\TTENTION ESTATE: Disclosiire of the

SS# we neéd to pursue our responsibilities
is voluntary and there will be no penaity for

INDIANA STATE DEPARTMENT OF HEALTH

refusal* 95 - O 5 9 2
Local No. ... ... CERTIFICATE OF DEATH State NO.........oiiiis
| NS -/ =377/ )
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1, 18-3 0 g 0
TYPE/PRINT 1. DECEASED - NAME (First, Middte, Las]) P SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Morth, Day, Yr.)
PERM'RINENT Walter Pate Male 10:19PM | August 22, 2005
4% SOCIAL SECURITY NUMBER 5a. AGE -LastBirthday  }5b. UNDER 1 YEAR 5c. UNDER 1 DAY 6. DATE OF BIRTH (Mo, Day, Yz}, ~ -{7. BIRTHPLACE {Clly and State or Foreign Courtsy)
BLACK INK (vears) Months Days | Pows Mimies . McKenzie
499-26-3993 75 September 3, 1329| Tennessse
8a. WAS DECEDENT 8b. YEAR LAST SERVED iN PLACE OF DEATH __(Check oniy ong . See instructiol
AU.S. VETERAN? U.S. ARMED FORCES? JHOSPITAL: [ 3npatient OTHER [ Nursing Home . [1other {S@
Yes 1956 [ ero O poa [} residgance "
9b. FACILITY NAME  (If ot institution, give street and number) Be. CITY, TOWN, DR LOCATION OF DEATH 4. cw OF DEATA
DECEDENT Methodist Hospital Northlake Gary "L
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENTS USUAL OCCUPATION (Give kind of work 12b. KIND ISINESSTNDUSTRY
(Specify) {H wife, give maiden name) dane during most of working life. Do not use retired.) w
Married Serena Pate Pressser Drv-&leaners
13a. RESIDENCE - STATE 13b. COUNTY 13¢. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER g
Indiana Lake Gary 2224 Central Dxawe
13e. ZIP CODE |-13f INSIDE CITY LIMITS |14 CITIZEN OF h5.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE— American Indian, 7. DEGEDENTS EDUCATION
O No B Yes WHAT COUNTRY? Pino [ Yes (yes specily Cuban, Black, White, etc. (Specity sy highes! grade complefed)
13g. ONAFARM? Mexican, Puerto Rican, eic.) @ ! Elementary/Secondary (0-12) [Colege (1-4 or 54)
46407 [ No [ Yes U.s.A Black 2] N/A
18. FATHER'S NAME  (First, Middio, Last) 19. MOTHER'S NAME {First, Middle, Maiden Surname)
PARENTS Alther B. Harris Ruby Sparks
20a. INFORMANTS NAME  (Type/Prin 20b. MAILING ADDRESS (Streel and Number or Rural Route Number, Cily or Town, State, Zip Code} 20c. Relationship
INFORMANT | o ena Pate 2224 Central Drive, Gary, IN 46407 -» % Wife'
21a. METHOD OF DISPOSITION [0 21h. DATE AND PLACE OF DISPOSINON {Name of cemetery, crematoly, or 21c. LOGATION - City Ié_fwn S |
other place) g
Busial Meremation [ 1 removal from State P 2 2006 T
22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTED TO CORQMER" -
DISPOSITION [ANo [ Yes =
Sherman G. Banks FD01016254
24a. SIGNATURE OF B 24b. LICENSE NUMBER |25, NAME, ADDRESS, AND LICENSE NUM i o
9 ensce) Smith Bizzell & WafnerﬁﬂlSﬁﬁ‘UﬂBll
. . | FD01016254 4209 Grant Street %aryfzinchanaﬁ
E{PART 1 Enter the injuﬁes., or that caused the death. Do not enter nonspedific terns, such as cardiac of respisatory Approximate
il P Interva) Betw
arrest, shock, or heart failwe. List only one cause on each kne. C END S-Tq_(a C KCNA_ L DI} EAS E> ervaamo::';':
IMMEDIATE CAUSE {Final CHRON{C LeENAL F’P\I LURE 7S 642_/1:&
ﬁse:;? or ?0"'1‘:;;) DUE TO {OR AS A CONSEQUENCE OF):
resuiting in =
CAUSE OF R iR i
DEATH Conditions, if any, which gave GRESSED : i X
foe o e it cves . plaseTes MelUT US 23 yeay
cause kst " - DUE TO {OR AS A CONSEQUENCE OF):
a CorodparRY ARTERY DISEASE 7‘5W
PARTH  Other significant - Conditi ing to death but not previously stated in Part 1 27. WAS DECEDENT 28a. 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)
DEMEINTT A O
! No No
292. CERTIFIER £
(Check only [A CERTIFYING PHYSICIAN  To the best of my kitowledge, death occurred af the fime, date, and place, and due fo the cause(s) as stated,
one) D H_EALTH OFFICER . Onthe basis of and/or i in my opinion, death cceurred at the time, date, and place, and due to the cause(s) as stated.
D “OR%NEﬁ ;On the basis of and/or i in my opinion, death occurred at the time, date, and piace, and due to the cause(s) and manner as siated.
29b. SIGNATURE AN TNLE OF CERTIFIER /(/ 29¢. MEDICAL LICENSE NO, 28d. DATE SIGPED (Month, Day, Year)
CERTIFIER //ckzﬁ;) " reLLo W 0L 9 F 10 [7 /@>
30. NAME AND ADDRESS pF PERSONWHO COMPLETED GAUSE OF D_ATH ATEM 26) (TyperPrind JPTU PO KO SiTS ﬁ AT M }5
g4o S.woep, M M/c 717 Juvitd écmm&(e ME {CY)«:C CHICACON 606,
31. HEALTH OFFICER'S SIGNATURE. 32. BATE FILED (Month, Day Kear}
HEALTH . @ \/\ /‘\
OFFICER : \ OCT 277000
33] MANNER OF DEATH 242, DATE OF INJURY "34b. TIME OF 34c. IMURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED Z (
(Monith, Day, Year) lNJLRY Yes or no} 0 % 2 009 ﬂ O
P Dpe D P
[ Accidenm 34e. PLAGE OF INJURY — At home, farm, street, factory, office v Wmu}&%q A&m Number, City or Town, State)
Osucioe T cous ot be building, etc. (Specify) GG i \TO
e KE COUNTY AUD
34g. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or No) if yes, specify driver, passenger, pedestrian, efc.




