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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

Local NOSL{OS\“lO

Btate NOu...oovvirevecrmnreiiniissumsersinmomnn

1. Decedent’s Legal Name (First, Middle, Last) 1a. Maiden Last Name (If Female) 2. Sex 3. Time Of Death 4, Date Of Death (Month/Day/Yeer)
Marlow A. Kaiser ‘ Male 03:45 AM ptember 17, 2010
5. Social Security Number Ba. Age - Yrs 6b. Under 1 Yaar 6c, Under 1 Moath 8d. Under 1 Day Be. Under T Hour 7. Date Of Birth (MonthiDayfYear} 8. Birhplace (Gity wmle Or Foreign Country)
423-30-8471 79 Months Days Hours MinUtes September 27, 1930 Gary, IN o
9. Ever in U.S. Amed Forces? 10. If Death Occurred In A Hospital: 10a. if Death Occurred Somewhere Other Than A Hospital:
A ves I No Unknown [1 {1 Inpatient (1] Emergency Department Outp {3 Dead On Awival L1 Hospice Faciity 1 Decedsnt's Home L] Nursing Homellong-Term Care Facilly TEGer (Specify)

11, Facility Name (if Not Institution, Give Sireet And Number)

St. Anthony Inpatient Hospice

o
o

12. City Or Town, State, And Zip Code

Crown Point

13. County Of Death

XiMarried LI M

14, Marital Status m Of Death
ut Separatéd {3 Divorced

£J Widowed L1 H&ﬂed £ Unknown
17. Kind Of Bu ndustry

18, Surviving Spouse’s Name

15a, (I Wile)Giva Malden Last Name

6. Dacedent's Usual Occupation

Patricia Kaiser Walker Roller Steel Mill
18, Residence — State 18a. County 18b. City Or Town
Indiana Lake Crown Point
86, SUeet And Number 784, AL No. 180, Zip Codo V81 TeTde Oy LImms?
15711 Harrison St. KYee O
v 7463(@ s )
19, Decedent’s Education 20. Decedent Of Hispanic Origin 21, Dacedent’s Race - 5
9 - 12th, No diploma No Caucasian
22. Fathers Name (First, Middle, Last) 23, Mother's Name (First, Middle, Last)
Tony Kaiser Iva Kaiser ¢
{24 TRiGrmants Name 238, ReTationship TS Decadent 7 ailing Address mber, OO ate, 2Ip Code =
Patricia Kaiser Wife 15711 Harrlson St., Crown Point, Illrf‘6307 3 mEO

L4 Other (Specify):

Abraham Lincoln National Cemetery

25, Place Of Disposition I o
25a.” Method Of Disposition. 755, Flace Of DispasiGon [Name OF Gemelery, Grematory, Othar Place) 25¢. Location - City, Town, And Stata i e
i )
Kl Burial [ Cremation [} Donation {3 Entombment ‘}? L
£ Removal From State Elwood IL o [

26. Was Coroner Contacted?

27, Neme And Complste Address OF Funeral Facilify

27a, Funeral Home License Number:

ot }

if

33, Menner Of Death:

Oves [No Sheets Funeral Home & Cremation Services FH8300427
604 E. Commercial Ave., Lowell, IN 46356 7
F70. Signatare OF Indiana Funegal ? ice Licen, 270, License Number (Of Licensae):
FD08900045
S~— Cause Of Death (See Instructions And Examples)
28. Part{. Enter The Chain Of Events—Diseases, injuries, Or Complications~-That Directly Caused The Death, Do Not Enter Terminal Events Approximate
Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology. Dgot Abbreviate. Enter Only One Cause On Interval: Onset
A Line. Add Additional Lines If Necessary. To Death
immediate Cause (Final Disease Or Condition Resulting in Death A am 0%22‘—) Candeq
1=l Bue To {Or As A Consequence OT)
Sequentially List Conditions, [f Any, Leading To The Cause Listed On 8.
Line A. Enter The Underying Cause (Disease Or Injury That Initiated Bus To[OF As A Conasquence
The Evenis Resulting in Death) Last C
Bue To (O As A Consequence Of):
o. .
Pari il Enter Other Sigaificant Resuiting in The Underlying Cause Given In Part | a8 An AuUtopsy Performed? [IYes No
g 16 KOTGpsY Findings AVEIBEIS To Complele The Lause edl OYes X1No
31. Did Tobacco Use Contribute To Deith?

atural £J Homicide £ Accident [ Pending Investigation

£ Yes {3 Probably [J NoWdUnknown Not Pregnant Within Past Y§ Pragnant At Time Of Death ] Not Pregnant, But Pregnant Within 42 Days Of Death
[ Not Pregnant, To 1 Year Bofore Death  CIUnknown if Pregnant Within The Past Year 3 Micide [ Coutd Not Be Detetmined
34. Dats Of Injury (Month/Day/Year) 35, T&& “O 36 P eOf In,ury (EG:‘{‘ ede sHome, C 8 i Site, b t, Wooded Area) 37. Injury At Work?
\.\()\,\“ \)0\ 15 A TRUE AND COMPLETE DVYes [INo
”\l s ATt mas s el LA
38. Location Of Injury - State Eb\) AJ NCity Or Town B m - RdfmBa o TS LT T T 38¢. Apt. No. D
PEtE cQ e G HEALTH DEPARTMENT
AR | \
39 Describe How [njury Occurred i 40. If Trensporation Injury, Specify: ]:b % ‘
i QEF 2% ?mﬁ 1 OriverrCperstor LI Passonger T Pedestrian T3 Other {Specih} [
! A’ Bam ¥ fem W 8 ’
i N <
41, Signature, Of Perso n—ﬁmg Cause Of Death: o 42. Certifier {Check Only One) | /
) ; B Cerifylg Physician {3 Coroner L] Health Officer N
: 44, License Number 45. Date Certified
43, Name, Address And Zip Code Of Person Cert!fymg Causs QOf Death:
Dr. K. Mulligan 919 Main St. Suite’102, Dyer, IN 46341 ey | O/ 05IBYIA | 9 (35,
46. Additional Funeral Service Provider: L rere pu e 47. *Akas: ’

48. Signalture of Local Health Officer

\%ﬂw« I—D@ 7é' Lo

39 For Remi(rar Unly —Usls Filad UonlWD'éyI vear):

1O

State Form 10110 (R7/9-07] ATTENTION ESTATE: The Social Securly # s being requested by this state agency in order (o pursue its stafutory respansibility. Disclosure ls voiuntary “and thar will bw no Jonalty for rofusat. JHE RECORS IN THIS SERIES ARE OONF|D€N1IAL PERC 18-3 711-10



