INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH
45 0§ ~lp -HOF-02 A 00000
Local No........ 09 0496 -0 9 ‘02’ 555 -@sz ’090 Ogtate No..

1 Decedent’s Legal Name (Fist. Middie, Last) 1a Maiden Last Name {if Female) 2. Sex 3 Time Of Death \ 4 Yate OV Death (Mon!h}DayNear)

JAMES E. Clay Male 2:39 PM | September 25, 2009
5 Social Security Number Ba Age- Yrs 6b Under 1 Year 6¢ Under 1 Month 6d Under 1 Day 6e Unaer 1 Hour l 7. Date Of Birth (Manth/Day/ Year) 8 Birtnplace (City And State Or Foreign Country)
Minut . . .
411-38-8781 78 wors oays s | April 13, 1931 | Union City,Tennessee
9 EverInU.S. Armed Forces? 10 If Death Occurred In A Hospitat 10a if Death Occurred Somewhere Other Than A Hospita!
O Yes X Ho Unknown [J O Inpatient {0 Emergency Department Qutpatient (T Dead On Armval O Hospice Facitly {0 Decedent's Home [ Hursing HomefLorgTem Care Faciy O ommc\m

11 Facility Name {If Not Institution, Give Street And Number)

Lo )

Methodist Northlake Hospital ——
12 City Or Town, Stale, And Zip Code 43 County Cf Death 14 Marital Status At Tim@ea\h
. Marned {7 Marned. But Separated (J Divorced
Gary ’ Indiana 46404 Lake O Widowed [ Hever O Unknown
15 Surviving Spouse's Name 15a (If Wife)Give Maiden Last Name 16 Decedent's Usual Occupation 17 Kind Of Business/Industry
Carrie L Cla !
y Station Operator U.S. Stéwd
18 Residence - State 18a County 18k City Or Town
Indiana Lake Gary N
r_ Y
18c_ Sireet And Number 18d Apt No 18e Zip Code Wammd | 187 Mside City Limils?
Yes [ Mo
3684 Johnson Street 46408
PDecedent’ alwn 20 Decedent Of Hispanic Origin 21 Decedent's Race
High"8§chool Graduate /
GED Non-Hispanic Black
22 Father's Name (First, Middle, Last) 23 Mother's Name (First, Middle, Last) 3@ Mothers Maiden [a5T Name
Jimmie Clay Lena Clax \Qrosg " en
24 Tnformant'’s Narme 24a ~"Refationship To Deceden ailing ress (Streel umber, Ty, Stale, Zip Code) @ — —d
—r- .
Carrie L Clay <’“ Wife r—> 3684, Johnson Street Gary, Inﬂxé Wm @ —+
! 25.Place Of Disposition P o YL
25a. Method Of Disposition 25p Place Of Disposition {Name Of Cemetery, Crematory, Other Place) 25c. Location — City, Town, And State — . 2
w 20
K] Bunal [J Cremation [ Donation [J Entombment po c____.
] Removal From State 5 =4 I» ;UC: *x
[ Other (Specify) Evergreen Memorial Park Hobart,Indiana 46342\-) =0
26 Was Coroner Contacted? 27 Name And Complete Address Of Funeral Facility J:il 27a, ral Hogrey s mber.
Smith, Bizzell & Warner Funeral Home j- g -l
O Yes X]MNo 4209 & £ s 2 m ¢e xX
. . » 0 ran treet) Gary;Indiana 146408 F 5¢802
27b. Signature Of Indiana Funejal Service Licensef. 27¢ License Number (Of Licensee): N
FD29700057
/ Cause Of Death (See Instructions And Examples)
28. Part). Enter Phe Chain Of Events—Diseases, Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events Approximate
Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing-The Etiology. Do Not Abbreviate. Enter Only One Cause On Interval: Onset
A Line. Add Additional Lines if Necessary. ~ To Death
Immediate Cause (Final Disease Or Condition Resutting In Death A ~NC e i< AN~y
M Due To (Or A5 A Consequence Of)
B\E & ( Lo Ca AN B
Sequentially List Conditions, If Any, Leading To The Cause Listed On 8. 'LM =
Line A. Enter The Underiying Cause (Disease Or Injury That Initiated BEEEE A= A CozeuceeSl
The Events Resulting In Death) Last [}
Due To (Or As A Conseauence Off
rt 1) Enter Other Significant Conditions Confributing To Death But Not Resulting In The Und‘ jng Cause Given In Part 1 25 VVas An Aclopsy Performed? JYes E‘NO J
iy = Mevle A e COves o
=~ Ve calor  dasease
31 Did Tobacco Use Contribute To Death? 32.lf Female 33 Manner Of Death

0O Yes O Probably 0] No wnom 0 1ot Pregnant Wittin Past Year O Pregnant ALTime Of Deatn [ Mol Pregnant, But Pregniant Within 42 Days Of Death malu,a\ O Homiode {3 Accident [3 Pending Investigalion
M O Hol Pregnant, But Pregnant 43 Days To 1 Year Belere Death — TJUrknown if Pregnant Within The Past Year 7 Sucde [ Couid ot Be Delermned

34 Date Of injury (Month/Day/Year) 35 Time Of Injury 36 PIaoejA\N?E.', Bcem“e, Construction Site, Restaurant, Wooded Area) 37 Injury At Work?
.
< OYes O No
Sept A5, 2871

38 Location Of Injury - State 38z City Or Town a)EGm&HDeLINGA KATONA 38c Apt No 383 Zp Code
LAKE_ COUNTY AUDITQR

o a

Faul

39 Desgupe How Injury Occurred

40 If Transportation Injury, Specify C 5

O onver/Operator [ Passenger [ Pedestrian [J Other (Specify)

[/ OV

42 Certifier (Check Only Cne) ’ l
)éCemfymg Physician [ Coroner [J Health Officer j%

44 License Number 45 Date Certified

Inv 4649 019377773 10/}@/"‘7

46 Adaitional Funeral Service Frovider . /] m 47 *Akas
A

4& Signature of Local Health 49 For Registrar Only = Dale Filed (Month/Day/Year)

ot 21 10 000423
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