* ATTENTION ESTATE: The Soclal Security # is

being requested by this state ?encg in order to
pursue its statutory responsibility. Disclosure is

voluntary and there will be no penag’:;_r’eiusal

Local No. /G ‘4,7

TYPE/PRINT
IN
PERMANENT
BLACK INK

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

95-031686

State NO. ....ovvvvnviiirnennnennnnns

I DECEASED—NAME _(First. Middle, Last) 2. 56X 3. TIME OF DEATH | 3b. DATE OF DEATH thonch Dey. ¥e)
" % .
HELEN A. CUBBERLEY Female [10:45 4 July 17, 1995
So AGE—Lust Bishdey | Sb UNDER | VEAR | 5 UNDER 1 OAY | & DATE OF BIRTH (M. Day, Y0 | 7. BRTHPLACE (Chy and St o Forain Count)
‘oors) Minut 1
89 sl MR e *(August 5, 1905 Hobart, Indiana
8 WAS DECEDENT % VEARLAST SEVEDIN 9a_PLACE OF DEATH (Check only one. See msructions)
ETERAN? . Al 7
5 U_s_i _________ HosPITAL ] inpatient otHER [ Nursing Home [ Other (Specky)
O er/oupeves [ DOA O] Residence

9b. FACILITY NAME (¥ not institution, give street and number) 9c. CITY, TOWN. OR LOCATION OF DEATH

8d. COUNTY OF DEATH

St. Mary Medical Center

Hobart

Lake

10. MAR!TAL) STATUS

11. SURVIVING SPOUSE

12e. DECEDENT'S USUAL OCCUPATION (Give kind of work
working ife. Do not use retired)

12b. KIND OF BUSINESS/INDUSTRY

arried nglgzgmﬁﬁgherley ook-Keeper Swartz & Company
13s. RESIDENCE—STATE 13b. COUNTY 13¢. CITY, TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Lake Station 3660 Iowa Street
13e. ZIP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
0O No Yes WHAT COUNTRY?| R No 0O Yes (if yes, specify Cuban, Black. White, etc. (Specify only highest grade completed)
464G5 [130 onaFarm? Mexican. Puerto Ricen. etc) (Speciy) Elementary/Secondary (0-12) | College (1-4 or 5 +)
B no O ves U.S.A. Whlte 12
18 FATHER'S NAME (First. Middle. Last} 19. MOTHER'S NAME (First Middle. Maiden Surname)
Charles Frobel Caroline Schroeder
20e. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Strest and Number or Rural Route Number, City or Town. State. Zip Code) 20c. Relationship
Wallace Cubberley 3660 Iowa Street,Lake Station,In. 46405 Husband

K Bural O cremation
[ oonation [ Other (Specity)

o
21a. METHOD OF DISPOSITION  [J Entombment

0 Removal from Staze

July 20, 1995

other place)

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or

Evergreen Memorial Park Cemetery

21c. LOCATION—City or Town. State

Hobart, Indiana

22e. EMBALMER'S NAME.

22b. EMBALMER'S LICENSE NO

23 WAS DEATH REPORTED TO CORONER?
0 ves

Alexis Thanos FD08600505 X to
248 SIGNATURE OPFUNERAL DIRECLOR 24b. LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
' ’ (of Licensee) Geisen Funeral Home,Inc.FH83007762
FD08600505 7905 Broadway,Merrillville,In. 46410

diseane or condition
resulting in desth)

Condttions. f any. which gave
rise to the immediate cause.
stating the underlying

28. PART | Enter the injuries. or that caused the death Do not enter nonspecific terms. such as cardiac or respirstory Approximate
arrest. shock. or heart failure List only one cause on each line c/&( Interval Between
Onset and Death
IMMEDIATE CAUSE (Final ¥ Quc% f Of @52 3

&E TO(ORAS A CONSEOUENCE ?
. A G A

%?((O/R %,{ CONWQF) L/e 4 ZV‘@

DUE TO (OR AS A CONSEQUENCE OF)

cause last
d
PART Il Other signd -C 9 to desth 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

298 CERTIFIER
(Check only
one)

’Q(CERTIFVING PHYSICIAN  To the best of my knowledge, desth occurred at the time. date. and place. snd due to the ceuse(s) as stated.

O HeaLTH OFFICER On the basis of examination 8nd/or investigation. in my opinion. death occurred at the time, date, and place. and due to the cause(s) ss stated.
a CORONER  On the basis of examination and/or investigation. in my opinion, death occurred st the time, date, and place. and due to the cause(s) and manner as stated.

29b SIGNATURE AyLE OF CERTIFIER 0 m

29¢. MEDICAL LICENSE NO

/026 Y

30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 28) ( Type/Print)

Dr. Mark O. Carter, 295 South Wisconsin Street, Hobart, Indiana 44

31 HEALTH OFFICER'S SIGNATURE

’
c A -',"’

3 //j ’ @’, //

33 MANNER OF DEATH

m] Pending
Investigation

O Netral

O Accident

0O suicide O coutd not be
Determined

O Homicide

348 DATE'OF INJURY
(Month. Day. Yesr)

BRI oE

INJURY (Yes & ac)

ARAAT o] )

34d. DESCRIBE HOW INJURY

CURED

A—28d. DATE ED (] . Day. Yeer)
1 ; <
2
33 DATE FYED (Month. Dgy. Yeer)

5’

building. etc (Specify)

34n PLACE OF INJURY—At home. farm. street. factory. office

34f LOCATION (Street and Number or Rursl Route Number, City or Town. State)

349 DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) I yes. speciy driver. passenger. pedestrien, etc

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1




