*ATTENTION ESTATE: Disclosure of the
SS# we need to pursue our responsibilities
is voluntary and there wiil be no penalty for

refusal. *
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CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

State No.

L I

1. DECEASED—NAME  (First Middie, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Mo Dsy, vr2
THOMAS P. SANDERS MALE 6:18 Pwm | January 9, 1996
4. ®*SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday Sb. UNDER t YEAR Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. Yn) 1. BIRTHPLACE (City and State or Foregn Country)
(Yoars) Months Hours  Minutes

314-16-0842

76

Daya

December 31,1919

CHICAGO, ILLINOIS

8a. WAS DECEDENT

8b. YEAR LAST SERVED IN

98 PLACE OF DEATH (Check only one. See mstructions)

A US. VETERAN? US. ARMED FORCES?
YES UNKNOVWN HOSPITAL: X inpavent otHeR [ Nursing Home [T Other (Speciy)
0 er/outparent O DOA O »
9b. FACILITY NAME (f not institution, grve street snd number) 9c. CITY, TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
ST. CATHERINE HOSPITAL EAST CHICAGO LAKE

10. MARITAL STATUS
(Specify)

11. SURVIVING SPOUSE
if wite.

@ive maiden name)

12a. DECEDENT S USUAL OCCUPATION (Give kind of work

during most of working ife. Do not use retired)

12b. KIND OF BUSINESS/INDUSTRY

MADRTED MARY A. EVANICH LAYER ouT AMOCO OIL CO.
13s. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER [o%)
" INDIANA LAKE HAMMOND (P.O.Whiting) 1340 Stanton AvefiDe
13e. ZIP CODE | 13f. INSIDE CITY LIMITS [ 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indien, 1. os@r S EDUCATION
O No O Yes WHAT COUNTRY? No (0 Yes  (f yes. spectfy Cuban, Black. White, stc. (Specify ormm{ grade compieted)
46394 | 135 ON A FARM? Mexican, Pusrto Fican. etc) (Specify) Elementary/Secandary (0-12) | College (1-4 or 5 +1
K No O Yes USA Whi te m 1

18. FATHER'S NAME (First Middle. Last)

9. MOTHER'S NAME (First. Middle, Marden Surname)

N

[J 8urial

[J oonatien

m Cremation D Removal from State
[J other (Specify)

omerpiacr  January 12,
OAKRLAND MEMORY LANES

1996

ANTHONY SANDERS MARY WALSKO N

208. iINFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rursi Routs Number. City or Town. State. Zip Code) **1™%0c. Rclmommp
MARY A. SANDERS 1340 Stanton Ave. ,Whiting, IN 46394 Pyife

21a. METHOD OF DISPOSITION ) Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or 21c. LOCATION—Ci(y own. State

Dolton, Illinois

22s. EMBALMER'S NAME:

22b. EMBALMER'S LICENSE NO.

23. WAS DEATH REPORTED

TO CORONER?

IMMEDIATE CAUSE (Finai s

arrest. shock. or heart faiiure. List only 0ne cause on eachling.

des L Emuee

THOS. OWENS FDE1001049 Ao O ves
24a. SIGI F FUNERAL DIRECTOR 24b LICENSE'NUMBER 25 |NAME! ADDRESS. AND LICENSE NUMBER OF FUI
(o Liganses) OWENS FUNERAL HOME JDH &%
M-\ FDE 1001049 B16-119th St.,Whitirg INad
RT I Enter the di injuries, or that caused the death. Do not enter nonspecific terms, such as cardiac or res

disease or condition
resuiting in death)

. ﬁTﬁ (ER Ag CONSEQUENCE j?‘. E L,(/(_ r U _S.

Conditiona, if any, which gave
rise to the immadiste cause.

DUE TO (OR AS A CONSEQUENCE OF):

F’L—l“ (AT

} < e ;S
oot DUE TO (OR AS A CONSEQUENCE OF oo TUL GA KA TE.NA'D
a4 LAK COU N TY A
UDITO
‘r " L ]

PART Il Other signif ibons contributing to desth but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS

PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
(& m P‘— ( U p q POSTPARTUM? (Yesorno) | ¢ COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
NO NO
N/A

29s. CERTIFIER B EERTIFYING PHYSICIAN To the best of my knowledge. death occurred at tha time. date. and place. and dus to the cause(s) as stated.
{(Chack only
one) D HEALTH QFFICER On the blm of and/or i in my opinion. death occurred at the time, date, and place. and due to the cause(s) as stated.
D CORONER On the bnn of and/or m.my opinion. desth occurrad at the time. date. and place. and due to the cause(s) and manner as stated.

29¢c. MEDICAL LICENSE NO.

Olo2ry(f

29d. DATEfIGNEi (Month, Day. Year)

174

30. NAME Amt-ojss OF PERSON WHO COMPLETED caus#or DEATH UTEM 26) (Type/Print

GEBCE  AStreys

Ay

31. HEALTH OFFICER'S SIGNATURE

PR

HpuAIND, gy,

32 TE FILED (Month, Day. Year).

34c. INJURY AT WORK?
{Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF
(Month. Day. Year) INJURY
(] Natural a Pending ’
Investigation
D Accident
34a. PLACE OF INJURY —At home. farm. street, factory. office
O suicide 0 Could not be building, etc. (Specify)
Determined
] Homecide

34f. LOCATION (Street and Number

015155

or Rural Route Number. City or Town, State)

C’Af# /049

34g. DATE PRONOUNCED DEAD (Month. Day, Year)

34h. MOTOR VERICLE ACCIDENT? (Yes or no) I yes. specify driver. passenger. pedestrian, etc.

e
5

SDH06-004
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