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sluntary and there will be no penaity for refusal.

scalNo...... 1. 74 -0 CERTIFICATE OF DEATH.

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 [T “ i : 54 .
i {PE/PRINT 1 DECEASED—NAME (First. Middle. Last) Y ’(jMEQFDEATH‘ 3b DATE OF DEATH (Moneh. Dey. vr)
N PAUL K. VANGORP 2:50°A | MAY 3, 2004
:RMAN ENT 4. *SOCIAL SECURITY NUMBER mh ™9 SEYUIMERY YAR Sc_UNDER 1 02‘- ‘QE Qf %RTH (Mtrvpgy v, IRTHPLACE (City and State or Foreign Country)
r 2 GE@B%P T Ohohde J oy [ rows mndedipitid iyt 30 7ig 917 lNew Virginia, Iowa
ILACK INK | 483-30-6104 g ’
8a WAS DECEDENT 8b YEAR LAST SERVED IN ka 9 : E&ACE rOF DEATH (Chaqk onlg s See instructions )
A ARMED FORCES? T4
AU sl\\/]ETE AN us N/AO CES HOsPITAL  [Kimpatient Fis 2 5 y {j Nvmg)”me Other (Spacty)
o ] £R/Outpatient Od ooa e ﬁ hes’aence
9b FACILITY NAME (If not insttution. grve street and number)} 9c CITY. TOWN. OR LOCATION OF DEATH 9d¢ COUNTY OF DEATH
ZCEDENT
THE COMMUNITY HOSPITAL MUNSTER LAKE
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENY S USU{AL OkCCLIJ;’ASON (Give kmd;)f work 12b. KIND OF BUSINESS/INDUSTRY
(Specify), (¥ wife_giv den name) | . iy mosl worl mq ife Do not use retire .
Married Mildred O, Liming eT£” ﬁmp VanGorp Plumbing
13a. RESIDENCE—STATE 136 COUNTY 13¢ CITY. TOWN. OR LOCATION 13d STREET AND NUMBER
Indiana Lake Hammond 7117 Marshall Avenue
13e ZiP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian. 17 DECEDENT'S EDUCATION
Q No Yes WHAT COUNTRY? HNo O Yes (If yes specify Cuban, Black. White_ etc (Specify only tughest grade compieted)
46323 13g ON A FARM? Mexican. Puerto Rican, etc) {Spe'afy) Elementary/Secondary (0-12) College (1 4 or 5 +)
U.S.A. white
K No O ves
\RENTS 18 FATHER'S NAME (First Middie, Last) 19. MOTHER'S NAME (First. Middie. Maiden Surname)
Harry VanGorp Verna Robertson
FORMANT 208 INFORMANT'S NAME (Type/Print} 20b MAILING ADDRESS (Street and Number or Rural Route Number, City or Town. State. Zip Code) 20c Relationship
Mrs. Mildred D. VanGorp 7117 Marshall Avenue, Hammond, IN 46323 wife
21a METHOD OF DISPOSITION (3 Entombment 21b. DATE AND FLACE OF DISPOSITION (Name of cemetery. crematory. or 21c LOCATION—City or Town State
& Buriai O cremation O removal trom State other place} May 6 7 2004
O oonenon (3 Other (Speciiy Chapel Lawn Memorial,Gardens Schererville, IN
SPOSITION 22e. EMBALMER'S NAME 22b EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
Jose G. Corona FDOB601,373 Ko O ves
248 S QF FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
C qu (of Licensse) Bocken, Funeral Home, Inc. FH83002801
FDO1013507 7042 Kennedy ave.,Hammond,IN 46323
Enter the di INJUries. or ¢ that caused the death Do not enter nonspecific tarms, such as cardiac or respiratory Approximate
arrest. shock. or heart failure List only one cause on each line interval Between
P Onset ang/Desth
IMMEDIATE CAUSE (Final . ( [ACENOoM A TOI S i e T IS

disease or condition OUE TO (OR AS A CONSEQUENCE OF)

AUSE OF resulting n doath) , AN C et T e /Drc[éfv'u CACe v/ oim G— VA AN
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF)

r1se to the immediate cause.
stating the underlying

DUE TO (OR AS A CONSEQUENCE OF)

cause last
d
PART it Other significant condmions - Conditions contributing to death but not previously stated (n Part | 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b WERE AUTOPSY FINDINGS
~ . PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
(,é;o el A A—r f 2y <[t -3 é’/}j{y POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or na)
_ no no
29a CERTIFIER @ CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time date. and piace. and dus to the cause(s) as stated
{Check oniy
one) D HEALTH OFFICER On the basis of examination and/or investgation. 1 my optnion: death occurred at the ime. date. and place. and due to the cause(s) as stated
a CORONER  On the basis of and/or 110 my opinion, death occurred at the time. date_and place. and due 1o the cause(s) and manner as stated
29b SIGNATURE AND TITLE CERTIFiE 7 o7 29¢” MEDICAL LICENSE NO 29d DATE SIGNED (Month. Day. Year)
ATIFIER /. ,, P20 AN 02000640A

.-/
= MAY 5, 2004
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE O‘?(I'H (ITEM 26) (Type/Print) !
2

HERBERT ALAN JONES, D.O., 929 RIDGE ROAD, SUITE 7, MUNSTER, INDIANA 46321

ALTH 31 HEALTH OFFICERS SIGNATURE 32 DATE FILED (Month. Day. Year)

<ICER \_;5:%,% TN < j/ 200 7/

S

33 MANNER OF DEATH 348 DATE OF INJURY 34b TIME OF 34c INJURY AT WORRS 3 C Y 7
(Month Day. Yeasr) {INJURY {Yes or no)
O naturat O Pending / 55 d d
Investigation iy b b g 1
O Accident NU ¥ L‘ 9
34a PLACE OF INJURY —At home. farm. street factory office 34t LOCATION (Street and Number or Rural Route Number, City or Town Staje)
O sucige [ couid not be building. etc (Specify)
Determined - —
O Homic:de pEGGY HOL'N !ﬂQ KATONA /%b
s .\ ’,o LA L7 r— y TVl faVmY 4
34g DATE PRONOUNCED DEAD (Month. Day. Year) | 34h MOTOR VEHICLE ACCIDENT? (ye;}; B B0ty drvver passMr}E,,&‘yUN PYAODI W)
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