10ce

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

Local NOBE-;(-QQY State NO...cocoeieniiiienieiiiaecii e

1. Decedent's Laegal Name (First, Middie, Last) 1a. Maiden Last Name (if Female}) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)

MARY E. REED Miller Female| 6:10 am November 5, 2008
5. Social Security Number 6a. Age ~Yrs 6b. Under 1 Year Bc. Under 1 Month 0d. Under 1Day | Ge. Under 1 Hour 7. Date Of Birth (Month/Day/Year) 8. Birthplace (Cty And State Or Foreign Country}
97 Morihs Days Hours Hntes May 8, 1911 Rockville IN
9. EverIn US. Armed Forces? 10. If Death Occurred In A Hospttal: 10a. If Death Occurred Somewhere Other Than A Hospital:
[ Yes i No Unknown [ {0 Inpatient [ Emergency Department Outpatient ] Dead On Arival [ Hospics Facity [} Decedent's Home & Nursing HomelLong-Term Care Facity [ Other (Specify)

71 Facility Name (if Not Institution, Give Street And Number}

Miller's Merry Manor

12. City Or Town, State, And Zip Code 13. County Of Death 14. Marital Status At Time Of Death
Maried [J Maried, But Separated [J Divorced
Hobart,IN 46342 Lake Widowed [ Never Maried [ Unknown
15. Surviving Spouse’s Name 15a. (If Wife)Give Maiden Last Name 16. Decedent's Usual Occupation 17. Kind Of Business/industry
N/A N/A Homemaker Home
18. Residence — State 18a. County 18b. City Or Town
IN Lake Hobart
18c. Street And Number 18d. Apt. No. 18e. Zip Code 18f. Inside City Limits?
. w Yes [INo
809 Cardinal Ct. 46342
19. Decedent’s Education 20. Decedent Of Hispanic Origin 21. Decedent's Race
8 No not Spanish/Hispanic/Latino | White

22. Father's Name (First, Middie, Last} 23. Mother's Name (First, Middle, Last) 23a. Mother's &n Last Name
William C. Miller Anna_Miller Holbent®

24. informant's Name 24a. Relationship To Decedent 24b_ Mailing Address (Street And Number, City, State, Zip Code}

Dennis Reed Son 2310.W, 3¢d St., Hobart, IN 46342 &

¢

25. Place Of Disposition
25a. Method Of Disposition. 25b. Place Of Disposition {(Name Of Cemetery, Crematory, Other Place) 25c. Location — City, Town, And State

96

{1 Burial [J Cremation [ Donation m Entombment
[ Removal From State

T Other (Spociy) Graceland Cemetery Valparaiso, IN 46383 &
26. Was Coroner Contacted? 27. Name And CompleteAddress Of Funeral Facility 27a. ml Home License Number:
Oves @ro Rees Funeral Home, 600 West Old Ridge Rd. P.O. Box 488, Hobart, Indiana 46342 | FH83003069

27b. Signature Of Indiana Funeral Service Licensee: 27¢. License Number (Of Licensee):

Qafru, %’i Nl FD01006463

Cause Of Death (See Instructions And Examples)
28. Part|. Enter The Chain Of Events—Diseases, Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events ~3 Approximate
o Dneriat Ar Interval: Onset

Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiolegy. Do Not Abbreviate. Enter Only One Cause On

A Line. Add Additional Lines If Necessary. M ! f. P
Immediate Cause {Final Disease Or Condition Resulting In Death A L MAQW Z uM ’ "y

Due To (Or As A Consequence Of): ]

Sequentially List Conditions, If Any, Leading To The Cause Listed On B. s
Line A. Enter The Underlying Cause (Disease Or Injury That Initiated X
The Events Resulting in Death) Last C

Due To (Or Az A Consequence Of

D.

Partil. Enter Other Significant Conditions Contiibuting To Death But Not R ing In The Underlying Cause Given In Part{ 29. Was An Autopsy Performed? DY&S

30. Wers Autopsy Findings Available To Complete Th

—’
31. Did Tobacco Use Contribute To Death? 32 If Female: 33. Manner Of Death:
€ Yes (] Probably gmmm Not Pregna t At Time Of Death [0 Not Pregnant, But Pregnant Within 42 Days Of Death ded [ Homicide L Accident %Wm < A
Not DJUnknown If Pregnant Within The Past Year [0 Suickde [3 Coudd Not Be Delermined

34, Date Of Injury (Month/Day/Year) 35. Time Of ce Of Injury (E.G., Decedent's Home, Construction Site, Restaurant, Wooded Area) 37. Injury At Work?

OvYes ONo

38. Location Of Injury - State 38a. City OrToA‘PR 2 0 2 38b. Strest & Number 38c. Apt. No. 38d. Zip Code
009 ﬁ il

39 Describe How Injury Occurred .40, lfTrlnspommon Ilqury Spe 7 '
HOLING g

LAKE OUNT A KATONA | 2 Drivertoperata’ £ Passenger npmuom(w)

Of Death: 42. Certifier Ghsck iny Qne) -
! A
. 74} Ceﬂlfymg Physician 0] C’&onér I‘J ‘ﬂm Officer (/‘/

43. Name, Address And Zip Code Of Person Certifying Cause Of Death: 44. Licanse Numbar 45. Date Certified

Jose Agusti MD, 2640 Hamstrom Road Portage, IN 46368 01061624A | /o8
. lof: - .474 'Afas: 002936

48. Signature of Local Heatth Officer: 49. For Registrar Only - Date Filed (Month/Day/Year).

e A D T D0 UNgotndan D 2008

State Form 10110 (R7/8-07) ATTENTION ESTATE: The Social Security #is being requested by this state agency in order to pursue its statutory resporwibliity. Disclosure is vokuntary and there will be 10 panalty for refusal. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 163 7-1-10

¥ 30722 AOLD FOR MERIDIAN TITLE CORP

41. Signature, Of Person C




