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e
701 1 NG i A S CERTIFICATE OF DEATH StateNo ‘
'a

TYPE/PRINT | ' DECEASED—NAME FIRST ?A_R MIDDLE LAST FTI,TS JR. 2 SEX 3 DATE OF DEATH (Mo. Day. ¥r)

IN HINN, JA. rEnIEr #o.17

5- AGE—Last Burthday Sb UNDCA 1 YEAR Sc UNDER | DAY & DATE OF BIRTH (Manth | 7 BIF“HPLACE (City and State or Foreign Countr
PERMANENT feara} 59 Months Deys Hours Minutes Uy Your)
BLACK INK mar 6,1930 | Indianapolis, In.
8 YEAR LAST SERVED IN Sa PLACE OF DEATH (Check only one See instructions) =
USs Al FORCES?
16%55 FOSEIA [} Inpatient gERfOulutlan: O ooa |M— [m] Nursing Home [0 Residence [ oOtner (Spaciy)

DECEDENT 96 FACILITY NAME UIf not institution, give sireet and number) 9c CITY. TOWN, OR LOC&TION OF DEATH 9d_COUNTY OF DEATH

Methodist Hospital

Indianapolis

Marion

10 MARITAL STATUS—Married 11 SURVIVING SPOUSE 12a DECEDENT'S USUAL OCCUPATION 12b KIND OF BUSINESS/INDUSTRY
Mever Married Widowed, (If wife, give maiden name) (Give kind of work done during most of working hfe
Divorced (Spacify) . 8 i
MaTTied Ruth A. Smither PTaNE 18k . Amer. Art. Clay
13a RESIDENCE—STATE 130 COUNTY 13c CITY TOWN, OR LOCATION 13d STREET AND NUMBER
Indiana Marion Indianapolis 2847 Tansel Rd.
13e INSIDE CITY 13 FARM 13g ZIP CODE 14 WAS DECEDENT OF HISPANIC ORIGIN? 15 RACE—American Indian. 16 DECEDENTS EDUCATION
3 LIMITS? ( Yas or no) {Specily No or Yes - If yes, specdy Cuban Black. White, e1c (Specily anly highest grade completed)
J{o Maxican Puerto Fican etc) [ No O Yes (Speify) Elespenjary/Secondary (0-12) | College (1-4ar 5 +)
(e g | Yes no 46234 | serety No whi "2
PAHEN% ‘/ 17 FATHERS NAME (First Middie, Last) 18 MOTHER'S NAME (First, Middle. Maiden Surname)
Carl Ellis Sr. Millie L. Rusk
INFORMANT 19a INFORMANT'S NAME (Type/Print) 196 MAILING ADDRESS (Street and Number or Rural Foute Number, City or Town, State. Zip Code) 18c Relationship
Ruth A. Ellis 2847 Tansel Rd. Indpls, In. 46234 Wife
20a METHOD OF DISPOSITION 20b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 20c LOCATION—Cry or Town. State
O sunal O cremstion [ Removai from State othar piace) . i
DISPOSITION O conaton G Otmer ¢specity 11-28-89 Floral Fark  West Indianapolis, In.
21a SIGNATURE OF FUNERAL DIRECTOR 21b LICENSE NUMBER RE! AND LICEN BEH F F! HEME
1
(of Licensee) nKle Funeral Home A925"W: 16th St.
e ("Z(g? %&((6/%!/44 FD0O1005556 Speedway, In. 46224 FD83006423
FHONOU?’;FNG Complete 'ieyf 23a-¢ only 232 To the best of my knowledge, death occurred at the ume, date, and place stated 23b LICENSE NUMBER 23c DATE SIGNED |
when cerfying physician 18 (Month, Day. Year)

PHYSICIA ONLYr

ITEMS 24.26 MUST

nol available at ime of death
to certily cause ol death

Signature and Title <

BE COMPLETED BY
PERSON WHO
PRONOUNTCES DEATH

24 TIME OF DEATH

[0:CA P

25 DATE PRONOUNCED DEAD (Month. Day. Year)

Noy 6—*\\38( 25

1934

26 WAS CASE REFERRED TO MEDI
{Yas or no) O

CAL EXAMINER/CORONER?

SEE INSTRUCTIONS

27 PART I

Enter the

INjuries. or ¢

arrest shock or heart fadure List only ane cause on each hne

IMMEDIATE CAUSE (Final
disease of condition
resulting in death}

“#/oX .

that caused the death Do nol enter the mode of dying such as cardiac or respratory

Acu ke M\lme,rul ml J»\\Qrmem

Approximate
Interval Between
Onset and Death

DUE TO (OA AS A CONSHQUENCE OF)

ACUTE MYOCARDIAL INFARCTION

Sequenually list conddions b
il any leading to immediate DUE TO (OR AS A COMNSEQUENCE OF)
cause Enter UNDERLYING
CAUSE (Dismase of injury c
that intiated events DUE TO (OR AS A CONSEQUENCE OF)
ﬁ’p X | resung in deany LaST
d
CAUSE OF PART Il Other mgmhcanl conditions contributing 1o death but not resulting 10 the underlying cause given n Part | 28a WAS AN AUTOPSY 28b WERE AUTOPSY FINDINGS
DEATH . t D PERFORMED? AVAILABLE PRIOR TO
o (Yes or no) COMPLETION OF CAUSE
(‘—0 ‘POI\M\J k N | gfés& OF DEATHY( Yes or no)
A4 9 I CORONARY ARTERY DISEASE O 5
28 ERTIFIER
SEE » ‘%hm' only | CERTIFYING PHYSICIAN (Physician certifyng cause of death when another physician has p desth and fem 23
INSTRUGCTIONS oned To the best of my knowledge, death occurrad due 1o the csusel(s) and manner aa stated

CERTIFIER

h PHONOUNCING AND CEHTIFY!NG PHYSIGIAN fPﬂylr:un bom

death and

ying cause of death)

To the best of my knowledge. death occurred at the ime. date, and place. and due to the causels) and manner as stated

[ MEDICAL EXAMINER

0O coroner

) HeALTH OFFICER

On the baws of uam-mbon and/or investigation in my ommm desth u urred at the ime date. and place and due 10 tha cause(s) and manner as siated

20b SIGNATURL AND TITLE OF CERTIFIER /MM ( N E

28¢c LICENSE NUMBER

OlL3ELY

28d DATE SIGNED (Month. Day, Year)

!\,Uu’ﬂwx ey Z{ 1987

30 NAME ANi DDRESS OF RSON HO CO‘MPLETED CAUSE OF DEATH tlT‘M AT

ANDR
I-.{ 1)1\2!()

cC. HAﬁ MDZCZ_

HEALTH
OFFICER

Awm'-gd

32 DA

TE FILED (Manth. D‘é Year)

NOy 2 7198

CORONER OR
MEDICAL
EXAMINER USE
ONLY

rm faw (4 761 N g*«v\a
31 HEALTH OFFICERS SIGNATURE ‘ ~
33 MANNER OF DEATH 34p DATE OF INJURY ME OF
(Month. Day. Year) INJL}FIY
D Matursl D Panding
D Accden lovsssgepon
O swcioe O cousd net be 34e PLACE OF INJURY — At homa farn strest laciory oMice
Ol vidiicss Datarminad building etc (Specidy)

Jdc INJURY AT WORK?
{Yer or nod

J4d DESCRIBE HCW INJURY OCCURRED

341 LOCATION (Street and Numbar or Rural Routa Numbar City of Town Sista)

SBHOG 004 State Form 10110 (R/10-87)

DEATH;PD Y



