: "ATTENTION ESTATE: Disclosure of the
: SS# we need to pursue our responsibilities

 involuniary ndtnacewit benopenaiy o |NDJANA STATE DEPARTMENT OF HEALTH 779_4 — /] /
Locaito. T G CERTIFICATE OF DEATH State NO. ..o eeienens

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
TYPE/PRINT |' DECEASED—-NAME (Fust Mddie. Las) 3a. TIME OF DEATH | 3b. DATE OF DEATH tMo Oay. v/

IN JOHUN J. MIKLUSAK 2.!‘EiERLE 6:20 P. | FEBRUARY 16, 1995

i PERMANENT 4 WSOCIAL SECURITY NUMBER |1 (AVGE;LOK Birthasy | Sb UNDER ! YEAR 8¢ UNDER ! DAY {6 DATE OF BIRTH (Mo, Oay. Y 1. BIRTHPLACE (City and State or Foregn Country)
([ ¢
BLACK INK | 313-01-4799 84 vee o) e ™ JAN. 30,1911 |WHITING, INDIANA
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN : _9a__PLACE OF DEATH (Check oniy ons. See mutructions )
A US VETERAN? US. ARMED FORCES? HOSPITAL  (J Inpavemt orER O Nursmg Home L Othr (5pecy)

NO N/ A m e/Outomant_ [ 00A O] Resdence

9b. FACILITY NAME (¥ not instiution. grve street and number) 9¢. CITY. TOWN OR LOCATION OF DEATH 9d. COUNTY OF DEATH

DECEDENT ST. CATHERINE HOSPITAL EAST CHICAGO LAKE

- 10. MARITAL STATUS *—~ 1 11. SURVIVING SPOUSE - 120.. OECEDENT'S USUAL OCCUPATION (Give kind of work | 12b. KIND OF BUSINESS/INDUSTRY
ing most of working ife Do not use revred)

NEVER MARRIED/™ ™™™ NONE T TRIGEE AMOCO Q1. COMPANY

13a. RESIDENCE-STATE 13b. COUNTY

INDIANA AKE HAMMOND(WHITING P.0,) 1004 REESE AVE

13¢ 2P CODE { 13f INSIDE QLY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 18. RACE--American Indisn, 17. DEC| T'S EDUCATION ﬁ
WHAT COUNTRY? No [ Yes (i yos soecdy Cubsn. Black White. etc. (Spechy 8t grade completed i

QN Yes
46394 ‘ Mexican. Puerto Ricen. etc) (Soeciy) mes”m“w?, [congecreaars+

"X pe | UiSihy WHITE 12 @
[J%)

18. FATHER'S NAME (First Middle, Lost) 19-"MOTHER'S NAME (Frat Middle, Marden Surname)

JOHN MIKLUSAK ANNA 603

20s. INFORMANT'S NAME (Type/Print) 20b MAILING ADDRESS (Street and Number or Rursi Route Number=City or Town. State. Zip Cade) 20¢. Relationship

NEPHEW

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21¢. LOCATION—City or Town. State

Xeww  Ocemmn O Aenovm from S oter piace) FEBRUARY 20, 1995
O oomnon 01 O t5pect ST. JOHN CEMETERY HAMMOND, INDIANA

DISPOSITION | 228 EMBALMERS NAME. 22b. EMBALMER'S LICENSE NO 23. WAS DEATH REPORTED T0 CORONER?

MARTIN A. DYBEL FDE01019456 Do X ver

248 SIGNAT OF FUNERAL DIRECT 24b. LICENSE NUMBER 28 NAME, ADDRESS. AND LICENSE NUMBEA-OF FU L HOME'TI
' . BARAN & SON, mc.. ggg%@
g L FDE0101945611235-119TH STam=WHEBIN 4639
~u'. PART I, Ener the disedess. Injunes or com o that coussd the desth Do not erier nonspecihc terms. such 89 cardisc of respirstory F le m ﬁgu
srrem. shock. or heert faiure List only one cause on each line ~F{mervat Bgtween
IMMEDIATE CAUSE (Final . Cartdar MM ) —mj .

. disease or condition DUE TO (OR AS A CONSEQUE (gOF) &5 l s "D- DIRE4 o
CAUSEOF | , Copent DI G . Q5%
DEATH Conditions. # any. which gave OUE TO (ORAS A CONSEQUENCE OF) & - I o=

1138 (0 the immediste cousse. . g M ‘. B 2w; 5 O 4

by
bl underlying DUE TO (OR A8’A CONSEQUENCE OF) ‘ PETER BENJAMIN

Bl wviedun

. PARENTS

- INFORMANT

218 METHOD OF DISPOSITION  [J Entomoment

PART Ii. Other signhicant conditions - Conamons contrbuting to desth but not praviously stated i Part | 27 WAS DECEDENT 282 WAS AN AUTOPSY ‘285, WERE AUTOPSY FINDINGS
\ " PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TQ
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE

(Yes or no) N/A NO OF DEA“"/YA‘OIM)

29a. CERTIFIER d CERTIFYING PHYSICIAN  To the best of my knowledge. destn occurred st the hme. date. and piace. and dus 10 the cause(s) as sised.
(Check only
one)

D HEALTH OFFICER On the basis of snd/or [ 1" my opwwon death occurred at the tme, date, and pisce and due to the causels) as steted

D CORONER  On the bams of andfor i My 0DIMION. Ceatn occuwred et the time. date. and piace. snd due to the couse(s) and manner s sisted
26b. SIGNATURE AND TITLE OF CERTIFIER 29¢c. MEDICAL LICENSE NO. 20d. DATE SIGNED (Month. Day, Year)

CERTIFIER 7 Jdlopito— P 6/b7%¥92¢ | FEB, 20, 1995

3 P

* MOHAMED TURKMANT, M.D.. 6924 INDIANAPOLIS BLVD., HAMMOND, IN 46324

31. HEALTH OFFICER'S SIGNATURE 32. DATE FILED (Month. Day. Year)
£~ EAE Ve

33 MANNER OF DEATH 34a DATE OF INJURY 34b TIME OF M 34c INJURY AT WORK? 340. DESCRIBE HOW INJURY OCCURRED

{Month, Day. Yeer) INJURY (Yes or no)

O Nowrst O Pendng
D investigation
Accdent 348 PLACE OF INJURY—At home ferm stremt foctory, ofice 34t LOCATION (Sirees and Numbar or Aursl Route Number. Cey or Tawn. State)

0 sucse (3 Cournotbe buiding, te. (Specry)
Q.

Determined
D Homicide

HEALTH
OFFICER

34g DATE PRONOUNCED DEAD (Month Day Yeer) | 34n MOTOR VEHICLE ACCIOENT? (Yes o no) if yes specdy drver. passenger. pecestren. etc. {

00034

soHos004  State Form 10110 (R4/3-93) Deathcer/PD !
o ‘4-&7 ! “V 3 B < V.., e teritan s ek LT a2 = i 71.;::7 . :“%V i & " "V ‘\

e




