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CERTIFICATE OF DEATH

INDIANA STATE DEPARTMENT OF HEALTH

State No..............

1. Decedent's Legal Name (First, Middie, Last) 1a. Maiden Last Name (If Female) 2. Sex 3. Time Of Death 4 Date Of Dealh (Mcnth/Day/Year)
Carole Joyce Boroughs Olson Female | 9:09 a.m. |January 4, 2010
5. Social Security Number 6a. Age - Yrs 6b. Under 1 Year 6c. Under T Month 6d. Under 1 Day 8e. Under 1 Hour 7. Date Of Birth (Month/Day/Year) 8. Birthplace (City And State Or Foreign Country)
315-12-6147 86 | Mot Oays Hours Hinvtes June 7, 1923 | Duluth, Minnesota
9. Ever_l-r: U.S. Armed Forces? 10. if Death Occurred In A Hospital: 10a. If Death Occurred Semewhere Other Than A Hospital:
1 Yes _ENO Unknown [ [ Inpatient [ Emergency Department Outpatient [ Dead On Arrval L] Hospice Facilty [ Decedent's Home [ Nursing Home/Long-Term Care Ea&yl]] Other (Specify)
11. Facility Name (If Nof Institution, Give Street And Number) ‘ g
Community Hospital w—
12. City Or Town, State, And Zip Code 13. County Of Death 14. Marital %A( Time Of Death
. [ Married [] Married, But Separated [ Divorced
Munster, Indiana 46321 Lake Nover arid. L3
15. Surviving Spouse’s Name 15a. (If Wife)Give Maiden Last Name 16. D 's Usual O
None - Homemaker
18. Residence ~ State 18a. County 18b. City Or Town
Indiana Lake Schererville
18c. Street And Number 18d. Apt.No. T8t Inside Cify Gimits? |
. Yes O No
1329 Charlevoix Way - 46375 X
18. Decedent’s Education 20. Decedent Of Hispanic Origin 21. Decedent's Race
High School Graduate No White
22. Father's Name (First, Middle, Last) 23. Mother's Name (First, Middle, Last) other's Maiden Last Name
Robert Olson, Sr. Lillian Olson Hgndrlcks
24 Thformant's Name "24a Relatiohship 70 Decedent | ailing ress (Street Anid Number, City, State, Zip Code) o K
@ = e
Brooke Boroughs Daughter 1329 Charlevoix Way, Schere;rv1l%‘e, LN
Sy oo

25. Place Of Disposition

,.a

25a. Method Of Disposition.

Burial [ Cremation [] Donation [ Entombment
Removal From State

25b. Place Of Disposition (Name OF Cemetery, Crematory, Other Place)

January 8, 2010

25¢. Location - City, Town, And State C 5

Immediate Cause (Final Disease Or Condition Resulting In Death

[ Other (Specity): Chapel Lawn Memorial Gardens
26. Was Coroner Contacted? 27. Name And Complete Address OFf Funeral Facility A u farfie License Number:
Ove g Anthony & Dziadowicz F 1H o145 Calumet Avenu&'c, o §§002916

es o :

nt ony zZladowlicz unera ome Munster s Indiana 46 P gt
27b. Signature Of Indiana Fu(n:? Service Licinsee: ] 2e. License Number (Of Bﬁénsee): T 5:'3 -
Aoy A At 01001447
4 V Cause Of Death (See Instructi And E: ples)

28, Part I. Enter The Chain Of Events—Diseases, Injuries, Or Comphcattons——-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. C\ \ To Death

4rﬂ4!oﬂh/ PG /6(‘(‘4 S7L

Sequentially List Conditions, If Any, Leading To The Cause Listed On B.

eTo(OiAsAC
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Line A. Enter The Underlying Cause (Disease Or Injury That Initiated
The Events Resulting In Death). Last
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Part il. Enter Other Significant Conditions Gontribufing 7o Death But Not Restlting in The Und'erlyln

(B shoAoe L ir

/’)/544 o, keart ,6'/(,,,,&

g Cause Given In Part {

i tria? E 3

errorme:

ere Aufopsy Findings Avatable [0 Complets

K]l.\'lo

e Lause

DYes

eatn’

[ Yes G No

32 ° Female

31, Did Tobacco Use Contribute T

O Yes 1 Probably 01 No ClUnknown

Lot Pregnant Within Past Year [ Pregnant At Time Of
I Not Pregnant, But Pregnant 43 Days To 1 Year Before Dedl

33.

Manner Of Death:

d ot Be Determined

COMMU

—

ITYTITLE COMPARY

34. Date Of Injury (Month/Day/Year) 35, Time Of Injury é% I Tér} i}}" ‘P[/HL{ ON F!l ? !” t, Wooded Area) 37. Injury At Work?
4 0
LAKE COUNTY HEATH DEPRTMENT e OYes CNo
38. Location Of Injury - State 38a. City Or Town 38b. Street & Number 38c. Apt. No. ip Code

39 Describe How Injury Occurred

FLE O X 43988

M/)/)/YV)/\

ation Injury, Specify:

[J Passenger [T Pedestrian [T Other (Specify) Crw

40. If Transport

O Driver/Operatol

42. Certifier (Ch:

XX Certifying Physician [

eck Only One)

oroner [J Health Officer

A N\ g v
43. Name, Address And Zip Code Of Person Certifying Cause Of Deat

C.R. Smith, D.0., 801 MacArthur Blvd., Munsyt, 11528l 46321

45. Date Certified

January 5, 2010

44. License Number
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46. Additional Funeral Service Provider:

48. Signature of Local Health Officer: D .A
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47. "Akas:

ar Only = Uate Fié [or] aYIYEar):
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State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security #i5 being requested by this state ag%@

SRETR

esponsibility. Disclosure is voluntary and there will e n@or refusal. THE RECORDS IN THIS s%wes 'ARY;, CONFIDENTIAL PER IC 16-3 7-1.10



