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PORTER COUNTY BOARD OF HEALTH
MEDICAL CERTIFICATE OF DEATH

TYPE/PRINT
IN
PERMANENT
BLACK INK

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

CORONER
USE ONLY

3a TIME OfF DEATH

3. DATERS DEATH Month, Day. Yr)

1. DECEASED—NAME (First, Middle, Last) 2. SEX
Hazel E. Tucker female [10:20awv | Defelnber 1 1991
4. SOCIAL SECURITY NUMBER Sa. AGE—Lest Biihday | 5b. UNDER 1 YEAR | 5c, UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Y0 | 7. BIRTHPLBREKCity and State or Foreign Country)
(Years)
Months Days Hours Minutes

314-05-6151 94 Mar 21 1991 | Souf® Bend IN

89, WAS DECEDENT 8b. YEAR LAST SERVED IN 98. PLACE OF DEATH (Check only one. See instructions)
A US. VETERAN? US. ARMED FORCES?
HOSPITAL: L3 inpatient OTHER: 8 Nursing Home 3 Other ¢S )

No [ ea/Outpatient ] DOA [ Resi
8b. FACILITY NAME (if not institution, give street and number) . 9c. CITY, TOWN, OR LOCATION OF DEATH 9d. CHONTY OF DEATH

Fountainview Place Portage pbrter

10. MARITAL STATUS

11. SURVIVING SPOUSE

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work

12b. KI@BUSINESS/INOUSTRV

v‘;‘ai é owed_ N }lf Aw:le give maiden name) dosne ;uingelngt of working life. Do not use retired) G&T d_b 1 a ts
13a. RESIDENCE—STATE 13b. COUNTY 13¢. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
IN Porter Portage 3175 Lancer
13e. i|P CODE | 13t INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? '} 16. RACE-~-American Indian, 17. DECEDENT'S EDUCATION
0 No Yes WHAT COUNTRY? K No. 0 Yes (if yes, specify Cuban, Black, White, etc. (Specify only highest grade completedd
130 ON A FARM? - Mexicon. Fuerto Ricen, etc) (Spectfy) Elementary/Secondary (0-12) | College (1-4 or 5 +)
46368 Hno _Oves | USA white

18. FATHER'S NAME (First, Middle, Last
Lyman Reading

20a. INFORMANT'S NAME (Type/Print)

William Tucker

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City azmm élp Code)

2865 Irvine St. Portage, ipdlaﬂ§

21a. METHOD OF DISPOSITION L] Entombment

N Burial

[ ponation

[ cremation
[ Other (speci

O Removat from Stete

other place)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory. or

Dec .4 1991 Chapel Lawn

222 EMBALMER'S NAME:

M. Chad Olmsted

Faoeaoos56

22b. EMBALMER'S LICENSE NO.

KIno O ves ™

Mo

23. WAS DEATH nemn'reuﬂb cogﬁuﬁm .

24a. SIGNATURE QF FUNERAL DIRECTOR

‘ A$4444~uafé§>ﬁ:529

(of Licensen)

26. PART . Emofmwmsel.m[urmor

IMMEDIATE CAUSE (Final

the death. Do not ent.r nonspecific

arrest, shock, or heart faliure. List an!y one cause on mh line.

24b. LICENSE NUMBER -

1002964 |

Engel cFuneral
2700 "¥Willowcreek

Portage IN 46368

25. NAME, ADDRESS, AND LICENSE NUMBIEIR OF FUNERAL HOME
ome -

d,
3007893

terms, such as cardiac or respirstory

Approximate
Interval Between
Onset snd Death

disease or condition
resulting in death)
b.

I NI
buE 70 (om%co:%w) /. > /0

Conditions, if any, which gave
rise to the immediate cause,

DUE TO (OR AS A CONSEQUENCE OF)

stating the underlying y
cause last DUE TO (OR AS A CONSEQUENCE OF):
d.
PART il. Cther g to death but not previously stated in Part L. 27. WAS. DECEDENT

W/@W//?W

AAMZ

PERFORMED?

' HOTINGA KAT
COUNTMAUDI

PREGNANT. OR 80 DAYS

POSTPARTU!

(Yes )] @EGG\
N (50 | AKE

DN

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO

MPLETION OF CAUSE
DEATH? (Yes or no)

QR —

29a. CERTIFIER
{Check only
one)

/

Vi

and/or

the time, date, and place, and due to the cause(s) as stated.

ﬂ CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred at 3 3 3 .
D HEALTH OFFICER On 8i5 of ion and/or v, in my opinicn, death occurred at the time, date, and place, and due to the cause(s) as stated.

COHONER On me‘wm

in.my opinion, ‘death occurred at the time. date, and place; and dus to tha ‘cause(s) and manner as stated.

29¢] MEDICAL LICENSE NO.

27| Ol 3396

- '1.-29d. DATE SIGNED/M
ey

Day. Year)

30. NAME AN

Leonard Ostrgyskl

DHESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26)

ype/) In

, ;zp 3125

llowcreek Rd Portage IN:.

!

46368

31. HEALTH OFFICER'S SIGNATURE / /

frlnd

4

2 DATE FILED (Month, Day. Year)

EC'E/WBE:Q 4 1591

33. MANNER OF DEATH

3da. DATE OF INJURY
(Month, Day, Year)

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes or no)

34d. BESCRlBE HOW INJURV OCCURRED

\\ UA{\

[ Natural ] Pending
investigation

[ Accident

7 suicide 0 coutd not be
Determined

0 Homicide

34e. PLACE OF INJURY —At home, farm, street, factory, office
building, etc. (Specify}

ii

34f. LOCATION (Street and Number or Rural Routs Number, City or Town, State) {\ ,\‘
Y

g

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

34h. MOTOR VEHICLE ACCIDENT? (Yes or no)

If yes. specify driver, passenger. pedestrian, etc.

SBHO06-004

State Form 10110 (R2/3-89)

DEA CERT/PD 1



