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CERTIFICATE' OF DEATH

State NO. vvvvviiiviriireniennsnnnes

E/PR' NT t DECEASED~NAME (Fiest Middie. Lest) 2 SEX 32 TIME OF OEATH | 3o DATE OF DEATH (monen Dy v7)
IN ANNA _ PEREVUZNIK Fe 5:20AM w | May 14, 1991
'M ANENT | 80cuL secunty numeen %6 AGE—LantButhdsy | 5b UNDER I YEAR| 8¢ UNDER | DAY | 8 DATE OF BIRTH (Mo, Dsy. Y2 | 7 BIRTHPLACE (Cry and Stere ov Foregn Country)
(Yoors) Months  Days Howrs  Muwtes
AGK INK | 306-01-5105 D Sept, 3. 1901 East Diicago, Indiana
™ wug oeg':mr & ng: ;’:Esg ’sga\ét‘ts) N 9s_PLACE OF DEATH (Check only one See nstructions) )
AUS VETERAN? v
HOSPITAL (3 inpevent OTHER }gmmm O3 Other (SpectilD)
No - O _er/oupevere 0] DOA O Aesidence ™
90 FACILITY NAME (¥ nor msteupon give streel and number) 9¢. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
Meridian Nursing Center Dyer LaRe
10 MARITAL STATUS 11, BURVIVING SPOUSE 20 DECEDENTS USUAL OCCUPATION (Gve knd of work | 120 KIND OPBUINESS/INDUSTRY
{Speciy) wis. give menden neme) ing most of working e Do not use retwed) .
Widow — Housewif e Hom@akgr
\ 130 RESIDENCE—STATE 13 COUNTY 13c. CITY. TOWN, OR LOCATION 13d STREET AND NUMBER
a Indiana Lake Hammond 7215 Woodlawn _‘3
t 13 2IP CODE | 13 INSIOE Gyr¥ LIMITS |14 CITiZEN OF 16 WAL QECEDENTIOF HISPANIC ORIGINY 16_RACE—Amaricsn inden. 11 ORCEDENT'S EDUCATION
» O Ne Yeos WHAT COUNTRY? o [ Yes (M yes, specdy Cuben, Black, White. ete (SpecHy only hghest grade completed)
% 46324 |'% ONaFaRM Moxcaaluegoliestleic) (Specky) Elomentary/Becondery (0-12) | College (1-46r § )
". *{:a HNO UVOI U-Svo White 6 years
ENT ‘ 18 FATHER'S NAME (First Meckdle. Laso 18 MOTHER'S NAME (First Middle, Mawien Surname)
' Vasil Suranich Johanna Oris
IAM 200 INFORMANT 5 NAME (Type/Prnd) 20b MAILING ADDRESS (Streer and Number or Aurai/Route Number, City or Town. State, Zg Code)' | 120¢ n&ﬁr\m(n
Mary Anderson 7215:Woodlawn Hammond ;> Inddianal 46324 Daughters
« | 210 METHOD OF DiSPOSITION [ Ertombment 216 DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c LOCATION—City o+ Town. State ™ ~; 7]
@ BXuw O crommon O Removel from Stute oherpcl May 17, 1991 : < ‘
[0 ooneton 3 Other (Specin Holy Ghost Ceme tery Hammond qIndia
YOSITION 228 EMBALMER'S NAME 220 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER? gf_
Charles W. Wells #1042372 XKXe O ves A
240 SIGNATURE OF FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME R
@D tof Licenses) SOLAN FUNERAL HOME FH# 3 02893 -
‘f—i /)‘)—:% r‘z-fa’” FD# 1004097 7109 Calumet Ave.',’Hémiﬁo |JINd), 46324
== RGeS [ IRy YRR -
26 PARTI Enter thi diseases, Injunes. or comphcations thet caused the death Do not enter nonspecific terme, mh“u'“co"tw'm‘ ! l\-,‘f ! ‘»' . \'. o | Wia .3 ‘("::e“mmm
arrest. shock, or heart fedure List only one ceuse on each kne "
9 z % Z - ~ He w4, Onoet snd Desth
wiad | MMEDIATE CAUSE (Finel . e L. A \ e
@ duesse or condtion DUE TO (OR AS A CONSEQUENCE OF) v V4
)TSIEOP resuting i desth) . sav 15 1991
! @ Condmone. i any. which geve DUE TO (OR A8 A CONSEQUENCE OF) ! )
$~: nse (o the immediate cause. ¢
s j ::a :: undertying DUE TO.(OR AS A CONSEQUENCE OF) X ; (} _ /.r/
2 s LIS Y.
de . X S —
2. WL PART R Other 0ig -C contributng to desth bul not pre 21, WAS DECEDENT WAS AN AYTO! 285. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS R?’; Mméwn. LTH P ORAY R AMLEBROR TO
POSTFARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
NO ———
293 CERTIFIER B&RTFVING PHYSICIAN  To the best of my knowledge. death occurred at the time. dete. and place. and due to the cause(s) as sated
(onc) only [ HEALTH OFFICER On the basis of and/or 9 n my opinion. desth occ: . date, and pisce. and dus to the caues(s) as ststed
DCORONER On the besis of and/or 0 mmymmmuw:un:ms.nnhnmmmuw
20 smwm CERTIFIER 29c MEDICAL LICENSE NO 20d DATE SIGNED (Month Dey. Yesr)
ATIFIER d (o B, N . Q,OJ i May 14, 1991
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Prind AU
Fred M. Adler MD 800 MacArthur _ Munster, Indiana 46321
/7y 32 DATE FILED (
ALTH 31 HEALTH OFFICER'S SIGNATURE . ] R BEN J AM I N W 3\ ?
FICER e /
33 MANNER OF DEATH 348 DATE OF INJURY b TIME OF 34c. INJURY AT WORK? 34 DESCHI v occuuto
(Month. Day. Year) INJURY- {Yes or no)
Onewe O :Nm 01184
estgetion
R O Accioem 340 PLACE OF INJURY — At home. farm siraet factory, office 341 LOCATION (Streat 8nd Number or Rusal Route Number. City of Town. State)
ONER [ swcde [ Could not be bukdng. ete (Specdy)
E ONLY a Determuned
Homicide

349 DATE PRONOUNCED DEAD (Month, Dey. Yesr) | 34n MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes. specily driver. pessenger. pedestrian. stc
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