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301889 THE RECORDS IN THIS SERIES ARE CONFIDENTI PERIE 16+ f-def CCF ! 'DF Y
YPE/PRINT 1. DECEASED—NAME (First Middle. Last) 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month. Day. Yr.j

IN JAMES ADRTIAN HOOVER MALE 2:31 A, | DECEMBER 23, 2007

Sa. AGE—Last Birthday Sb. UNDER 1 YEAR Sc UNDER 1 DAY { 6. DATE OF BIRTH (Mo, Day. Yr) 7. BIRTHPLACE (City and State or Foreign Country)

= 4. *SOCIAL SECURITY NUMBER
= RMAN E NT (Years) Months  Days Hours  Minutes
JLACK INK | Z5iaaih-2513 MAY 20, 1943 WHITING, INDIANA
8 WAS DECEDENT 8 YEAR LAST SERVED IN 9a_PLACE OF DEATH (Check only one_See mstructions )
A US VETERAN? US. ARMED FORCES?
noseraL [ inpatient OTHER [ Nursing Home [ Other (Specrty)
NO NONE 0 EA/Outpatient O ooa {3 Resdance

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

COMMUNITY HOSPITAL MUNSTER LAKE

10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity) (¥ wife, give maiden name) done during most of working iife. Do not use retired)

MARRIED MARY ELLEN WASTIELSKI OPERATOR PSYEEL

13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBERC)

INDIANA LAKE LOWELL 1381 E. 2258¥ AVENUE

13e ZIP CODE | 13f INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, m 17. DECEDENT'S EDUCATION
K No [ Ves WHAT COUNTRY? B{No O Yes (If yes. specfy Cuban, Black. White. etc (Specify only highest grade completec)

13g. ON A FARM? Mexican. Puerto Rican. etc) (Specity) Elem@/Socondary 0-12) | College (1-40r 5 +)

46356 KND O Yes U.S-A- WHITE m 4

L4 | 18 FATHER'S NAME (First Middle. Last) 19. MOTHER'S NAME (First Middle, Maiden SurnamdC)™

o3 CHARLES HOOVER RUBY STERGD

20a. INFORMANT'S NAME (Type/Print) v 20b. MAILING ADDRESS (Street and Number or Rural Aoute Number. City or Town. SHt#™ip Code) 20¢. Relationship

MARY ELLEN HOOVER 1381 E. 221ST AVENUE, LOWELL, IN 46356 WIFE

21a. METHOD OF DISPOSITION  [J Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City or Town. State

O Buna [ Crematon  [J Removat from State other plsce) DECEMBER 26 s 2007
O oneron 01 Ot tSpecty) —— COMMUNITY CREMATION. SERVICE SCHERERVILLE, INDIANA
ISPOSITION | 220. EMBALMER'S NAME: 22b (EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
N A N A g No 0 ves .
24. SIGNATURE OF FUNERAL DJRECTOR 245, LICENSE NUMBER 25 NAME. ADDRESS. AND LICEm NU .OF FERALaE
/5 83002916

(of Licensee) ANTHONY & DZIEOW Z F— "
01001447 9445 @ALUME E@Eﬁ 5 IN 46321
~N

7
26. PART 1. Enter the diseases. Injuries, or complications that caused the death Do not enter nonspecific terms; Such as ClrdlIC ar respiatory e Q Approximate
w &£ v inz!
arrest. shock. or heart failura. List only one cause on each hine. C} ”C) Interval Between
. i

g hig Onset and Death
fm‘fﬁ&ﬁt%e’f? Ad/\j < @ /lo\/q cmadmrggé

“OLETO! rowmmmbdssousnce oF) 90
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IMMEDIATE CAUSE.(Einel-

disease or conditiof THIS i FI(; P
resuling in death) | (;OPY ()F THE { F"{D A ‘

ngTS: OF § LAKE COUNTY HEALTHEERA. O WL

: Conditiona. if any. which gave DUE TO (OR AS A coNseouchs OF) E PO

rise to the immediatd cause

stating the undcrlym? &

cause last '

& . ;
- i, 7 % DUE YO (OR AS A CONSEQUENCE OF)

i d

-
PART Il. Other signi -C contributing to death 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

! ‘ 8 POSTPAATUM? (Yes or no) COMPLETION OF CAUSE

\ N = E (Yes or no) OF DEATH? (Yes or no)

NO NO NO

29a. CERTIFIER D{CERTIFWNG PHYSICIAN  To the best of my knowledge. desth occurred at.the tme. date. and place. and due to the cause(s) as stated
(Check only
one)

3 HeaLTH OFFICER On the bas:s of and/or 9 . 1 my opinion. desth occurred at the ime. date. and place. and due to the cause(s) as smed

D CORONEH On the basis of and/or v my opinion. death occurred at the ime. date. snd piace. and due to the cause(s) and manner as stated

R “ Z/; % : ' ¢.-MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)

3 NAME (ND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)

MARK FELDNER, M.D., 9660 WICKER AVENUE, ST. JOHN, INDIANA 46373
ALTH 31 HEALTH OFFICER'S SIGNATURE (_“ .,_ﬁ
*FICER — O E Y PV 7L D

33. MANNER OF DEATH 34s DATE OF INJURY 34b TIME OF J4c INJURY AT WORK?

(Month. Day. Year) INJURY (Yes or no) \ O\Jf\

O Netwrst ] Pending
SEP 22 2008

D Accident (\
34 PLACE OF INJURY —At home. farm. street. factory. office 34f LOCATION (Street and Number or Ruu! Route Number. City or TLwn State, V

3 suicwe 3 Couid not be building. etc. (Specify)

O vomege | 2%™00 PEGGY HOLINGA KATONA

AKE f‘f\lihl'r'\/ Al Ihl"‘t\

hl LAY ==
349 DATE PRONOUNCED DEAD (Month Day. Yesr) | 34h MOTOR VEHICLE ACCIDENOiGﬂOﬁCW driver. passenger. pedesran ee =V 1 | UL TOR

SDH06-004 State Form 10110 (R5/1-99)



