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o
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CERTIFIER
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INDIANA STATE DEPARTMENT OF HEALTH
State NOw. ..o

CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PERIC 16-1, 19-3

1. DECEASED - NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATHMonth, Day, Yr.)
Cecelia D. Raven Female 4:57 pm May 23, 2007
4. *SOCIAL SECURITY NUMBER 5a. AGE - Last Bithday |5b. UNDER 1 YEAR 5c. UNDER 1 DAY 6. DATE OF BIRTH(Mo., Day, Yr.} 7 BIRTHPU\CE(CIty and State or Foreign Country)
(Years) Moniths Days | Hours Minutes . gQ N
78 pril29,1929

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN PLACE OF DEATH _ (Check only one See nslrucf:ons)

AUS. VETERAN? U.S. ARMED FORCES? HosPITaL: [ Inpatient OTHER DNursinq Home Olher (Specily)  omeums

No [J eroutpatie [1 00A [] Residence

9b. FACILITY NAME

(if not institution, give street and number)

9¢. CITY, TOWN, OR LOCATION OF DEATH

ST. ANTHONY HOSPICE

CROWN POINT

9d. COUNTY OF DEATH

LAKE &2

10. MARITAL STATUS 1. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSTRESS/INDUSTRY
(Specify) (If wife, give maiden name) done during most of working iife. Do not use retired.) p

Widowed N/A HOMEMAKER AT HOM
13a. RESIDENCE - STATE 13b. COUNTY 13¢. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER

Indiana Lake Crown Point 301 Cedar Street
13e. ZIP CODE | 13f. INSIDE CITY LIMITS [ 14. CITIZEN OF 15.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE— American indian, 17. DECEDENT'S EDUCATION

O No B Yes WHAT COUNTRY? B No [J Yes (I yes, specify Cuban, Black, White, etc. (Specify only highest grade completed)
(Specify)
13g. ON A FARM? Mexican, Puerto Rican, etc.) Elementary/Secondary (0-12) [Cotlege (1-4 or 5+)

46307 No [ Yes [USA White 10| N/A
16. FATHER'S NAME  (Finy, i, Laa) 19. MOTHER'S NAME {First, Middle, Maiden Surname)

JOHN MUSALO FELINIA OSEVICH
20a. INFORMANT'S NAME  (Type/Print) 20b. MAILING ADDRESS (Street and Number o Rural Route Number, City or Town, States3lp Code) 0c. Relationship

Alice I. Raven 301 Cedar Street, Crown Point, IN %%630 QﬁﬂGﬂTER
21a. METHOD OF DISPOSITION [ gniombrment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, of 21e:mpeATlON clygi Tomrsq;(p.

other place) =] :’~. T ‘]

O sunat X cremation [ Removat from State May 26, 2007 1 !

Ooenaton L] other (specity) Northwest Indiana Cremation d%%wn PéihtﬁDInéhana
223. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED TOEORONER?

No  Dvesl:l 2 «3’53
N/A N/A B -
24 NATURE OF FUNERAL DIRECTOR 24b) LICENSE NUMBER 250 INAME, ADDRESS, AND LICENSE NOMBER OF FyN'ERALEgyli.(
i {of Licensee) BURNS FUNERAL HQ}{IE < mg 3 Eb 2445

: Z : /< FD01009461 10101 Broadway, Crown=doint, Indiana

Enter the di

ZS/IART ] injurles, or

IMMEDIATE CAUSE (Final

arrest, shock, or hean failure. List only one.cause on each line.

OBAN A nd

that caused the death. Do ot enter nonspecific terms, such as cardiac of respiralory

disease or condition
resulting in death)

DUE TO {OR AS A CONSEQUENCE OF):

Approximate
Intervat Between
Onset and Death

FILED

PREGNANT OR 90 DAYS’P
POSTPARTUM?

(Yes or no)

No

No

KE‘%:’ or no)

b.
Conditions, if any, which gave DUE TO {OR AS A CONSE QUENCE OF):
rise to the immediate cause 2“\“
stating the undertying c.
cause last DUE TO (OR AS A CONSEQUENCE OF): NA
& i f\l ‘NGA KA
PART Il Other sk -C ntributing to death but not previously stated in Part | 27. WAS DECEDENT Nt N éqé Q%RELX{JTOPSY FINDINGS

AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

No

29a. CERTIFIER
(Check only

one)

D HEALTH OFFICER_On the basis of

ion and/or i

CERTIFYING PHYSICIAN To the best of my knowledge. death occurred at the time. date, and place. and due lo the cause(s) as stated.

in my opinion, death accurred at the time, date, and place, and due to the cause(s) as stated.

[:| CORONER  On the basis of examination and/or kivestigation, in my opinion, death occurred at the time, date, and place, and due to the cause(s) and manner as stated.

F CERTIFIER >

2%, SIGNA{L%{ fimu

Wor

29¢. MEDICAL LICENSE NO.

oLalF 83 A

299. DATE[!GNED( th, Day, Year)

30. NAME AND'RUDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26)Type/Print)

MAR ©5 2010

DR. ERIN VICARI, 2050 MAIN ST., SUITE F, -oROW QOINTT IN-46307
31. HEALTH OFFICER'S SIGNATURE VDT@:; f éo . T (: jl.i t kx?%}: V)Et%y FILED (Month, Day.'Year)
S e 7 SO QS e/
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED i / /
(Month, Day, Year) INJURY (Yés or o) I‘ l (7%)

O Naturat d Pend_ing' C S
D) accder 34e. PLACE OF INJURY — At home, farm, street, factory, dffice 34 LOCATION (Street and Number or Rural Route Number | Ciy o Town, State)

O sucde [ couid ot be building, etc. (Specity) 1

3 Homiciae Determined :

349. DATE PRONOUNCED DEAD (Month, Day, Year)

34h. MOTOR VEHICLE ACCIDENT?(Yes or No) if

i

Fa
X

570F

SDH06-004

State Form 10110

(R4/3-93) Deathcer/PD 1



