.CNTION ESTATE: The Social Security # is

g requested by this state agency in order to

aursue its statutory responsibility. Disclosure is
roluntary and there will be no penatty for refusal. Q

INDIANA STATE DEPARTMENT OF HEALTH

ocalNo. D/ D I—0 CERTIFICATE OF DEATH State No.
- LA :,5 ™~ A AN D
THE RECOFRS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 SO -077- /3. B4 3. O . OO -0
I'YPE IPRINT 1. DECEASED-NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month, Day, Y}
IN M. Sarah Smith Female 12:33PM December 29, 2006
PERMANENT] # SOG!AL SECURITY NUMBER 5a. AGE-LastBirthday | Sb.UNDER1YEAR | Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Yrj | 7. BIRTHPLAGE (City and State or Forelgn Country)
(Years) Months™  Days Hours Minutes
BLACK INK | 314-52-9504 59 March 25, 1947 Morganfield, Kentucky
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9. PLACE OF DEATH (Cheok only one. See Instructions.)
A U.S. VETERAN? U.S. ARMED FORCES?
tospital, X inpatent OTHER [T Nursing Home [ otner (speciny)
No no 0 ER/Outpatient ] poa [ Residence
8b. FACILITY NAME (If riot institution, give street and number) 9c. CITY, TOWN, OR LOCATION OF DEATH 94. COUNYOF DEATH
DECEDENT
St. Margaret-Mercy South Dyer Lake=
10. MARITAL STATUS 1. SURVIVING SPOUSE 12a. DECEDENT S USUAL OCCUPATION (Give kind of work | 12b. KIND"SP™BUSINESS/INDUSTRY
{Specify) {if wifs, give maiden name) done during most of working life. Do not use retired)
Married James Homemaker Own$Heme
13a. RESIDENCE-STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER :
. . o
Indiana Lake Gary 2719 King Street .
13a. ZIP CODE | 131. INSIDE CITY LIMITS | 14. CITIZEN OF 15. AS DECEDENT OF HISPANIC ORIGIN? 16. RACE-American Indian, 1? Dtceoeurs EDUCATION
OOno M Yes WHAT COUNTRY?| M No [ves (If yes, specify Cuban, Black, White, etc. (SpBPnty highe'st grade completed)
139. ON A FARM? Mexican, Puerto Rican, et} {Spocity} Elementary/Seaggliary (6-12) | College (1-4 or 5+)
46406 B No [ ves USA White )
PARENTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Middie, Maiden Sumame) €3
John Jones Mary  Shuck ]
INFORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Strest and Number or Rural Routs Number, City or Town, State, Zip Code) 20c. Relationship
James Smith 2719 King Street, Gary, Indiana 46406 Husband
21a. METHOD OF DISPOSITION  |_] Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21¢. LOCATION-City or Town, State
B surial [0 cremation [ removal from State other place) January 3, 2007 ~
Dl oonaton L] othr spec Calumet Park Cemetery Ghry, IndBna « .,
DISPOSITION |22a. EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED 0 EORONEE £ e 0
. % vy
Targ Wright FD20400058 Mw Dvegs M My
24b. LICENSE NUMBER 25, NAME, ADDRESS, AND ucg'ps NUMBER OF FUNERA&@E_: '
(of Licensee) Kuiper Funeral Hone <0 :
9039 Kleinman Road:
FD08800305 Highland, IN 4632
26. PART 1. Enter the diseases, injurles, o;:rﬁcaﬁons at caused the death. Do ot enter nonspecific terms, such as cardiac o wr&}ﬁ@lm i) ) Tl
amest, shock, or heart failure. List’only one cause gp each fine. . COpY OF { Stween
: . . AKE COUNTY vz Death
IMMEDIATE CAUSE (Final a ,\m {Le M%[/\.&M“ﬂ g
disease or condition
DUE TO (OR AS A CONSEQUENCE OF):
CAUSE OF  |resuting in deat) \ Coma
DEATH Conditions if any, which gave DUE T (OR AS A CONSEQWENCE OF):
::e to the immediate cause, . IA XZ AYWrAa A/\)\_Q/ b 1
ating the underlying =4
cause last, DUE TG (OR AS A CONSEQUENCE OF):
d. i
]
PART iI. Other significant conditions - Conditions contributing to death but not previously stated in Part I, 27. WAS DECEDENT "™ Fimk?i’ﬂ‘"ﬁﬂ‘i‘b‘ﬁs’?*‘m“ ‘YBEWERE*AWGPSY-'FINBMEGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
{Yes orno) OF DEATH? (Yes or no)
No No
29a. CERTIFIER D CERTIFYING PHYSICIAN To the best of my knowledge, death occurred at the time, date, and place, and due to the cause(s) as stated.
{check onl)
,:.,e)c v D HEALTH OFFICER On the basis of andfor in my opinion, death occumed at the time, date, and place, and due to the cause(s) as stated.
D CORONER On the basis of 1‘ m ‘ andfor ¥ In my opinian, death occurred st the time, date, and place, and due to the cause(s) and manner as stated.
: 20b. SIGNATURE AND TITLE OF CERTIFIER 26¢. MEDICAL LICENSE NO 28d. DATE SIGNED (Month, Day, Year)
CERTIFIER P 5
O X759 A | - 2-07
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print) !
DR, SHiV SBARMA . 5815 CALUMET AVE. HAMMOND TNDIiANA 46320
HEALTH 31. HEALTH OFFICER'S SIGNATURE 7 S : D 3 T 32. DATE FILED (Month, Day, Year)
FFICER 7 bo.
0 2 2027
33. MANNER OF DEATH 34, DATE OF INJURY ML.TIMEOF | 34c. INJURY AT WORK? 344, DESCRIBE HOW INJURY OCCUBRED g 7
(Month, Day, Year) INSURY: (Yes or no) n
Natural Pending F l L
D ature D Investigation
[ Accident }
34a. PLACE OF INJURY-At home, farm, street, factory, office 341. LOCATION (Street and Number or Rural Route , City or Town, State) l l —
O suiage [] DC;uld not be buikding, efe. (Specity) 0 8 im
lermined . N
[J Homicide SEP
34g. DATE PRONOUNCED DEAD (Month, Day, Year) | a4h. MOTOR VEHICLE ACCIDENT? (Yes ornoj Ifyes, specify driver, passenger, pedP'ErGGY H 0 LlNG A KATON‘%

LAKE COUNTY AUDITOR



