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* ATTENTION ESTATE: stclosure of the
SS# we need to pursue our responsibilities
is voluntary and there will be no penalty for

refusal.* : 3 - 7 — INDIANA STATE DEPARTMENT OF HEALTH
LocalNo. .. F7 22 [/ CERTIFICATE OF DEATH State No.................oo L.
THE RECORDS iN THIS SERIES ARE CONFIDENTIAL PER IC 16-1,18-3
TYPE/PRINT |1. 0eceaseD - NaMe (First, Middle, Last) 2. SEX 3a, TIME OF DEATH | 3b. DATE OF DEATHMonth, ?y vr.)
IN DANIEL WARREN MELLINGER : EPTEMB 2005
PERMANENT -
4. ¥ SOCIAL SECURITY NUMBER 5a. AGE - Last Bithday  {5b. UNDER 1 YEAR Sc. UNDER 1 DAY 6. DATE OF BIRTH(Mo., Day, Yr.} 7. BIRTHPLACE (City and State orFOIetgn Country}
BLACK INK 31 4_14_8947 (Years) 83 Months Days | Hours Minutes JUNE 29 ’ 1922 COTTDALE
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN PLACE OF DEATH _ (Check only one See instructions)
A U.S. VETERAN? U.S. ARMED FORCES? HOSPITAL: [ inpatient OTHER [ Nursing Home  []Other (Specify)
YES 1943 [J eroutpatient ] 0oa K] resigence
8b. FACILITY NAME  (If not institution, give street and number) 9¢. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
N
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (If wife, give maiden name) done during most of working life. Do not use retired. )
. MARGARET H._ VALYOCSIK SELF EMPLOYED CONSTRUCTION
13a. RESIDENCE - STATE 13b. COUNTY 13¢. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER
O LAKE. MERRILLVILLE. 7915 MARSHALI, STREET
13e. ZIP CODE | t3(. INSIDE CITY LIMITS | 14. CITIZEN OF 15.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE~ American Indian, 17. DECEDENT'S EDUCATION
F() D No EX Yes WHAT COUNTRY? EXN ° D Yes (/f yes, specify Cuban, Black, White, etc. (Specify only highest grade completed)
{Specify)
Q 464 10 136, ON A FARM? Mexican, Puerto Rican, efc.) Elementary/Secondary (0-12) College (1-4 or 5+)
. U.S.A. WHITE 12
} X No 7 Yes
18. FATHER'S NAME  (firs; aidde, Last) 18. MOTHER'S NAME (First, Middle, Maiden Surname)
PARENTS FRANK MELLINGER BLANCHE EVANS
%
20a. INFORMANT'S NAME  (Type/Print) . . 20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, Stale, Zip Code) 20c¢. Relationship
INFOR -
NFORMA | MARGARET H.MELLINGER 7915 MARSHALL ST.,MERRILLVILLE,IN46410 WIFE
. 21a. METHOD OF DISPOSITION 21b. DATE AND PLACE OF DISPOSITION (Name o/cemetery crematory, or 21c, LOCA City or Town, State
E
&o Dentonomen oerpice)  SEPFEMBER RONW POTRY
i g fi
Q| Dowa  Bownon  Olvemovaton sae N.W.IND. CREMATION SERVICES IND
Q D Bonation E] Other (Specify) o——
t |22a 7MBALMER'S NAME 220. EMBALwyR's LICENSE NO. 23. WASDEATH REPORTED TO CORONERD
DISPOSITION| N/A ENO O ves
P oan'y
‘\ 3. SAGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE NUMBER T5F FUNERAL HOME
(of Licenseo) | BURNS FUNERAL HOMEI})101 BROADWAY
‘z 1009461
‘ CROWN POINT, IN4 6 FDH83002445
ZﬁxRT i Enter the diseases, injuries, or complicatio caused the death. Do not enter nonspecific terms, such ac or respirafory N Approximate
arrest, shock, or heart failure. List only #he on each Interval Between
{ Onset and Death
(\6 IMMEDIATE CAUSE (Finat a. 1/0 l
* ™| disease or conditon ~7 R AS A CONSEQUENCE O]
7 | resulting in death)
CAUSE OF ! b. -
DEATH m Conditions, if any, which gave ﬂJE TO SR AS A CO ) o C
fise o the immediate cause '
j staling the undedying
last
Cause las! N
”*E.'{' vy L
PART Il Otner sigaificant conditions - Conditions contriitting te death but nat prevj ated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPEY zweae RUTdPsY HiROINGS
% ’iﬁﬁ PREGNANT OR 90 DAYS PERFORMED? ™~ AVAILABLEFRIOR TO
- QC‘ 2 POSTPARTUM? (Yes or nofi ~ A COMPBLETION OF CAUSE
Qp‘ (Yesorno) NO
(=

OF DEAW'; “{Yes or no)
ATO A ~ 4
ﬁ.-rQR
29a. CERTIFIER ‘ ) ]
{Check only ERTIFYING e dea\h occurred at the time, date, and place, and due to the cause(s) as stated. . j“
one,
b ) D HEALTH OFFI as;s 01 ex and/or i , in my opinian, death occurred at the time. date, and place, and due to[me‘ cause(s) as staled.

" L
D CORONER On.the basis of ion and/or inv , in my opinion, death occurred at the time, date, and place, and due to the cause(s ;and manner s stated. fj fatin

CERTIFIER

29b. SIGNATURE AND TITLE OF C TIF|ERZ : , E t;/\l g)

29c. MEDICAL LICEN_SE.NO.

o/0¥738 %

26d. DETEVSIGNEL Month, Bay, Year)

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

DR. NADRTA AHMED, 8695 CONNECTICUT ST., SUITE 3, MERRILLVILLE, IN 46410

_7’39 T-200S

31. HEALTH OFFICER'S SIGNATURE

HEALTH
OFFICER

% 0-347(‘ J.o.

32. BATE FILED (Month, Day, Year)
% i Jod3

33. MANNER OF DEATH

34a. DATE OF INJURY
{Month, Day, Year)

34b. TIME OF
INJURY

34¢. INJURY AT WORK?
{Yes or noj

34d. DESCRIBE HOW INJURY OCCURR%

4

[ Naturai D Pending
O accigen 34e. PLACE OF INJURY — At home, farm, sireet, factory, office
O sucee 3 Could not be building, etc. (Specify) GSU{}’}’ C/j
i L
[ Homicide Determined .
34g. DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT?(Yes or Noj If yes, specify driver, passenger, pedestrian, elc. (/U

SDH06-004

State Form 10110

(R4/3-93)

Deathcer/PD 1




