Local No(.;&.\ ........ (ﬁ

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

................ State No
1. Decedent's Legal Name (First, Middle, Last) 1a. Maiden Last Name (If Fernate) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)
JAMES B. WILLIAMSON SR. M 11:00A MARCH 13, 2008
5. Social Security Number 6a._Age Yrs Bb._Under 1 Year Bc._Under 1 Month 8d._Under 1 Day Be, Under 1 Hour 7. Date Of Birth (Momh!Daleear) 8. Birthplace (City And State Or Foreign Country)
304-32-9081 74 Moriths Days Hours Minutes September 18, 1933 HAMMOND, INDIANA
8. Ever InU.S. Armed Forces? 10. if Death Occurred In A Hospital: 10a. if Death Occurred Somewhere Other Than A Hospital: o Hospice Facility [ Decedents Home O Nursing Ho ng-
[JYes FQNo Unknown [ | B inpatient £J Emergency Dep t Outpatient [] Dead On Arrival Term Care Facility (71 Other (Specify) AN 2
7. Faciity Name (¥ Not institution, Give Street And Number) Nand
COMMUNITY HOSPITAL <D
12. City Or Town, State, And Zip Code 13. County Of Death 14. Marital aauﬁgt Dealh
MUNSTER, INDIANA 46321 LAKE B3 Married [ Marrj t Separated [ Divorced
[ Widowed 1 b:% 3 Unknown
15. Surviving Spouse's Name 15a. (If Wife)Give Maiden Last Name 18. Decedent’s Usual Occupation 1 Of Business/Industry
JOSEPHINE WILLIAMSON IVKO SUPERVISOR LYW"STEEL COMPANY
(o)
18. Residence — State 18a. County 18b. City Or Town .
INDIANA LAKE MUNSTER '
wn
18c. Street And Number 18d. Apt. No. 18e. Zip Code TET. Tisige Oy Dnis?
242 BRIAR LANE NA 46321 BYes Do
19. Decedent’s Education 20. Decedent Of Hispanic Origin 21. Decedent’s Race
High school graduate or GED completed No, not Spanish/Hispanic/Latino White
22. Fathers Name (First, Middle, Last) 23. Mother's Name (First, Middie, Last) . ’:a s Maden ame
OMER WILLIAMSON FRANCES WILLIAMSON ﬁEELg .“ o
ey — (]
“Z4Tomants Name &3 Relauonsmip 1o Decedent | I 24b WG Address (Street And Number, City, State, Zip Code) Ky
o 4 f?-‘ {“t‘; 3’»"
JOSEPHINE J. WILLIAMSON WIFE 242 BRIAR LANE MUNSTER, IN 46321 3 b . 3}
Mk e O
25/ Place Of Disposition e i 2 L
25a. Method Of Disposition. 1 8urial [1C s 25b. Place Of Di (Name OF C y, C y, Other Place) 25¢. Location —~ City, Town, And State ':.,C’}J - [¥»] ;%} o w
O Donation [J Entombment T3 Removal From State | CHAPEL LAWN MEMORIAL GARDENS SCHERERVILLE; INDIANA N @
D0 Other (Speciy): oy 2 =z
26. Was Coroner Contacted? 27. Name And Compiete Address Of Funerai Facility el 3] . Fu nse Number:
[ Yes m No CHAPEL LAWN FUNERALHOME 8178 S: CLINE.AVE. SCHERERVILLE, INDIANA 46375 @1 % ;

27c. License Number

FD20500§

28. Part . Enter The Chain Of Events—Diseases, Injuries, Or Complications—Thi
Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Sh

A Line. Add Additional Lines If Necessary.

Immediate Cause (Final Disease Or Condition Resulting in Death

Sequentially List Conditions, i Any, Leading To The Cause Listed On
Line A. Enter The Underlying Cause (Disease Or Injury That Initiated

The Events Resulting In Death) Last

A

Cause |’Deatl'l (See Instructions And Examples)

Acute L iver

at Pirectly Caused The Death, Do Not Enter Terminal Events
The Etiology. Do Not Abbreviate. Enter Only One Cause On

NOV

(e ( OV

Approximate
Interval: Onset
To Death

2008

B.

Cc'idgf wlo Dty

Due To (Or As A Conseguence

" PEGGY HOLINGA KATONA

Cc

$™""Due To (Or As A Consequence Of):

Al ph2<phe W Nid

Ot

WeQUNTY AUDITOR

P e

D.

Due To (Of As A Consequence Of):

VV\OW(

Part ii. Enter Other Significant Conditions Contributi

To Death But Not Resutting In The Underlying Cause Given In Part |

e, NIDDW , COkD

a5 AN AUTOpsy Pertonned?

31. Did Tobacco Use Contribute To Death?

U Yes [ Probaly £ No ElUnknown

32.if Female:

[ Not Pragnant Within Past Year 3 Pregnant At Time Of Death L] Not

But Pregnant Within 42 Days Of Death

33. Manner Of Death:

1A Natural [ Homicide

34, Date Of injury (Month/Day/Year)

L CON

35. Time Of njlgry

Y

vt
38. Location Of injury - State

]
FILE N0 E 7

38a. City Or Town

5/7

Pregnant,
3 Not Pregnent, But Pregnant 43 Days To 1 Year Before Death Dl Unknown If Pregnant Within The Past Year
38. Place Of Injury (E.G., s

OYes [ No
30, Were Kﬁ!opsy Fmamgs Avallable fo Comp gie The Cause OF Uealh?

D Sulcide [ Could Not Be Determined

O No

O Yes

37. Injury At Work?

/ 2 ONo

PE

5GY HOLNGA KATNA

v P G T )

39 Describe How Injury Occurred

.

[s]

[

41. Signature, Of Person Certifying Gause Of Death:
TG ]

ja]
42. Certifier Checkt‘Only One)

11

4] If Trahspofiationrijuiyl €

I3 Podestrian EJ Other {Specify}

I/ Certiying Physician [ Coroner [ Health Offcer

P e VA
73/ fMD;ﬂ

43. Name, Address And Zip Code Of Pe})son Certifying Cause Of Death:
A fau) BrvD. ,.;,(.,c-h,w.uﬁ y s{[,})%

44 License Number

O (O4I-H 5

45, Date Certified

3[7CSE )

48. Additiona! Funeral Service Provider:

47. *Akas:

48. Sagnature of Local Health Officer:

) - Vja 7“ D.o.

49. For Registrar Only — Date Filed (Month/Day/Year).

UTaach L o900

N
%

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Socisl Security # is being requested by this state agency in ordes to pursuo s Statutory responsibiity. Disclosure 2 18 voluntary and there wik be no pemalty for refusll. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

017843




