\ INDIANA STATE BOARD OF HEALTH
Local No. ......0%&00% ... CERTIFICATE OF DEATH SHAte NO. v eeeeeereeee e,

TYPE/PRI NT {. DECEASED—NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month. Day. Yr.)
IN Petra M. Cruz | Female 2:30A v | July 20, 1992
PERMAN ENT 4. SOCIAL SECURITY NUMBER 5a. AGE—Last Birthday Sh. UNDER 1 YEAR S5¢. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Yr} 7. BIRTHPLACE (City and State or Foreign Country)
(Years) Months Days Hours Minutes | __
BLACK INK | 313-64-9270 69 JAN 18, 1923 Laredsy Texas
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructi
A U.S. VETERAN? U.S. ARMED FORCES? .
HOSPITAL: ﬁ Inpatient OTHER: L] Nursing Home 3 other (Spegify)
No N/ A O er/Outpatient [0 DOA ] Residence
9b. FACILITY NAME (Jf not institution, give street and number) 9¢. CITY. TOWN. OR LOCATION OF DEATH 8d. Eﬁ;OF DEATH
DECEDENT L L .
St. Catherine Hospital East Chicago Lake=
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OFgBUSINESS/INDUSTRY
Specify) (If wife, give maiden name) done durmg mast of working life. Do not use retired)
Married Juan V. Cruz Housewife Homecr
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER ~J
Indiana Lake Hammond 4818 Ash Ave, ==
13e. ZIP CODE | 13f INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC CRIGIN? 16. RACE—American Indian, i ECEDENT'S EDUCATION
O No K Yes WHAT COUNTRY? 0 No K Yes (If yes, specify Cuban, Black, White, etc. {Specify only highest grade completed)
- | 13g. ON A FARM? Mexican, Puerto Rican. etc) (Specify) Elementary/Secondary (0-12) | College (1-4 or 5 +)
. R 2 L -1 3
46327 ¥no oOves | USA Mexican White 0
PARENTS 18. FATHER'S NAME (First. Middle. Last) 19. MOTHER'S NAME (First, Middle. Maiden Surname)
Jose Mora Nickolasa Martinez
20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rurai Route Number. City or Town, State, ZiptGdde) 20c¢. Relationship
INFORMANT oy
. Juan V. Cruz 4818 Ash Ave., Hammond, Indiana #4632
21a. METHOD OF DISPOSITION O Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or 21c. “tOCATIO"mlty or
e f
& Burial O cremation 3 Removal from State other place) ;j‘ m .
3 ponation [ Other {Specify} %HL f """
ape 1408 2Memor ial Gardens ghere&ill Indlana
DISPOSITION 22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORTgB TO CORONER?
Marc Mosqueda , 8800240 RKno  Ovés =
24a. SIGN RE OF FUNERAL DIRECTOH y/ 24b. LICENSE NUMBER 25. NAME, ADDHESS AND LICE“PTSE" UMBER WUNERK“THGME‘}
(of Licensee) 88 9 C:} =
// oy 4 Virgi Huber Funera],,..}.,lomgm1 T
A//’(, 1045362 824 Hoffrman St.: Hammend, TN 46327
;%ART I Enter the disease's, ir\]uries‘ or complications that caused the death. Do not enter nonspecific terms, such as cardiac or respiratory Approximate
: arrest. shock, or heart failure. List only ane cause on each line. Intervai Between
// ! - ! / L’( ‘ Onset and Death
IMMEDIATE CAUSE (Final o A gt s bisaan AL L YT .
disease or condition V:\ DUE TO (OR AS A CONSEQlJENCE 0/}
CAUSE OF resulting in death) o ke Wt /M L
Conditions, if any, which gave DUE TO (OR AS A CONSEQUENCEﬁF):
rise to the immediate cause, e -
stating the underlying . -
cause last DUE TO (OR AS A CONSEQUENCE OF):
d.
PART Il. Other significant conditions - Conditions contributing to death but not previously stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no)
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 causg(s) as stated.
(Check only
one) [ HEALTH OFFICER On the basis of ination and/or i ion, in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.
O CQRONER  On the basis of ination and/or i in my opinion, death occurred at the time, date, and place. and due to the cause(s) and manner as stated.
296, smﬂh\uaﬂA D TITLE OF CERTIFIER 29¢. MEDICAL LICENSE NO. 29d. DA IGNED onth, Day, Year)
TIFIE ; " T Aoy oy T ~
CER R (/ { / /\J\rb \ !/:\» IR . Py . LI L o7 ;‘ ) .“:», [®] é? P
30. NAME /(ND AQﬁHESS oF PéRSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
Mansueto Sllveman M. D ; 4320 Fir Street, East Chicago, Indiana 46312
HEALTH 32 DATE FILED (Month. Day Year)
OFFICER , _ -7
; sy
33. MANNER OF DEATH 34a. DATE OF INJURY 34b. TIME OF 34c. |NJURY AT WORK? 34d DESCRIBE HOW INJURY OCCURRED “
(Month, Day, Year) INJURY 2 "
[
m Natural ] Pending ' (
investigation
O Accident N c <
CORONER 34e. PLACE OF INJURY—At home, farm, street, factory. office 345 LOCATION (Street and Number or Rural Route Numb: Clty or Town State) /
D Suicide D Could not be building, etc. (Specify)
USE ONLY Determined @EC D
D Homicide //I ﬂ‘b
34g. DATE PRONOUNCED DEAD (Month, Day, Yesr) | 34h. MOTOR VEHICLE ACCIDENT? (Yes P%@sﬁ@ﬁw%@wﬁ 4
g 3 7 Al
LAKE COUNTY AUDITOR
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