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’THIS CERTIFIES THE FOLLOWING IS A TRUE "AND
[COMPLETE COPY OF DEATH ON FILE WITH THE
| HAMMOND HEALTH DEPARTMENT.

INDIANA STATE BOARD OF HEALTH

' e 7] A b
-~ m“\ :
LocalNo. ........ Q2. .. <. ... .. CERTIFICATE OF DEATH oy 32, 87 £
Dote ls:uod Hnmmond Ho-lih Commiubmf
TYPE/PR|NT | ! DECEASED—NAME ~(First, Middile. Lasn) 2. SEX 3. TIME OF DEATH | 3b. DATE OF DEATH (Mot Dey, ¥r)
IN Ralph E. Paris Male 1:35P w_November 20, 1989
PERMANENT |4 SOCIAUSECURTY NUMBER Ss. AGE—LastBithday | b UNDER1 YEAR| 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Y0 7. BIRTHPLACE (City and State o Foreign Country)
(Years) Months  Days Hours  Minutes
BLACK INK | 312-10-7797 78 FEB 22, 1911 Pulaski Co, Indiana
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 98 PLACE OF DEATH (Check only one. See instructons)
A US. VETERAN? U.S. ARMED FORCES? O
HOSPITAL: U Inpatient OTHER: [ Nuraing Home [ Other (Specify
No O er/0utpationn. [J DoOA Residence )
9b. FACILITY NAME (¥ not institution, give street and number) 8c. CITY. TOWN, OR LOCATION OF DEATH 5d. COUNTY OF GEATH
DECEDENT
2019 Martha Street Hammond Lake  as
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSH USTRY
(Specify) (if wife. give maiden neme) done durlng most of working life. Do not use retired)
Married Elizabeth Electrician Construcggyn
13a RESIDENCE--STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER Vo)
India Lak nd 2019 Martha Street
13e. 2IP CODE | 131. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indisn, 17. DECEDm'S EDUCATION
ONo Xves WHAT COUNTRY?| XNo O Yes  0f yes. specify Cuban, Biack. White, etc. (Specify onlyfifyst grade compisted)
135 ON A FARM? Maxican. Pusrto Rican. etc) (Specify) Elﬂmnmy/Socondaryw) College (1-40r § +1)
46323 Xne Dves | USA White 12 c,,_)
PARENTS 18. FATHER'S NAME (First, Middie, Las0 18. MOTHER'S NAME (First Middle, Meiden Surname)
Harmony Paris ., Lottie Suthext:;n
INFORMANT 208. INFORMANT'S NAME (Type/Prind 206. MAILING ADDRESS (Street and Number o Rural Routs Number, City or Town, State, Zp Code) | 200 Relstionship
i i 2019 ife
21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, cremstory, or 21c. LOCATION—City or Town, Siate
X Bura O cromation [ Removal from State other place)
O onston L Other (Speciy November 25 1989
hapel rdens Schererville, Indiana
DISPOSITION 220 EMBALMER'S NAME. 20b; EMSALMER 5 LICENSE NO. 23. WAS DEATH REPORTED TO CORONER? &= - .
No 3 ves o — "
Charles D. Scheuer Jr. 1006049 X S 2 meed
248 Sl?ﬂ,TURE OF FUNERAL DIRECTOR 24 LICENSE NUMBER 25 NAME ADDRESS. AND L ICENSE Nuwssrét Fum nonff_: N
(of Licensees) 002869 ? ! =
&/24.. )/ 0 L9l Huber Funeral Home
1045362 70 enned N
28. PART I Enter the disoases, injuries, or complications thet.caused the death-Do not enter nanepecific terms, such, as/cerdiac 'or respiratory
areent. shock: or heart failure. Ligt only one ‘csues on Jh line. \
IMMEDIATE CAUSE (Final . @'6"" VQO" Wt
: disasse or condtion DUE T0 (OR AS A cot@séousuce OF)
CAUSE OF rasoting n death) NN M p
DEATH b
Conditions, if any. which gave DUE v-ixon AS A CONSEQUENCE OF): Q
rise to the immediate cause, . Bj\ ~ M)Wt/ I 0@‘ /4_9,4;4_/(
stating the underlying -
couss lagt DUE TO (OR AS A CONSEQUENCE OF):
d.
PART Ii. Other signif ditions - Conditions contributing to death but nat previously stated in Part | 27. WAS DECEDENT 28s. WAS AN AUTOPSY | 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
29e. CERTIFIER ﬁ CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at the time, date, and place, and due to the csuse(s) ae stated.
{Check oni;
one) Y D HEALTH OFFICER On the basis of and/for O . in my opinion, death occurred at the time, date. and place. and due to the cause(s) as stated.
] CORONER ".On the basis o& and/or g . In my opinion. death occurred at the time, date, snd place, end due to the cause(s) and manner as stated.
29b. SIGNATURE ANR TITLE OF CERTIFIER 29¢. MEDICAL LICENSE NO. 29d. DATE SIGNED (Moath. Dy, Yoear)
CERTIFIER /\——-—/ / /
AMDY ARI50 __ Nwii)oa [ge
30. NAME AND ADDRESS OF PERSON wua COMPLETED CAUSE OF DEATH UTEM 26X (Tyms/Pring
: 7
HEALTH 31. HEALTH OFFICER'S SIGNATURE e’ A ﬂ'/ N D 32. DATE FILED (Month, Day, Yesr)
OFFICER 7 /’e LT D NOV 2 2 1989
33 MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
{Month, Day. Year) INJURY (Yes or no \ \ f
07 Natuest a Pending F l L E ’ S
a Investigation (
Acciden
CORONER celdent 34e. PLACE OF INJURY—At home, farm, street. factory, office 34f_LOCATION (S nd Number or Rural Route Number, City or Town, State)
USE ONLY O suicide I Could not be bullding, etc. (Specify) m )*7—\
Determined
R =N 015240
340 DATE PRONOUNCED DEAD (Month. Day. Year) | 34h MOTOR VEHICLE ACCIDENT? (ves orno) ¥ ,PEGG&@WMMONA

SBHO6-004 State Form

10110 (R2/3-89) DEA CERT/PD 1



