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i t thi I¢ in order to
Irggerei?:esstaeiutor);/ réiéoigb%%?%isd:su?e is INDIANA STATE DEPARTMENT OF HEALTH

luntary and there will be no penalty for refusat.

DT Tl CERTIFICATE OF DEATH State No. .............. e e

xcal No. ..... T LN
o oJdv A THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 S
QY HED SR,
/'P E/PHINT 1 DECEASED—NAME (Firet. Middle. Last) e, SExi. i 3a TIME OF DEATH | 3b DATE OF DEATH (Month. Dsy. vr)
- Fag A g
IN STEVE ROMANAK FILIMALE 4:50 P ,, |OCTOBER 22, 2001
RMANENT 4. WSOCIAL SECURITY NUMBER Sa (AyGE—Llst Sirthday Sb. UNDER 1 YEAR Sc_UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. ¥r) 1. BIRTHPLACE (City and State or Foreign Country)
: oan, nths Days H, M .
LACK INK | 310-22-36282 002 050800 7002 ABcu§t %, 2824 | EAST CHICAGO, INDIANA
8a WAS DECEDENT 8b YEARLAST SERVED IN Sa_PLACE OF DEATH (Check only one_See mstructions )
A US. VETERAN? U'S. ARMED FORCES?
HOSPITAL X] inpatient ?bL i .\ u 'H @ foi [ptl?fsmq Home D Other (Specify)
YES 1946 O er/Oupstent. J 0oann - AR NAE D O Residence
X LAY
9b. FACILITY NAME (¥ not institution. give street and number) 9c él\fV %WN &tbCATION OF DEATH 9d COUNTY OF DEATH
CEDENT
ST. ANTHONY MEDICAL CENTER CROWN POINT LAKE
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (i wite. give maiden name) done during most of working iife. Do not use retired)
MARRIED LOUISE BIANCHI (RETIRED) MECHANICAL DEPT. INLAND STEEL
13a. RESIDENCE—STATE 136 COUNTY 13c. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE CROWN POINT 3647 ST. ANDREWS COURT
13e. ZIP CODE | 13t INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
O No XI Ves WHAT COUNTRY? m No (O Yes (f yes. specfy Cuben. Black. White. etc (Specify only highest grade compisted)
13g ON A FARM? Mexican. Puerto Aican. etc) {Specity) Elementary/Secondary (0-12) College (1401 5 +)
U.S.A. WHITE
46307 XN O ves
RENTS 18. FATHER'S NAME (First. Middle. Last 19. MOTHER'S NAME (First Middie. Maiden Surname)
IGNAC JAMES ROMANAK MARTA KOZON
:ORMANT 20a. INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Relstionship
LOUISE ROMANAK 13647 ST. ANDREWS CT., CROWN POINT, IN 463 WIFE
21a. METHOD OF DISPOSITION [ Entombment )‘D TE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 2tc. LOCATION—City or Town. State
O surai & Cremation O Removal from State other piace) OCT. 26 » 200 1 CROWN POINT
O conation [ Other {Specify} N.W. IND. CREMATION SERVI CES INDIANA
3POSITION 22a. EMBALMER'S NAME 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
CRAIG MALONE 1022392 Xine O ves
24a SIGNATURE OF FUNERAL DIRECTOR 24b LICENSE NUMBER 25 NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

(of Licensee) BURNS FUNEFAL HOME, 101061 BROADWAY
//7142 fe 002 Q Qi L 2. | 1013890 CROWN POTNT, TN 46307 FDH83002445

26. PART | Enter the diseases. injuries. or complications that caused the death Do not enter nonspectfic terms. such as cardiac or respiratory Approximate
arrest. shock. or heart failure List only 6né cause on eachdine Interval Between
— . Onset and Death
wumm«—nmw-—-r--—[eﬂ‘a—&— [CES Pl T2 M D)5 YCES S Sif AJ P ME
disesge or condiion . TO (OR AS A CONSEQUENCE OF) 1
USE OF resulthg n obbE CERTIFIES THE AROVE IS A TRUE Z?B
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rise tq the imrhiedaté ‘caldel 7 .
the underl
stating the underlying DUE TO (Oft AS A CONSEQUENCE OF)
ST 9 A RO -
it 2 4 2001 VIR |
=INT D
PARATHL Other signficant conditions - Conditions contributing to death bk not previously stated n Part | 27 WAS DECEDENT ;WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFOAMED? AVAILABLE PRIOR TO
TLIM? (Yes or no) COMPLETION OF CAUSE
LAK NJ M'N NO OF DEATH? (Yes or no) N/A
29s. CERTIFIER @CERYIFYING PHYSICIAN  To the best of my knowledge. death occurred atthe time. date. and place. and due to the cause(s) as stated
(Check only
one) D HEALTH OFFICER Od the basis of 1 and/or 1. my opinton. death occurred at the time, date, and place. and due to the cause(s) as stated
a CORONER the ”ts of and/or .0 my opinion. death occurred at the time. date and place. and due to the cause(s) and manner as stated
29b. SIGNATURE AND TITLE OF CERTIFIER 28c. MEDICAL LICENSE NO 296 DATE St (Month. Day. Year)
ITIFIER : ' ] ﬁg
OIOUY D D3
7
30 NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
Yy
DR. TOM N. GALOUZIS, 1600 S. LAKE PARK AVE, HOBART, IN SUITE 1102 {42
LTH 31 HEALTH OFFICER'S SIGNATURE ": X S g £ 32, DATE FILED (Month. Day, Year)
ICER T Yt e 7 D.O. LA DY, ¥
AAYWR Y )
33 MANNER OF DEATH 34s. DATE OF INJURY 34b. TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
(Month. Day. Year) INJURY (Yes or no)

O Natural [w] Pending
investigation

a Accident Y
34e. PLACE OF INJURY — At home. farm. street factory. office 34f LOCATION Stregt 'r‘Number or Rural Route Number. City or Town. St:
O suicide 3 Could not be building, stc. (Specify) : A .1

Determinad P4 - 3
D Homucide C_/'
la

¥
34g DATE PRONOUNCED DEAD (Month. Day. Year} 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specify driver. passenger. pedestrian, etc ,@5
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