TTENTION ESTATE: The Social Security # is
1g requested by this state agency in order to
sue its statutory responsibility. Disclosure is
Jnta%and there will be no penalty for refusal.
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CERTIFICATE OF DEA?TH — —

1. DECEASED—NAME  (First Middie. Last)

BARBARA JOANNE

2%59(
EMATL

ROMER

3b. iATE OF DEATH tMonth. Day. Yr)

E 15, 2005

4. *SOCIAL SECURITY NUMBER

306-44-1934

‘5o DTS

B
T 5e. UNDER ( DAY ] 6. DATE OF BIRTH (Mo. Day. Y0
[ 5 Hours  Minutes

dA27 - 2940 ©

Sb. UNDER 1 YEAR

Yt

. BIZV HPLACE (City and State or Foreign Country)

GARY, INDIANA

8b. YEAR'LAST SER
A US. VETERAN? US. ARMED FORCES?

NO N/A

8s. WAS DECEDENT

U N

4 1 9a_PLACE OF DEATH (Check only ane. See thstructions)

@ Inpatient

HOSPITAL: b
0 en/Outpatient [ 0OA

w_‘_ "EJ. mmwem}w

ﬁmer {Specify}

)

gb. FACILITY NAME (f not institution. give street and number}

ST MARGARET MERCY HEALTHCARE CENTER SOUTH

gc. CITY! ﬂ'GWN“Gﬁ”LﬂGAWGN QF BEA’JH ._\__J

DYER

9d Cm\l OF DEATH

“d TAKE

10. MARITAL STATUS

MARRIED

11. SURVIVING SPOUSE

(If wife, give maiden name)

GEORGE ROMER

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired}

DATA ENTRY

12b. KINDLJ BUSINESS/INDUSTRY

PHQIOGRAPHY

13a. RESIDENCE—STATE

INDIANA

13b. COUNTY

LAKE

13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER

DYER

ki

;—4:

13e. ZIP CODE

46311

13f. INSIDE CITY LIMITS | 14. CITIZEN OF
ONe K Yes

13g. ON A FARM?
K No [J Yes

USA

WHAT COUNTRY?

16. RACE—American Indian,
Black, White. etc.

15. WAS DECEDENT OF HISPANIC ORIGIN?
M No [J Yes (Ut yes. specify Cuban,

518 AVALON DRV

17, DECEDENT'S EDUCATION
(gsﬁwﬁy only highest grade completed

(Specify)

WHITE

Mexican, Puerto Bican, etc)

Elemmrwgn&nd-ry 0-12)

College (1-4 0r 5 +)

“42

18. FATHER'S NAME (First Middle. LasO

HOWARD TRUMAN

BURGER

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

ELIZABETH 1.0IS DINWOODIE

20s. INFORMANT'S NAME (Type/Prin)

GEORGE ROMER

518 AVALON DRIVE, DYER, INDIANA 4

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

20c¢. Relationship

HUSBAND

6311

e —
2ta. METHOD OF DISPOSITION 3 entombment

Kl Burial

{3 ponation

O cremation [ Removal from State

O other (Specify)

21b. DATE AND PLACE OF DISPOS!TION (Name of cemetery. crematory. or

JUNE 18, 2005
CALUMET ‘PARK - CEMETERY.

other place)

2Nc. LOCATM—CW or Town. State

22s. EMBALMER'S NAME:

L MARC MOSQUEDA

22b. EMBALMER'S LICENSE NO.

FDO8800240

248, SIGNATURE OF FUNER2L DIRECTCH

25 NAME ADDAESS. AND

FAGEN

24h. LICENSE NUMBER
(of Licensée)

FDO1006015

26. PART L Enter the di

injuries. or

IMMEDIATE CAUSE (Final i .

that caused the death. Do not enter nonspecific terms. such as cardiac or respiratory
arrest, shock, or heart failure. List only one cam each line,

ASt=adic

digease or:condition
resulting in death)

‘ DUE‘TOl‘(OR AS A CONSEQUENCE OF):

Approximate
integvat Between
nget and Death

* | Conditions. if any. which gave
rige to the immediate cause,

DUE TO (OR AS A CONSEQUENCE OF)

SEP 2 8 00

stating gho underlying
cause (8st

DUE TO (OR AS A CONSEQUENCE OF):

SEGGY HOLINGA

y KATONA

PART II. Other signifi

contributing to death but not previously stated in Part |

Gl Wai

PERFORMED?
(Yes or no)

NO

21. WAS DECEDENLAKE
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)

NO

\‘ £
Agng\s%\‘i% -

1Rl rf“

28!) WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

29s. CERTIFIER
{Check only
one)

a CERTIFYING PHYSICIAN  To the best of my knawledge. death accurred at the time, date. and place, and dus to the cause(s) as stated.

and/or ir

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

‘\}(fﬂ/\

29b. SIGNATUW

29¢c. MEDICAL LICENSE NO.

01042343

D HEALTH ;9 On the basis of,
e bagid of )%non angauon in my opinion. death occurred at the time. date and place. and due to the cause(s) and menner as stated.

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

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)

DR. LUCENA 5500 HOHMAN HAMMOND, INDIANA 46324

JUNE 17, 2005

31. HEALTH OFFICER'S SIGNATURE

DATE FILED (Month. Day. Year}

33. MANNER OF DEATH

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

34b. TIME OF (3] SCH!BE HOW INJU!

34c. INJURY AT WORK? 34
INJURY

_ (Yes or no}

BER

30 2008 010947

%&';3@/(

RY OCCURRD

34e. PLACE OF INJURY—At home. farm. street, factory, office

O naturat =] Pending
Investigation

O Accident

D Suicide D Could not be building, etc. {(Specify)
Determined

D Homicide

OOUNTy

L Ao}%g_ﬂ)ﬁ (ﬂQH M@ﬂmk‘ A?p@e Number. City or Town, State}

uDy TOF"

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

34 MOTOR VEHIOLE ACCIDENT? (Yas or no) If yes. spebity driver, passanger-pedesiran, etc.

K.

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



