INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

v 00T 000032
Ay e 08003 0096

State No... . tereaenans e caenen

1. Decedent’s Legal Name (First, Middle, Last) 1a. Maiden Last Name (If Female}) 2. Sex 3. Time Of Death 4 D-ate of Death (Month/DayIYear)
Samuel E. Trevino - Male 11:06 am |[Dec. 1, 2009
5. Social Security Number 6a. Age — Yrs 8b. Under 1 Year 6c. Under 1 Month 6d. Under 1 Day 6e. Under 1 Hour 7. Date Of Birth (Month/Day/Year) 8. Birthplace (City And State Or Foreign Country)
449-64-5190| 72 Mantrs Days Hours Hinutes Aug.15, 1937 Mexico
9. Ever in U.S. Armed Forces? 10. if Death Occurred In A Hospital: 10a. If Death Occurred Somewhere Other Than A Hospital:
O Yes No Unknown [ [ Inpatient 1 Emergency Depariment Outpatient [] Dead On Arrival [ Hospice Facility [ Decedent's Home [ Nursing HomefLong-Term Care Facility [ Other {Specify)
11. Facility Name (if Not Institution, Give Street And Number)
Southlake Methodist Hospital
12. City Or Town, State, And Zip Code 13. County Of Death 14, Maritat Staﬁume Of Death
. . . Aaried 1 IQE@ But Separated {1 Divorced
Merrillville, Indiana 46410 Lake [ Widowed L] powg Martied [ Unkown
15. Surviving Spouse'’s Name 15a. (If Wife)Give Maiden Last Name 16. Decedent's Usual Occupation 17. Kind OfB ssfindustry
Elena Trevino Martinez Sandman Operatar Inland Steel Company

18. Residence - Stafe 18a. County 18b. City Or Town Low ]

. . . <0

Indiana Lake Merrillville.
18c. Street And Number 18d. Apt. No. 18e. Zip Coﬂe BT Tnside City Limits 7
1 K Yes [No
6155 Cleveland Street - 464
19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent’s Race .,
Elementary - 6 Yes — Mexican White
22. Father's Name (First, Middle, Last) 23. Mother's Name (First, Middle, Last) Z3a. Mothers Maiden Last Name
S ——Raul— TEevine— ~—————t-—Guadalupe Trevimo — Montemayor
|2 Tatormant's Name 23a. Relationsnip 1o Decedert | ainng ress (Street And Number, City, State, Zip Code,
Elena Trevino Wife 6155 Cleveland Street, Merrillville, Indina 46410
1 25. Plage,Of Disposition ‘Eﬁ g
25a. Method Of Disposition. 25b. Place Of Disposition (Name Of Cémetery, Crematory, Other Place) 25¢.\.Location — Gity Town, And State
Burial [ Cremation [J Donation [} Entombment December. 5 3 200 9 gy ”
Removal From State CalumeftyPark Cemetery Merrlllv1lle, In@'"ha
[3 Other (Specify): .
26. Was Coroner Contacted? 27. Name And Complete Address Of Funeral Facility 7a Funerag;ne chense Number:
OYes Ko FIFE FUNERALMHOME, ) TNC. ] 2 FH%BG%LSIZ
4201 Indianapolis Blvd., East Chicago, Indiana 46312 by
W

27b. Signature Of Indiana Funeral Sgrvice Licensee: ;a
MZ ”~ T i FDO 10593667

27c. License Number (Of

Line A. Enter The Underlying Cause (Disease Or

Cause Of Death (See Instructions And Exampl m ™
28. Part ! Enter The Chain Of Events—Diseases, Injuries, Or Complications—That Directly Caused The Death; Do Not Enter Terrnlnal Events -— Approximate
Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology. Do Not Abbreviate. Enter Only @ne Cause On - Interval: Onset
A Line. Add Additional Lines If Necessary. J V To Dgéth»
Immediate Cause (Final Disease Or Condition Resulting In Death A. a 4; /z' W

Sequentially List Conditions, If Any, Leading To The Cause Listed On B.

Dfie To {Or As A Conseguence Of):

Injury That Initiated Bue Te {Or As A Consequence O

The Events Resuiting In Death) Last @
Due To (O A% A Consequence OF):
D.
Partil. Enter Other Significant Conditions Contributing To Death But Not Resufting In The Underlying Cause Given In Part | 79 Was An Autopsy Performed? ClVes E No
Ere Autopsy Findings Available 16 Compléte The Cause eath? ClYes LNo
31. Did Tobacco Use Contribute To Death? 32 If Female: 33. Manner Of Death:
[ Yes {3 Probably {1 No CItnknown [ Not Pregnant Within Past Year ([ Pregnant At Time Of Deatti 1 Not Pragnant, But Pregnant Within 42 Days Of Death }g Natural .3 Homicide [J Accident [ Pending Investigation
[3 Not Pregnant, But Pregnant 43 Days To 1 Year Before Death L] Unknown if Pregnant Within The Past Year [ Suicide [T Could Not Be Determined
34. Date Of Injury (Month/Day/Year)

35. Time Of Injury 36. Place Of njury (E.G., Decedent’s Home, Construction Site, Restaurant, Wooded Area) 37. Injury At Work?

38. Location Of injury - State

IS ATRUE AND COMPLETE OYes Oto

HOW FLEWITH THE 3o APt No | 98 ZpCede % \\

38a. City Or Town

38 Describe How Injury Occurred

40. If Transpprtation Injury, Specify:
L1 Driver/Opergtor [ Passenger LI Pedestrian [ Other {Specify) Q

41. Signature, Of Person Certifying Cause Of Death:

42. Certifier (Check Only Ong)

@Ceﬂlfymg Physician (3 {jCoroner [ Health Officer (\ /\(7

43. Name, Address And Zip Code Of Person Certifying Cause Of Death: %&w\) ‘K\Gpﬂ“\)‘n\'&@‘* 4; L:: e tumber 5 Bate Cored ™~
P2 . Swan- 300 E. 967 Prace MEP&ILLWLLé B AN BN 5V T 00 Jo il/ﬂ/é?

48. Additional Funeral Service Provider:

4

\) : 47. *Akas:

5‘"

€'1¢(3

48. Signature of Lacal Health Officer:

oF Registrar Only — Date File EYACTIH

021483 %ZCW 3.20P

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security #1s being requested by this state agency in order to pursue its statutory responsibility. Disclosure is voluntary and there will be no penaity for refusal. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-3 7-1-10



