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| PORTER COUNTY

CERTIFICATE OF DEATH

OG-
00 O

PORTER COUNTY HEALTH DEPARTMENT
155 Indiana Ave.

Valparais

Suite 104

o, IN 46383

TYPE/PRINT | - DECEASED-NAME (Fist Midde Last 2 8EX 3a TIME OF DEATH | db. DATE OF DEATH pdorm Ouy 1
IN RHEBA M. RANS Female 9:05AM June 22, 1997
4 SOCIAL SECURITY NUMBER 58 AGE - Last Brinday | 8b AIYEAR | Bc. UNDER) DAY | 6 DATE OF BIRTH (Mo Day Y1) 7. BIRTHPLACE (Ciy and State or Foreign Gountry)
PERMANENT, (Yoars) Morthe  Days Hows  Minutes ) .
BLACK INK 309-42-6562 56 May 13, 1941 Hobart, Indiana
s WAS DECEDENT . YEAR LAST SERVED IN 98 PLACE OF DEATH (Check only one. Ses Instructions)
A US, VETERAN? U.8. ARMED FORCES HOSPITAL D
inpatierit omveR I  NusingHome [T Other (Specity)
No N/A [1 eroupstiert [T DOA O
. FACILITY NAME  (If not institution, give strest and number) 8c. CITY TOWN OR LOCATION OF DEATH 9d COUNTY OF DEATH
DECEDENT VNA Mary Bartz Hospice Center Valparaiso Porter
10. MARITAL STATUS 11. SURVIVING SPOUSE 120 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS INDUSTRY
{Specify) {11 wite, give maiden name) done during most of working ife, Do_mtmmhd)
Married Robert Rans Bank Teller Banking
13a RESIDENCE - STATE 13%. COUNTY 13¢c. CITY TOWN OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Hobart 1250 Rand Street
13e. ZIP CODE | 131 INSIDE CITY LIMITS | 14. CMMIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE - American incien 17. DECEDENT'S EDUCATION
im Yoo WHAT COUNTRY? X No [ Yes (f yos specity Cuban, Biack, White, otc, highest grade compisted)
13g. ON A FARM? Mexican, Pustto Ficen, etc) (Specity) Elementary/Secondary (0-12) Colege (14 of 5+)
46342 @ No I ves USA White 12
PARENTS 18. FATHER'S NAME (First, Middllo, Las) 19. MOTHER'S NAME (First, Midile, Meiclen Sumeme)
Kenneth Stowers Alta Walters
INFORMANT 208, INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Routs Number, Gity o Town, State, Zip Code) 20c. Relationship
) "ﬁ' Robert Rans 1250 Rand Street, Hobart, IN 46342 Husband
2ta METHOD OF DISPOSITION [ Entombment 21b. DATE Mﬁag PLACE OF DISPOSITION (Name of cometery, crematory or 2. LOCATION - City or Town State
(8 ewie [ crematon [T Removl from State Jun 25, 1997
[T vonston [T orer pecity Calumet Park Cemetery Merrillville, indiana
DISPOSITION | 22 EMBALMER'S NAME 22, EMBALMER'S LICENSE NO, 23 WAS DEATH REPORTED TO CORONER?
James J. Krause FDO1006463 Wwe O ve
24n JATURE OF FUNERAL DIRECT] 24b, LICENSE NUMBER 25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME
L (ot Botnedt FH83003089
Rees Funeral Home, Inc.
0.0 N FDO1006463 600 W. OldRidge Road , Hobarp}y 46342
2 i Enter the ciseksed injuries or complications that caused the desth. Do not entr nonspecific ferms such a8 cardiec of respiratory p Approximate
amest, shock, 3¢ hoart faiure. List only oneicauss on each ine] Interval Between
- - Oneet and Deaty
IMMEDIATE CAUSE (Fina a __W/ 6 3(“4 w e~ SN2 Litoma
dissase or condition DUE TO (OR AS A CONSEQUENCE OF) 1/
CAUSE OF resuiting In doeth b, £l
DEATH i jons f sy which gavs_ | DUE TO (OR AS A CONSEQUENCE OF) =y
fise to the immediate cause ¢ w
“ stating the underlying DUE TO (OR AS A CONSEQUENCE OF)
cause Jast d w
;
PART Il Other significant conditions - Conditions contributing to death but rot previousty stated in Part 1. 27. WAS DECEDENT 208 WAS AN AUTOPSY ZmHE AUTOPSY FINDINGS
PREGNANT OR 50 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Ye3 or no) COMPLETION OF CAUSE
{Yes or no} OF DEATH? (Yes or no)
No No No
292 ?EBT'FE:Y ﬁl CERTIFYING PHYSICIAN To the best of my knowledge, death occurred et the time, date, and place and dus 10 the cause(s) &s stated,
one) [0 HEALTH OFFICER On the basis of examination anvdior investigation in my opinion death occurred at the time, date, and place and due to the cause(s) a8 staled.
1 coroNer On the basis of examination and/or investigation in my opinion death ocourred at the time, dde, and place and due to the MWW@;&M\ X
20b. SIGNATURE AND TITLE OF CERTIFIER ~ 20c. MEDICAL LICENSE NO (“' :ﬁ
CEATIFIER L} Z
Dasg b .Céam Mo Q103424
30, NAME AND ADDRESS OF PERSON WHO GOMPLETED CXUSE bff DEATH (TEM 28) (Type/Print
Mary Klein MD, 1190 N. State Road 49, Chesterton, IN 46304
HEALTH 3. HEALTH ER'S SI%TUH
OFFICER » %Oﬁw/':z, 758
33 MANNER OF DEATH 34a DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK?
{Month Day Year) INJURY (Yos or no)
3 Netws [ Pending
Investigation
[T Accident 34, PLACE.OF INJURY - At home, farm, sirest, factory, office
[1 sucide [ Coudnotbe buiiding. otc. (Spacity)
Determined
[J Homicide
34g. DATE PRONOUNCED DEAD (Month, Day, Yesr) 34h. MOTOR VEHICLE ACCIDENT? (Yss or no) It yes spscify driver, passenger, psdestrian, eto,
SDHO08-004 State Form 10110-04 (R4 / 3-0%) DEATHCERPD 1



