covaes iLm/% Lt W A Ve s

/4
29a. CERTIFIER CERTIFYING PHYSICIAN  To the best of my knowledge. death accurred at the time. date. and place. and due to the cause(s) as stated
(Check only
one)
ﬂ . FORONER %«he basis of and/or . In my opinion, death occurred at the lime. date. and place. and due to the cause(s) and manner as stated.

[] HEALTH OFFICER On the basis of and/or 0 my. opinion. death occurred at the time, date, and place. and due to the cause(s) as stated

CERTIFIER

29d. DATE SIGNED (Month. Day. Year)

B e e

30 N; AND ADDRESS OF PERSO C‘)I \TED CAUSE OF DEATH (ITEM 26 Yype/Pr )
TR A %f@wm s D 1320 Foe SEH320 55777,.,,

HEALTH
OFFICER

31 HEALTH OFFICER'S SIGNATURE 0 /K/ 0 32 DATE FILED (Month, Day, Yesh) Dj"
VNN AN APR 21 T

{Month. Day. Year)

(Yesorna)}
KDaddural (] Pending F E L

Ty bl
33 MANNER OF DEATH NP £ DATE OFinuurx_J /| Nobo h%/;té INJURY AT WORK? ﬁescnzss HOW INJURY OCCURRED \
INJUR

Invesntgation
O Accident
34n PLACE OF INJURY —At home. farm. street, factory. office 34f LOCA I‘ﬁ (Street and Number or Rural Route Number. City or Town, State)

T suicide O couid not be building. etc (Specify)

Detarmined »
D Homicide ﬁg

349 DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes specify driver. passanngA
NG 015097 /|-
f HOLT oR |
AT \T i £

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1 LAKE U 147




