[ATE: The Social Security # is

;?%be”.gg?%;;c. ' INDIANA STATE DEPARTMENT OF HEALTH £ 06730
730 CERTIFICATE OF DEATH BB 10 5t e e s i

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 _
j nicuseo-mmr. (Fient, Mhddle, Last) 2. SEX 3. TIME OF DEATH | 3b. DATE OF DEATH (Mowh Dey, vr)
Fzmaﬁe 3275 Pu Septemben 20, 7998
5b. UI“:I.OEH | !EAH Sc. UNDER 1 DAY | 8. DATE OF BIRTH (Mo, Day. Yr) 7. BIRTHPLACE (City and State or Fm Couniry)
Month D . . '
R ek W 220713 Indianapolis, Indiana

Sarna Abbott

Se. AGE—Last Birthday
(Yeoars)

8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See instructions) )
A U.S. VETERAN? US. ARMED FORCES? _
| HOSPITAL_ L] inpetient OTHER [ Nursing Home ([ Other (Specy)
No _ N/A [ er/Outpstent O] DOA L] Residence =
8b. FACILITY NAME (¥ not institution. pgive street snd number) 9¢c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH
Coventry Village Indianapol.is Marion
r— - 5 - B s e e e . s — : =
10. MAHITAL STATUS 1. SURVIVING SPOUSE 12s. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(!mf-.gtnywdmm) domarggmaﬂo!wﬂmmaanauumw) :
MLdOMEd i ales Clenk Retladll
13' RESIDENCE—STATE 136. COUNTY 13¢. CITY TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Marion Indianapolis 18400 Cﬁea&DLéia Lane
13e. ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—Amaerican Indian, 17. DECEDENT'S EDUCATION
ONo [ICYes WHAT COUNTRY? X No [ Yes (if yes. speciy Cuban, Black. White. etc. (Specify only highest grade complated)
4 6 2 5 6 13g. ON A FARM? iMexican, Puerto Ricen. etc) ISZ}.‘/:"’- i Eltmennryf-Soco;dlfy (0-12) Coliege (1-40or 5 +)
ALL -
XI No 0O Yes. USA ke, e e . ____________7 % e
18. FATHER'S NAME (First Middie. Last) 18. MOTHER'S NAME (First Middie. Maiden Surname) |
William Mankoviitz | Rose Baben Mankoviitz
200. INFORMANT'S NAME ( Type/Print) 20b. MAILING ADDRESS (Street snd Number or Rural Route Number. City or Town, State. Zip Code) | 20c. Relstionship
Lee Aheann 6338 Myrtle Ln Indpls, IN 46220 Daughiten
21a. METHOD OF DISPOSITIOM D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21¢. LOChTION—CHy or Town, Stitl
ﬁ Burel O Cremation D Removal from State other place) Septemﬂ.elz 2 7 J 7 9 9 8
03 Donation L] Other (Specwy) |Oaklandon 1[,0.0.%., Cemeterny |Indianapolis, Indiana
22s. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED TO CORONER?
None N/A A No O ves
T T T e T = = o B =
24a SIGNATURE OF FUNER 24b. LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
, (of Licensee) Hanny W Moone 8669 Pendleton Pk
\ FDO8800258 |Indianapolis, IN 46226FDHEI00007 4
26. PART | . | diseases. injuries. or complicstions that caused tha doeth. Do not enter nonspecthic tarms. such as cardisc or respirstory Approximete
arfest. shock. or heart feilure. List only one cause on each line interval Between
Vg - Onset and Death
IMMEDIATE CAUSE (Final : ? NEAUIYIONIA__
ﬂ'";':' of ‘;‘m;““ DUE TO (OR AS A CONSEQUENCE OF)
resulting n | .
e . ﬂﬂﬂd LA~
Conditions. if any, which gave DUE TO (OR AS A CONSEQUENCE OF)
rise to the /mmediste cause, :
stating the underlying .
B e T DUE TO (OR AS A CONSEQUENCE OF)
d
PART Il Other signricant condrtions - Conditions contributing to death but not praviously stated in Part | 21. WAS DECEDENT 28a. WAS AN AUTOPSY | 28b WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE_FHOH TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) | OF DEATH? (Yes or no)
No ' No No
29a. CEPTIFIER - CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred st the time. date. and place. and due to the cause(s) s ststed.
(Check onl .
e} ¥ O HeALTH OF FICER On the bamis of axaminstion and/or investigstion. in my opimon, death occurrad at the me. date, and place. and due to the cause(s) as stated
D CORONER On the basis of examinstion and/or investigation. in my opimon, death occurred at the ime. date. and place, and duse to the csuse(s) and manner as stated.
23b SIGNATME AND TITLE OF CEARTIFIER 29¢. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day. Yeer)
L - 01037872 | F-2/—5§
30 NAME AND ADDRESS O EFISON WHO COMPLETED CAUSE OF DEATH (ITEM 26) ( Type/Print) :
Linda Joundan, M 7845 Aﬁﬁ& nujille Road Fishens, IN 46038
31 HEALTH OFFICER'S SIGNATURE . 32 DATE FIL%) (fmma

33 MANNER OF CEATH 34a DATE OF INJURY 34b TIME OF 3!:. INJURY AT WORK? J4d DESCHIBE HOW INJUFIY OCCURRED
(Month. Day. Year) INJURY (Yes or no)
Natural Pending - _ \
P— Investigation . _ . |- | - -
34n PLACE OF INJURY —At home, farm strest. lactory. ofice Jal LOCATION (Street and Number or Rural Route Number. Cty or Town, State)
Suicide E Could not be building. atc (Specify)
Determined
Homcide ;
— S| (- e TG SO, SO, Y -5~ L ISR S P 1

J4g DATE PRONOUNCED DEAD (Month. Day. Year) J4dh MOTOR VEHICLE ACCIDENT? (Yes or no) If yes speciy driver. passenger. pedestrian. elc




