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CERTIFICATE OF DEATH

State No
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1 DECEASED—NAME (First Middle Laat) 2 SEX 38 1!ME OF DEATH 3b DATE OF DEATH tMonth Day vr)
ROBERT LYLES MALE 9:23a » |FEBRUARY 3,2006
. Ty
4 WSOCIAL SECURITY NUMBER 5a AGE—Last Birthday Sb UNDER 1 YEAR 5c UNDER 1 DAY [ 6 DATE OF BIRTH (Mo Day Yr) 7 BIRTHPLACE (Cuy and State or Foreign Country)
= RMAN ENT r (Yeors) Months Daya Hours Minules
3LACK INK 427 01-9507 83 MAY 12,1922 | SHANNON, MISSISSIPPI
WAS DECEDENT 8b YEAR LAST SERVED IN 9a PLACE OF DEATH (Check only one Ses instructions }
A US VETERAN? US ARMED FORCES?
VES HOSPITAL [ Inpanent OTHER [ Nuraing Home [J Other (Spscys
1946 }G ER/Qutpavent O poa 3 Remdence
FACILITY NAME (If not institution give street and number) 9c CHTY TOWN OR LOCATION OF DEATH 9d COUNTY OF DEATH
METHODIST HOSPITAL NORTHLAKE GARY LAKE
!’0 MARITAL STATUS 11 SURVIVING SPOUSE 12a DECEDENT'S USUAL OCCUPATION (Give kind of work 12b KIND OF BUSINESS/INDUSTRY
i wife give maiden name) done during most of working ife Do not use retired)
MARRIED MARY JENKIES JOURNEYMAN PLASTERER | COMMERCTAL
138 RESIDENCE—STATE 136 COUNTY 13c CITY TOWN ORLOCATION 130 STREET AND NUMBER L4
INDIANA LAKE GARY 1409 W. 17th.AVE.
13¢ ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15 WAS DECEDENT OF HISPANIC ORIGIN? 16 RACE—American Indian. 17 DECEDENT S EDUCATION
ONo [XKvYes WHAT COUNTRY? No ([ Yes f yes specify Cubsen Black Whita etc {Specify odﬁesl grade completed)
46 4 O 7 13g ON A FARM? Mexican. Pusrto Ricen etc) (Specily) Elementary/Secondary (0-12) College (1-40r 5 +)
X No O Yes U'S.A' BLK- 9th- O
18 FATHER'S NAME (First Middle. LasD 19 MOTHERS NAME {(First Middle Maiden Surneme) —
——
WILLIE LYLES SR. NINA JACKSON .
20a INFORMANT'S NAME (Type/Prind) 20b MAILING ADDRESS (Streer and Number or Rural Route Number. City or Town State. Zip Code) -M Relationstip
MARY LYLES 1409 W.17th.AVE.GARY IND.46407 FE
218 METHOD OF DISPOSITION D Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2ic LOCATION—City or Town State
™ sural 3 crematon 3 Removal from State other place) FEBRUARY 1 O , 2 O O 6 GARY , INDIANA
U oonenon LI otmer (Specty OAK HILL CEMETERY
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24b LICENSE NUMBER
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25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL PO
HOWER FUNERAL HOME 3002518’
1628 WASHINGTON
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348 DATE OF INJURY
(Month Dsy Yeer)

34b TiME OF
INJURY

34c INJURY AT WORK?

DECD 6 201

ﬂNulural D Pending
investigation
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Determined
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34d DESCRIBE HOW INJURY OCCURRED

and Number or Rural Route Number City or Town Siate)

34g DATE PRONOUNCED DEAD (Month Day Year) —] 34h MOTOR VEHICLE ACCIDENT? (Yes or no/ !f yes specify driver psssenqer pegestrien etc




