INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

e T 1a Maiden Last Name (if Female) 2 Sex 3 Time Of Death 4 Date Of Death (Month/Day/Year)

ALBERT L. CHAMBERS Male 08:11 AM April 19, 2009

5. Sodal Secunty Number Ba. Age - Yrs 6b. Under 1 Year 6c Under 1 Month 6. Under 1 Day Ge. Under 1 Hour 7. Dale Of Birth (Month/Day/Y ear) [] Blgpiaoe (OSARM SlalleL(ElFﬁaogrlwgounhy)
ROCKFORD

348-24-5763 77 Months owys Hours Mnutos October 29, 1931 c !

9 Everln US. Amed Forces? 10 If Death Occurred In A Hospital

O Yes No Urknown ]

O Inpatient {] Emergency Department Outpatient {0 Dead On Artival

10a_If Death Occurted Somewhere Other Than A Hosptal

[ Hospice Facility NDecsded‘s Home [ Nursing HomeiLong-Term Care Facility O Other (Speaify)

11 Facity Name (If Not Insbiuion, Grve Street And Number)

645 SEMINARY DRIVE

12 City Or Town, State, And Zip Code

13 County Of Death

14 Mantal Status At Time Of Daath

DYER, INDIANA 46311 LAKE xMamed O Married, Bm‘Separatad {1 Dworced
[T widowed [ NeverMarried [] Unknown
15. Surviving Spousa’s Name 15a. (If Wite)Give Maiden Last Name 16 Decedent's Usual Gcaipation 17 Kind Of Business/industry
PATRICIA J. CHAMBERS STEVESON Driver YELLOW F;B:}EGHT co.
18 Residence -State 18a County 18b City Or Town o
INDIANA LAKE DYER P

18¢. Street And Number

645 SEMINARY DRIVE

18d. Apt No

T Tiside City Linits 7

18e. Zip o
% Xch O

46311

19, Decedent’s Educaton
Master's degree (e.g. MA, MS, MEng, MEd, MSW, MBA)

20 Decedent Of Hispanic Ongin

No, not Spanish/Hispanic or Latino

21. Decedent’s Race

White

N
Z3a Mogﬂalam ast Name

22 Faiher's Name (First, Middle, Last)

THOMAS E. CHAMBERS

23. Mother's Name (First, Middle. Last)

ELIZABETH CHAMBERS

24 Tnfonmant's Name

PATRICIA J. CHAMBERS

743 Relationship To Decedent

Wife

74Vl a5 (SFasTAnd Nobar, iy Sle. 25 Coe)
645 SEMINARY,DRIVE, DYER, IN 46311

DAV@:
-

25, Place Of Disposition

25a. Methad Of Désposilion

gBuﬁal O Cremation [ Donation [ Entombment
Removal From State

[ Other (Specify):

750 Place Of Disposiion (Name Of Cemetery, Crematory, Other Placa)

MEMORY LANE MEMORIAL PARK

Schererviile |

25¢. Localion - City. Town, And Stale

N

26. Was Coroner Contacled?

[ Yes XNO

27. Name And Compiale Address Of Funeral I—‘aalllyBocken Funel'a| Home |nc
y .

7042 Kennedy Avenue, Hammond, IN 46323

%Funeral Home License Number

@oqum} -

ST
27¢ License Number (Of Licenseey -

FDO8601373

e ey

27b Sv Indana Funeral Sg?e Licensea
b/ 2V )é /o
/ /w A T

ALine. Add Additional Lines If Necessary.

The Events Resulting [n Death) Last

Immediate Cause (Final Disease Or Condition Resulting In Death

Sequentially List Conditions, If Any. Leading To The Cause Listed On
Line A. Enter The Underlying Cause (Disease Or Injury That Initiated

Cause Of Death (See |
28/ B4rt|. Enter The Chain Of Events—Diseases, Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events
Sfefl As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology. Do Not Abbreviate. Enter Only One Cause On

A

And E les)

Unbuewn

B.

('ao/\f/’/‘ ‘/‘Z

Due Ta{Or As A Congequencs Of

P/
1

C

Tue T {Cr As A Consequerwe ON

Die To {Or As A Corisequence Of

D.
Parthi Enter Other Significant Condiions Contibuling 10 Death But Not Resulling In The Underying Cause Given in Partl

31 Did Tobacco Uso Contnbuto To Doath? 32 If Female

0O Yes [J Prtatiy LI No d}ﬂkn@‘dﬂ

1 Mot Fregnant Wiltin Fast Year [ Pregrani AtTime OfDeath [ Nol Pregnant, it o]
Dtnknown If f Wilt Ao P

O tol Fregnant, Bul Pregasnt 43 Days To t Year Before Deati:

79 Was An Aopsy Patormed?
oy COYes El
ere jopsy Hndings Avallable To Lompiete ause OF Usath?

No

Oves Mo

anner Of Death:

wral ] Homec:de (O Acoioent [J Pending Invesiigation
Sucide O Coukd Not Be Determined

34 Date Of Injury (Month/Day/Year) 35 Yama OF )

njury

36 Place Ot Inury (E.G.. Decedent’s Home, Construction Site, Reslaurant. Wooded Area)

MAY 07 7009

37 Imury At Work?

OvYes [INo

38 Location Of Injury - State

38a. City Or Town

38pb.  Sireel & Number

PEGGY HOLINGA KATONA

WA Zip CIE

Wos’aa

39 Describe How Injury Ocourred

LAKE COUNTY AUI

)Wﬁp«aﬂm Injury, Specify

{1 Orverfgerater O Pessenger [ Pedestian 0 Other (Scecify

Y
~NJ

4

41 Signature, Of Person Cerlifying Cause OLBﬂ’h

M

¢ R

[Cet SS o

42 Certifier

Check Only One}

X Certifying Physician [0 Coroner [J Heaith Officer

AN

MR
43. Name, Address And Zip Code Of Person Cerlifying Cause Of Death:

M. KASSAR, M.D. 10110 Donald Powers Drive, Munster, IN 46321

44, License Numbes

45. Date Certified

digc |

U/

46. Addiional Funeral Service Providar

48. Signature of Local Health Officer:

Iy For Registra

s

47. *Akas
Only — Uate Fied (Monivlay/Year)

20 2009

Form 10110 (R7/9-07) ATTENTION ESTATE The Social Securdy # s baing rsquested by this staie agency i order 1 pursue 13 slatutery responsibitty - Dnsclosure s volunfary and Ihere wall be no wenally for refusal THE RECORS u THIG SERIES ARE CONTIDENTIAL 7‘(;: 1637116 7



