INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

Local NOS(/)L‘;?‘/’D

State No...

4 Date Of Death (Month/Daleear)

1. Decedent's Legz! Name (First, Middle, Last)

RITA F.

FALKENBERG

FLYNN

1a. Maiden Last Name (If Female)

2. Sex

E

3. Time Of Death

12:35 AM

NOV. 9, 2010

469-26—6969

Ba. Age-Yis

84

5. Social Security Number

6b. Under 1 Year

&c. Under 1 Month

6d. Under 1 Day

€e. Under 1 Hour

7. Date Of Birth (Month/Day/Year)

Months Days

Hours

Minutes

JAN. 13, 1926

8. Birthpiace (City And State Or Foreign Country)

GRACEVTLLE?,

9. Ever In U.S, Armed Forces?

0 Yes No Unknown {J

10. If Death Occurred in A Hospital:

[ Inpatient [} Emergency Department Outpatient ] Dead On Arrival

10a. If Death Occurred Somewhere Other Than A Hospital:

[13 Hospice Faciliy ] Decedent's Home [ Nursing Home/Long-Term Care Facility [ Other (Specify)

11. Facility Name (If Not Institution, Give Street And Number)

6013 E. 125TH AVE

12. City Or Town, State, And Zip Code

CROWN POINT, IN 46307

13. County Of Death

 LAKE

14. Marital Status At Mf Death

X Widowed [ Never Married [ Unknown

1 Married ] Marri t Separated [] Divorced

15. Surviving Spouse’s Name

15a. (if Wife)Give Maiden Last Name

16. Decedent’s Usual Occupation

17. Kind Of Businesenmdustry

STEVE FALKENBERG

SON

N/A N/A OFFICE MANAGER
18. Residence - State 18a. County 18h. City Or Town
INDIANA LAKE CROWN POINT S |
18c. Street And Number 18d. Apt. No. 18e. Zip COdm T8 Tnside City Limis?
aye I
6013 E. 125TH AVENUE 463000 - Hw
18. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent's Race g-
RS
HIGH SCHOOL GRAD NO WHITE
22, Father's Name (First, Middle, Last) 23. Mother's Name (First, Middle, Last) 23a. Mother's Maiden LastName
THOMAS FLYNN MATILDA FLYNN JASPER
2% informant' s Name 77%a. Relationship 10 Decedent | ailing Fess umber, City, State, Zip COdE,

6015 E. 125TH AVE., CROWN POINT, IN

25. Place Of Disposition

25a. Method Of Disposition.

[ Burial [XCremation [J Donation [T Entombment

[ Removal From State i
O Other (Specify): e
76. Was Coroner Contacted? 37. Name And Complete Address Of Funeral Facility . Funera?ﬁpmlﬁliense Number:

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

NW INDIANA CREMATION SERVICE

25¢. Location — City, Town, And State

CROWN POINT, INDI.ANA

Ch

& 330 0102

[ Yes No.

BURNS'?‘FIJNERAL".HOL[E&’ & CREMATORY

az

£

27c. License Number (Of LS *»-;;
Yi€nd ) S
Cause Of Death (See Instructi And E ples) ":.. od .

X ter The Chain Of Events—Diseases, Injuries, Or Complications—That Directly Caused The Death, Do Not Enter Terminal Events L L Approximate
Such As dgfdiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Eticlogy. Do Not Abbreviate. Enter Only One Cause On Interval: Onset
A Line. Add Additional Lines If Necessary. V I . To Death
Immediate Cause (Final Disease Or Condition Resulting In Death A d (/0"’ &/&lhmm_

Due To (Or As A Consequence Of):
Sequentially List Conditions, if Any, Leading To The Cause Listed On B. TG o
Line A. Enter The Underlying Cause (Disease Or Injury That initiated e To (Or As A Gonsequence Of):
The Events Resulting [n Death) Last c
Due To (Or As A Consequence Ofy;
D.
Part 1i. Enter Other Significant Conditions Contributing To Death But Not Resulting In The Underlying Cause Given In Pait [ 29, Was An Autopsy Ferformed? [1VYes
eré AUtopsy Findings Avanable 16 Complele The Cause éath 7 D Yes D No

31. Did Tobacco Use Contribute To Death?

0 Yes [J Probably Mo {JUnknown

32 if Female:

[P Not Pregnant Within Past Year [ Pregnant At Time Of Death ] Not Pregnant, But Pregnant Within 42 Days Of Death
[3J Not Pregnant, But Pregnant 43 Days To 1 Year Before Death

O Unknown If Pregnant Within. The Ijast Year . .

Suicide [T Could

33. Manner Of Death:

Jgﬁatuml [ Homicide [ Accident 1 Pending Investigation

Not 8¢ D

34. Date Of Injury (Month/Day/Year)

35. Time Of Injury

36. Place Of Injury (E.

38. Location Of Injury - State

38a. City Or Town

39 Describe How Injury Oceurred

T@Wﬂ.
¥

7

43. Name, Address And Zip Code Ommifying Cause Of DeaﬁAE )
PETER TOTHY, M.D., 8127 MERRILLVILL

ecedent s Ham; Construcnon Site, Restaurant, Wooded Area)

37. Injury At Work?
CIYes ONo

38¢. Apt. No.

Driver/Of

“40." If Trasportation injury, Specify:

erator £ Passenger [ Pedestian I3 Other (Specify)

ﬁ’;l
“H'“

O

[

=

3

Check Only Dne)

serlifying Physician [ C

gty

= ¢

oroner [J Health Officer '

2
Y

IN 46410

44. License Number

W3 I3 A

45. Date Certified

"%

O\%

46. Additional Funeral Service Provider:

FTAkas.

48. Signature of Local Health Officer:

\S’oae:w D& 74‘ d.o. 056844:

of Registrar Oy — Date Filel

bty [2.2070

u/ /e

EYACTEOH

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Sociat Security # is being requested by this state agency in order to-pursue its statutory responsibity. Disclosure is voluntary and there wil be no penalty for refusal. THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-3 7-1-10



