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e .. CERTIFICATE OF DEATH State No. .

Local No.
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 "f'5 -ANQ -'Q % 0&5 o0 ~ DO L/
1 DECEASED--NAME irst, Middle, Last) ' 2. SEX 3a. TIME OF OEATH i 30. DATE OF DEATH (Month. Day, ¥r.)
I'YPE/PRINT ' ™ o | ;
IN Doris T. Champion Female 1534 A w ' Maylg 2003 o
4. *SOCIAL SECURITY NUMBER i 5a. AGE- Last Birthday " 5b UNDERYEAR _ 5c UNDER 1DAY | 6. DATE OF BIRTH (Mo. Day, Y1) 7 BIRTHPLACE (City and State or Foreign Couniry)
PERMANENT ; (Years} ! Months Days Hours Minutes
! ! |
BLACK INK 307-60-3954 ., _ 63 | L lAugust31,1939 | Yazoo, MSPN) L
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN %a PLACE OF DEATH {Check anly one. See instructions. )
AUS VETERAN? ! US ARMEDFORCES? ~ —— = <~ —== == = em oo — s et e = e e o
' (HOSPITAL' X inpatent OTHER ;_ NursingHome __ Other(Specify) ™
1 No ; : .. ER/Outpatient "3 DOA . 1 Residence —
DECEDENT :‘ §o "FACILITY NAME (if not mstitution, grve sireef and number) T T “Tee oy, TbWN OR LOCATION OF DEATH Tsd COUNTY OF DEATH
\ Methodist Hospital Southlgl;e o o Merrillville _ ) lake _C? -
10. MARITAL STATUS " 11. SURVIVING SPOUSE 122 DECEDENTS USUAL OCCUPATION (Give kind of work | 120 KIND OF E@IESS/INOUSTRY
(Specify) : (!f wite, give maiden name) done during most of working life. Do not use refired)
Widowed i none )  Home Maker Own Homg J o
132 RESIDENCE-STATE | 130. COUNTY | 13c. CITY. TOWN, OR LOCATION . 13d. STREET AND NUMBER
IN | Lake ! Gary } 3790 Fillmore Street I J
R I — — - [,
13e. ZIP CODE |13f INSIOE CITY LIMITS | 14 CITIZEN OF ’ 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE~American Indian, 17 ﬁﬁeurs EOUCATION
L3 No E] Yes | WHAT COUNTRY? No . Yes (# yes, specify Cuban, ~ Black, White, etc. (Specify only highest grade compieted)
Mexican, Puerto Rican, efc.) { (Specily) - —— .
13g ON A FARM? ‘ Elementary/Secondary (0-12) | “College (14 or 54)
46408 Kive Tves |USA. 1 | J Black 19 1 )
PARENTS 18. FATHER'S NAME (First, Middle, Last) | 19. MOTHER'S NAME (First, Middie, Maiden Sumarme)
Clarence Robinson o JM?_I!’}' Dennis ~
INFORMANT | 20a. INFORMANT'S NAME(Type/Print} 200, MAILING ADDRESS (Streef and Number or Rural Route Number City or Town, Sfate, z@de) 20c. RWitionshipy s
Denan C. Taylor 3 Foxmore Ct. Sterling, VA 20165 g
— T = T
& 2ta METHOD OF DISPOSITION ! -! Entombment ] 21b DATE AND PLACE OF DISPOSITION(Name of cemetery, cremalory, or ; 21¢ LW;‘:ION»—CM o , Slat® 3 > P
! X Burial Fj Cremation ! Removal from State | ather place) May 23 2003 ! C:.‘. ] A TRAA! [
} [7 Donaton | Other (speciy \ Evergrecn Memorial Park Hob(ft, IN e
: — e T TTTT I T ——— e e R I o N2 P - -
DISPOSITION | 22a "EMBALMER'S NAME ! 22b EMBALMER'S LICENSE NO 23, WAS DEATH REPORTED TO @ONEM T o &
R - -
x [N At
' Sh_c_erman G. Ban,tgs l[_Ii' _.f LFD 0[01625f1 e A ENo [ Yes = Dy
' 248 SIGNATURE OF § NERALD CTOR | 24b LICENSE NUMBER 25 NAME ADDRESS, AND LICENSE NuMaEr@f FuNEQQ»ouE oL x
y P (of Licensee) ; o) "
: - e | Smith Bizzell & Warner FunerﬂHom&FHl?@OOO
: M/)/}/’M FD 01016254 14200 Grant St Gary, TN, 46408
. Enter the di; Anjuries, { that caused the death. Do nol enter nonspecific terms; such as cardiac or respiratory Approximate
arrest, shock, or nean failure. List only one'cause on each Ime

f ‘i"\e;{‘ag he @iver Uukuow L e w(ﬁgmg':(

IMMEDIATE CAUSE (Final

p s @ DUE TO (OR AS A CONSEQUENCE OF) A A / P '@
iscase or condition ‘ é >
CAUSE OF resulting in death] b A AL d . -
DEATH r’ E TO (OR AS A CONSEQ c o& - "k— IR )
Conditions, if any. which gave . /\/ Ldl ciqall - e / COL
rise to the immediate cause, =N —— e — ——— -
stating the underlying DUETO (ORAS A CONSEQUENCE OF):
cause last d
| PART Il Other sagmﬁcan( conditions - Condmons contributing to death but not previously stated in Part {. \ 27. WAS DECEOENT i 28a. WAS AN AU?OPSY I 28b. WERE AUTOPSY FINDIN{SS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or No) | COMPLEYION OF CAUSE
(Yes or No) . ,(/ OF DEATH? (Yes or No)
: A2 4 \ Ao
! 29a CERTIFIER ’& CERTIFYING PHYSICIAN  To the best of my knowledge, death occurred al the time, date, and place, and due to the cause(s) as stated.
(Check only
1 one) CZ HEALTH OFFICER  On the basis of ion and/or gation, in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated
i
1 — . ) CORONER __On the basis of examination and/or i igation, in my opinion, death occurred at the time, date, and place, and due to the cause(s) and manner as stated.
| 29b. SIGNATURE AND TJTLE OF CERTIFIER 7Y : 29c. MEDICAL LICENSE NO 28d DAIE IGNED (! n(h Day Year)
CERTIFIER Cllal ;
: w0/ Y ob | 20 o_g
30 NAME AND ADDRES { O PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26)(Type/rint) T T
< o 2
ITAY A SHaM mn 2o LKL A 5 Lpe il d e -Tzlf/ #b s o
HEALTH l 31. HEALTH OFFICER'S SIGNATURE | 32. OATE FILED  (Month, Day, Year)
OFFICER |

s D L T DO Md 23 Do

T !

33. MANNER OF DEATH ! 34a. DATE OF INJURY i 34b. TIME OF i 34c. INJURY AT WORK l 34d. DESCRIBE HOW INJURY OCCURRED () 4
‘ (Month, Day, Year) i INJURY ! (Yes or no} ; ~—

D Natural || Pending | i i I ‘{ T —

. Investigation ¢ 1 ) { " H

Ll Accident ’ ‘ | M TiFiE,

~ \ A L/ “(E TE 3 HE 4 o

LJ Suicide __+ Could not be { . street, tactory, office 341. LOCATIO] (Srree'ﬁsﬂl

Determined bullqu e(c (Spec:ly)

L1 Homicide ; MM uuu—

34g DATE PRONOUNCED DEAOQIMonth, Day, Year] k 34h. MOTOR VEHICLE ACCIDENT (Yes or no) if yes specify driver,

PEGGY HOLINGA KATONA
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000 /32




