* ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to

pursue its statutory responsibility.

v[ill g no penaity for refusal.

..................................

THE RECORDS IN THIS SERIES ARE CONFIDENT!AL PER IC 16-37-1-10

voluntary and there

Local No.

isclosure is

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH State No.

TYPE/PRINT

1 DECEASED—NAME (First Middle. Last)

JAMES  J.

3b. DATE OF DEATH (mMoneh. Day. Yr.)

FEBRUARY 28, 2003

WARD

IN
PERMANENT
BLACK INK

4. ¥SOCIAL SECURITY NUMBER

303-36-4856

6. PATE, OF. ﬂlﬂTH (M:rD.y 4] 1. BIRTHPLACE (City and State or Foreign Country)

AUG. 4, 1936 | WHITING, INDIANA

5b. UNDER 1 YEAR | 5c_UNDER FDAY |

Sa. AGE—Last Birthdsy
Months Days Hours % M}[‘"‘"

{Yoars) 6 6

/

8a. WAS DECEDENT

A U.S. VETERAN?

N 2

8b YEAR LAST SERVED IN

005 78 =

9- QLACE OF DEATM"Cho]:kﬁrly one. See instrucbons)
i\
] tnpatient I 4 h‘ ¥ : UNuumg Home [J Other (Specify)
O er/Outpsient [ DOA _Residpace

OTHé—R

DECEDENT

9b. FACILITY NAME (f not institution. give streat and number)

2016 ATCHISON AVENUE

9d. COUNTY OF DEATH

LAKE

i Tedl_crov. Town, omobm Ok DEATH

“HAMMOND

10. MARITAL STATUS

13s. RESIDENCE—STATE

MARRIED

11. SURVIVING SPOUSE

CARGL

12b. KIND OF BUSINESS/INDUSTRY

BLAW-KNOX

128 DECEDENT 'S USUAL OCCUPATION (Give kind of work

rve maiden nama) unnM Asl of wolkm hla Do not use retired)

L_LAWR

NCE

INDIANA

13b. COUNTY

13c. CITY. TOWN. OR LOCATION

HAMMOND (WHITING P.0.

LAKE 2016 ATCHISON AVENUE

13e. ZIP CODE

46394

IMITS

13f. INSIDI Y LI
O No, Yes

17. DECEDENT'S EDUCATION
(Speciy only highest grade completed)

College (1-40r 5 +)

15. W, ECEDENT OF HISPANIC ORIGIN? 16. RACE—Americen indian.
No (O Yes (if yes. specify Cuban. Black. White. etc

Mexican. Puerto Rican. etc) (Spacify)

14. CITIZEN OF
WHAT COUNTRY?

Elementary/Secondary (0-12)

13g ON A FARM?

XXNO O Yes

UISIAI 2

WHITE

PARENTS

18. FATHER'S NAME (First Middle. Las

BERNARD.

19. MOTHER'S NAME (First Middle. Maiden Surname)

WARD MARGARET KANYUR

INFORMANT

208. INFORMANT'S NAME (Type/Print)

MRS. CAROL WARD

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town. State. Zip Code) 20c. Relationship

2016 ATCHISON, WHITING, IN 46394 | WIFE

2ts. METHOD OF DISPOSITION [ Entombment

Xeua

0 cremation

O ponetion O other {Specify)

[0 Removal from State

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. cramatory, or 21c. LOCATION—City or Town, State

MARCH 3, 2003
ST. JOHN CEMETERY HAMMOND, INDIANA

other place)

DISPOSITION

22s. EMBALMER'S NAME

HENRY J. BLAKE

22b. EMBALMER'S LICENSE NO, 23 WAS DEATH REPORTED TO CORONER?

FDE01019406 Hre

Yes

CAUSE OF
DEATH

( 26. PART |
N

Enter the digeases. i
arrest. shock. or heart failure. List only one cause on each line:

Vascular collapse

IMMEDIATE CAUSE (Final
disease or condition
resulting in death)

Conditions. if any, which gave
rise to the immediste cause.
stating the underlying

cause last

24b; LICENSE NUMBER 25 NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME

o fpire BARAN & SON, INC., FDH83007267
FDE0LO19456[1235-119TH, WHITING, IN 46394

ries. of complicatignsthat caused the death. Do not enter nonspecific terms. such as cardiac or respiratory Approximate
intervai Between

Onsget and Desth

Unknown

DOUE TO (OR AS A CONSEQUENCE OF).
Due to arteriosclerotic heart and: vascular disease

DUE TO (OR AS A CONSEQUENCE OF)

DUE TO (OR AS A CONSEQUENCE OF}

PART Il. Other

contributing 1o death but not previously stated in Part | 27 WAS DECEDENT 282, WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS

AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yas or no)

N/A

PERFORMED?
{Yes or no)

NO

PREGNANT OR 90 DAYS

POSTPARTUM?
N/A

(Yes or no)

2%

CERTIFIER
(Chock only

] HEALTH OFFICER On the basis of
Chle f Deputy® coronern On i bass of

O cerurving PHYSICIAN  To the best of my knowladge. death occurred at the time. date. and place. and due to the cause(s) as stated

.in my opinion. desth occurred at the time, date. and place. and due to the cause(s) as stated

and/or

1 my opinion, death occurred at the ime, date and place. and due to the cause(s) and manner as stated

and/or

CERTIFIER

RE-AND TITLE OF CERTIF[EA

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

March 3, 2003

29c. MEDICAL LICENSE NO

N/A

PERSON WHO COMPLETED CAUSE OF DEATH TEM 26) (Type/Prmnt)

. Wells, Chief Deputys~2900 West 93rd Avenue,

AA}h%kA4»~

HEALTH

31 HEALTH OFFICER'S SIGNATURE 5, ‘! 5 ’ :’ n Z e % E

32, 573 E FILED (Month, Day. Year)

U%uw)mz 2003

OFFICER

33 MANNER OF DEATH

O Pending
investigation

O Naturai

3 accident

[3 sucice O Could not be
Determined

D Homicide

340 DESERIBEAOWANIURY oq}ﬁﬂaso

PELGY HOLINGA XATONA
34 LOCATIORPCE: SNt ol ARt D] GV Tomn, St

1 3550

J4c. INJURY AT WORK?
(Yes or no)

34b TIME OF
INJURY

34a. DATE OF INJURY
(Month, Day. Year)

34ns PLACE OF INJURY —At home. farm. street. factory. office
building. etc (Specify)

01 9

34g DATE PRONOUNCED DEAD (Month. Day. Yaar)

AL
34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes specily driver. passenger pedestrian, etc

[ 4 11’2%?7

SDHO086-004 State Form 10110 (R5/1.99)



