INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH
Local No....{. glox ...... TP State NO.....oooviiiiiiiicrericcainns
1. Decedent's L egal Name (First, Middle, Last) 1a. Maiden Last Name (If Femaie) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)
ANNA MAE PARRISH BABB F 5:30 A MARCH 4, 2008
5. Sociat Security Number B6a. Age Yrs 8b._Under 1 Year 6c_Under 1 Month 6d._Under 1 Day 6e. Under 1 Hour 7. Date Of Birth (Month/Day/Year) 8. Birthplace (City And State Or Foreign Country)
314-20-2340 85 Montns Days Hours Minutes February 13, 1923 PROVIDENCE, KY
9. Ever In U.S. Armed Forces? 10. if Death Occurred In A Hospital: 10a. If Death Occurred Somewhere Other Than A Hospital: o Hospice Facilty I Decedents Home 01 Nursing Home/Long-
£ Yes B No Unknown [ | 07 Inpatient [ Emergency Department Outpatient [ Dead On Arrival Term Care Facity [ Other (Speciy)

11. Facility Name (if Not Institution, Give Street And Number)

419 OXFORD CIRCLE
12. City Or Town, State, And Zip Code 13. County Of Death 14. Maritat Status At Time Of Death
SCHERERVILLE, IN 46375 LAKE fX] Maried [ Married, But Separated [J Divorced
[ Widowed [J Never Married [J Unknown

15. Surviving Spouse's Name 15a. (If Wife)Give Maiden Last Name 16. Decedent’s Usual Occupation 17. Kind Of Business/Industry
CLAUD RAYBURN PARRISH SECRETARY Insurance
18. Residence — State 18a. County 18b. City Or Town
INDIANA LAKE SCHERERVILLE

-
18c. Street And Number 18d. Apt. No. 18e. Zip% T8I Tnside Cty Lirmits?
419 OXFORD CIRCLE NA 4637% Bves Tto
19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent's Race m
High school graduate or GED completed No, not Spanish/Hispanic/Latino White
22. Father's Name (First, Middle, Last) 23. Mother's Name (First, Middle, Last) Zrakiiaivers Mawen Last Name ]
LEAMON BABB LILLIE BABB IMEBBEN

|23 Tformant's Name 2qa. Refationship To Decedent | . Niaiting reéss {Streel And Number, City, State, Zip f)
SANDRA JAZYK DAUGHTER 419 OXFORD CIRCLE SCHERERVILLE, IN 46375 <
25. Place Of Disposition

25a. Methoa Of Disposition. X Burial [] Cremation 25b. Place Of Disposition {Name Of Cemetery, Crematory, Other Place) 1256y Location - City, Town, And State
03 Donation ] Entombment [ Removal From State CALUMET PARK CEMETERY MERRILLVILLE, INDIANA
3 Other {Specify):
26. Was Coroner Contacted? 27. Name And Compiete Address Of Funeral Facility 27a. Funeral Home License Number:
OYes BNo CHAPEL LAWN FUNERAL HOME 8178 S. CLINE AVE., SCHERERVILLE, INDIANA 46375 FH18900051

27b. Signature Of Indiana Funeral Service Licensee: / 27¢. Licengg Number (Of Licensee)
4/0-‘—‘ ¢; — .
g

Cause Of Death (See Instructions And Examples)

28. Part|. Enter The Chain Of Events—Diseases, Injuries, Or Comphcatlons—That Directly Caused The Death, Do Not Enter Terminal Events Approximate
Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology. Do Not Abbreviate. Enter Only O Q | .Interval: Onset
A Line. Add Additional Lines If Necessary.

Immediate Cause (Final Disease Or Condition Resulting In Death A AF [WV) (90 L R \t"

1 DUk To (Or As A Consequence Of).
Sequentially List Conditions, If Any, Leading To The Cause Listed On B. F&.b 1 ‘ i {'v\)\u\.

Line A. Enter The Underlying Cause (Disease Or Injury That Initiated Bueliol(OX A A Cotteauence

The Events Resulting In Death) Last C

Part il. Enter Other Significant Conditions Contributing To Death But Not Resulting in The Underlying Cause Given In Par |

i
“

g A AQS Wed? N ; v d
G A BY PN AVRIRSIZ T¢ ge The 7
k o OYes BNo
Cranrianant Raradtse F e
31. Did Tobacco Use Contribute To Death? 32 If Female: 33. Manner Of Death;

0O Yes 7 Probably E/No O Unknown Sﬂﬁammmmﬁnl’aan [ Pregnant At Time Of Death [0 Not Pragnant, But Pregnant Within 42 Days Of Death R Natural T Homicide [ Accident ] Pending Investigation
Not Pragnant, But Pregnant 43 Days To 1 Year Before Death {1 Unknown if Pregnant Within The Past Year O Suicide £ Coud Not Be Determined
34. Date Of Injury (Month/Day/Year) 35.Time Of Injury 36. Place Of Injury {E.G., Decedent's Home, Ci ion Site, f Area) 37. Injury At Work?
NA NA ST g b Oves &No
38. Location Of Injury - State 38a. City Or Town® “ i . . ,!, @ 333 ree1 & quber . : 38c. Apt. No. . &p e
L R B R (A
NA NA , NA NA NA
39 Describe How Injury Occurred NA : 40. [f Transportation Injury, Specify:
i ey

h’iA“ . ,\lgg O Oriver/Operator O Passenger [ Pedestrian 3 Other (Specify}

41. Signature, Of Person Certifymgg Cause Of Death: ’ 2. Certifier (Check Only One)
‘m_&_@ , : & Certfying Physician [J Coroner (] Health Officer

43. Name, Address And Zip Code Of Rerson Certifying Cause Of Death: ?_QQ t %Q L Yy ). 44. License Number 45. Date Certiied
PO Onead Y<Ouer dbe W RSEOR G TS G [O1OIRITIA 3+ ¢ OY
46. Additional Funeral Service Provnder NA 47. akas: NA $

48. Signature of Local Health Offi 49. For Registrar Only ~ Date Filed (Month/Day/Year). 0 1 5 |
%ﬂ» ;,u £ Djﬁ > f— SO K —
Maach 5200 1

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security # is being requested by this stafe agency in order to pursue #s statutory responsibiity. Disciosure is voluntary and there will be o penatty for refusal. THE RECORDS IZ THIS SERIES ARE CONFIDENTIAL PER IC 16-3 7-1-10
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