INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

-00(0

RHONDA BLAINE LOUIE

1. Decedent’s Legal Name (First, M:ddIe Las()

1a. Maiden Last Name (If Female)

VERBICH

2.Sex
F

3. Time Of Death
12:20AM

4. Date Of Death (Month/DayIYear)

MARCH 6, 2010

5. Social Security Number 6a. Age Yrs 6b. Under 1 Year
304-88-8952 41 Months

6c. Under 1 Month
Days

6d Under 1 Day 6e _Under 1 Hour

Hours Minutes

7. Date Of Birth (Month/Day/Year)
December 3, 1968

8. Birthplace {City And State Or Foreign
EAST CHICAGO, INDIANA

Country)

9. EverIn U.S. Armed Forces?

[dYes B No Unknown [J

10. if Death Occurred In A Hospital:
O Inpatient (1 Emergency Department Outpatient [ Dead On Arrival

10a. If Death Occurred Somewhere Other Than A Hospital:

Term Care Facility [J Other (Specify)

(& Hospice Facility &I Decedent's Home [ Nursing Home/Long-

11. Facility Name (If Not Insitution, Give Street And Number)
WILLIAM J. RILEY RESIDENCE

12. City Or Town, State, And Zip Code
MUNSTER, INDIANA 46321

LAKE

13. County Of Death

14. Marital Status At Time th

B Married [ Married, Byl Sgparated [ Divorced
[ Widowed [ Never Married [ Unknown

15. Surviving Spouse's Name 15a, (If Wife)Give Maiden Last Name 16. Decedent’s Usual Occupation 17. Ki siness/industry
GUY LOUIE N/A MANAGER CREDIT UNION
L]
18. Residence - State 18a. County 18b. City Or Town
INDIANA LAKE GRIFFITH o
18c. Street And Number 18d. Apt. No. 18e. Zip Code T8Y Tnside CHly Cimnts? |
524 S. LAFAYETTE ST. 46319 Lot BYes ONo
19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent’s Race
Associate degree (e.g., AA, AS) No, not Spanish/Hispanic/Latino White
22. Father's Name (First, Middle, Last) 23, Mother's Name (First, Middle, Last) athers Maiden ame
JOHN VERBICH Il ROSE VERBICH MCCLELLAN
[ 24. Informant's Name ~243. Relationship Yo Decedent | ailing Tess (Street And Number, City, State, Zip Code
GUY LOUIE HUSBAND 6§24 S. LAFAYETTE ST. GRIFFITH, INDIANA 46319 ‘_
P

25. Place Of Disposition =
25a. Method Of Disposition, D1 Buria [ Cremat 25b. Place Of Disposition (Name Of Cemetery, Creratory; Other Place) 25cf Bocation — City, Town, And State __
[ Donation 1 Entombment [ Removal From State KELLY CARROLL CREMATORY GARY, INDIANA _)—'
3 Other (Specify): Pl
26. Was Coroner Contacted? 27. Name And Complete Address Of Funeral Facility ‘E N 27a. Fullers! Home anense Number
Oves KNo WHITE FUNERAL HOME & CREMATION SERVICE 921 W. 45TH AVE. GRIFFITH, INDIANA 46319 = FH1OGUD026

2N
A

z?reof iang Eyneral Sevyi Ll;&i

27c. License Number (Of igensee)
FD08700086

—_

28. Partl. Enter The Chain Of Evi

Cause Of Death (See Instructions And Examples) et
iseases, Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events

Such As Cardiac Arrest, Respiratory Arrest, Or Vantricular Fibrillation Without Showing The Etiglogy. Do Not Abbreviate. Enter Only One Cause On
A Line. Add Additional Lines If Necessary.

41. Signature, Of Person Certifying Cause Of Death:

Z

Immediate Cause (Final Disease Or Condition Resulting In Death A

Due To (Or As A Consequehce O A N
Sequentially List Conditions, If Any, Leading To The Cause Listed On B. e _ At ey
Line A. Enter The Underlying Cause (Disease Or Injury That Initiated T CpetisRee O WA AT
The Events Resuiting In Death) Last C -

e To (OF A8 A Consequénce ON:

D. 8
Pad Il . Enter Other Significant Conditions Contributing To Death But Not Resulting in The Underfying Cause Give ast | as An OPSY; erfo: 7 CIYes E No
ere AUtopsy ings Avaniabie 10 Com, e Cause amn? El Yes D No
31. Did Tobacco Use Contribute Te Death? 32 If Female: 33. Manner Of Death: =
0O Yes [J Probably B No OJUnknown R Not Pregnant Within E!No(ﬁengmBmvanV\ﬁninQDsysOlDaam [ Naturel [ Hamicide [ Accident [ Pending Investigation
O Not Pregnant, But 3 Unknown If Pragnant Within The Past Year 0 Suicide [ Couid Not Be Determined
34. Date Of Injury (Month/Day/Year) 35. Time Of Injury’ “k“ 'L . Place Of tnjury (E.C., D 's Home, C Site, F Wooded Area) 37. Injury At Work?
OYes [ONo
38. tocation Of Injury - State 38a. City Or Town \4\0\—\“ 38c. Apt. No. 38d. Zip Code
pEG Fel ou
39 Describe How Injury Occurred \_P\Kb 40, If Transportation Injury, Specify:
) B Oriver/Operator [ Passenger [ Pedestrian [ Other {Specify)
4 42. Certifier {Check Only One)

& Certifying Physician (J Coroner (J Hﬂ 25 9’78

43, Name, Address And Zip Code Of Person Cerfifying Cause Of Death:

GHASSAN JANO M.D. 929 RIDGE RD. MUNSTER,

DIANA 46321

44. License Number

d{\\\"q"\ 3\&

45. Date Certified

MARCH 8, 2010

46. Additional Funeral Service Provider.

47.

*Akas:

L=

p— o Z.
e ) i

or Registrar Onl:

Oale Fited (Month/Day/Year):

AR

CcC S

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security # is being requested by Lhis slate agency in order to pursue ifs statutory responsibiily Disclosure 15 voluntary and there will be no

alty for refusal. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-3 7-1-10

<



