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9b. FACILITY NAME (¥ not mnsttution, grve street and number) 9¢ CITY. TOWN. OR LOCA IO'P} OF DEATH 9d COUNTY OF DEATH
DECEDENT
St. Mary Medical Center Hobart Lake
10. MARITAL STATUS 11 SURVIVING SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 126 KIND OF BUSINESS/INDUSTRY
(Specity) (¥ wite. give maden neme) Jdone during most of working ife. Do not use retred)
Married Josephine Sopkowski Steel worker U.S. Steel
13s. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d STREET AND NUMBER
Indiana Lake Merrillville 637 East 54th Place
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John Rajski Johanna Wildhardt
INFORMANT 208 INFORMANT'S NAME ( Type,/Pring 20b. MAILING ADDRESS (Street and Number or Aural Route Number. City or Town State. Zip Code) 20¢. Relationship
Josephine Rajski 637 E 54th P1, Merrillville, IN 46410 Wife
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Henry Blake FDO109406 Bro  Ove
24a. SIGNATURE OF FUNERAL DIREGTO 246" LICENSE NUMEER 25. NAMEADDRESS AND LICENSE NUMBER OF FUNERAL HOME
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f 1009893 6866 Broadway, Merrillville, IN 46410
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29a. CERTIFIER N CERTIFYING PHYSICIAN  To the Oest of my knowledge. death occurred at the tme. date. and place and due to the cause(s) as stated
(Check
anc).c o D HEALTH OFFICER On the basis of examination snd/or 'nvestgaton. in my opinion. desth occurred at the time, date. and place. and due 10 the cause(s) as stated
a CORONER  On the basis of exammation and/or investigation. in My opinion. desth occurred at the time date. and place. and due o the cause(s) and manner as stated
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30 NAME AND S OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Print)
Nazzal Obaid, M.D., 8895 Broadway, Merrillville, IN 46410 (219) 738-2081
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