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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

KE* ’
State No. ........ D? j

1 DECEASED-—NAME
Aloysius

(Firgt, Middle. Last)

J.

Kropiewnicki

2 SEX
Male

3a. TIME'OF DEATH

1]'LQA

3b. DATE OF DEATH tMonth. Day. Y1)

March 12,2002

4 *socw. sscunn'v NUMBER

28-1

2-9072

5- AGE —Last Bi
20075

T3 I

5c UNDE&%%_
Hours MiraRtel

113‘)51# OPIBIRTH (Mo, Daymm J

7. BIRTHPLACE (City and State or Foreign Country)

ec.28,1921 lcHTCAGO, IL

8a WAS DECEDENT
A US. VETERAN?

YES

8b. YEAR LAST SERVED IN

}. ?L CE OF DEATIH (Gheck 6n§‘ orie.Ses mstructions)

US. ARMED FORCES?

1945

HOSPITAL

D inpatient

D ER/OQutpatient D DOA

19 Home [J Other (Specify)
E Residence

hiHers LN

g9b. FACILITY NAME (¥ not institution. give street and number)

2353 Barbara Jean Dr.

9c. CITY. TOWN. OR LOCATION OF DEATH

SCHERERVILLE

9d. COUNTY OF DEATH

LAKE

10 MARITAL STATUS

Seect) MARRIED,

11 SURVIVING SPOUSE

(If wife. give maiden name) F‘ LORENCE
CIECHANOWSKT

128 DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired)

CRANE INSPEC

12b. KIND OF BUSINESS/INDUSTRY

INLAND STEEL

OR

13s. RESIDENCE—STATE

INDIANA

13b COUNTY

LAKE

13c

CITY. TOWN. OR LOCATION

SCHERERVILLE

13d. STREET AND NUMBER

2353 BARBARA JEAN

13e. ZIP CODE

46375

14 CITIZEN OF
WHAT COUNTRY?

13t INSIDE CITY LIMITS
ONo X Yes

15

13g ON A FARM?

5 No

U.S.A.

O Yes

WAS DECEDENT OF HISPANIC ORIGIN?
X3 No O Yes

Mexican, Puerto Rican. etc)

(If yes. specity Cuban.

16. RACE—American indian.
Biack. White. etc

17. DECEDENT'S EDUCATION
(Specify only highest grade completed)

(Specify)

WHITE

Elementary/Secondary (0-12) College (1-40r 5 +)

18 FATHER'S NAME (First Middie. Last)

JOSEPH KROPIEWNICKI

19. MOTHER'S NAME (First. Middle. Maiden Surname)

MARY KASPRZAK

208 INFORMANT'S NAME (Type/Print)

FLORENCE KROPIEWNICKI —)

20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code)
2353 Barbara Jean Schererville,In

20¢. Relationship

WIFE

21a. METHOD OF DISPOSITION

Q{Buﬂnl

O oonstion

O crematon
D Other (Specity)

3 Entombment

O Removal from State,

,2"1, DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or
MARCH 16,
Holy Cross Cemetery

other place)

21c. LOCATION-—~City or Town, State

2002

Calumet City, Il.

22s. EMBALMER'S NAME

James F. Betkowski

225, EMBALMER'S LICENSE NO.

FDO9200077

23 WAS DEATH REPORTED TO CORONER?

)@ Ne D Yes

26 SIGNATURE OF FUNER.

24

24b  LICENSE NUMBER
(of Licensee)

FD09200077

25._NAME. ADDRESS. AN
Elmwood C

11300 W.

LICENSE NUMBER OF Fi

apel FHD
97th Ln.

HOME

74600052
St.John, In.

6. PART |

IMMEDIATE CAUSE (Final
dissase or condition

resulting in death}

Conditions. if any. which gave

Enter the diseases. Injuries, or complications that-.caused the death- Do not enter nonspecific terms. such as cardiac or respiatory

arrest, shock, or heart failure List only oné cause on eachiine

Quncv Ve o Wi

Approximate
(nterval Between
[ Onset and Death

DUE TO (OR AS A CONSEQUENCEOF)

rise to the immediate cause,

statng the underlying

cause last

DUE TO (OR AS A CONSEQUENCE OF)

d

DUE TO (OR AS A CONSEQUENCE OF}

PART Il. Other signdicant conditions - Conditions contributing to death but not previously stated in Part |

27. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)

28s. WAS AN AUTOPSY
PERFORMED?
(Yes or no)

No

28b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE

OF DEATH? (Yas
No o

29a. CERTIFIER
(Check only
one)

Q CERTIFYING PHYSICIAN  To the best of my knowledge. death occuried et the tme. date. and place. and due to the cause(s) as stated

{J HEALTH OFFICER On the basis of

1 and/or ir g

(3 CORONER. On the bhsis of examination and/or

1n my_opnion. death accurred at the time. date, and place. and dus to the cause(s) as stated

. in my opimon. death occurred at the time. date and place. and due to the cause(s) and manner as stated

SRTIFIER

29b SIGNATURE AND TITLE OF CERTIFIER C
‘1L0¢ﬂﬂtt

30 NAME AND ADDRESS OF PERSON WHO COMPLETED C.

Rl N

e\ ombe

29¢. MEDICAL LICENSE NO

S 0UARg T

29d. DATE SIGNED (Month. Day. Yesr)

3-12-0 X

A GArDiH | M- >

ALTH
‘FICER

31. HEALTH OFFICER'S SIGNATURE

SO\ unse X

i Yol ey T4

A W

th. Da y Year)

> 0O

oW ATE FILED M
Al

33 MANNER OF DEATH

[ Naturat

O Accident
[ suicie

O Homicide

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

O Pending
Investigation

34e. PLACE O
D Could not be building. eLmE—
Determined

Bl

Jld DESCRIBE HOW INJURY QCCURRED

4b. TIME OF 34c INJURY AT WORK?
INJURY (Yes or no}
MIN
ER BENJA |r\|‘|"'QR
relpt. #3 ice

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

34g DATE PRONOUNCED DEAD (Month, Day. Year)

34n. MOTOR VEHICLE ACCH ENT" 23 ] yes specify driver. paskenger. pedestrian. etc

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1






