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

is voluntary and there will be no penaity for

CI0-9% .
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Local No. D\

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH StateNo..........................

<; t{ Y 3‘{ 7 THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PERIC 16-1, 19-3

TYPE/PRINT

IN
PERMANENT

BLACK INK

DECEDENT

PARENTS

INFORMANT

DISPOSITION

CAUSE OF
DEATH

CERTIFIER

HEALTH
OFFICER

0. FA

(If notinstitution, give street and number)

Methodist Hospital - South Lake Campus

1. DECEASED - NAME (First, Middle, Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATHMonth, Day, Yr.)
Hazel G. Petruska Female 9:55 AM  |December 6, 1998
4. ¥SOCIAL SECURITY NUMBER Sa. AGE - LastBithday [5b. UNDER 1 YEAR Sc. UNDER 1 DAY 8. DATE OF BIRTH(Mo., Day, Yr.) BIRTHPLACE JCitv a"ca late orForeign Country}
(Years) Manths Days | Hours Minutes Lt 1e
307-30-8059 66 May 26,1832 ana
83, WAS DECEDENT 8b. YEAR LAST SERVED IN PLACE OF DEATH___[CHECK only Oné_See nStructiogly
A U.S. VETERAN? U.S. ARMED FORCES? HOSPITAL: B Inpatient OTHER [T} Nursing Home [ Other (S@
- /— .
Nc L froveer L oA WN‘LTCW%;H_ b
] Sc. CITY, TOWN, A

Merrillville

La®Dd

10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KINB»@®BUSINESS/INDUSTRY
{ Spec:fy) (If wife, give maiden name) done during most of working life. Do not use retired.)

Married Albert Petruska Homemaker At Kdhe
13a. RESIDENCE - STATE 13b. COUNTY 13¢. CITY, TOWN OR LOCATION 13d. STREET AND NUMBER [W5 5]

T Lake Lake Station 2900 Allen Strdéd
13e. ZIP CODE | 13f. INSIDE CITY LIMITS 14. CITIZEN OF 115.WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE_. Amencan Indian, RAGECEDENT'S EDUCATION

E No [J Yes WHAT COUNTRY? @ No O Yes [(if yes, specify Cuban, Blsack‘.:”\CI)hite. etc. (Specify only highest grade compileted)
(Specit
139, ON A FARM? Mexican, Puerto Rican, etc.) Elementary/Secondary (0-12) Coliege (1-4 or 5+)

46405 4 No [ Yes [USA White 12| N/A
8. FATHER'S NAME (first, Middte, Last) 19, MOTHER'S NAME __ (FIrst, €, Maiden Surname]

James Mair Gladys Stone

20a. INFORMANT'S NAME  (Type/Print)

Albert Petruska

20b. MAILING ADDRESS (Street and Number or Rural Route Number, City or Town, State, Zip C@ 20c Reiationship

2900 Allen Street, Lake Station, IN 3 | -Husband

£ Buria

[ benation

21a. METHQD OF DISPOSITION

Ocremation
{0 other (Speciy)

-
D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or 21c. LQCATION .-:d'xy or Wn. State

DeCember 9, 1998
CALVARY CEMETERY

[} Removal from State

Port age, Indl ana

22a. EMBALMER'S NAME

Gord%n L. Jones

22b. EMBALMER'S LICENSE NO.

01010711

23. WAS DEATH REPORTEDTO CORONER7

£9 No

arest, shack, of heert fal

24a. Sl E OF FUNERAL DIRECTO! 24b. LICENSE NUMBER 25. NAME, ADDRESS, AND LICENSE NUMBER OF FUNERAL" HOM
! (of Ligensée) Burns Funeral Home - FH83002380
W 701 E. 7th Streef,Hahart,Indiana
¢ Py FD01010711 O 46342-

26, PART’I Enter the diseases, injures, 4] Approximate

(nterval Between

IMMEDIATE CAUSE (Final
disease or condition
resulting in dealh)- ; '

SR
Conditions, if any, which gave
nse to the immediate cause
stating the undertying

plmmns that caused the desth. Do not enter nonspecific terms, such as cardiac or respir: Y
LIS( onry one cause on each line. f

a. Cardio-Respiratoryv Arrest
DUE TO(CRAS A CO‘NSEQUENCE OF): =

gMe*astatlc Carcinoma Lung
DUE TO (OR AS A CONSEQUENCE OF ):

‘ Adu1t Onset Diabetes Melitus

Onset and Death
15 Minputes
2 Years
1 Week

A
o

8

012062

DUE TO (OR AS A CONSEQUENCE OF):

cause last : BEN
& Chol ecystitis - Cholelithigsike COUNTY AUDITOR 1 Week
PART It Other significant conditions - Conditions contribating to death but not previousty stated in Part | 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRICR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
, 4 {Y, NorU) OF DEATH? (Yes or no)
Large Ventral Hernia
No No

29a. CERTIFIER
(Check only

one)

B CERTIFYING PHYSICIAN  To the best of my knawledge, death occurred atthe time, date, and place, and due to the cause(s) as stated.
[0 HEALTH OFFICER 0n the basis of

|l CORONER on mv-bo;xs of

andfor i in my opinion, death occurred at the time, date, and place, and due to the cause(s) as stated.

and/or i

in my opinion, death occurred at the time, date, and place, and due 1o the cause(s) and manner as stated.

29b. SIGNATURE AND TITLE OF CERTIFIER

29c. MEDICAL LICENSE NO. 29d. DATE SIGNED (Month, Day, Year)

01031797 199

December 7,

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

Shashikant R. Rane mD

aMichigan, Hobart, IN 46342

31, HEALTH OFFICER'S SIGNATURE R

r'

32 (D\TE FILED (Month, Day, Year}

LW~Lb~k3l I?TX

f‘c"

e
.~..)‘ ~“¢> oWl

T P90
,'3!

33. MANNER OF DEATH

34a. DATE OF INJURY
{Month, Day, Year)

34b. TIME OF
INJURY

34c. INJURY AT WORK?
(Yes or no)

34d. DESCRIBE HOW INJURY OCCURRED

5 Natural ] Pendﬁ“g
{7 Accident

O suiede [ coun not ve
D Homicide Determined

34e. PLACE OF INJURY — At home, farm, street, factory, office
building, etc. (Specify)

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

December 6,

34g9. DATE PRONCUNCED DEAD (Month, Day, Year)

34h. MOTOR VEHICLE ACCIDENT?(Yes or No} If yes, specify driver, passenger, pedestrian, etc.

uoui1lv3

1598

N
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